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Highlights 
The BCM Ob/Gyn Perinatal Guidelines Committee makes the following recommendations regarding timing of 
delivery and management of labor and labor induction.  These guidelines are not meant to be all-inclusive and 
there may be other appropriate indications for delivery that are beyond the scope of these guidelines. 
 
1) There is no role for elective delivery in a woman with a suboptimally dated pregnancy.1  

2) For patients who desire planned repeat CD, delivery is advised at 39 weeks of gestation using best clinical 
estimate of gestational age.1   

3) Late term (41 0/7- 41 6/7) and post term (>42 0/7) IOL: 

a) IOL between 41 0/7 and 42 0/7 weeks of gestation should be considered due to increases in stillbirth, 
neonatal death, and infant death with gestations at >41 0/7 weeks.2 

b) Given concern that a full-term or late-term suboptimally dated pregnancy could actually be weeks 
further along than it is believed to be, late-term delivery is indicated at 41 weeks of gestation when 
gestational age is uncertain (i.e., suboptimally dated), using the best clinical estimate of gestational 
age.1 

4) Table I below can be used to guide the clinical decision making for optimal timing of indicated late-preterm 
and early-term births.3  There may be variations in clinical practice dependent on the clinical situation given 
none of the management recommendations are A recommendations 
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5) ACOG criteria should be satisfied prior to performing a CD for failed IOL, arrest of active phase, or arrest of 
descent/2nd stage labor.  The criteria for CD should be documented in the medical record (see smart 
phrase examples). 

6) If a CD is performed that does not meet ACOG criteria, shared decision making and counseling on risks of 
CD should be well documented in the medical record (see smart phrase example). 

Introduction 
The American College of Obstetricians and Gynecologists (ACOG) and the Society for Maternal-Fetal 
Medicine (SMFM) have long discouraged nonindicated delivery before 39 weeks of gestation due to the 
neonatal risks of late-preterm (34 0/7–36 6/7) and early-term (37 0/7–38 6/7) births.4  There are, however, 
maternal and fetal  indications that warrant delivery prior to 39 weeks of gestation. Although not intended to 
serve as standard of care, a consensus based on available data and expert opinion determined optimal timing 
of indicated deliveries in the late-preterm and early-term periods..5  Table I presents ACOG’s modifications of 
these recommendations for timing of delivery.4 
 
Although guidelines for indicated late-preterm and early-term deliveries depend on accurate determination of 
gestational age4,5, women with suboptimally dated pregnancies should be managed according to these same 
guidelines because of the lack of a superior alternative.1  According to ACOG, pregnancies without an 
ultrasonographic examination confirming or revising the estimated due date before 22 0/7 weeks of gestation 
should be considered suboptimally dated. Consistent with the practice for accurately dated pregnancies, the 
timing of an indicated delivery for a suboptimally dated pregnancy should be based on the best clinical 
estimate of gestational age.1   
 
Regarding mode of delivery, the rapid increase in the rate of cesarean delivery (CD) without evidence of 
concomitant decreases in maternal and/or neonatal morbidity or mortality raises significant concerns about 
contemporary CD rates. The primary CD increases the risk of maternal complications in the index pregnancy 
as well as future gestations. The most common indication for primary cesarean delivery is labor dystocia.  
ACOG recently published a clinical practice guideline that provides definitions for labor arrest, along with 
recommendations for management of dystocia in the first and second stages of labor that may help optimize 
labor management and assist with assessment of indication for cesarean delivery for labor dystocia.6  This 
document replaces the ACOG and SMFM Obstetric Care Consensus from March 2014 on the Safe Prevention 
of the Primary Cesarean Delivery.2 
 

Induction of Labor 
When delivery is indicated, often an induction of labor (IOL) must be undertaken.  The goal of an IOL is to  
stimulate uterine contractions before the spontaneous onset of labor in order to achieve a vaginal delivery.7   
 
If the Bishop score is greater than 8, the probability of vaginal delivery after IOL is similar to that after 
spontaneous labor.8  If the cervix is unfavorable, numerous studies have found that the use of cervical 
ripening methods lead to lower rates of cesarean delivery (CD) than IOL without cervical ripening.2  The 
Bishop scoring system, which was originally developed in the 1960s, has been simplified to include an 
assessment of only dilation, station and effacement with a similarly high predictive ability of successful 
induction.  A simplified Bishop score of greater than 5,  in both indicated inductions and spontaneous 
labor at term and preterm was associated with a probability of a vaginal delivery after IOL similar to 
spontaneous labor.9   
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Cervical Ripening Safety and Efficacy7,10-16 
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“Simplified” Bishop Score

• If the Bishop score is >8, theprobability of vaginal delivery after IOL is similar to that after spontaneous labor
• Simplified Bishop score >5 performs similarly to an original Bishop score >8
• Unfavorable cervix use of cervical ripening methods leads to lower rates of CD than IOL without cervical ripening
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Failed induction of labor3,17-20 
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Standardized IOL Protocols21-23 
• Protocol: 

o Amniotomy within 24 hours of oxytocin induction 
o IUPC after membrane rupture 
o Titration of oxytocin to MVUs 200-300 or cervical change 
o Oxytocin for at least 12 to 18 hours after membrane rupture before diagnosis of failed IOL 

