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Choosing how 
your labour will 
start: 
A decision aid for women 
with a prolonged pregnancy



The research and development of this decision aid was conducted by Rachel Thompson, a health psychology researcher at the 

Queensland Centre for Mothers & Babies. The Centre is an independent research centre based at The University of Queensland and funded 

by Queensland Health. The centre does not stand to gain or lose anything by the choices you make after reading this decision aid. This 

decision aid has been developed to be consistent with International Patient Decision Aid Standards criteria for quality decision aids where 

ever possible.

This decision aid is not meant to give you medical advice or recommend a course of treatment and you should not rely on it to provide 

you with a recommended course of treatment. It is not intended and should not be used to replace the advice or care provided by your 

midwife, your doctor and/or your obstetrician. You should consult and discuss your treatment options with your midwife, your doctor and/

or your obstetrician before making any treatment decisions.

This decision aid has been written to support women who might have a prolonged pregnancy (a 
pregnancy that continues beyond 42 weeks) to know what to expect and to have a say in making 
decisions about how their labour will start. 

This decision aid provides information about two options: 

1. Choosing to wait for labour to start by itself 
2. Choosing to have an induction of labour  
 (starting labour artificially) 

This decision aid will answer the following questions:

 » How long is pregnancy?

 » What is labour?

 » What may help me to go into labour by 42 weeks?

 » What if it looks like I might not go into labour by 42 weeks?

 » Will I always be able to choose?

 » How might I choose between waiting for labour  
to start and having an induction of labour?

 » What are the differences between waiting for  
labour to start and having an induction of labour?

 » How can I make the decision that’s best for me?

 » How can I ask questions to get more information?

Women may also be offered an induction of labour for reasons other than a prolonged pregnancy, 
including if a woman has a prelabour rupture of membranes (when a woman’s ‘waters break’ and she 
doesn’t go into labour) or if it is believed that a woman’s baby is growing more or less than expected. 
This decision aid provides information only about induction of labour for prolonged pregnancy, not for 
other reasons. You might like to ask your care provider about the different reasons women are offered an 
induction of labour. 

What is this decision aid about? 
If you have any concerns about yourself or your baby/babies and want to talk to someone, please call:

 » your family doctor

 » 13 HEALTH telephone line (13 432 584)

 » Lifeline counselling service (131 114)

 » Stillbirth and Neonatal Death Support  

(SANDS) helpline (1800 228 655)

 » Pregnancy, Birth & Baby Helpline (1800 882 436)

The University of Queensland, its employees and affiliates have made reasonable efforts to ensure the content provided is up to date 

and accurate. However, it does not guarantee and accepts no liability or responsibility for the accuracy, currency or completeness of the 

information contained in this decision aid. To the extent permitted by law, The University of Queensland its employees and affiliates exclude 

all liability including negligence for any injury, loss or damage caused by or arising out of any reliance on the content contained in this book.

Unless otherwise indicated, the content of this book is the property of The University of Queensland. All content is protected by Australian 

copyright law and, by virtue of international treaties, equivalent copyright laws in other countries. No material contained within this book 

may be reproduced or copied in any way without the prior written permission of The University of Queensland.

Last updated:   March 2010

Next Update:   March 2012

©2010 The University of Queensland, Brisbane Australia.ABN 63942912 684, CRICOS provider No. 00025B

What is this  
decision aid  
about?

The information in this decision aid has come from the best scientific studies available to us. Numbers 
in brackets [1] indicate a reference to a study that is listed at the back of the decsion aid.

We use this symbol  when there is something you might like to ask your care provider about.
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How  
long is  
pregnancy?

The length of a pregnancy is usually counted in weeks. You, or your care provider, can estimate how 
many weeks pregnant you are by either counting forward from the first day of your last menstrual period 
(LMP), or by checking the size of your baby if you had an early ultrasound scan (dating scan) during 
your pregnancy. But, this number is only an estimate and may not be accurate. Also, every woman’s 
pregnancy is different and it is normal for different women to have shorter or longer pregnancies.

