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ABSTRACT
RS

As cesarean rates have climbed to almost one-third of all births in the United States, current research and
professional organizations have identified letting labor begin on its own as one of the most important strate-
gies for reducing the primary cesarean rate. At least equally important, letting labor begin on its own sup-
ports normal physiology, prevents iatrogenic prematurity, and prevents the cascade of interventions caused
by labor induction. This article is an updated evidence-based review of the “Lamaze International Care Prac-
tices That Promote Normal Birth, Care Practice #1: Let Labor Begin on Its Own,” published in The Journal
of Perinatal Education, 16(3), 2007.
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ng;fg’oeéi;atal Education, It can be argued that the most powerful way in
This article is an updated ' ' i i
vidence-based review of TR (MR BREM (S ER e WHICh We can support the normal ~physiology of
the “Lamaze International PSE, TSCEL #LIALM IR ETAFIR) 2007, 16@)imiEiEs4. labor and birth is to let labor begin on its own.
Care Practices That Promote Virtually, every definition and consensus statement
Normal Birth, Care Practice | birth beqi ith “ t t of
#1: Let Labor Begin on Its on normal birth begins with “spontaneous onset o
Own,” published in The Jour- labor” (see Table 1).
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TATAT LAY, births in subsequent pregnancies. The

A= Mot 1E AR Centers for Disease Control  and
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doubled from less than 10% in 1990 to
almost 23% in 2012 (Martin, Hamilton,
Osterman, Curtin, & Mathews,
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survey of American American women do not have accu-
women who gave birth rate information on which to make
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from July 2011 to June the women surveyed wrongly believed
2012, less than half of that macrosomia is an appropriate
the women surveyed indica-tion for induction of labor, and
allowed labor to begin almost 30% of the women wrongly
on its own (Declercq, thought that induction lowers the risk
Sakala, Corry, for cesarean surgery.
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This article  will review the
importance of allow- ing labor to begin
on its own for a safe and healthy birth
and the risks associated with labor
induction.
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TABLE 1
%1

Normal Birth Definitions

EESHEIEX

Source 5{%/)?

Definition or statement & X 8 & ik

American midwives (Supporting Healthy and Normal Physiologic Childbirth: A Consensus
Statement by ACNM, MANA, and NACPM [American College of Nurse-Midwives,
Midwives Alliance of North America, National Association of Certified Professional

Midwives, 2012])

EEB L ( CORFERINER FEH%: ACNM, MANA, F1 NACPM [iFEiH 7 H1)
[ACNM: SEE{EMBIF 12 MANA: Jb3EBh™ LB, NACPM: AE& LB

T&E2, 2012)

Canadian obstetricians, obstetric nurses, midwives, family physicians, and rural physicians
(Joint Policy Statement on Normal Childbirth [Society of Obstetricians and Gynaecologists
of Canada, Association of Women's Health, Obstetric and Neonatal Nurses of Canada,

Normal physiologic childbirth is
characterized by spontaneous onset
and progression of labor.

TE 5 A B 20 W00 (RO A P R
) E SR R B A

A normal birth is spontaneous in onset.

IEH I 52 B AR KB

Canadian Association of Midwives, College of Family Physicians of Canada, Society of

Rural Physicians of Canada, 2008])
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H:2E4, 2008))

The “normal delivery” group includes
women whose labor starts
spontaneously.

CIEER MABEEBEAK
BRI L.

English obstetricians, midwives, and childbirth educators (Making Normal Birth a Reality—
Consensus Statement From the Maternity Care Working Party [National Childbirth Trust,
Royal College of Midwives, Royal College of Obstetricians and Gynaecologists, 2007])

SEEPERIBEAE B LR # ( LIER MO IS 10 P I T
IR ) (M HES, SR 13s, RREMEMYS,

2007)

World Health Organization (Care in Normal Birth—A Practical Guide, 1996)

PSR TR (((EH MR- SK R ) 1996)

We define normal birth as: spontane- ous

SUPPORTING NORMAL PHYSIOLOGY

XRFIER AR

The most compelling reason to let labor begin
on its own may be to allow the birth hormones
to regulate labor and birth, breastfeeding, and at-
tachment as nature intends. Most childbirth edu-
cators and other birth professionals are familiar
with the important roles which the four main birth
hormones—oxytocin, endorphins, catecholamines,
and prolactin—play in regulating labor and birth,
breastfeeding, and attachment. But an important
new report by Dr. Sarah Buckley (2014) also de-
tails the critical roles that these four hormones play
in preparing both mother and baby for labor and
birth.
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Oxytocin #Z/=&

Both the blood levels of oxytocin and the num- ber of oxytocin
receptors throughout the mother’s body increase as pregnancy advances.
However, fi- nal surges in oxytocin and oxytocin receptors may not occur
until the final days before the spontane- ous start of labor (Buckley,
2014). Letting labor be- gin on its own with the optimal number of
oxytocin receptors and optimal levels of natural oxytocin on board
increases the likelihood that labor and birth will progress successfully
and that breastfeeding and attachment will get off to the best possible
start.
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ZHT IR E LR A 2 B 5 AT (Buckley,
2014). tnSikor e BARTTAR, b Sk H AR
= 2R KPR = R R 2 AR B 3 B K
S, DT B R T A A G R A ) AT RE
Al FL AN RS AL S5 T — AN TR R

In animal studies, there is a surge of maternal
oxytocin in the 24 hr around the time of spontane-
ous labor (Ceanga, Spataru, & Zagrean, 2010). This
surge of oxytocin is thought to transfer to the
fetalbrain via the placenta and the immature
blood- brain barrier of the fetus. The oxytocin
reduces oxy- gen requirements in the fetal brain,
thus providing a neuroprotective effect for the
fetal brain during labor. Animal studies also
indicate that adminis- tration of high levels of
synthetic oxytocin reduce this neuroprotective
effect and may increase fetal vulnerability to low
levels of oxygen. The increased vulnerability to
hypoxia with the administration of synthetic
oxytocin may be one piece of the puzzle in
explaining the association between labor induc-
tion and increased cases of cerebral palsy reported
in Norway (Elkamil et al., 2011) and the associa-
tion between labor induction and autism reported
in North Carolina (Gregory, Anthopolos, Osgood,
Grotegut, & Miranda, 2013).

