Research

Elective induction versus spontaneous labour in Latin America

Glaucia Virginia Guerra,® José Guilherme Cecatti,® Jodo Paulo Souza,” Anibal Falndes,? Sirlei Siani Morais,?
Ahmet Metin Glilmezoglu,® Renato Passini Jr,2 Mary Angela Parpinelli# & Guillermo Carroli¢ for the WHO Global
Survey on Maternal Perinatal Health in Latin America Study Group

Objective To assess the frequency of elective induction of labour and its determinants in selected Latin America countries; quantify
success in attaining vaginal delivery, and compare rates of caesarean and adverse maternal and perinatal outcomes after elective
induction versus spontaneous labour in low-risk pregnancies.

Methods Of 37 444 deliveries in women with low-risk pregnancies, 1847 (4.9%) were electively induced. The factors associated with
adverse maternal and perinatal outcomes among cases of spontaneous and induced onset of labour were compared. Odds ratios for
factors potentially associated with adverse outcomes were calculated, as were the relative risks of having an adverse maternal or perinatal
outcome (both with their 95% confidence intervals). Adjustment using multiple logistic regression models followed these analyses.
Findings Of 11 077 cases of induced labour, 1847 (16.7%) were elective. Elective inductions occurred in 4.9% of women with low-risk
pregnancies (37 444). Oxytocin was the most common method used (83% of cases), either alone or combined with another. Of induced
deliveries, 88.2% were vaginal. The most common maternal adverse events were: (i) a higher postpartum need for uterotonic drugs, (ii) a
nearly threefold risk of admission to the intensive care unit; (jii) a fivefold risk of postpartum hysterectomy, and (iv) an increased need
for anaesthesia/analgesia. Perinatal outcomes were satisfactory except for a 22% higher risk of delayed breastfeeding (i.e. initiation
between 1 hour and 7 days postpartum).

Conclusion Caution is mandatory when indicating elective labour induction because the increased risk of maternal and perinatal
adverse outcomes is not outweighed by clear benefits.

Abstracts in 4 5=, 32, Frangais, Pycckuit and Espaiiol at the end of each article.

Introduction

Elective labour induction without any medical or obstetric indi-
cation hasbeen increasing in recent years. In some countries, 10%
of all deliveries are electively induced.'~* This increase has been
attributed to greater demand by mothers and to logistic factors
such as distance from the maternal dwelling to the hospital ora
history of precipitate delivery.** In addition, elective induction
to suit the obstetrician’s schedule has been a contributing factor
since the first half of the 20th century.”

In places where caesarean section rates are high, inducing
labour in situations in which termination of pregnancy is advis-
able may help to reduce these rates.*” Nevertheless, the same is
not necessarily true when labour is induced without any medical
indication. Elective induction may in fact alter normal physiol-
ogy when delivery begins and increase the rate of caesarean
section, irrespective of parity, especially among women with an
unfavourable cervix (e.g. women with the cervix in a posterior
position, firm, poorly effaced and dilated, and with the fetus in
a high station)."'’""* A caesarean section is usually performed
after elective induction with an unripe cervix for the following
indications: prolonged first stage of labour, fetal distress, failure
to progress and intrapartum haemorrhage."”™"

Some adverse maternal outcomes have been associated with
elective induction of labour. These include an increase in instru-
mental vaginal deliveries; greater need for epidural analgesia;
postpartum haemorrhage; increased need for blood transfusion;
longer hospital stays and higher hospital costs.>'*!*""" In addi-
tion, the neonate requires immediate care and must sometimes

be admitted to a neonatal intensive care unit (ICU), particularly
when the cervix is unripe at delivery.">'""

Elective induction of labour is becoming increasingly com-
mon but s seldom directly reported in studies perhaps because of
lack of consensus with respect to its definition. In some settings
labour induction is reported as elective when it is performed
without medical indication; in others, any pre-scheduled induc-
tion of labour, with or without medical indication, is considered
elective. In the present analysis we use the term elective induction
of labour when no medical indication for the procedure exists.
Since this intervention may be associated with increased mater-
nal and perinatal risks, knowing how frequently it is performed
is important for taking steps towards preventing its associated
problems and providing accurate information to both pregnant
women and health-care professionals. The objectives of this study
were to evaluate the frequency of elective induction of labour
in Latin America; the procedure’s rate of success in achieving
vaginal delivery; the factors determining its application and
any associated unfavourable maternal and perinatal outcomes.