A pregnancy is said to be full term (the normal length) if the baby is born anytime between 37 and 42 
weeks of pregnancy [1]. Your estimated due date is in the middle of this range of time, and is usually the 
date when it is estimated that you will be 40 weeks pregnant. However, it is very common for babies to 
be born before or after the estimated due date. 

A prolonged pregnancy is a pregnancy when the woman has not had her baby by 42 weeks [1]. A 
prolonged pregnancy is also sometimes called being ‘post-dates’ or ‘post-term’. It is unclear exactly how 
many women have a prolonged pregnancy, but it is thought that it could be anywhere from less than 5% 
to almost 15% of women [2].

In Queensland, prolonged pregnancy is the most common reason for a woman to have an induction of 
labour [3]. An induction of labour is when a care provider tries to artificially ‘start off’ a woman’s labour. An 
induction of labour is different to a spontaneous labour, which is when labour starts by itself. The main 
reason that an induction of labour for prolonged pregnancy is offered to women is that health problems 
for the baby are more common for women who have a prolonged pregnancy than for women who go 
into spontaneous labour by 42 weeks [3]. More information about whether induction of labour helps to 
reduce the chance of these health problems is provided later.
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What  
is  
labour?

Labour is the process your body goes through when your baby is born. Going into labour is brought on by a 
number of changes in your body, including changes in your uterus (womb) and your cervix (the bottom part 
of your uterus at the inside end of your vagina).Towards the end of pregnancy, your cervix changes from 
being long, closed and hard to being short, soft and thinned (also called effaced). Changes to the cervix are 
called cervical ripening. A ripe cervix means your body is ready for labour. A cervix that is not ripe and not 
ready for labour is called unripe. Your uterus also changes towards the end of pregnancy, becoming more 
active and starting to contract (tighten).

The changes in the cervix and the uterus that start labour are slow and take several weeks. Substances 
produced naturally in your body, including hormones called prostaglandin and oxytocin, are involved in 
labour starting. These hormones are thought to help ripen the cervix and start contractions in the uterus.

Most women have a spontaneous labour. You might like to ask your care provider to give you information 
about what to look out for and what to expect when labour starts. 
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What may help me  
to go into labour 
by 42 weeks?

What if it looks like  
I might not go into  
labour by 42 weeks? 

There are some things that may help you to go into labour before 42 weeks. When you reach 41 weeks 
of pregnancy, your care provider might offer you a membrane sweep (also called a stretch and sweep or 
a strip and stretch). A membrane sweep is done during a vaginal examination (internal examination). A 
membrane sweep is when your care provider makes circular movements around your cervix with his or 
her finger to try and separate the amniotic sac (the sac around the baby) from the cervix. A membrane 
sweep is not done to make a hole in the amniotic sac (break your waters).

A membrane sweep is not usually thought of as an official way of having an induction of labour, but it can 
increase your chance of going into spontaneous labour [4]. A membrane sweep can be uncomfortable 
and it is normal to have a small amount of bleeding from your vagina for a brief time after the membrane 
sweep. A membrane sweep can be done during a pregnancy check-up and you can usually go home 
afterwards. 

You might like to ask your care provider about things like a membrane sweep, that can help you go into 
labour before 42 weeks. 

Most women go into spontaneous labour by the time they are 42 weeks pregnant [1]. If it looks like you 
might not go into labour by 42 weeks, you and your care provider might talk about your options. 

There are two options: 

Choose to wait  
for labour to start  

Choose to have an  
induction of labour

Option 1

Option 2
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What happens if I choose to 
wait for labour to start? Option 1

If you choose to wait for labour to start, your care provider might offer you extra check-ups. These 
check-ups are to see how your pregnancy is going and to check the health of you and your baby while 
you wait for labour to start. 

Check-ups usually include your care provider checking on your baby’s heart beat. Your baby’s heart beat 
might be checked using a cardiotocograph (also called a CTG machine). A cardiotocograph is a machine 
that connects to small plastic sensors on a belt around your abdomen (stomach). The cardiotocograph 
records your baby’s heart beat and any contractions of your uterus. Your baby’s heart beat may also be 
checked in other ways, for example, using a Doppler (a handheld device which allows you to listen to the 
baby’s heart beat).

