How Will Labor Be Different If I Choose Labor Induction at 39 Weeks?
The American College of Obstetricians and Gynecologists now states that it is reasonable to offer induction at 39 weeks to
women with low-risk pregnancies who are sure of their due dates.1 Induction at 39 weeks does not result in better outcomes
for the baby, but it may slightly reduce the risk for cesarean surgery. If you choose induction at 39 weeks, your experience of
labor and birth will be different than if you let labor begin on its own. You will require more routine medical interventions.
This chart explains the differences. It is based on the most common labor induction method of using IV synthetic oxytocin
(known as Pitocin in the U.S. and in Canada) to induce labor and assumes that your pregnancy is considered low-risk.

INDUCED LABOR AT 39 WEEKS

LABOR BEGINS ON ITS OWN

CERVICAL RIPENING
Usually some time during the 38th week of pregnancy, your health care
provider will do a vaginal exam and evaluate the readiness of your cervix for
birth using the “Bishop Score.” If your modified Bishop Score is less than 5,
indicating that your cervix is not ready for labor, you will undergo “cervical
ripening” in conjunction with or followed by IV administration of synthetic
oxytocin.1,2 Cervical ripening will be one of the first procedures done after you
have been admitted to the hospital for induction or sometimes it is done the
day or evening before your scheduled induction. Medications or devices may
be used to “ripen” your cervix so that it will stretch (dilate) for labor.

In the weeks and days before labor
starts on its own, your cervix will
gradually soften, thin, and may begin
to open (dilate). In addition to cervical
ripening, hormones (catecholamines)
are released in the weeks or days
before labor begins to prepare the fetal
lungs for air breathing.3,4

IV FLUIDS
Yes. You will have IV fluids, including IV synthetic oxytocin (Pitocin).

No. You will be encouraged to drink
fluids to meet hydration and caloric
needs.5

FETAL MONITORING

You will have continuous electronic fetal monitoring.6 The monitors can be
external (2 belts) or internal.

The baby’s heart beat can be monitored
intermittently with a hand-held device5
– usually every 15 to 30 minutes during
active labor and every 15 minutes in
2nd stage before pushing and every 5
minutes during pushing.7

MOBILITY/AMBULATION DURING LABOR
Most laboring women who are induced with IV synthetic oxytocin stay in
bed or stand or sit right next to the bed. A few women walk with portable
monitoring devices called telemetry.

You are free to move around, choosing
the positions most comfortable for
you, and walking if you wish.5

LABOR CONTRACTION PAIN/PAIN MANAGEMENT

Your contractions may peak sooner and feel more intense than spontaneous
labor contractions. You are more likely to ask for epidural analgesia.8

You can try nonpharmacologic
comfort measures such as a warm bath
or shower.5 (Note: Epidural analgesia
requires IV fluids and continuous fetal
monitoring.)

NEED FOR URINARY CATHETER
If you have epidural analgesia, you may have problems urinating.9 You may
need to be catheterized to empty your bladder.

Problems with urinating are associated
with epidural analgesia.

LENGTH OF LABOR
Your labor may be longer than if labor had begun on its own. Health care
providers are encouraged to allow up to 24 hours or more for the latent phase
of labor and to administer Pitocin for at least 12-18 hours after membrane
rupture before calling the induction a failure (and recommending cesarean
surgery).10

The latent phase of labor can be prolonged (> than 20 hours in first-time
mothers). However, you are encouraged to stay at home for most of this
time, only going to the hospital when
labor becomes “active” at about 6 cm.5,10

References and information on sharing this handout on back.

REFERENCES
1. ACOG & SMFM. (August 8, 2018). Leaders in obstetric care respond to the published results of the
ARRIVE Trial. www.acog.org/About-ACOG/News-Room/Statements/2018/Leaders-in-ObstetricCare-Respond-to-the-Published-Results-of-the-ARRIVE-Trial
2. Grobman, W. A. (2018). Labor induction versus expectant management in low-risk nulliparous
women (Supplementary appendix) [protocol for labor induction used in the ARRIVE Trial]. New
England Journal of Medicine, 379(6), 513-523. http://dx.doi.org/10.1056/NEJMoa1800566

3. Jain, L. (2006). Implications of labor on neonatal outcomes. In NIH State-of-the-Science Conference:
Cesarean delivery on maternal request. Retrieved 8/02/18 from
http://consensus.nih.gov/2006/cesareanabstracts.pdf.
4. Jain, L. & Eaton, D.C. (2006). Physiology of fetal lung fluid clearance and the effect of labor.
Seminars in Perinatology, 30(1), 34-43. http://dx.doi.org/10.1053/j.semperi.2006.01.006

5. ACOG. (2019). Committee opinion #766: Approaches to limit intervention during labor and birth.
Obstetrics & Gynecology, 133(2), e164-e173. https://bit.ly/2MXfjLw
6. ACOG. (2009, reaffirmed 2019). ACOG practice bulletin #107: Induction of labor. Obstetrics &
Gynecology, 114(2) Part 1, 386-397. http://dx.doi.org/10.1097/AOG.0b013e3181b48ef5

7. American College of Nurse-Midwives (ACNM). (2015). ACNM Clinical bulletin: Intermittent
auscultation for intrapartum fetal heart rate surveillance. Journal of Midwifery & Women’s Health,
60(5), 626-632. http://dx.doi.org/10.1111/jmwh.12372

8. Poma, S., et al. (2017). Outcomes of induced versus spontaneous labor. Journal of Maternal-Fetal &
Neonatal Medicine, 30(10), 1133-1138. http://dx.doi.org/10.1080/14767058.2016.1205028
9. ACOG. (2019). Practice bulletin: Obstetric Analgesia and anesthesia. Obstetrics & Gynecology,
133(3), e208--e225. http://dx.doi.org/10.1097/AOG.0000000000003132

10. ACOG & SMFM. (2014). Obstetric care consensus: Safe prevention of the primary cesarean delivery.
Obstetrics & Gynecology, 123(3), 693-711.
http://dx.doi.org/10.1097/01.AOG.0000444441.04111.1d

Also Recommended

Amis, D. (2019). Healthy birth practice #1: Let labor begin on its own. Journal of Perinatal Education, 28(2), 68-80.

June 2019. Chart compiled by Debby Amis for The Family Way Publications, www.thefamilyway.com.
May be reproduced in full with attribution for noncommercial purposes.
Like us on facebook at www.facebook.com/familywaypublications for new handouts and childbirth eduation research updates.