Methods

We performed a secondary analysis of data on elective labour
induction in Latin America, as obtained from the 2004-2005
World Health Organization Global Survey on Maternal and
Perinatal Health (WHOGS). The protocol and methods used in
the original study have been described in other publications.**!

Briefly, the WHOGS is a cross-sectional study in which data
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Fig. 1. Steps used to identify women with low-risk pregnancies who had electively
induced labour, as recorded in the 2004-2005 Global Survey for Latin America
of the World Health Organization (WHO)
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1847 electively
induced (4.9%)

35 597 spontaneous
onset of labour

were collected from medical records in
120 randomly selected health facilities
from eight randomly selected countries in
Latin America. In each country data were
collected on every single woman who gave
birth in every selected facility (» =97
095) during a data collection period last-
ing two or three months (depending on
the number of deliveries in the facility) in
2004-2005. The protocol was approved
by WHO’s Scientific and Ethical Review
Group and Ethics Review Committee.
Informed consent was not individu-
ally requested since the data were taken
anonymously from medical charts.”!

The database for this study included
information from all the women in the
2004-2005 WHOGS. Although the
original database indicated which induc-
tions had been elective and/or performed
at the mother’s request (totalling 3319
cases), we considered it fundamental
for this analysis to select a low-risk
population by excluding women who
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had risk factors that could have affected
the delivery itself and its maternal and
perinatal outcome. We therefore followed
the steps in the flowchart shown in Fig. 1
to select a group of women with low-risk
pregnancies who had undergone elective
labour induction (at their own request
or in the absence of any medical indica-
tion) as well as a group with spontancous
onset of labour. By using this strategy, we
presumably excluded all inductions that
were medically indicated and generated
a low-risk sample of women undergoing
induced labour. In this sample population
we identified 1847 women with elective
induction and compared them with
the women with low-risk pregnancies
(35597) who went into labour spontane-
ously during the study period.

Statistical analysis

We first quantified successful elective
labour inductions — i.e. inductions
culminating in a vaginal delivery — as a
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function of the induction method used
(i.e. oxytocin, misoprostol, another
prostaglandin, artificial rupture of mem-
branes, membrane sweeping, or a combi-
nation of methods). To assess maternal
characteristics potentially predictive of
clective labour induction (age, marital
status, schooling, parity, type of delivery
health-care facility, body mass index
[BMIL, expressed as kg/m?] and gestational
age) we compared women whose labour
was electively induced with women whose
labour was spontancous and calculated
crude and adjusted odds ratios (ORs) and
their respective 95% confidence intervals
(CIs) using multiple logistic regression
models.

We calculated crude relative risks
(RR) and adjusted relative risks (RRadj)
and their respective 95% Cls for the
following maternal outcomes and com-
plications potentially associated with
labour induction: mode of delivery,
postpartum haemorrhage with blood
transfusion; a need for uterotonic
agents in the postpartum period; blood
transfusion; perineal laceration; hyster-
ectomy; admission to the ICU; dura-
tion of postpartum stay in hospital; use
of analgesia/anaesthesia, and maternal
status at discharge. We then used a
logistic regression model that included
adjustment for mode of delivery and all
other predictors (except BMI because
of the large number of cases that were
missing this information). We followed
exactly the same procedures to assess
the following perinatal outcomes: a
low 5th minute Apgar score; low birth
weight; admission to the neonatal
ICU; neonatal deaths taking place in
hospital within the first week of life
(as a proxy for early neconatal death)
and time of initiation of breastfeed-
ing. All the analyses were performed
with the Statistical Analysis System
(SAS) software program, version 9.02
(SAS Institute, Cary, United States of
America).