Your care provider might also offer to do an ultrasound scan (where a handheld instrument is used to 
look inside your uterus) to measure how much amniotic fluid you have. Amniotic fluid is the liquid that 
surrounds your baby in the uterus (also called waters). If you are offered these check-ups, you can ask 
your care provider what the check-ups will tell you.  

If you choose to wait for labour to start, you can still choose to have an induction of labour later on if you 
wish. 

Induction of labour, or being induced, is when a care provider tries to artificially start off a woman’s labour. 

If you choose to have an induction of labour, a date will be set for the induction. An induction of labour is 
often planned for some time after a woman is estimated to be 41 weeks pregnant. You might choose to 
have an induction of labour at this time, or you might choose to wait until after 42 weeks, that is, until you 
have a prolonged pregnancy.

Having an induction of labour usually requires having a vaginal examination first. During a vaginal 
examination, your care provider will check on how ready your cervix is for labour, that is, how ripe it is. 
You will also be offered a check of your baby’s heart beat, usually using a cardiotocograph. 

An induction of labour is normally done in a hospital and usually you then stay there until after the baby is 
born. An induction of labour does not always work. You might like to ask your care provider about what 
might happen if you choose to have an induction of labour and it doesn’t work. 

There are three main ways of doing an induction of labour: 

1 giving you synthetic prostaglandin,  
2 breaking your waters, and  
3 giving you a Syntocinon® infusion. 

These ways of doing an induction of labour are described in the next section. 

Your care provider might offer one way for your induction of labour (eg giving you synthetic prostaglandin) 
or offer a combination of ways (eg breaking your waters and giving you a Syntocinon® infusion). The way 
offered to you depends on different things, including how ready your cervix is for labour. You might like to 
ask your care provider when he or she would usually offer the different types of induction of labour. 

1. What happens if I am given synthetic prostaglandin? 

Prostaglandin is a natural hormone that helps women go into spontaneous labour. Synthetic 
prostaglandin is not prostaglandin, but is a drug made to copy prostaglandin as closely as possible. 
Synthetic prostaglandin can be given in a gel, tablet or pessary (like a tampon), which is put into your 
vagina and releases the drug slowly.

If you have the gel or the tablet, it is common to have one dose then wait for around 6 hours. If 
contractions haven’t started, you might be offered a second dose and then usually wait another 6 hours 
and maybe a third dose. If contractions still don’t start, your care provider might offer another way of 
having an induction of labour or might offer you a caesarean section to birth your baby. 

If you have the pessary, it is normal to wait around 24 hours to see if contractions start. If contractions 
still haven’t started after 24 hours, your care provider might offer another way of having an induction of 

Option 2 What happens if I choose to have 
an induction of labour?
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labour or offer you a caesarean section to birth your baby.

Different facilities might have different guidelines for how synthetic prostaglandin is given. You might like 
to ask your care provider how synthetic prostaglandin is given at your planned place of birth. 

2. What happens if my care provider tries to break my waters? 

Breaking your waters is when your care provider makes a small hole in the amniotic sac that holds your 
baby and the amniotic fluid around your baby. Breaking your waters is also called an artificial rupture of 
membranes (ARM) or an amniotomy. Breaking your waters can only be done if your cervix is ripe enough.

Your care provider usually breaks your waters by inserting a long thin instrument with a hook on the end 
into your vagina and through your cervix, then making a hole in the amniotic sac. Your care provider can 
also break your waters using a special glove with a sharp tip on one  
of the fingers. After breaking your waters, the amniotic fluid will drain out through your vagina. The 
amniotic fluid might drain out in a slow trickle or more of a gush.

If labour contractions don’t start after your care provider breaks your waters, your care provider will 
usually offer you a Syntocinon® infusion.

3. What happens if I am given a Syntocinon® infusion? 

A Syntocinon® infusion is when the drug Syntocinon® is given through an intravenous (IV) drip. An 
intravenous drip is a bag of liquid that enters your body through a tube inserted into your hand or arm. 
Syntocinon® is a drug that has been made to copy oxytocin as closely as possible. Oxytocin is a natural 
hormone that helps women go into spontaneous labour. Often, breaking your waters and having a 
Syntocinon® infusion are done together.

