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Bristol 

Clifton Suspension Bridge 



Snowy Bristol – March 2013 



One born every minute - Bristol 



UK and Turkey 

• Similar obstetric drivers – pressure 
to reduce CS rates 



Introduction 

• Current approaches to IOL 

– National guidance  

– Methods 

• Latest data from new meta-analyses 

– Induction of labour at term reduces perinatal 
mortality 

– Induction of labour with some induction agents 
reduces CS rates 

– Lower threshold for IOL 



Labour 

• Initiation of labour is a complex 
process 

 



Cervical Ripening 



PGE2 and the Myometrium 

• PGE2  

– enhances myometrial response to oxytocin 

– accelerates gap junction formation leading to more 

coordinated contractions 

– stimulates fundal muscle contraction 

– impedes lower segment and cervical smooth muscle 

• Note that ripening effects may occur without 

uterine contractions 
Rayburn WF. Obstetrical and Gynecological Survey 2002 



Induction of Labour 

• NICE Guideline: Indication for IOL 

– Risks of pregnancy continuing outweigh 
benefits 



Ideal method of labour induction 

• Safe for babies 

• Safe for mothers 

– Mode of delivery 

– Effect on caesarean rate 

• Cost effective 



ARM/Oxytocin vs PGs 

• NICE Review 

• Vaginal PGE2 is less invasive than Oxytocin 

• NB Oxytocin 

– IV access 

– Continuous monitoring 

• Vaginal PGE2 preferred by women 



Mechanical Methods 

• Balloon vs Foley – no difference 

• The Foley catheter is a reasonable 
and effective alternative for cervical 
ripening and inducing labor.  

ACOG. Practice Bulletin. 2009 

 

 
NICE. IOL Guideline. 2008 



PROBAAT Study 

• Foley vs PGE2 Gel 

– IOL cephalic, term, unfavourable cervix 

– CS rate – no difference (23% vs 20%) 

– Costs - Mean costs per woman  

• Foley €3297 

• PG E2 €3075 

– Saving €222 per woman using PGE2 
Jozwiak et al. BJOG. 2013 



Misoprostol for IOL 

• Misoprostol 

• High rates of hyperstimulation 

• Hyperstimulation associated with increase in 
poor neonatal outcomes 

• No better than vaginal PGE2 

• UK National Recommendation 

• Misoprostol should only be used for 
induction of labour for women who have an 
intrauterine death 



Methods for IOL - NICE 

• UK overall recommendation 

 



Future Mx of previous CS ? 

• USS in 1st/2nd trimester 

 



Predictive clinical value ? 

• Meta-analysis - occurrence of defect 
vaginal birth after CS 

• Myometrium thickness 
• 2.1- 4.0mm – strong negative predictor 

• 0.6-2.0mm – strong positive predictor 

• Future prospective observational 
studies required 

 N. Kok et al. Ultrasound O&G. 2013 



Previous CS 

• NICE 2008 

 

 

 

 

• ………overall - Prostaglandins 

 

 



Previous CS 

• The use of misoprostol in women 
with prior cesarean delivery or major 
uterine surgery has been associated 
with an increase in uterine rupture 
and, therefore, should be avoided in 
the third trimester.  

ACOG. Obstet Gynecol. 2009 



Latest data about Labour Induction 

• What do women want ? 

• Outcomes after induction of labour 

– Induction of labour at term reduces perinatal 
mortality 

– Induction of labour with some induction agents 
reduces CS rates 

– Lower threshold for IOL 



What do women want ? 

• Women preferred induction of labor to 
serial antenatal monitoring  

 



Outcomes of elective IOL ? 

