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NEW ACOG STANDARD LABOR DEFINITIONS (2014)

Uterine contractions resulting in cervical change (dilation and/or effacement)
LABOR Phases:
e Latent phase — from the onset of labor to the onset of the active phase
¢ Active phase — accelerated cervical dilation typically beginning at 6 cm

The stimulation of uterine contractions using pharmacologic methods or
AUGMENTATION  artificial rupture of membranes to increase their frequency and/or strength
OF LABOR following the onset of spontaneous labor or contractions following
spontaneous rupture of membranes.

If labor has been started using any method of induction described below
(including cervical ripening agents), then the term, Augmentation of Labor,
should not be used.

INDUCTION OF e nods inciude but o not lmited to: artficil ruptere of
LABOR membranes, balloons, oxytocin, prostaglandin, Laminaria, or other cervical
ripening agents)
Still applies even if any of the following are performed:
e Unsuccessful attempts at initiating labor

e Initiation of labor following spontaneous ruptured membranes without
contractions

Menard MK, Main EK, Currigan SM. Executive Summary of the reVITALize Initiative: Standardizing
Obstetric Data Definitions. Obstet Gynecol 2014 July; 124:150-3.

CC
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Induction Definitions: Key Points

Induction of labor includes all cases with any of the following:
Cervical ripening using medications (e.g. prostaglandins including misoprostol)
Cervical ripening using mechanical methods (e.g. balloons or other cervical dilators)
Artificial rupture of membranes before the onset of labor

Oxytocin/Pitocin® before the onset of labor. Note, if oxytocin is used in the setting of
irregular contractions with intact membranes without cervical change, then it would be
considered an Induction of Labor.

Augmentation of labor occurs ONLY:

After the onset of spontaneous labor, defined as contractions with cervical change, or
After spontaneous rupture of membranes with contractions (with or without cervical
change).

Note, if there is spontaneous rupture of membranes and no contractions then
administration of oxytocin is considered an induction of labor.

Link to full set of definitions: http://download.lww.com/wolterskluwer vitalstream com/PermalLink/AO
G/A/JAOG 124 1 2014 05 28 MENARD 14-107 SDC3.pdf 9
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Labor Induction versus Expectant Management in Low-Risk

Nulliparous Women

William A. Grobman, M.D., Madeline M. Rice, Ph.D., Uma M. Reddy, M.D., M.P.H., Alan T.N. Tita, M.D., Ph.D.,
Robert M. Silver, M.D., Gail Mallett, R.N., M.S., C.C.R.C., Kim Hill, R.N., B.S.N., Elizabeth A. Thom, Ph.D.,
Yasser Y. El-Sayed, M.D., Annette Perez-Delboy, M.D., Dwight J. Rouse, M.D., George R. Saade, M.D.,

Kim A. Boggess, M.D., Suneet P. Chauhan, M.D., Jay D. lams, M.D., Edward K. Chien, M.D., Brian M. Casey, M.D.,
Ronald S. Gibbs, M.D., Sindhu K. Srinivas, M.D., M.S.C.E., Geeta K. Swamy, M.D.,, Hyagriv N. Simhan, M.D,,
and George A. Macones, M.D., M.S.C.E., for the Eunice Kennedy Shriver National Institute of Child Health
and Human Development Matemal—Fetal Medicine Units Network*

ABSTRACT

BACKGROUND
The perinatal and matemal consequences of induction of labor at 39 weeks among
low-risk nulliparous women are uncertain.

METHODS

In this multicenter tria!, we randomly assigned low-risk nul'iparous women who
were at 38 weeks 0 days to 38 weeks 6 days of gestation to !abor induction at 39
weeks 0 days to 39 weeks 4 days or to expectant management. The primary out
come was a composite of perinata! death or severe neonata! complications; the
principa! secondary outcome was cesarean delivery.

RESULTS

A rotal of 3062 women were assigned to !abor induction, and 3044 were assigned
to expectant management. The primary outcome occurred in 4.3% of neonates in
the induction group and in 5.4% in the expectane-management group (relative risk,
0.80; 95% confidence interval [CI], 0.64 to 1.00). The frequency of cesarean de!wery
was significantly !ower in the induction group than in the expectane-management
group (18.6% vs. 22.%%; relative risk, 0.84; 95% CI, 0.76 to 0.93).