Results

Of the 11077 inductions registered in
the database, 16.7% were elective as per
the definition used in this study. These
elective inductions occurred in 4.9%
of women with low-risk pregnancies
(37 444). Table 1 shows that vaginal
delivery was attained in 88.2% of all
elective inductions, with little variation
among the different methods of induc-
tion used. Oxytocin administration
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Table 1. Elective inductions of labour culminating in vaginal or Caesarean delivery, by
method of induction, in women with low-risk pregnancies in selected Latin
American countries, 2005

Induction method Total Vaginal Caesarean
No. % No. %

Oxytocin? 1219 1093 89.7 126 10.3
Combined® 409 362 88.5 47 115
Misoprostol 165 128 77.6 36 21.8
Other prostaglandin B 27 81.8 6 18.2
Artificial ROM 19 18 94.7 1 5%
Membrane sweeping 2 1 50.0 1 50.0
Total 1847 1629 88.2 217 11.7

ROM, rupture of membranes.

2 One case with no information on mode of delivery.
b Of these cases, 329 correspond to oxytocin plus another method.

was the single most frequently used
induction method (65.9%), whereas
misoprostol was used to induce only
8.9% of the deliveries. Other pros-

taglandins, membrane sweeping and
g ping

artificial rupture of membranes were
rarely used.

Table 2 shows that not having a part-
ner was associated with a reduced risk of
havingan elective induction. On the other
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hand, nulliparity and giving birth in social
security or private health-care institutes
increased the risk of having an elective in-
duction. A woman’s age and educational
level showed no association with the risk
of elective induction. Although a BMI
> 30 was also associated with an increased
likelihood of having an elective induction,
it could not be determined from the
logistic regression if obese women have
an intrinsic risk of elective induction of
labour because a substantial proportion
of data were missing. All women were
at term, between 37 and 40 weeks of
gestational age.

Caesarean sections were performed
in 11.8% of women with low-risk preg-
nancies who underwent elective labour
induction, as opposed to 8.6% of women
who went into labour spontancously.
Despite the fact that higher caesarean sec-
tion rates were observed among women
undergoing elective induction of labour

Table 2. Crude odds ratios (OR) and adjusted odds ratios (OR

adj

) of elective labour induction in women with low-risk pregnancies, by

demographic and other characteristics, in selected Latin American countries, 2005

Characteristic Spontaneous onset of Elective induction OR OR,
labour (95% ClI) (95% CI)?

No % No %
Age (years)
10-19 369 19.99 7666 21.55 0.90 (0.80-1.01) 0.96 (0.84-1.10)
20-34 1347 72.97 25181 70.77 1.00 1.00
>35 130 7.04 2733 7.68 0.89 (0.74-1.07) 0.98 (0.77-1.24)
Missing 1 - 17 - - -
Marital status
Having a partner 26668 75.27 1513 81.96 1.00 1.00
No partner 8762 24.73 333 18.04 0.67 (0.59-0.76) 0.76 (0.67-0.87)
Missing 167 = 1 = = =
Years of schooling
<7 9649 28.72 488 28.82 0.92 (0.77-1.11) 1.10(0.91-1.34)
7-12 21073 62.72 1047 61.85 0.90 (0.76-1.07) 1.06 (0.89-1.26)
>12 2877 8.56 158 9.33 1.00 1.00
Missing 1998 = 154 = = =
Parity
Primipara 15565 43.81 828 44.83 1.05 (0.95-1.17) 1.13 (1.01-1.27)
2-3 deliveries 15232 42.87 769 41.64 1.00 1.00
>3 deliveries 4734 13.32 250 13.54 1.05 (0.90-1.21) 1.07 (0.91-1.26)
Missing 66 = = = = =
Health-care facility
Public 26734 75.10 1047 56.68 1.00 1.00
Social security 6118 17.19 666 36.06 2.78 (2.51-3.08) 2.90 (2.61-3.22)
Private 2741 7.71 134 7.26 1.25 (1.04-1.50) 1.85 (1.47-2.32)
BMI (kg/m?
<30 16334 59.22 890 56.12 1.00 Not used”
>30 (obesity) 11250 40.78 696 43.88 1.14 (1.03-1.26) -
Missing 8013 = 261 = = =

BMI, body mass index; Cl, confidence interval.