IRAE SV SESG, (L7000 H AR BN HTZ) 24 /)
P, BRI = 2 2t (Ceanga, Spataru, &
Zagrean, 2010). /=2 @ iR A L
R G B L 5 2 3 2 i LK o M R B
& 7 HR LRI U /oK, RIRAERS I
B LRI R b ph 2 R AP . BN Ee I, Af
FHORFR B N T B 7™ 3 AT e 2 ok 55 1 Ao
LRI HIRCR, AT BES G ) LAEARECIRIL T
B2 AN TAE RS BURER G IL
5 Z QRGO BV AT DAARRE A0 B A L)
17 R PRSI 451 85 0 ) 22 1) S Bk A (E L kamil
et al., 2011)FI{EIL = 2 SR KB 51 77 i E
PASRE 995 491 2 [8] ) S BG4 (Gregory, Anthopolos,
Osgood, Grotegut, & Miranda, 2013).

The reduced amount of natural oxytocin and

reduced number of oxytocin receptors in women
Healthy Birth Practice #1 | Amis

who do not allow pregnancy to proceed until spon- taneous labor begins,
in addition to the effect of overloading oxytocin receptors caused by the
ad- ministration of synthetic oxytocin, may help explain the increased
incidence of postpartum hemorrhage in women who are induced or
augmented with syn- thetic oxytocin (Belghiti et al., 2011; Grotegut et al.,
2011; Rooks, 2009).

TR LS A AE 53 W6 H IR T 6 Z BT 4R S AR RV 2ok, Wb ATT ) B SR

PRI M P R AR AU, 7 R AR RN T R
T P T A7 AT, I VR T DA B AR O A 2 IS8 PN TR 7 AT
S B B e, P JE H IR A 2 B i (Belghiti 45, 2011;
Grotegut 2§, 2011; Rooks, 2009). .

The most compelling reason to let labor begin on its own may be to
allow the birth hormones to regulate labor and birth, breastfeeding,
and attachment as nature intends.
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Endorphins
PR
Like oxytocin and oxytocin receptors, levels of en-
dorphins and the number of endorphin receptors
also gradually increase during pregnancy. Research
has shown that women who exercise regularly have
higher levels of endorphins when they go into labor
and report less labor pain than women who do not
exercise regularly (Varrassi, Bazzano, & Edwards,
1989). Letting labor begin on its own and exercising
regularly throughout pregnancy will allow women
to begin labor with optimal levels of endorphins.
SR R 2R, AHEIRKF
AP R RS2 A 1 B8 8 2 S B R . AT
FEoN, HEAGFEBIN LM, KEIEsH
AEAEFEN TR K, PR AR
f#(Varrassi, Bazzano, & Edwards,1989). it%
W H R KRB AR AEBEA B W siia s, W L
P RS AR 0 A HERR 7K 2N 1

Catecholamines

B

Fetal catecholamines also increase a few days be-
fore the spontaneous start of labor. Catecholamines
play a critical role in readying the fetal lungs for
air breathing immediately after birth by reducing
the amount of fluid in the lungs (Jain, 2006; Jain &
Eaton, 2006). Newborns who do not have this ad-
vantage because of scheduled cesarean surgery or
induction of labor are at higher risk for respiratory
problems at birth and admission to the neonatal in-
tensive care unit (NICU; Buckley, 2014).

HE L L 25 i 75 23 6 B AR TR LR T LR
SN L%y i A a2 i 350 R AR b R O
YER, ARG ILIIIG S e %%, ARG )L H A 5 AT
PLSZBIPERK (Jain, 2006; Jain & Eaton, 2006).
B TR E S P AR R B L, BT
B Z LM i AR, AR e BRI ]
Y R B N A L R AT AR MR B R
(NICU; Buckley, 2014).

Prolactin

WHF

In her report, The Hormonal Physiology of Child-
bearing, Dr. Buckley (2014) describes studies that
show that prolactin levels, such as those of oxytocin
and endorphins, increase throughout pregnancy,
with steep increases at term. In animal studies,
there is a large increase in prolactin receptors the
day before the onset of spontaneous labor. Not only
is prolactin critical in establishing breastfeeding,
but it is also thought that late-gestation prolactin

plays a role in helping fetal
lungs to mature and in
helping the baby to regulate
his or her temperature after
birth.

Dr. Buckley 7t i fj i 7t
B (oW 2R 5 AR FE AL
#)  (2014) FEH, AL
KPR A 7 3R A P e
JR—#E, 220N E L
The ShsEieRY, £
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FREREE, YR
Wh 7L 3R T LA BE R ) L i
fRY R, JF 9 B B LAE
A JE T E SRR .

SUMMARY OF THE
IMPORTANCE OF
ALLOWING LABORTO
BEGIN ON ITS OWN
ONBIRTH

PHYSIOLOGY

/NG ki B RTFIE RS
SIREBENHI K EEEA
With levels of endorphins
gradually increasing
throughout  pregnancy and
levels of oxytocin, cat-
echolamines, and prolactin
sharply increasing around
the time of the spontaneous
onset of labor, it is clear that
waiting for labor to begin on
its own will result in both the
mother and the fetus having
ideal levels of these critical
birth hormones. With
optimal levels of the birth
hormones, the baby is
physiologi- cally ready for
extrauterine life, labor is
more likely to progress well,
breastfeeding is easier and
more successful, and
attachment is enhanced.
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WHAT ARE THE RISKS OR HARMS OF NOT
LETTING LABOR BEGIN ON ITS OWN?

Aibgri B RIT R T XU ?

The three most important risks of not letting labor
begin on its own are interfering with the hormones
that regulate pregnancy, labor, birth, breastfeeding,
and attachment (discussed earlier); iatrogenic pre-
maturity; and initiating the cascade of interventions.
AL W B ARTFAR I = A T ZE AR X T4
PR FFre i BEFLIRSRE A BEEAE B 45 (1)
IREE T (R 2wid) s BEFEMER™; 5l
R TR AT R o

latrogenic Prematurity
B>
In an analysis of the dramatic increase in the percent-
age of late preterm births between 1990 and 2006 in
the United States, epidemiologists for the National
Center for Health Statistics stated that, “studies sug-
gest that the increasing use of induction of labor
and cesarean delivery at 34-36 weeks has influenced
the upswing in the late preterm birth rate” (Martin,
Kirmeyer, Osterman, & Shepherd, 2009, pp. 5-6). As
evidence mounted of the increased risks to babies
born late preterm (Tomashek, Shapiro-Mendoza,
Davidoff, & Petrini, 2007), the Joint Commission in
2010 asked hospitals to voluntarily report the num-
ber of elective births before 39 weeks as one of the
perinatal quality measures. The good news is that
since 2006, the percentage of late preterm births has
slowly decreased each year (see Figure 1). In 2013,
the rate was 8% (Hamilton et al., 2014), better than
the 2006 rate of 9.15% but still well higher than the
1990 rate of 7.3%. As of January 1, 2014, the Joint
Commission perinatal quality measure to report
elective births before 39 weeks is required for all
hospitals with 1,100 births or more per year. Many
hospitals have banned all elective births before 39
weeks.