CONCLUSIONS

Induction of labor at 39 weeks in !ow-risk nulliparous women did not resu't in a
significantly !ower frequency of a composite adverse perinata! outcome, but it did
result in a significantly !ower frequency of cesarean delivery. (Funded by the Eunice
Kennedy Shriver Nationa! Institute of Child Hea!th and Human Development;
ARRIVE Clinica!Trials.gov number, NCT01990612.)

The authors’ affiliations are listed in the
Appendix. Address reprint requests to Dr.
Grobman at the Department of Obstetrics
and Gynecology, Northwestern Univer.
sity, 250 E. Superior St Suite 05.2175,
Chicago, IL 60611, or at w-grobman@
northwestern.edu.

*A list of other members of the Eunice
Kennedy Shriver National Institute of
Child Health and Human Development
Maternal-Fetal Medicine Units Network
is provided in the Supplementary Appen-
dix, available at NEJM.org.

N Engl ) Med 2018;379:513-23.
DOI: 10.105& NE| Moal 800566
Copyrigné © 2018 Mamachusesis Medical Socigy.
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The
ARRIVE
TRIAL

Can everyone universally
adopt and get the same
results?
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Non-Randomized vs. Randomized Results
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Mixed Response: Some Increased Induction/Some Not
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Summary of the
ARRIVE trial

CMQCC

This was a well executed randomized control trial

Important findings: elective induction at 39 in nulliparous

can reduce cesarean section rates by 3.6% and not harm
mothers and babies

Well chosen group of young patients (evidence
strict protocol)

Well chosen group of providers (evidence control
group CSR)

Standardized protocols for failed induction

Average “cost” to labor units for additional 6 hours
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The ARRIVE trial raised several questions:

Are the results generalizable to local patient population and to our
providers?

What were the protocols for induction and labor management, and can we
duplicate them in other settings?

Given the impact on length of labor (+6 hours), could the typical US hospital
achieve the same results without significantly over burdening their staffing
and room constraints?

Why were certain complications so frequent (preeclampsia and
chorioamnionitis)?

Is the main effect seen from letting patients go past 41 0/7, should the routine
induction be adjusted?

10



Randomization for ARRIVE trial CMQCC

50,581 Women were evaluated for eligibility

44,475 Were excluded

e s e o sttica 44,475 Were excluded (88%)

condition

6606 Had unreliable information on length 27,600 Did not meet eligibility Criteria

of gestation

| P e — 7560 Had a maternal medical or obstetrical

1854 Had a fetal or placental condition

1633 Had a planned induction of labor Condition

before 40 wks 5 days
7420 Met other exclusion criteria

16,42 Dechned o partcioate 6606 Had unreliable information on length
448 Were withdrawn by their physician .
of gestation
6106 Underwent randomization 2527 Had a delivery planned elseWhere Or
at an uncertain location
, 1854 Had a fetal or placental condition
3062 Were assigned to labor induction 3044Werina;;;ggr:;;iet:texpectant 1633 Had d planned lndUCtlon OflabOr
before 40 wks 5 days

1 Was lost to follow-up 2 Were lost to follow-up

2 Withdrew consent 5 Withdrew consent 7420 Met Other eXC|US|On Cr|ter|a
2875 Had delivery per protocol 2897 Had delivery per protocol 1 6’42 7 DeCl In ed to pa rtl Cl pate
184 Did not deliver per protocol 140 Did not deliver per protocol . H .
2 Had labor induction before 39 wks 1 Had labor induction before 40 wks 448 Were Wlthdrawn by thelr thSIC|an

0 days owing to scheduling error 5 days owing to scheduling error

37 Had labor induction, had spontane- 135 Had labor induction before 40 wks
ous labor, or underwent cesarean 5 days owing to patient or provider
delivery after 39 wks 4 days owing preference
to scheduling error or labor and 4 Underwent elective cesarean
delivery room unavailability delivery

144 Delivered after 39 wks 4 days owing

to patient or provider preference
1 Underwent elective cesarean
delivery

'

3059 Were included in the analysis 3037 Were included in the analysis 1 1
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Keys for Induction Success

Who you choose
(parity and cervical ripeness)

How you perform the induction

Follow your success rates!

12
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Can you apply the Arrive Trial to your Hospital?

What will it take to be able to apply
the Arrive Trial to my Hospital?

13
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Population Analysis of CS Rates After Induction

Arrive Trial was limited to University and University-
affiliated hospitals

Are their numbers comparable to community hospitals
where >90% of US birth occur?