• New data  



Elective IOL 

• Associated with reduced perinatal 
mortality 

• OR 0.39 at 40 weeks gestation 

• PPH and anal sphincter injuries 
reduced 

• OR 0.74 & 0.82 respectively 

• Spontaneous vertex delivery rates 
not affected 



IOL to improve birth outcomes  



IOL and Perinatal Death 



IOL and CS 



Labour induction at term 



Effect on CS 

• IOL reduces the rate of CS 

 



Perinatal effects 

• Reduces rate of perinatal death for 
women – OR 0.37 



Latest data published this month 

• Agrees with other systematic reviews 

– There were benefits for the fetus  

– The risk of cesarean delivery was lower for 
women whose labour was induced than those 
managed expectantly in term and post-term 
gestations. 



Benefits for the baby 



Method of induction – different effects 

• PGE2 preparations reduce CS rates 

• Oxytocin and balloon catheters do not 

 



Clinical advantages Propess 

• Propess in clinical practice  

– Reduced requirement for oxytocin 
Augmentation after IOL 

– Reduced requirement for ventouse/forceps 
Kelly et al. Cochrane review. 2012 

• Therefore Propess better for obstetricians 
as well as women 



Bristol practice 

• Propess for all Indications for induction of 
labour 

• Standardisation 

– Advantages for our service 

• Single administration 

• Single CTG 

• Time saving 

– Review after 24 hours by senior member of the 
team if not in labour 



How we use Propess 

• Start of IOL 

– Antenatal assessment 

– 30 minute CTG  

• Insert Propess 

– Further 30 minute CTG should be performed to 
confirm fetal well being 



Insertion of Propess 

    
 
1. Insertion  

Holding the PropessØ insert 

between the index and middle 

fingers of the examining hand, 
insert it high into the vagina 

towards the posterior vaginal 

fornix using only small 
amounts of water soluble 

lubrica nts.  

 

 
2. Positioning  

The index and middle fingers 

should now be twisted a 

quarter turn clockwise, pushing 
the Propess insert higher up, 

behind the posterior fornix and 

turning it through 90¼ so that it 
lies transversely in the 

posterior fornix.  

 

 
3. After  positioning  

Carefully withdraw the fingers 

leaving the PropessØ insert in 

the position shown in this 
diagram where it should remain 

in situ . After insertion ensure 

that the patient remains 
recumbent for 20 -30 minutes to 

allow time for the PropessØ 

insert to swell. Again, this will 

help it to remain in place for the 
duration of the treatment. Allow 

sufficient tape to remain outside 

the vagina to permit easy 
retrieval.  

 

 
4. Removal  

To stop prostaglandin E2 

release, gently pull the retrieval 

tape and remove t he Propess 
insert.  

 

 



Next 

• If CTG normal 

• No further monitoring is required unless 
SRM or painful tightenings/contractions 

• Selected low risk patients can return home 
for 6 hours 



And then 

• When/if the woman reports painful 
tightenings/contractions 

• If regular tightenings/contractions 
palpated 

• Vaginal examination should be performed 

• Remove Propess (irrespective of any cervical 
change) 

• Transfer to labour ward 



Cautions 

• Remove Propess if: 

– Maternal side effects (rare) 

– Uterine hyperstimulation 

• Commence CTG 

• Palpate contractions 

– Abnormal FHR/CTG 
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Methods for IOL 

• Mechanical methods 
• Equal efficacy 

• Possibly higher overall cost 

• Not recommended by NICE 

• Misoprostol 
• Localise to setting - minimum dose 

• Not for previous CS 

• IUFD 



Prostaglandins 

• Prostaglandins 
• Gold standard for almost all indications for 

IOL 

• Propess  
• Advantages for women and obstetricians 

– Reduces requirement for additional oxytocin and/or 
instrumental birth after IOL 

– Only single CTG and insertion 

– Standardisation of service 



Conclusion 

• Latest data from new meta-analyses 

– Induction of labour at term reduces perinatal 
mortality 

– Induction of labour with some induction agents 
reduces CS rates 

– Propess may have additional benefits 

– Lower threshold for IOL 

– Consider effects on system 



Queen’s Anniversary Prize - 2014 

Queen’s Anniversary Prize for 
Excellence in Education - 2014 



Thankyou 

• Ferring 
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