Usually when a Syntocinon® infusion is given, continuous electronic fetal monitoring is done. Continuous 
electronic fetal monitoring is when a cardiotocograph is used to record the contractions of your uterus 
and your baby’s heart beat. Usually, the cardiotocograph connects to small plastic sensors on a belt 
placed around your abdomen. Sometimes, your baby’s heart beat may be monitored by a device 
inserted into your vagina and attached to your baby’s head with a tiny screw. More information about 
continuous monitoring is provided in ‘Monitoring your baby during labour: A decision aid for women 
having a vaginal brith’.

In some places, if you are given a Syntocinon® infusion, you will be restricted in how much you can 
move around and change positions. Your movement can be restricted because of the drip that will be 
attached to your hand or arm, as well as the cardiotocograph that may be attached to your body. You 
might be able to stand up or sit down, but you may be unable to move from room to room, or have a 
shower or bath. You might like to ask your care provider how much you can move around if you having a 

Syntocinon® infusion at your planned place of birth.  

If labour contractions don’t start after you are given a Syntocinon® infusion your care provider might 
offer you a Syntocinon® infusion again the next day, or offer you a caesarean section to birth your baby. 
If labour contractions do start after you are given a Syntocinon® infusion, you will usually continue to 
receive Syntocinon® through the drip during your labour. 

Option 2 (continued)
What happens if I choose to have 
an induction of labour?
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Will I always  
be able  
to choose?

In some situations, your care provider might suggest that you have an induction of labour. If this 
happens, you can ask your care provider about the reasons for their suggestion and make decisions as a 
team. You can choose to follow their suggestion or you can choose to say no. 

You may not always be able to choose to have an induction of labour. Usually induction of labour is 
only discussed and offered to a woman when it is believed that waiting for labour to start might cause 
problems for a woman and/or her baby. Some birthing facilities also have guidelines about when an 
induction of labour is offered. Different care providers might also vary in when or if they usually offer an 
induction of labour. You can find more information about when an induction of labour might be offered by 
asking your care provider.  

Some birthing facilities are not able to do induction of labour. For example, if you are planning to birth in 
a birth centre, you will usually be unable to choose an induction of labour. If you are planning to birth at 
home with a private practice midwife, breaking your waters is usually the only way that an induction of 
labour can be tried, as the drugs needed for the other two ways of having an induction of labour are not 
available. If you are planning to birth in a birth centre or at home, you might like to ask your care provider 
about what your options are if it looks like you might have a prolonged pregnancy.  

Some care providers choose not to offer or are not comfortable offering all options to women. If you are 
not able to be offered all options or the option you prefer, you can ask to have another care provider.

There are no tests which can tell you what will happen if you choose to wait for labour to start or choose 
to have an induction of labour. However, a number of studies have looked at what happens when 
women who were 41 weeks pregnant or more waited for labour to start compared to when women who 
were 41 weeks pregnant or more had an induction of labour. We have included some of the results of 
these studies in the next few pages.

Studies can’t say for sure what would happen if you choose one option over another.However, the 
results of studies might give you an idea of the possible outcomes of each option. The studies we use in 
this book give you the best possible estimates of how likely different things are to happen.

Will the results of these studies apply to me?

The studies we’ve included are studies of women who were described as low risk (eg women who were 
not thought to have any complications with their pregnancy). However, every woman’s pregnancy is 
different so the possible outcomes of each option might be different for you. You might like to talk to your 
care provider who can give you extra information that is suited to your unique pregnancy. 

 In the next few pages we talk a lot about the chance of different things happening. If you would like  
 help understanding what this means, please visit www.havingababy.org.au/chance

How might I choose between 
waiting for labour to start & 
having an induction of labour?

Photo courtesy of Little Posers Photography

Whenever we talk about the results of a study, we give you some idea of its quality, using the following 
rating:

An  is given to studies that are high quality.  level studies tell us we can be very confident 
that choosing to do something causes something else to happen. + studies are the very 
highest quality of studies.