 Simple and multiple logistic regression mode! (including all variables except BMI).

® BMI was not used in multiple analyses due to the high number of cases in which data were missing.
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(crude RR: 1.36; 95% CI: 1.19-1.55),
the intrinsic risk of this procedure was
only marginally associated with caesarean
section (RR_;: 1.16;95% CI: 1.00-1.35).
The maternal complications most associ-
ated with elective induction of labour
among women with low-risk pregnancies,
confirmed by multiple logistic regres-
sion analysis, were: postpartum need for
uterotonic drugs (a 1.5-fold greater risk);
hysterectomy (a 5.2-fold greater risk, al-
though this figure comes from only 4 cases
among women with elective induction);
admission to the ICU (a 3-fold greater
risk), and a greater need for anaesthetic
and analgesic procedures. On the other
hand, elective induction was not associ-
ated with an increased risk of perineal
laceration or postpartum haemorrhage,
lengthened hospital stay or a greater need
for blood transfusion (Table 3).

Four women who had elective in-
duction of labour had a hysterectomy;
two of them were nulliparas and all had
been induced with oxytocin. Two of the
four women required uterotonics in the
postpartum period and received blood
transfusions. None had to be admitted
to the ICU. Thirteen hysterectomies oc-
curred among women who had spontane-
ous labour. Of these 13 women, 10 were
multiparas, 4 had postpartum haemor-
rhage, 8 required uterotonics postpartum,
7 required blood transfusions and 4 were
admitted to the ICU. Ten of these women
had vaginal deliveries. Only one of the
women whose labour was spontaneous
died. This was a 20-year old primigravida
at full term who had received appropriate
prenatal care and in whom no risk factors
had been identified. She had a vaginal
delivery of a full-term, healthy infant with
good vital signs (data not shown).

Finally, Table 4 shows that elective
induction among women with low-risk
pregnancies was not significantly as-
sociated with an increased risk of most
neonatal complications, including a low
5th minute Apgar score, low birth weight,
admission to a neonatal ICU or carly
neonatal death. Nevertheless, delayed
initiation of breastfeeding (i.c. initiation
between one hour and seven days postpar-
tum) was more COmMMOoN among women
who had an elective induction of labour,
with a mean 22% higher risk (RR: 1.22;
95% CI: 1.12-1.34). In addition, the
mean birth weight of neonates did not sig-
nificantly vary between groups (elective
induction group: 3259.6 g [standard de-
viation, SD: +417.3]; spontaneous onset
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of labour group: 3254.6 g [SD: +430.1])
(P=0.63, data not shown).

Discussion

In this study, a substantial proportion of
labour inductions were performed with-
out medical indication or at the mother’s
request. Women with low-risk pregnan-
cies who underwent elective induction
of labour had an increased risk of adverse
outcomes. In fact, we were surprised to
find that in 30% of all cases of induced
labour contained in the database, “elec-
tive” and “by request” were the terms used
for the indication, even in some cases that
were medically justified. Countries varied,
however, in the extent to which they used
these terms. We then restricted the sample
to women with low-risk pregnancies by
excluding all inductions that were medi-
cally indicated or that were performed
in women with a pathological condition
during pregnancy or delivery or with a his-
tory of uterine scarring, breech presenta-
tion or any other obstetric complication.
In this way we obtained a smaller sample
and the fraction of elective inductions
decreased. This approach, also used by
other authors,** is considered the only ac-
ceptable method for comparing pregnant
women whose induction was genuinely
elective with other women with low-risk
pregnancies delivering spontancously.