FE— 5% %+ 1990-2006 41 17] Py 55 [ Hi 11 -
7 ) LB R T B e i i s B, 9% ] ] o e
Gk OLBRATIR SRR . “BERRERE, 51
FANAE 34-36 A HEAT I B~ RGN, BT
WL ) LA ) KR _E T+ (Martin, Kirmeyer,
Osterman, & Shepherd, 2009, pp. 5-6). ” BEEH
M3 B ) LR (IIEHE H 2538 0 (Tomashek,
Shapiro-Mendoza, Davidoff, & Petrini, 2007), 3
] = Bt VP 5 B A 22 B2 23 15 2010 SRR R B 1
EARAE 39 AT o W o i, AR Fh
FEEEIPER T B R, 2006 LK
WS 577 ) LR 23 W T AR 218 BB A g8 (L3R
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—) , 1E 2013 4EJHE 8% (Hamilton 2%, 2014), XAHXS T 2006 4F (1]
9.15%F 1k, {HILZ&LL 1990 F1) 7.3% MR £ . H 2014 4 1 Az,
2 [E B vF o B A 2 L 2 R BTA 4 i s A/ T 1100 151 14 = B #6
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There are two reasons why babies whose births are scheduled ahead of
time may be born too early. One reason is that due dates are not exact.
Engle (2006) found that prenatal methods for estimating gestational age
have a margin of error of 2 weeks. Current guidelines report a consistent
8% margin of error for establishing gestational age based on ultra- sound.
This is calculated against the number of days of gestation so that at 8 weeks,
the margin of error is 5 days; at 18 weeks, the margin of error is 10 days;
and at 28 weeks, the margin of error increases to al- most 16 days (Hunter,
2009). If the due date is esti- mated incorrectly and the birth is scheduled
ahead of time, it is possible that the baby will be born late preterm or early
term.

PRI AT AR B LT RESR AT R R A2, X — IR A W7 15 A
FANER S, TP AR . Engle(2008) & B, fiti SHAG RS 1 7572
KPR 2 A ARRE .. IS KRR, AR I R AR
e — R 8% RV . Rk, AAEIRRBOHAT MR, (EM4 8
JEAT 5 RIIR2ZE: 16 18 FIINAT 10 RIJiR%E; {F 28 AR, RZEEHE
ISR 16 K (Hunter, 2009). #5572, 7 i RSB A ik
17, %LV RERLAZE M AL ) L R 2 H 77 L.

Many childbearing women in the United States do not understand how
important it is for babies to be born full term. In the Listening to Mothers
111 survey, mothers were asked to identify the earliest week when
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Source: CDC National Vital Statistics Reports

Figure 1. Late preterm birth rates.

1R

it is safe for a baby to be born provided that there are
no complications requiring early birth. Only 21% of
the mothers chose the correct answer of 39 weeks or
later. Thirty-five percent of the women chose 37-38
weeks, whereas 44% chose 34-36 weeks or less.
FH V2 Z 1A 7L H 73 i B2

CIITBESE 1Y IX T A SR @ [ % . 5%
A T EIR BRI ROE, Ao i i e R A
Rz, R 21%M i ¥ ART 39
XTUEME S, 35%HIMLE s 1 37-38 Ji, it
A A4%HI UL IEFE | 34-36 LB R,

Risks for Late Preterm Babies. In a review of the
literature published in 2010, researchers found that
babies born “late preterm” (between 34 and 37 weeks)
are at higher risk for respiratory distress, apnea,
temperature instability, hypoglycemia, jaundice, and
feeding difficulty (Loftin et al., 2010). A sobering
statistic is that a baby born late preterm is three times
more likely to die in the first year of life than a baby
born full term (Mathews & MacDorman, 2013).
In addition to increased morbidity and mortality,
there is evidence that babies born late preterm are at
increased risk for developmental delays and problems
in school. Researchers in Florida looked at long-term
effects of late preterm birth and found that even
healthy late preterm infants compared with healthy
term infants are at greater risk for developmental
delay and school-related problems up to the first 5
years of life (Morse, Zheng, Tang, & Roth, 2009).

REHTE = LRI R 2010 4R R I — I
SCHRZRIE, BFFE R IR )L (34-37 Ji
A IR E . G T . RIRAEE . K
HIBE L B A £ R HE P XU 8K (Loftin 4%,
2010). —AM51 A3 H PEHE 2, MR LT
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HAR JE S — AR T MR 2 2 H LI =% (Mathews & MacDorman,
2013). F& T AOWFEMIET R i, AUERERYIGE R LH K IR
AN IR ) LR S . W LA BE AU AR T M R ) ) L
M, AL SRR 2 H UL, B 2 g He r I 300 5. 7 ) LAE
5 % Z Hil#R S AT B Y I AR G157 >l

Risks for Early-Term Babies. Even babies born just a few weeks early
are at higher risk for increased mortality and morbidity. CDC researchers
found that babies born early-term (37-38 weeks) have mortality rates that
were two-thirds higher than those born 39-41 weeks'  gestation
(Mathews & MacDorman, 2013). According to the  American
College of Obstetricians and Gynecologists (ACOG; 2013b), babies born
at 37-38 weeks' gestation are at increased risk for respiratory distress
syndrome, transient tachypnea, ventilator use, pneumonia, respiratory
failure, NICU admission, hypoglycemia, 5-min Apgar scores lower than 7, and
neonatal mortality.

