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What are inductions of labor and failed induction of labor? 

Induction of labor (IOL) is the use of physical or pharmacological methods in a pregnant woman 

who is not in labor to stimulate uterine contractions and start a vaginal birth in the following 24 to 

48 hours.1-3 Indications for IOL can be medical (ie, maternal or fetal) or elective (ie, absence of 

maternal or fetal indications, like living far away from the hospital).1-3 The indication for an IOL 

must be convincing, compelling, consented to, and documented.2 Rates of IOL have more than 

doubled since the 1990s, mostly inflated by elective IOL and postterm pregnancies.2,4 

Sometimes, for diverse reasons, IOL does not work, and this is known as a failed IOL. 

Failed IOL can be repeated if there is no indication for immediate delivery or end in a cesarean 

when there are indications for immediate delivery. The rate of failed IOL in both nulliparous and 

parous women is higher when the Bishop score is low (ie, 0 to 3; Figure 1).2 Institutional factors 

may also play a role in the rate of failed IOL; women induced at term with low-risk Robson criteria 

in low induction rate centers had a lower overall failure rate than the high induction rate centers 

(18% vs. 28%, P < 0.008).2 
 

Figure 1. Rates of failed inductions of labor (left) and cesareans (right) in women undergoing 

induction, stratified by parity and the modified Bishop score at entry. 

 
Modified from Xenakis EM, Piper JM, Conway DL, Langer O. Induction of labor in the nineties: Conquering the 

unfavorable cervix. Obstet Gynecol. 1997;90(2):235-239. doi: 10.1016/S0029-7844(97)00259-7. 

 

Why is it important to measure inductions of labors and failed inductions of labor? 

Certain IOL methods can overstimulate the uterus, leading to changes in the fetal heart rate, 

umbilical cord problems, uterine rupture, infections, fetal death, and increased risk of cesarean 

birth.1 Medical problems presenting before pregnancy might contribute to these complications. 

Frequencies of IOL vary by location, institution, and indications, warranting the importance of its 

monitoring. The rates of IOL have increased steadily from the 1990s in Canada,2 Australia,5 and 

the US.6 
 

Rising rates of cesarean deliveries pose important concerns regarding failed IOL, especially with 

borderline indications.4 To meet the expectations of women in their unique circumstances, IOL 
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should be tailored to these expectations. There should also be clear indications and benefits to 

either mother or fetus outweighing the potential risks.4 
 

How are inductions of labor and failed induction of labor measured? 

The American College of Obstetricians and Gynecologists (ACOG)7 recommends measuring the 

percentage of patients in whom gestational age is established by clinical criteria when labor is 

being induced for logistic or psychosocial indications. As there is no standardized measure of IOL, 

the Florida Perinatal Quality Collaborative will use the following working definitions: 
 

Rate of IOL = 
Non–medically indicated IOL performed to women 39-40

6 
7

 weeks pregnant
a

All singleton, vertex births to women 39-40
6 
7

 weeks pregnant
 

 

Rate of Cesareans (Among IOL)
a
 = 

Cesareans to women 39-40
6
7

 weeks pregnant

Non–medically indicated IOL performed to women 39-40
6 
7

 weeks pregnant
a 

 
aWomen were 39- to 40

6

7
-week pregnant with singletons in vertex position and had neither previous cesareans nor 

contraindications to vaginal delivery. 

 

What are the limitations of measuring failed induction of labor? 

As demonstrated in the literature review, using the Bishop score is helpful to classify inductions 

as high risk for failure. However, the Florida data set of maternal discharge records linked to birth 

certificates cannot account for the Bishop score at induction, making it impossible to stratify failed 

IOLs by this measure. However, the linked data set does allow for stratification of nulliparous and 

multiparous women. Also, studies have demonstrated that latent IOL phases as long as 18 hours 

in nulliparous women do not increase the risk of significant maternal or neonatal morbidity.8,9 

Using the same linked data set, however, makes it impossible to determine the length of  the latent 

phase for nulliparous women. 

 

There is also controversy on the ability to predict IOL outcomes: a recent systematic review 

demonstrated that the rates of cesarean deliveries are usually the same in women with IOL 

compared to those women without IOL.3 Hence, the effect of elective IOL on the frequency of 

cesarean delivery is a critical uncertainty.3 
 

How can we improve quality based on this indicator? 

Understanding of the effect of failed IOL helps clinicians and policymakers determine the benefits 

and harms, and thus define a reasonable role for elective IOL in current obstetric practice.3 In turn, 

implementation of elective IOL policies—usually based on ACOG recommendations—results in 

lower rates of failed IOL, cesareans, operative/instrumental vaginal deliveries, maternal morbidity 

and neonatal morbidity and mortality.3,10 Process improvement through policy implementation has 

been proven superior to lack of standardization of elective labor induction.10 Evidence-based 

policies should be in place for elective IOL to reduce and prevent maternal and neonatal morbidity 

as well as increased cesarean and failed induction rates.10 The QI efforts of hospitals reviewing 

“hard stop” policies, hospital culture, scheduling of staff, and market share issues, positively affect 

the safety of the women and newborns they serve.10,11
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Figure 2. Rate of non–medically indicated induction of labor among singleton, vertex births 

at 39-406

7
 weeks of gestation in multiparous women in Florida - Hospital X, 2004-2013. 

 
Figure 3. Rate of cesarean delivery among singleton, vertex, non–medically indicated 

inductions at 39-406

7
 weeks of gestation in multiparous women in Florida - Hospital X, 2004-

2013. 
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Figure 4. Rate of non–medically indicated induction of labor among singleton, vertex births 

at 39-406

7
 weeks of gestation in nulliparous women in Florida - Hospital X, 2004-2013. 

 
Figure 5. Rate of cesarean delivery among singleton, vertex, non–medically indicated 

inductions at 39-406

7
 weeks of gestation in nulliparous women in Florida - Hospital X, 2004-

2013. 
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