A  is given to studies that are medium quality.  level studies can tell us we can be 
moderately confident that choosing to do something causes something else to happen.

A  is given to studies that are low quality.  level studies can tell us when things tend to 
happen at the same time. But  level studies can’t tell us that choosing to do something 
causes something else to happen.

Will the results of these studies apply to me?

Studies can’t say for sure what would happen if you choose one option or another. However, the results 
of studies might give you an idea of the possible outcomes of each option. The studies we use in this 
decision aid give you the best possible estimates of how likely different things are to happen.The studies 
we’ve included are studies of women who were described as low risk (eg women who were not thought 
to have any complications with their pregnancy). However, every woman’s pregnancy is different, so the 
possible outcomes of each option might be different for you. You might like to talk to your care provider 
who can give you extra information that is suited to your unique pregnancy.  
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What are the differences between waiting for labour 
to start and having an induction of labour?

The chance of having a 
precipitate labour (a labour that 

is unusually short and intense) [6] 

The chance of the baby 
dying before, during or in 
the first week after birth 
[5] 

5 out of every 100 women 
had a precipitate labour

Women who waited  
for labour to start…

Women who tried an induction of labour…

30 out of every 10,000 babies 
died before, during or soon 
after birth

13 out of every 100 women 
had a precipitate labour

3 out of every 10,000 babies 
died before, during or soon 
after birth

The chance of having  
very frequent contractions 
during labour [7]   

35 out of every 100 women  
had very frequent contractions

46 out of every 100 women  
had very frequent contractions

Women who had  
a precipitate labour

Women who had very frequent 
contractions during labour

Women who did not  
have a precipitate labour

Women who did not have very  
frequent contractions during labour

Studies have found there 
is a difference between 
waiting for labour and 
having an induction of 
labour at 41 weeks or 
later in: 
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The chance of having very 
intense contractions during 
labour [6] 

How many women say they 
would choose the same 
option again for their next 
pregnancy [7] 

48 out of every 100 women 
had very intense contractions

Women who waited  
for labour to start…

Women who tried an 
induction of labour…

38 out of every 100 women would choose to wait 
for labour to start again next time

63 out of every 100 women 
had very intense contractions

74 out of every 100 women would choose an 
induction of labour again next time

Women who had very intense 
contractions during labour

Women who would choose  
this option again next time

Women who did not have very 
intense contractions during labour

Women who would not choose  
this option again next time

What are the differences between waiting for labour  
to start and having an induction of labour? Continued...

Studies have found there is a difference 
between waiting for labour and having an 
induction of labour at 41 weeks or later in: 
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Studies have found no difference between 
waiting for labour to start and having an 
induction of labour at 41 weeks or later in:

Studies are not clear about whether there 
is any difference between waiting for 
labour to start and having an induction of 
labour at 41 weeks or later in:

Women’s ratings of the amount of pain during labour [7] 

The chance of having an epidural (a type of pain management where drugs are used to numb the lower half of the 

body) [8] 

The chance of having an instrumental birth (where forceps (tongs) and/or a vacuum (suction) cup is used to help 

pull the baby out of the vagina) [5,6] 

The chance of having a caesarean section [5,6] 

The chance of having a severe tear (a 3rd or 4th degree tear, or a tear involving the skin and muscles around the 

vagina and the anus) during birth [6] 

The chance of having a postpartum haemorrhage (losing more than 500ml of blood after birth) [5, 6] 

The chance of the baby becoming distressed during labour [6] 

The chance of the baby not getting enough oxygen during labour or birth [5,6] 

The chance of the baby being resuscitated (helped to breathe) after birth [6] 

The chance of the baby having a low APGAR score (being slow to breathe and respond) five minutes 
after birth [5,6] 

The chance of the baby going into the Neonatal Intensive Care Unit or ‘NICU’  
(a unit in the hospital for babies who need a high level of special medical care) [5,6] 

The chance of the baby having breathing difficulties caused by accidentally breathing 
in amniotic fluid containing meconium (sticky poo passed by the baby in the uterus) [5]

The baby’s birthweight [5,6]

What are the differences between waiting for labour  
to start and having an induction of labour? Continued...