PRI B o B SR A L
Jil, B ) Lt B8 v O RO R AR T & . R
TR FEd ORI T E R, B2 H ) L(37-38
JYRBET-Z L 2 2L (3941 7)) &=
(Mathews & MacDorman, 2013). % 47 f}HE
I 43 (ACOG; 2013b)#5 i, 37-38 % JLH
A RE IR B SR G AE . I PERER R .
TG AR Bt g8 . PEIR e, RN EAE
PPE L AR T BB InvE AN T 7, UK
SRR A LA T

In addition to estimating the due date incorrectly,
the other reason that scheduling the baby’s birth
ahead of time may result in a baby who is born “too
early” is that there appears to be a wide variation
in the length of human gestation. In a prospective
cohort study published in Human Reproduction in
2013, researchers followed 221 healthy women with
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no known fertility problems
who  discontinued  con-
traception to become
pregnant  (Jukic, Baird,
Wein- berg, McConnaughey,
& Wilcox, 2013). The women
kept diaries and collected
daily first morning urine
specimens for 6 months or
through the eighth week past
their last menstrual periods
if they conceived.
Researchers measured
hormone levels in the urine
specimens to determine the
exact date of ovulation.
There were 130 conceptions
during the study that
resulted in singleton live
births. After exclusions, in-
cluding for preterm births,
researchers  found  that
ovulation-based gestation
ranged from 247 to 284
days—a span of 37 days or
more than 5 weeks. Using the
traditional method of dating
pregnancies from the last
menstrual cycle, the
pregnancies lasted from a
little more than 37 weeks to
a little more than 42

1/2 weeks. Although
researchers cautioned that
re- sults may not be
generalizable to more diverse
popu- lations, they
recommended that a
pregnant woman be given a
range of due dates rather
than just one specific day.

B TSR AN S0, SRR AT T e R B
Faf F AR AR A R R IR A 1R
KZEF. £ 2013 F R RAE (ARATH) HIHT
WETERFW T, WA IR T 221 @ el
XA CAIAE R A,
TR R. XL P22 R Hid, JIf HiEsk
6 MHBERIRA S JaES: 8 JHREHIERLR —
R JR PRARAS o AT 8 3 3t 3o A PRV AR 7R 52
AP REEHINH . WA 130 B4 iE i
MIEEUR. FEHERR B R E N INEIS G, BT
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When all the baby’s organs including the baby’s brain, which grows
dramatically in the last weeks of pregnancy, and the late-maturing
fetal lungs are fully mature and the baby is ready for life outside
the uterus, the baby releases a small amount of a protein which

initiates labor in the mother.

FEMEYRIN B E JUR, iR ) LELE KRN AE A 25 Fh a8 B PR R A
W S PR B th S A A, U T BT BRI HE R, XIS iR L&
BN AR A, SR EHA D

Many scientists now believe that it is the baby who initiates the labor
process. When all the baby’s organs are fully mature and the baby is
ready for life outside the uterus, he releases a small amount of a protein
that initiates labor in the mother (Condon, Pancharatnam, Faust, &
Mendelson, 2004). This does not happen until critical growth and
matura- tion take place in the baby’s brain and lungs during the last
weeks of pregnancy.

MASIRZRAZIN, TBILA R ERREE . SRJLIEE 5%
R, TSI EMARR S, iR MEE R, A
A7 51 & B 7345 (Condon, Pancharatnam, Faust, & Mendelson,
2004) . XA FRAEGEIRI B G JUA A 2R, e iR LA K i F0
it 2 3 TH R B A

Thus, in most cases, the best way to know that the baby is fully
mature is to wait for the baby to initi- ate the labor process. With a
possible natural 5-week variation in the length of normal gestation, some
ba- bies may be fully mature at 38 weeks and ready for life outside the
womb, whereas others need a few more weeks to become fully mature at
40 or even 42 weeks.

PRIAE Z GO0 T, HIWTIG ) LR 75 B B e B 5 2l o S5 At i
RENRE. IR IR ES B e B 22 e r s U, RIH iR JLAE 38
JAI I 78 7y AT LA T 3-8, T 0 5 245 ) 40 FL2E 42 JH A RE
TR L

Initiating the Cascade of Interventions

G| RF IR
There are risks associated with most methods of la- bor induction, and the
induction routinely requires additional medical interventions.

KAy 5| P i A A KR, 5177 2 B /5 A B 7 T

Swiss researchers recently compared obstetrical and neonatal
outcomes in elective and medically indi-cated labor inductions done at
term (Baud, Rouiller, Hohlfeld, Tolsa, & Vial, 2013). Both groups were
also compared to women with spontaneous onset of labor. They found no
significant differences in outcomes between the elective and medically
indicated induc- tion groups. Compared to women with spontaneous
onset of labor, women who were induced at term were at greater risk
for cesarean surgery, instrumen- tal birth, postpartum hemorrhage of
more than 500 ml, and prolonged maternal hospitalization (more than 6
days). The babies of the mothers who were in- duced were at greater risk
of arterial umbilical cord pH of lower than 7.1, admission to the NICU,
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and prolonged NICU hospitalization (more than 7

days).

Ty - AJE TR Bl BUAE T AE R I R 0k

A% & 2 FRAE R B 5] 7= 1 7= BRI 2B ) L& R

(Baud, Rouiller, Hohlfeld, Tolsa, & Vial, 2013).

XA BRI BN W0 LA 7R

FAENVRI, B 5 M A% P2 AR R 5| 7=

M iIXRH G REA REEZR. HRS5EA

RN LR, ] I 51 ) Lo IR

FlEF=FAR L PR ™. #&XT 500ml {17 )5

LA LR m, e ERNEER (2T

6 K)o gl ARSI PHEKT 7.1,

HNBIER =R LR, HAESERFE

fFHEPEEL (2T 7R .

Labor is often induced by administering intra-
venous (IV) synthetic oxytocin (known as Pito-
cin in the United States and Canada). 1V Pitocin is
one of only 10 specific medications named to the
“high-alert” list by the Institute for Safe Medication
Practices (ISMP; 2012). According to ISMP, high-
alert medications are drugs that bear a heightened
risk of causing significant patient harm when they
are used in error. Indeed, approximately half of all
paid obstetric litigation claims involve allegations of
oxytocin misuse (Rooks, 2009).

