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Background:

The incidence of induced labor has tripled from 9.5% to 31.4% between
1990 and 2020, due to an increase in the incidence of maternal and fetal
indications for induction, as well as an increased recognition of the safety of
induction of labor by maternal request at 39 weeks of pregnancy23. Induced
labor has been shown to lead to decreased antepartum office visits and
postpartum hospitalizations, with an overall neutral impact on healthcare
utilization®5. However, the increased time and number of interventions on
labor and delivery for patients undergoing induction can be challenging for
patients and the health care system.

Induction of labor practices vary among physicians, midwives, and nursing
staff, driven by both patient and provider preferences. Furthermore, UCSD
cesarean birth rates for induced labor are higher than that for spontaneous
labor. Given that induction itself is not thought to increase the risk of
cesarean, this may be attributable to these patients’ comorbidities or
differences in management practices during induction.

There is a clear need to understand and increase the use of evidence-based
labor induction practices that could decrease time to birth during inductions
and decrease the rate of cesarean birth.
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Goals:

Characterize patient characteristics, induction practices, and decisions
leading to cesarean birth in birthing persons undergoing induction of labor

Improve the implementation of provider and institution best practices for
induction of labor and cesarean birth decisions

Decrease the rate of cesarean birth in induced labor at UCSD

Interventions:

Implement an induction of labor education intervention consisting of
evidence-based best practices for induction of labor. Educational talks and a
handout on labor and delivery were rolled out in January 2024.

EVIDENCE-BASED INDUCTION OF LABOR
CONFIRM DATING
CONFIRM APPROPRIATE INDICATION FOR DELIVERY

1/2024

CONFIRM NO CONTRAINDICATION TO LABOR

No

Combination cervical ripening
Ripening best practices

Oxytocin is appropriate in PROM with
unfavorable cervix

Consider outpatient balloon

Combination ripening with balloon and
misoprostol or oxytocin reduces time to
delivery by 3-4 hours

Place balloon at admission exam with
analgesia and speculum PRN

Balloon tension not necessary

Misoprostol

Contraindicated with hx of uterine scar
FGR/oligohydramnios are NOT
contraindications but consider PO route
to reduce tachysystole risk

Cesarean delivery for failed induction
should not be recommended prior to
15 hours after oxytocin initiation and

membrane rupture. Durations of 18-
24 hrs should be considered.

Policies: Fetal Monitoring, Oxytocin Use, & Induction
of Labor Cervical Ripening

Contact: Ammar Joudeh, MD gjoudeh@health.ucsd.edy
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Oxytocin & early amniotomy

Early amniotomy with oxytocin start

Reduces time to delivery by 5-9 hours
Does not increase risk of CS or infection

R2-R4/Attending reassessment if
concerned AROM not safe

Every four hours in latent labor

Review maternal & fetal status
Review oxytocin titration
SVE if necessary

Discuss labor progress & next steps w/
patient and nurse

Oxytocin protocol

RN to alert MD for collaborative
decision-making if halving, stopping, or
unable to titrate per protocol

Halve rate for worsening category Il
w/interventions, tachysystole, uterine
hypertonus, MVU > 250

Stop for for suspected uterine rupture,
cat Ill, suspected abruption, fetal
bradycardia, other sign of maternal/fetal
distress, or impending cesarean.

If stopped: reassess within 30 min to
start at half prior dose or if stopped

> 30 mins, need to restart at 2mu/min
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Preliminary Results:

No apparent increase in cesarean rate since implementation of the labor
checklist protocol, which is reassuring with respect to the safety of these
interventions at our institution.
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Next Steps:

Granular data analysis of changes in labor induction techniques with
introduction of the labor checklist. Analysis will include pre-intervention
(Nov. 2024) and post-intervention (March 2024) comparisons of:

- NTSV cesarean birth rate

- Percentage of patients undergoing combination, individual, or staged
approaches to cervical ripening

- Percentage of patients undergoing early amniotomy

- Maximum dose of oxytocin used and oxytocin discontinuation during
labor

Expected Outcomes:

We expect that evidence-based induction of labor practices will increase in
frequency in the period following the implementation of the checklist
without an adverse impact on the cesarean delivery rate.

Final Recommendations:

If evidence-based practices do not improve in frequency as expected,
surveys of the labor and delivery team could be undertaken to identify
challenges in implementing these practices and appropriate next steps.
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