Analysis of all ~240 California hospitals

14
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ldentifying CS Rates After Labor Induction

Data: Neither Hospital Discharge codes nor BC codes are perfect

Analysis of 46,916 women using ACOG reVITALize definitions of
induction (chart reviews)

Identification of Induction Sensitivity Specificity Accuracy
Hospital Discharge Codes ONLY 68.7% 96.7% 89.4%
Birth Certificate Codes ONLY 60.7% 97.8% 88.1%
EITHER BC OR Discharge Codes 87.0% 95.0% 92.9%
BOTH BC OR Discharge Codes 42.4% 99.5% 84.7%

15
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Cesarean Rate Following Labor Induction in Nulliparas:
Large Variation Among Hospitals
® Non-university Hospitals (N=229) M University Hospitals (N=9)
100% r
80%
70% F

60%
Rates Reported in

Protocol-driven RCTs
Median=32.2%

50%

40%

Cesarean rate following labor induction

Each Column Represents One of the 238 California Hospitals 16
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CS Rate Following Labor Induction in Lowest-Risk* Nulliparas:
Large Variation Among Hospitals

Cesarean rate following labor induction

100%

90% F

80%

70%

60% |

50%

40%

30%

20%

10%

0%

® Non-university Hospitals (N=229) W University Hospitals (N=9)

*Lowest-risk=NTSV excluding mothers with
age over 35 years, BMI over 35, gestational
age over 40 weeks or medical complications

Rates Reported in
Protocol-driven RCTs

Median=23.7%

Each Column Represents One of the 238 California Hospitals

17
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Variation in Provider Cesarean Rate After Nullip Induction
(4 hospitals without CNM or FP, only providers with >10 nullip inductions)
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Does NTSV CS Rate | -
Following Induction
Correlate with NTSV
CS Rate Among
Labor Patients?
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Very poor correlation,
suggesting that induction
management is very different
than labor management

NTSV cesarean rate among induced births (%)
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90

Does NTSV CS Rate N
Following Induction -
Correlate with |
Induction rate among

NTSV Patients?

30

NTSV cesarean rate among induced births (%)

Very poor correlation, suggesting
that the rate of successful vaginal
delivery following induction does
not improve with higher rates of

induction in nullips 0 10 20 30 40 50 60 70
Induction rate among NTSV births (%) 20
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What to do?

QI Actions:
Standardize labor protocols for induction of labor
Standardize criteria for “Failed Induction”
Highlight provider’s practices who have low CS rates after induction

Metrics: Maternal Data Center (California, Oregon, Washington)
Follow Nulliparous CS rate after labor induction as a quality measure
Share provider-level rates of Nulliparous CS after labor induction

Compare Nulliparous CS rate after labor induction by race/ethnicity
21
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% The American College of society fo
o ¢ Obstetricians and Gynecologists MOT(—?‘FOO| Fetal
¥ WOMEN'S HEALTH CARE PHYSICIANS - Medicine

number1 - Machi4 Safe Prevention of the Primary  JREEISISE:
Cesarean Delivery

New National Guidelines for Defining Labor
Abnormalities and Management Options
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Table 3. Recommendations for the Safe Prevention of the Primary Cesarean Delivery

Recommendations Grade
Induction of labor
Before 41 0/7 weeks of gestation, induction of labor generally should be performed 1A
based on maternal and fetal medical indications. Inductions at 41 0/7 weeks Strong recommendation, high quality evide

of gestation and beyond should be performed to reduce the risk of cesarean
delivery and the risk of perinatal morbidity and mortality.

Cervical ripening methods should be used when labor is induced in women with an 1B
unfavorable cervix. Strong recommendation, moderate quality ev
If the maternal and fetal status allow, cesarean deliveries for failed induction of labor 1B
in the latent phase can be avoided by allowing longer durations of the latent phase Strong recommendation, moderate quality ev

(up to 24 hours or longer) and requiring that oxytocin be administered for at least
12—18 hours after membrane rupture before deeming the induction a failure.

Safe prevention of the primary cesarean delivery. Obstetric Care Consensus No. 1.
American College of Obstetricians and Gynecologists. Obstet Gynecol 2014;123:693—-711.
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Defining Failed Induction of Labor
Grobman et al Am J Obstet Gynecol 2018;218:122.e1-8.

MFMU Network: 10,677 women who were induced
96% of women entered active phase when:
Cervical ripening complete
ROM
And,15 hours of oxytocin

No clinical fetal or maternal harm with this length of
latent phase

Limitation: Analysis not limited to nullips or term
24
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What to do?