17 38 H A E N B i R (FESE
AUINEERIRAE “UTBEF” O o B KT KT e 3£
AN I (ASMP) - (2012) 511+
K EEIRG T PRSP E A4 REZeH
RO AR (ISMP) Fiath, 5 v 24 i 4 Ji FH
AR, MEEHRRICHER. ELbrt, JLTFE
= BHR VA ER IS K T KT 1Y% FH (Rooks, 2009)

At the 2013 ACOG Annual Clinical Meeting,
Dr. Michael Tsimis presented a retrospective analysis
of deliveries that were either induced or augmented
with Pitocin. The study included more than 3,000
women giving birth to full-term infants from 2009
to 2011 at Beth Israel Hospital in New York City. Re-
searchers found that induction and augmentation
with Pitocin was an independent risk factor for full-
term babies for unexpected admission to the NICU
lasting more than 24 hr. Augmentation with Pitocin
also correlated with Apgar scores of lower than 7 at 5
min. A press release from ACOG (2013c) notes that
“the analysis suggests that oxytocin use may not be as
safe as once thought and that proper indications for its
use should be documented for further study” (para. 6).

FEEE A RHE 24 2013 SFEE K<
Wk, Michael Tsimis BEA4z4k i 1 — T UL i B
S EHE P R A . 2RI T AEAL
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17 Beth Israel ZZ Pt 2009-2011 45 8] 7346 &2 H %2 JLI¥) 3000 4 2. #F5E
KB, A VG R 517 B, & 2 H LR ANNAT HE i 97 58
24 /NI ST KU R 2R o A0SR Lo B R I pE gy T 7, SR
WA % REERIEIN 20— R AR (2013c)fR i, “Hf
TSR 7R DL R B 46 FH R AR BN IR RE 2243, BT s VG i 37 i) &
@R, AT HERE— BRI (para. 6).

1V fluids are required when labor is induced with IV Pitocin. Because
there is an increased risk for uterine tachysystole and neonatal
morbidity with the administration of Pitocin, continuous electronic fetal
monitoring (EFM) is also required. The combi- nation of IV fluids and
continuous EFM limits the ability of the laboring woman to move and
change positions and her choice of comfort measures. Pito- cin-generated
contractions may peak more quickly and last longer than natural
contractions, increasing the likelihood that the laboring mother will
request epidural analgesia for pain relief. With epidurals, there are
increased risks for the need for urinary catheterization and
instrumental birth. Epidurals are also associated with the development of
mater- nal fever during labor, which can lead to separation of mother and
baby after birth and testing and an- tibiotic administration for the baby
(Greenwell et al., 2012; Leighton & Halpern, 2002; Lieberman &
O’Donoghue, 2002; Wassen et al., 2014).

I N TG i 397 FRD RS 75 B2 KA o |h T DG B 2 19 0 5 4 i AR
AR LA B RS, A5 FH DG 0 7 B 0 75 23R4T iR ) L 7 a4 ik
BRI LR P BRI T A RS B, BEAG b R B R I )
5 HREERLE, VCBHT 51K K S 48 58 PR B X A H AR ) 5,
XG5 0 SRR RS A R IR (0 T BE P o 7 BEAT RIS JRR I
NXOAT e 2> 5 EAT 3R E R A o BH A BRI AL P BE AL 7 I AE 7 AR
ke, Xkl R S EUT R R B, I H B LT R A A F i
E 25 (Greenwell %5, 2012; Leighton & Halpern, 2002; Lieberman &
O’Donoghue, 2002; Wassen %%, 2014).

Although there is some controversy about the association of labor
induction and the risk for ce- sarean surgery, numerous studies have
concluded that induction increases the risk of cesarean sur- gery for
first-time mothers (Burgos et al., 2012; Dunne, Da Silva, Schmidt, &
Natale, 2009; Ehren- thal, Jiang, & Strobino, 2010; Levine, Hirshberg, &
Srinivas, 2013; Rattigan, Atkinson, & Baum, 2013). In their 2009 practice
bulletin on induction of la- bor, ACOG (2009) advises obstetricians that
“nul-  liparous women undergoing induction of labor with
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unfavorable cervices should be counseled about a
two-fold increased risk of cesarean delivery” (p. 389).

R N 51 72 f ] g 72 F R 2 (R
RICHFESU, HRIR 205 SR 5] 77 238
VI g3t 47 55 7= F AR JL# (Burgos %%, 2012;
Dunne, Da Silva, Schmidt, & Natale, 2009; Ehren-
thal, Jiang, & Strobino, 2010; Levine, Hirshberg, &
Srinivas, 2013; Rattigan, Atkinson, & Baum, 2013).
FEH = FHE S22 2009 5] P~ SL A
i U RE A O T IS 30 Ak A AN T
FE G A, RS A A8 R e 1
BIE P HEZBINPA5 ” (p. 389).

GUIDELINES FROM PROFESSIONAL
ORGANIZATIONS

BV EEE

The Joint Commission, which accredits hospitals
in the United States, now requires that all hospi-
tals with more than 1,100 births per year report the
number of elective births before 39 weeks, with a
goal of eliminating such births.

VE 3% B R BE BE N UE NG, 56 [ 5 B 1
PR 22 A IUAE R I 4E 73 i & A>T 1100
B e Be AL FARAE 39 JEI TR 43 Wk ()i ],
FI R R B 36 40 70 R X il

Almost all professional organizations of health-
care providers, both in the United States and world-
wide, now recommend induction of labor only for
medical reasons. In February 2014, the ACOG and
the Society of Maternal-Fetal Medicine (SMFM)
issued a consensus statement in which they said
that inductions should generally only be done only
for medical indications before 41 weeks’ gestation
(ACOG, 2014).

R4 56 [E A4 2R L BT 9 B 7 AT A
A, WA BRI 0L N 3T 57 4R
EEEA=FHENY 2 (ACOG) FIBJRIE 54
(SMFM) f£ 2014 4F 2 7 KA i) —TiL iR = B
—fRAE 41 Z T AR AR A AT EAT 51 7 (3R
=R i% 22, 2014).