My Notes
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How can I make  
the decision  
that’s best for me?

At the Queensland Centre for Mothers & Babies, we understand that the right decision for you may not be the right decision for others. For all decisions before, during and after your birth, you are entitled to know your 
different options, know what happens if you choose different options and choose the option that is best for you.

When making decisions about their maternity care, some women prefer to get the information and make decisions by themselves or with their families. Other women like to make decisions as a team with their care 
providers and some women like their care providers to make decisions for them. This decision is yours to make. You might change your mind about previous decisions if you get more information, if your circumstances 
change or your preferences change. 

Following these steps might help you to make the decisions that are best for you:

When making a decision about which option is best for you, it can be helpful to think about the reasons that you personally might choose each option. We have 
included a table on the next page where you can write down both the reasons you might choose to wait for labour to datrt, and/or the reasons you might choose 
to have an induction of labour. You might have come up with your own ideas or have found information somewhere else. 

Some reasons might matter more to you than others and you might want to give these reasons extra thought when making a decision. There is room on the next 
page for you to mark how much each reason matters to you in a box. Doing this can also help you talk to other people about what matters to you. You might like 
to use a simple star rating like this to mark how important each reason is:

  Matters to me a little       Matters to me quite a bit       Matters to me a lot 

Once you’ve thought about the reasons for choosing each option and how much each reason matters to you, you might feel that one option is better for you. Or, 
you might still be unsure and want to think about it some more or ask questions. There is a place to mark what you feel about your options on the next page. You 
can also show this table to your care provider to help you make decisions as a team.

1. Think about the reasons for choosing 
each option 

2. Think about which 
reasons matter to you the 
most 

3. Think about whether 
you’re leaning towards 
one option or the other
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Waiting for  
labour to start

I’m 
unsure 

Having an induction 
of labour

At the moment, I am leaning towards…

Reasons I might choose to wait 
for labour to start…

Reasons I might choose to have 
an induction of labour…

How can I make 
the decision that’s 
best for me? 
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Asking your care provider questions can help you get the information you want and need. Below are some questions you might want to ask your 
care provider to get more information during your pregnancy (that is, before an induction of labour for prolonged pregnancy is offered to you).

 When would you normally offer a woman an induction of labour for prolonged pregnancy?

 How often do you do an induction of labour for prolonged pregnancy?

 Are there guidelines at my planned place of birth about induction of labour for prolonged pregnancy?

 Would you do an induction of labour for prolonged pregnancy if I asked for one?

 How would you feel if I declined an induction of labour for prolonged pregnancy if it was offered to me?

 Are there things I can do during my pregnancy to increase my chance of labour starting by itself?

 Would you do a membrane sweep for me if I asked for one?

Below are some questions you might ask your care provider to get more information if you are offered an induction of labour for prolonged pregnancy.

 How long do I have to think about this decision?

 What are the possible outcomes in my unique pregnancy if I wait for labour to start by itself?

 What are the possible outcomes in my unique pregnancy if I have an induction of labour?

 When, where and how would induction of labour be tried?

 What kind of support would be available if I chose to have an induction of labour?

 What is the chance that induction of labour would be successful in starting my labour?

 What would happen if induction of labour wasn’t successful?

How can I ask 
questions to get 
more information? 

My Notes
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Where did this 
information 
come from?

In time, the technical reports for the development of this decision aid will also be available online. Technical reports are a record of the decisions the researchers 
made when considering which studies to include and exclude in each of the decision aids.

95
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The information in this decision aid has come from the best scientific studies available to us. A list of these studies is included below:
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My 
questions 
and notes
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Other decision aids

•	 Choosing your model of care

•	 Choices about first semester ultrasound scans

•	 Choosing how to birth your baby: for women 
without a previous caesarean section

•	 Choosing how to birth your baby: for women 
with a previous caesarean sectoion

•	 Monitoring your baby during labour

•	 Choosing your positions during labour and birth

•	 Choices about epidural

•	 Choices about episiotomy

•	 Choosing how to birth your placenta
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