QI Actions:
Standardize labor protocols for induction of labor
Standardize criteria for “Failed Induction”
Highlight provider’s practices who have low CS rates after induction

Metrics: Maternal Data Center (California, Oregon, Washington)
Follow Nulliparous CS rate after labor induction as a quality measure
Share provider-level rates of Nulliparous CS after labor induction

Compare Nulliparous CS rate after labor induction by race/ethnicity
25
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CS after Labor Induction Varies Greatly Across Hospitals
MDC Data for All CA Hospitals for Last 12 Months

60%

50%

40%

30%
All MDC Top 25%: <25.5% (2019) muummﬂuﬂ[lllﬂﬂj____]_l__,l. 1t

20%

10% —

0%
CS Among Induced NTSV Births Aug 2019 - Jul 2020

26
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Where stands my hospital?
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Track Progress over Time

Trend: Cesareans after Labor Induction: Nullip

40%

CA Top 25%: =26.2% (2019)

20%
10%

0% Aug 2017 - Jul 2018 Aug 2018 - Jul 2019 Aug 2019 - Jul 2020

-®- Theta Theta Hospital Rate ‘

MDC Steps: Landing Page / Hosp. Clinical Performance Measures / Cesareans after Labor Induction: Nullip / In Left Sidebar: Trend Line
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In-Hospital Variation among Providers

Provider #139. [ 8% (2/25)

Provider #031 [ 15% 22/147)

Eta Mu Hospital - 37.3% (279/747)

95 providers with n < 15 || R 41.5% 160/386
provider #5685 || 47-1% ¢/17)
provider #060 | 50% ¢/19)
Provider #919. || 72.7% 24/33)
provider £283 | GGG 0% (12/15)
Provider 229 | 57-5% (14/16)
Provider #141 | 55.2% (15/17)
Provider #354 | 23-3% (14/15)

0% 25% 50% 75% 100%
CS Among Induced NTSV Births:

Provider #377 [ 5% 1/20)

Provider #571 - 23.8%(5/21)
Provider #486 - 25%(5/20)
65 providers with n < 20 _ 26.6%71/267
provider #250 || 28.6% 6/21)
lota Beta Hospital - 28.7%(133/464)
provider #523 | 20-6% ¢/27)
Provider #075 _ 33.3%(8/24)
rovider #942 | 35% /20
provider #185 | 45-5% 00/22
provider #231 || 545% 0222

0% 25% 50% 75%
CS Among Induced NTSV Births:

Provider #429 0% (0/22)

Provider #745 - 16.9% (11/65)
Provider #306 | 18-5% 5/27)
Provider #218 || 23-8% 0 9/50)
lota Theta Hospital || 25-8% 050/560)

Provider #859 | 26-8% 01/4)
provider #313 || 23-6% 00/35)
Provider #863 || 23-2% 1/39)

44 providers with n < 21 ||| 20-4% 42143
Provider #172 || 32-1% /29
Provider #373 || 33-3% (11/33)

Provider #737 || 0-2% ©/22)

Provider #287 |G 26-2% (12/26)

60%

0% 20% 40%
CS Among Induced NTSV Births:

MDC Steps: Landing Page / Provider Performance Measures / Click Column Label “CS among NTSV Induced Births”
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Variation by Race/Ethnicity
Eta Mu Hospital || 30 5%

B  iispanic-Us corn [N 2+-6%

Compare differences within Hispanic-Foreign Born | 3+.5% (n29)

yo u r h OS p ita I Non-Hispanic White _ 37.6%
) o e sec I .+~
Asian/Pacific Islander _ 43.9%

Why does the care provided others [ 50% (-
differ so dramatically: unknown | 7.1 (n=17)
= Compared to other patients canoc I 25-1%

) CAMDC: Non-Hispanic White || GG 26-9%
?
cared for at hospltal ) cAMDC: Hispanic-US Born |GG 29-1%

" Compa red to State ave rageS? CA MDC: Asian/Pacific Islander _ 29.4%

CA MDC: Hispanic-Foreign Born _ 29.9%
‘ CA MDC: Non-Hispanic Black _ 36.3%

MDC Steps: Landing Page / Hospital Clinical camoc: others |GG 2%
Performance Measures / Cesareans after Labor cAmDC: Unknown |G 319
Induction: Nullip / In Left Sidebar: By Race/Ethnicity 0% 20% 40%

CS Among Induced NTSV Births:
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Keys for Induction Success

Who you choose
(parity and cervical ripeness)

How you perform the induction
Follow your success rates!