WHEN SHOULD LABOR BE INDUCED?
HARHRFTEAS] 2

According to the ACOG, the following are examples
of medical indications for late preterm or early-term
births:
FEERIEIME AR E, QT 15 DU B
ANELI AL F 77 B 24 FRAE -

« Preeclampsia, eclampsia, gestational hypertension,

or complicated chronic hypertension
Healthy Birth Practice #1 | Amis

TIRRTH T SRYR e I s B A e v I

* Oligohydramnios

SSISUY

« Prior classical cesarean birth or prior myomectomy

Z A s B AR BV DI ER R

* Placenta previa or placenta accrete

Ji 5% T B Bk

< Multiple gestations

Z IR iER

« Fetal growth restriction

LA Z R

* Pregestational diabetes with vascular disease

A I LB ) 2 IR PR T

* Pregestational or gestational diabetes—poorly controlled

P AN R IR 2 1 B oA PR T

« Placental abruption

it 25 L 1

 Chorioamnionitis

BB TFNER

 Premature rupture of membranes

Jifa -

« Cholestasis of pregnancy

ZA i HE T FH %€

« Alloimmunization of pregnhancy with known or suspected fetal effects
ZP IR G, WA ) LA C A AR A S

« Fetal congenital malformations

Jift ) L% R W 7
In the same committee opinion in which ACOG (2013b) published the
preceding list, ACOG also states, “In contrast, suspected macrosomia,
well- controlled gestational diabetes, and documented pulmonary
maturity with no other indication are all examples of conditions that
are not indications for early-term delivery” (p. 1). Yet, almost 60% of
the women in the Listening to Mothers I11 survey be- lieved that
macrosomia is an appropriate reason for induction. Childbirth educators
hear almost every day that women are scheduling inductions because
the baby appears to be “too big.”
FEFIH T i ISR F R R A S @R, 1 RHE T4 2 (2013b)
o MR, FHEA ML, ERAERIL. BUERE R 1S
4, Dk i s RO e B E T, Tkr S e H
7 (p.1). {H2 CBiWrEEE 1) 87 H 60%1) AN BRI L2
BATHIPRIE S . BRI LB, “ORK” T A 517,
g E ek PIRES TR TEDES N
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The Joint Commission, which accredits
When to Induce for Postterm Pregnancies?

hospitals in the United States, now requires IR L B IR 7 5) = 7
that all hospitals with more than 1,100 births Although some healthcare providers recommend
routine induction for posterm pregnancies at 41
weeks, the weight of the evidence and professional
before 39 weeks, with a goal of eliminating consensus support routine induction for postterms
such birth. at 42 weeks. In a 2014 practice bulletin, ACOG
(2014a) reviewed the literature and made the fol-
F [ I EE BN UENLAG -SE [E EE B # 5 2R lowing recommendations:
REPAEZR A FE G E A>T 1100 BIEE  RE —SSERITHUMHERAE 41 R U I gk 51 77, (HR IR 20
BRHREL FARAE 39 JHRTEMIA RG], 2 *E*;%é#\iﬂfsﬁﬁg%z Fjﬁfﬁiﬁ%ﬂ;@%ﬁﬂéﬁﬁ)ﬁggb&f 2?514 SR
<A b 3 SEER A B, 07 RHE IS4 (20144 CERZER IEANE
IREFSERI T LR ik Induction of labor after 42 0/7 SNeeks a)nd by 42 6/7
weeks of gestation is recommended, given evidence
of an increase in perinatal morbidity and mortal-
ity. (Based on good and consistent scientific evidence
(Level A) and. . . Induction of labor between 41 0/7
weeks and 42 0/7 weeks of gestation can be
considered. (Based on limited or inconsistent

per year report the number of elective births

There is  controversy
about  whether  oligohy-
dramnios by itself, without
other symptoms of fetal

compromise, is an R
appropriate  indication for scientific evidence (Level B).
la- bor induction. Experts do AR BRI 2] T 2 077 JEEH2

6/7 BIEE ( #RIEA KT B H—EHTIZIE) - AL &AL 07 EEAL
6/7 B1H5 | HRIEFEIRET—EE T A8 KRR o

not agree about the best
method of  measuring
amniotic fluid and do not
agree about how much
amniotic fluid is too little.
According to Dr. Mary Munn
(2011), who reviewed the
literature on
oligohydramnios in
Obstetrics and  Gynecology

Although the researchers who wrote the 2012 Co-
chrane Review on induction on posterm pregnancies
(Gulmezoglu, Crowther, Middleton, & Heatley,
2012) state that routine induction at 41 weeks is as-
sociated with fewer perinatal deaths than expectant
management, they acknowledge that the absolute
risk of death is small and encourage healthcare pro-
vidersto allow women to make informed choices.

Clinics_ of MNorth America, RS GLERS] 7 2012 4E5FHIELRA) (Gulmezoglu, Crowther,
The signifi-  cance of Middleton, & Heatley, 2012)[{IB 5t % 45 th 5 WIFF ML AR LL, 7F 41
oligohydramnios is unclear JE (R S A R 5 7= 5 B AR P B T 3 O, AELRAAR AT AR
inhigh-risk and especially RFCT AR, FFBURIEEST SR A E o vr S A e %
low-risk  populations, and A policy of labour induction [generally at 41 com-

may lead to interventions that pleted weeks] compared with expectant management

increase  morbidity  and
mortality, especially in the
mother” (p. 391).

FERR ) LEH A REGAERS, EK DA B R
SIFFHAEIE, AT IR VEAR —. KK ER
WUFITERAT 4, KRBT AR A IS D,
L FZAN A IE K5 Dr. Mary Munn (2011)

B (IbEEF=I2 AT 2FoKid A 1 SRR TR 5
Ja s W CIRATIE I ANE 2K o v fe N
TR A, SHMESE AT BEA TS, X
S FERYT T, TR A e RIGET %,

THXS T mE. 7
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is associated with fewer perinatal deaths and fewer
caesarean sections . . . However, the absolute risk of
perinatal death is small. Women should be appro-
priately counselled in order to make an informed
choice between scheduled induction for a post-term
pregnancy or monitoring without induction (or de-
layed induction). (p. 2)

SHFLETRAL 51 BrEMLE) SFFEI
gtz et e = T
PR KI5 TN AR RIEA
HRB=, T IR IR (i E TR
7 o

Although the current Cochrane review on induc-
tion at term or beyond was published in 2012, the
reviewers did not use any studies published later
than 2007 in their analysis. In 2009, Swedish re-
searchers also published a systematic review looking
at induction of labor versus expectant management
for postterm pregnancies (Wennerholm, Hagberg,
Brorsson, & Bergh, 2009, pp. 12, 15). Thirteen of the
studies included in the Cochrane review were also
included in the Swedish review. But Swedish review-
ers excluded some additional studies included by
Cochrane for predetermined reasons. The Swedish
reviewers came to a different conclusion, stating,