 
• Findings: 

o Rate of failed IOL was significantly lower in the protocol-adherent group vs. protocol-
nonadherent group, both among nulliparous (3.8% vs. 9.8% respectively; p=.043) and 
multiparous women (0% vs. 6%, respectively; p=.0004) women 

o Nulliparous women in the protocol-adherent group spent 3.5 fewer hours in labor than did the 
women in the nonadherent group.   

o Multiparous women in the protocol-adherent group spent 1.5 fewer hours in labor than did the 
women in the nonadherent group.   

o The lowest rate of failed induction was observed when all elements of the protocol were 
followed 

 
• A standardized IOL protocol is also associated with reduced CD rate p (25.7% vs 34.2%; P=.02) and 

neonatal morbidity (2.9% vs 8.9%; P=.001) in Black women undergoing IOL. 
 

• Early amniotomy (defined as artificial rupture of the membranes at < 4 cm) in nulliparous labor 
induction has been recognized as a safe and efficacious adjunct, with a resultant shortening of the time 
to delivery by >2 hours as well as increase in the proportion of induced nulliparous women who deliver 
within 24 hours. 

IOL vs. Expectant Management in Nulliparous Patients (ARRIVE Trial)21  
 

Recommendations regarding the timing of delivery are founded on balancing maternal and perinatal risks. 
Delivery before 39 0/7 weeks without a medical indication is associated with worse perinatal outcomes.. For 
women who are at 41 0/7 weeks or later, delivery has been recommended because of increasing perinatal 
risks. When gestation is between 39 0/7 and 40 6/7, prior common practice was to avoid an elective IOL 
because of a lack of evidence of perinatal benefit and concern about a higher frequency of CD and other 
possible adverse maternal outcomes, particularly among nulliparous women. However, these conclusions 
were derived largely from observational studies in which IOL was compared with spontaneous labor. Such a 
comparison, however, provides little insight into clinical management, because spontaneous labor is not a 
certain alternative to IOL. Most observational studies that have used the clinically relevant comparator of 
expectant management have not shown a higher risk of adverse outcomes with IOL; instead, some of these 
studies have shown that IOL resulted in a lower frequency of CD and more favorable perinatal outcomes than 
expectant management. The ARRIVE trial (A Randomized Trial of Induction Versus Expectant Management) 
was designed to test the hypothesis that elective IOL at 39 weeks would result in a lower risk of a composite 
outcome of perinatal death or severe neonatal complications than expectant management among low-risk 
nulliparous women. 
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ACOG definitions of labor and management of labor dystocia6 
Once active labor is reached (6 cm), either spontaneously or during IOL, various strategies exist to manage 
abnormal labor progression (dystocia) or labor arrest.   
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Management of IOL through Active and Second Stage Labor2,6,7 
Checklist for Intrapartum Management 
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Figure 1. Induction of Labor Algorithm 
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Smart phrase examples6,24 
At Ben Taub: .CMDDYSTOCIA 
At PFW: .LABORDYSTOCIA 
 
Failed IOL 
@name@ was admitted for IOL for ***.  I counseled her on my recommendation for cesarean delivery for failed 
induction of labor because ALL of the following criteria have been met:  
 Cervix <6 cm 
 Membranes ruptured 
 Oxytocin administered for at least 12-18 hours after membrane rupture             

 
@name@ understands and agrees with the plan.   
 
Arrest of Active Phase Labor 
@name@ was admitted in labor.  I counseled her on my recommendation for cesarean delivery for arrest of 
active phase labor because ALL of the following criteria have been met:  
 Cervix ≥ 6 cm 
 Membranes ruptured 
 No cervical change after at least 4 hours of adequate uterine activity (>200 MVUs) OR at least 6 hours 

of oxytocin administration with inadequate uterine activity 
 

@name@ understands and agrees with the plan.   
 
Arrest of Descent/2nd Stage Labor 
@name@ was admitted in labor and progressed to complete dilation.  I counseled her on my recommendation 
for cesarean delivery for arrest of descent/2nd stage labor because ALL of the following criteria have been met:  
 Cervix 10 cm 
 Membranes ruptured 
 > 3 hours of pushing in a nulliparous patient or > 2 hours of pushing in a multiparous patient OR lack of 

fetal rotation or descent despite adequate contractions, pushing efforts, and time 
 
 

Cesarean Delivery When ACOG Criteria Not Met 
@name@ was admitted in labor and progressed to ***.  We reviewed her labor course and I counseled her 
that she does not meet ACOG-supported criteria for cesarean for labor dystocia at this time.  Through shared-
decision making with the patient, the decision was made to move to cesarean even though criteria were not 
met. I further counseled her on the risks of cesarean delivery compared to vaginal delivery, including, but not 
limited to increased risk of bleeding, infection, and damage to nearby structures.  I also counseled her that, 
given the high repeat cesarean delivery rate, future pregnancies are at increased risk of complications such as 
placenta previa, placenta accreta spectrum disorder, uterine rupture, and hysterectomy, all of which increase 
with each subsequent cesarean delivery. 
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Table 1. ACOG recommendations for the timing of delivery when 
conditions complicate pregnancy 
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