31
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California Maternal
Quality Care Collaborative

The Dilemma: Can we meet the
Increased demand for induction
of labor without causing a
significant financial and safety
iIssues for our institutions?
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SCHEDULING INDUCTION OF LABOR

Date Patient Date of birth MR #
Physician or certified nurse-midwile Last ual period
Gravadity/Parity

Estimated date of delivery Best estimated gestational age a1 delivery

Proposed induction date Proposed admission lime

J Gestational age of 39 (7 weeks or older conlirmed by either of the following criteria (1):

J Ultrasound measunement 21 Jess than 20 weeks of gestation supparts gestational age of
39 weeks or greater

' Felal heart tones have been documented & present for 30 weeks of gestation by
Doppler ultrasonography

Indication for induction: (choose one)

3 Medical complication or condition (1): Diagnosis:
2 Nommedically indicated (1-3) Circumstances:
Patient counseled aboul risks, benelits, and aliernatives 1o induction of labar (1)
3 Consent form signed as reguired by institution

Bishop Score (see below) (1)

Bishop Scoring System
Factor
Dikation Pasition of Effacement |  Station® Cervical
Scon |em| Carvix %) Coasistancy

] Clesed Fosterior 9-30 3 Fm
1 1-2 Midpesition 40-50 -2 Medium
2 3-4 Anteriar B0-70 1.0 Soft
1 5-6 — 1] +1, 42 -

*Seation selloct 2 <3 w43 walke.

Munkifiead froem Biishop EH. Pelvic wootinng for clective nducton. Obiet Gynocol 1964;14.266-8.
3 Pertinent prenatal laboratory test resulls (eg, group B streplococei or hematocrit) availahle (4, 5)
2 Special concerns (eg. allergies, medical problems, and special needs):
To be completed by reviewer:
2 Approved induction after 39 V7 weeks of gestation by aforementioned dating criteria
2 Approved induction before 39 (N7 weeks of gestation (medical indication)

J HARD STOP - gestational age, indication, consent, or other issues pe iniliating induction without fusth
infarmation or consultation with department chair

Scheduling
Checklist/
Rational
Planning for
“Induction
Capacity”
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Critiquing a Failed Induction

Induction in the face of unripe cervix
(Bishop score < 8 primip and < 6 multip)
Inadequate documentation of cervical
ripening procedure and timing

Adequate trial defined by latent phase at
least 12-18 hours of oxytocin and
ruptured membranes

34
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Defining Failed Induction

Nulliparous women remaining in the latent phase for 12 hours
compared with women who had exited the latent phase had
significantly increased rates of chorioamnionitis (12.1%
compared with 4.1%) and endometritis (3.6% compared with
1.3%) and increased rates of neonatal intensive care unit
admission (8.7% compared with 6.3%).

Similar patterns were present for multiparous women at 15
hours.

With ruptured membranes a latent phase (obtaining 6 cm)
after initiation of oxytocin of at least 12 hours for
nulliparous women and 15 hours in multiparous women is a
reasonable criterion for diagnosing a failed induction

Kawakita T et al. . Obstet Gynecol. 2016 Aug;128(2):373-80. 35
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At what GA should we induce?

Gestational age (39 vs. 40 wks) lowers CSR by (=3-4%)
Type of labor (spontaneous vs. induced) (=10-15%)
Centimeters on admission (=10-15%)

Therefore: Consider schema for inductions of attempting to only
Start induction oxytocin with ripe cervix, proceeding with
induction in unripe cervix until 40 3/7" weeks to allow as many
spontaneous labors as possible. Use outpatient cervical ripening
to avoid resource overload on labor and delivery.



NTSV: Hours in Labor and CSR CMQCC

35
Ind/Cx Ripeai

30

25

Ind/No ripenin
20 pening

CSR

15

10 Spont/Augmented

Spontan
5

0
0 5 10 15 20 25 30

* Source internal PSJH data Hours in Labor 37
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Admission Dilation has Greatest Impact

Gestation Age and Centimeters on Admission vs. NTSV CSR*
30

25
20
15

10

Ocm 1cm 2cm 3cm 4 cm 5cm

39 weeks 40 weeks

* Source internal PSJH data 38
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Is There a Place for Outpatient Pre-
induction Cervical Ripening?