SREERNE 2806 T 2 H 8ol iR 517~
LRI 2 RFT 2012 4F, WHFTENIIFEA A
IR H S AT 2007 2 )5 KRBT
Hy di ORI TS # AT TAE 2009 SEHER T — RSN
grik, I AR gR Y 51 77 5 A M A T X P
77 vk 34T T W B (Wennerholm,  Hagberg,
Brorsson, & Bergh, 2009, pp. 12, 15). X LE3 LA
FREGNH T HERESER BT 13 R 3CE, HEH
TAERTOE L SR A, R TR A —
LB N FT . H BB A T — IR Y

g5k

Our results differ from that review [Cochrane] be-
cause of different selection criteria for the included
trials. . . . These exclusions fulfilled our exclusion
criteria determined in advance for this systematic
review. In conclusion, the present meta-analysis

did not demonstrate that there is a significant dif-

ference in perinatal mortality when comparing a

strategy of elective induction with one of expectant

management. (pp. 12, 15)

#® # # RIS T ,
I HRFL ARG 2E( ZFIL) % @
.. R TR &R R THER AR
tiks E2, BETa s :
TR I HI 1t B P 5 T L 470
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FEEFEERpp. 12, 15),

The authors of the
prestigious medical textbook
Williams  Obstetrics agree
with the Swedish system-
atic review rather than the
current  Cochrane review.
They say,

HEREFHR (HBE
W =R S B E R
i REVEWT T, A SCHE
MRETERE LR . TN
N:

. we consider 41-week
pregnancies without other
complications to be normal.
Thus, no interventions are
practiced solely based on
fetal age until 42 com-
pleted weeks. (Cunningham
etal., 2010, pp. 839-840)
ENTA R, AF AL Fi
R BN FFRAE HIAIRAE
LEFHT . B, FeNTA T
KR IR — A5
SLITTFI BRI HLE)
42 #J%(Cunningham et al.,
2010, pp. 839-840).

The World Association
for Perinatal Medicine also
agrees with the Swedish
systematic review
(Wennerholm et al., 2009)
in  their guidelines for
managing postterm
pregnancy:

SR 7 R A e A
PRI B AR OR ) 45 e HL
a5 ) R GV
F¢(Wennerholm %5, 2009):
There is no conclusive
evidence that this policy
[routine induction before 42
weeks]  improves  fetal,
maternal, and neonatal
outcomes as compared to
expectant management. . . it
would seem appropri-
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ate to let women make an informed decision about which management
they wish to undertake. (Man- druzzatoetal., 2010, p. 111)

RN BT FIA( T2 BIZHIA TG ) SHAALETHEL, FE
TR L FREILEIR... % Bt g A Man-
druzzato £, 2010, p. 111).

Goer and Romano (2012) in their excellent anal- ysis of evidence-based
maternity care, Optimal Care in Childbirth, also say, “Refrain from elective
induc- tions prior to 42 completed weeks” (p. 157).

Goer 1 Romano
(2012) 7E H AN HH IO UE S 7= R 0 B (o W I e FE R AP ) i

CORNEE A2 B ETEAT IS (p. 157). 7

WHAT IF AWOMAN HAS TO SCHEDULE THE BIRTH FOR

MEDICAL REASONS?

MR LR AR N EFETAFAT R R, RUERHH?

There are times when it is better for a baby to be born than to stay inside the
uterus. In such cases, allow- ing the pregnancy to continue for as long as
possible will help to increase the levels of the birth hormones and the
numbers of receptors. If IV fluids and con- tinuous EFM are required
during labor, asking if it is possible to sit or stand next to the bed will
give the laboring woman more positions with which to work. If telemetry
is available, the laboring woman can walk and change positions, taking
the IV pole with her. Having a doula to provide support and en-
couragement to both the laboring woman and her labor partner will
enhance progress and comfort. Fi- nally, placing the baby skin-to-skin on
the mother’s chest immediately after birth and leaving the baby there
until the first feeding is accomplished even in the event of a cesarean
will increase substantially levels of oxytocin, endorphins, and prolactin.
Keep- ing mother and baby together after the birth with skin-to-skin
contact and frequent breastfeeding will help to compensate for the
interference from syn- thetic oxytocin and other medical interventions and
increase levels of the critical birth hormones to pro- mote successful
breastfeeding and attachment.

ALemx, EEEHALEAETE N EHFMEE. XMER
T RATRERF AR AT DL B R TH 5 0 WA < B A 2R 52K P B
SRR . A AR T AR R i B R AN R SR R B T R LA,
BN R 7 40 1 T DAAR R B S AR KL, X RE I ] DAAR 8 3, ]
T WORA BB, 70T LU A K v A A8 3h A AR e 4
Fro FIRXS A B AR SRR SRt 2 I AR, BN g
Wi ER ARG, RERIMES, EEFEEAEE (RIEEZHE)
S BIVRE 22 T G 0 ) 1 AT LB S i, B B 5 RGE — IR BEFLIR IR
XK R e = 2 . A MERR AT FLZ K AR S U2
ik R S5 0 BE PR IR AT LLSRAM S B 7 2R A A 245 ) T A
R, 38 W] AR T 5 73 0 AR O ff 2K 52, DA A8 Dy 1) BF 7L PR 5%
AERE RS AL 4

WHAT CAN CHILDBIRTH EDUCATION DO TO ENCOURAGE

WOMEN TO LET LABOR BEGIN ON ITS OWN?

MR BE B T LR BUIR L HE Tt R s B 2ok o o BRI 4R 2

Several years ago, physicians and childbirth educa- tors in a large
midwestern hospital argued about who was responsible for the recent
increase in the number of inductions. The physicians said, “Our
patients are demanding to be induced. We are just giving them what
they want” The childbirth edu- cators retorted, “The students in our
classes tell us that it is the doctors who are suggesting induction” (G.

Newman, personal communication, September
2010). To help resolve the argument, the doctors
helped to fund a randomized controlled trial to look
at whether childbirth education could decrease the
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number of inductions. First, researchers looked at
induction rates for women who attended childbirth
classes at the hospital versus women who did not at-
tend class. The induction rates were similar in both
groups. Then, the researchers created a special 45-
min presentation on the risks of labor induction en-
titled Is Labor Induction Right for You? After several
months of offering childbirth education classes with
the added presentation, researchers again looked
at the induction rates between those who attended
classes and those who did not. This time, those who
attended classes were significantly less likely to have
their labors induced (Simpson, Newman, & Chirino,

2010a, 2010b).

JUSERT,  Hh g B — SR AL & Be 14 = A
NGB EHERIT T — gL NS
Mol R g ? EANTY: “5l7 R
BEECERM, BATAA G Z 0L AT
FRe 7 DBHBEEREE: “RERE
AR RN, R e AR I R B AT
7 (G. Newman, personal communication,
September 2010) . 7 NPT EXIZF®, E
AR T — BUEE AL RS, SR 5T 00 1
HE G LR 5 P . B RLE L
BT AE B B 2N o3 PR AN A 2 IR TR 1Y
i, RIPAAEAE S 7 B LR ZE
BEJm, WERREWES T —MEERKA Y (5
AR IEMIERES? ) [ 45 HehdkEE, &
RN G177 AR o R iz i RN N O3 5 20 R
. I SRMZIRIE S LG, B
— WK T SRR R SRR ) &
X, ZIRER L, ®HEI7HA
¥ K K B& X T (Simpson, Newman, &
Chirino,2010a, 2010b),

Childbirth educators and doulas who meet with
their clients prenatally can encourage students to
think of a range for their due dates rather than a
specific day. They can share the consumer infor-
mation from Dr. Buckley’s (2014) report, The
Hormonal Physiology of Childbearing, so that child-
bearing families understand the importance of hav-
ing optimal levels of birth hormones “on board”
for labor and birth, breastfeeding, and attachment.
They can teach about the important growth and de-
velopment that takes place in the baby’s brain and
lungs in the last weeks and days of pregnancy. (The
March of Dimes poster or card illustrating brain
growth in the last weeks of pregnancy is a valuable
resource.) They can present information on the
risks of not letting labor begin on its own, quot-
ing professional organizations such as ACOG who
recommend against elective inductions before 41
weeks’ gestation. Most importantly, they can share
positive stories and images of pregnancy, labor and
Healthy Birth Practice #1 | Amis

birth, and breastfeeding so that pregnant women trust that their bodies
know the perfect birth date for their baby and have confidence in their
own body’s innate ability to give birth.

5 7= B 5 22 00 DL TH 19 20 W 280 3 R S5 O T DA SRRl 22 0 4 907 3 12
RN—DE B, MARE—KR. S EH LS Dr. Buckley’s
(2014) RS (o WM R SR AEERHLHY &, Rz iEm
FN ST, 105 a7 2 B AP 1 o W fef AR S TR = o>
. REFLMEFEANBERME RA L AT ERIEH . W BUE #F UL F
P, (RIS JUE AL, G LA K i A i i 2= 1k & F A
Ak (SR AR B P G 2 R R R R R X — i AR R 4
B, FOATEMR S Rof -~ BB T 2 s 8D o AR ATTIE AT
FIZEA L i B AR R BN ARS, HFRE S, EEEAMRIF 2%
MR ERAN G AT 41 A RTEE G 72 S ZEI I, b A]a] DL o = 4F
GRv FEre. R REFL IR R R, iEZIAHE B ORISR A
B 2R REAENREHE, MECEFTRARE AR

WHAT CAN OTHER BIRTH PROFESSIONALS DO TO ENCOURAGE
WOMEN TO LET LABOR BEGIN ON ITS OWN?

Fofth 2395 b\ B3 AT DASRERSR L5 15 Jt SR SR i <o M ik 23 46 B AR 0T 4R 2
Health-care providers can abide by current profes- sional guidelines by
not suggesting labor induction unless there are medical indications. In the
random- ized controlled trial cited earlier (Simpson et al.,

2010a, 2010b), 75% of the women who completed the survey and had an
elective induction indicated that the physician suggested the option,
compared to only 25% who indicated that they asked the phy- sician to
perform an elective induction.

B2y e 1 2 LA 2 AT MOk R, BRAEA BEEFRAE, ANEIY
G177 o 75 Z R 51 (1 BE ALY RS B (Simpson 4,2010a, 2010b),
ZMR A BB S P2 Wi Lot g, 75% 10 N SRR A2 B AR i
577, A 25%H AR IR 2 B © 8 2R B AR 51 7= 1 .
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Labor nurses can
participate on committees
that establish guidelines for
appropriate labor induction.
For those pregnant women
who require induction for
medical reasons, nurses can
support and promote comfort
measures that promote labor
progress and the flow of birth
hormones such as immediate,
unin- terrupted skin-to-skin
contact for the healthy mother
and baby until the first
feeding is accomplished.
P2 AP R L AT 517 S R 2R
2o W TAREE i TR 2 B R R R B S PR L
P, W DRGSR M 2 PR Tt RnE
FERRE AR 43 Wb 5 73 W AH DG (R A IR 58 o XK L4
MAHE, WA SLENEAT . AT, @
FRBREE 2 B WU ER Ak, B3 58 R — IR BEFL
MR

WHAT CAN
CHILDBEARING
FAMILIES DO?

B 47 ) 5% B T D
nox;

The childbearing woman can

choose a provider and birth

location that supports and

promotes allowing labor to

begin on its own. She and her

support team can create a

plan for birth based on the

Lamaze In- ternational’s six

healthy birth practices.

ZA PR AT g IS SRR Al B AR R B 4 B ) 1R
R IRARIECE AN A LR ILGE A NIV Y 58 e 7
P FGE ) 7N TR R 70060 S B R A1) 5 73 W 77 R

E/WZO—vWCrozoo
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Current  evidence overwhelmingly supports the
wisdom of allowing labor to begin on its own for
healthy women and their babies. With professional
organizations such as ACOG actively promoting
vaginal birth and discouraging elective inductions,
childbirth educators and others in the birth com-
munity have new support to help women to desire,
plan for, and achieve letting labor begin on its own.

BUA RS SRA S AR, TR BERE, NAR I B ARTT G . SR
PR T AU E S BEN™ , AREFE™ . 2k
HE A NI LW N3G 7RISR, AT A R B Lo MR AR
THRIASEIL B 2% 2 (17 1 -
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