“If trials like the National Institute of Child Health and Human Development's
ARRIVE trial show that delivery for all women at 39 weeks provides a
significant advantage in pregnancy outcomes, the number of women who
require induction of labor will considerably increase. Strategies to improve
patient/family satisfaction, decrease resource allocation and costs, and
assure safety are paramount. Although there are many potential
candidates, it seems that outpatient pre-induction cervical ripening with

the Foley catheter meets these criteria in a properly selected group of
low-risk women.”

Leopold B, Sciscione A. Obstet Gynecol Clin North Am. 2017 Dec;44(4):583-591. 39
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ARRIVE Trial Technique

B':IIIBVLeEr:admlsslon resource utilization stratified by randomized group assignment
Induction of labor Expectant management
Variables (n = 3059) (n = 3037) Pvalue RR (95% Cl)
Matemal
Labor and delivery duration, d 0.83 (0.53, 1.2 0.57 (0.37, 0.85) < .001 —
Cervical ripening 62.8 28.7 < .001 2.19 (2.06—2.33)
Oxytocin infusion 845 73.3 < .001 1.15(1.12—-1.18)
Intrauterine pressure catheter 418 36.6 < .001 1.14 (1.07—1.21)
TABLE 7
Absolute differences per 1000 women in types of resources that significantly differed between groups
Ripening agent 846 370 476
Balloon catheter 404 186 218
Laminaria 1 0 1
Cervidil 62 23 39
PGE1 or gel 378 161 218
Oxytocin infusion 845 733 112
Intrauterine pressure catheter 418 366 52

GROBMAN ET ALAM J OBSTET GYNECOL 222;4, P369.E1-369.E11, APRIL 01, 2020 40
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Rationale of Outpatient Cervical Ripening

1. Mechanical methods as effective with respect to

achieving ripeness and cesarean delivery rates in
controlled studies

2. Balloon ripening can be used outpatient since

tachysystole is not associated

3. Better experience comes from patients having less

cramping and not spending the night in the hospital

4. Less cost since monitoring and nursing care not

used for 8-12 hours while awaiting ripening of the
cervix

CC
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Proportion undelivered

1.00

CMQCC

What if outpatient?

Fig. 2. Estimated time to delivery by
study group. This figure displays the
Kaplan-Meier survival curves for time
to delivery for the four induction

Levine. Randomized Trial of Four Induction
Methods. Obstet Gynecol 2016.

0.75 - \
\\ method groups, P<<.001.
“\
1
0.50 - \.
\
\\
Outpatient only=>"
0.25 A
0.00 -
| | I I | I
0 10 20 30 40 50

Time to delivery (hours)

m— [\lisOprostol only

= [\lisoprostol and cervical Foley

= Cervical Foley only

Cervical Foley and oxytocin
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Bleeding 1:364
Rupture of Membrane 1:157
NRFHR 1:365
Uterine Hypertonus 1:3,707
Tachysystole 1:4,812
Fetal Death 0:8189

Diederen,M., et al BJOG 2018; 125:1086-95.
43



CM
In Office Balloon Placement

Patient arrives:
Questionnaire/Hx/VS

Reviewed
High Patient sent to hospital for
L possible admission and/or
Risk monitoring**
Cx > 3cm Patient sent home
Bishop for admission in
>77? AM**
Balloon Placed per Induction per protocol
Protocol

*Positive questionnaire, abnormal vital signs or history (Preeclampsia, Premature Rupture of Membranes,
Equivocal AP Testing, Oligohydramnios, etc.)
** Patients admitted into hospital, if no prior uterine surgery or other complication consider combination cervical ripening
with misoprostol and foley catheter balloon

CC
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Mark

Place thru
cervical
canal

Inflate balloon
Tie off catheter at
vaginal entrance

Cut off Foley Tail
Tuck into vagina



CM

Lessons Learned From Experience

Majority of patients can have balloon placed/ stenosis rare
Proper placement above internal os has very good success

No fetal monitoring needed since no tachysystole risk,
monitoring only for other indications

If inpatient for monitoring you can use misoprostol or oxytocin
and Foley balloon concurrently

Only about 5% come in labor before morning

Balloon usually sitting in vagina in the morning, can have
induction started if balloon not expelled

Patients much happier with the process and less tired since slept
at home

Relieves significant burden on L&D Staff and Physicians

CC
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CMQCC

Thank You!

Visit: CMQCC.org
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