The success of elective induction

The mean caesarean section rate in the
elective inductions was 11.7%, well below
the caesarean rate of 29.5% for the sum
of all inductions in this same popula-
tion. This rate of caesarean section is low
considering current standards, perhaps
because elective induction was performed
only in the presence of a favourable cervix,
as recommended by Bishop;” however,
this aspect was not evaluated in the pres-
ent study. We believe this may have been
the case because oxytocin is generally ef-
fective only when the cervix is favourable
for induction and in this study oxytocin,
alone or in combination with another
method, was the agent most commonly
used to induce labour. However, we are
unable to exclude the possibility that
misoprostol was less available or that
practitioners felt less confident in using
it. Misoprostol, which is most frequently
indicated when the cervix needs to be
prepared, was used alone in only 8.9% of
the pregnant women, and the caesarean
section rate among women given miso-
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prostol was 21.8%, twice as high as the
rate after induction with oxytocin. These
results indirectly corroborate findings
from other studies to the effect that
clective induction in the presence of an
unripe cervix constitutes a risk factor for
caesarean section.'”*-%¢

Predictive factors

In this sample of women with low-risk
pregnancies, maternal age was not associ-
ated with elective induction, contrary to
findings published by other investigators
who reported that age below 19 years
was a protective factor.”*'**” Not having
a partner was a factor associated with a
reduced risk of elective induction, and
this corroborates the findings of Coonrod
etal.® On the other hand, maternal educa-
tional level was not associated with elec-
tive induction in our study population,
a finding in agreement with the findings
of Boulvain et al."’ and Le Ray et al.* but
in disagreement with those of Coonrod
etal.,® who reported a greater risk of elec-
tive induction in women with more than
12 years of schooling. However, only 9%
of the women in our study fell into this
category.

Nulliparity was an independent
risk factor for elective labour induction.
This finding conflicts with reports from
other authors who found a protective
effect.”'** Giving birth in a private or
social security institution was associated
with a double or triple risk of elective in-
duction, a finding also in agreement with
reports from other studies.****

Outcomes

Higher rates of caesarean section were
observed among women who under-
went elective induction of labour. After
adjustment for other risk factors, elective
induction of labour remained margin-
ally associated with an intrinsic risk of
caesarean section. Uterotonic agents in
the postpartum period were more often
needed after elective inductions than after
spontaneous initiation of labour. This
last finding should be interpreted with
caution, however, because elective induc-
tion was not associated with an increased
risk of puerperal haemorrhage requiring
blood transfusion. Moreover, the same
uterotonic drugs can continue to be used
through the third and fourth stages of
labour prophylactically, not necessarily
to control new haemorrhage.

The most important finding of this
study is perhaps the fivefold increase
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Table 3. Crude relative risk (RR) and adjusted relative risk (RR,,) of specific maternal outcomes in women with low-risk

pregnancies who underwent elective labour induction in selected Latin American countries, 2005

Maternal outcome Elective Spontaneous onset of RR RR,;
induction labour (95% CI) (95% ClI)?

No. % No. %

Mode of delivery

Vaginal 1629 88.25 32506 91.35 1.0 1.0

Caesarean 217 11.75 3077 8.65 1.36 (1.19-1.55) 1.16 (1.00-1.35)

Missing 1 - 14 - - -

Postpartum haemorrhage with

blood transfusion

No 1820 99.67 34796 99.72 1.0 1.0

Yes 6 0.33 97 0.28 1.18 (0.52-2.69) 1.34 (0.58-3.09)

Missing 21 - 704 - - -

Need for uterotonics during

postpartum period

No 1206 65.58 27926 78.87 1.0 1.0

Yes 633 34.42 7483 21.13 1.63 (1.52-1.74) 1.52 (1.39-1.66)

Missing 8 - 188 - - -

Blood transfusion

No 1823 99.08 35224 99.47 1.0 1.0

Yes 17 0.92 188 0.53 1.74 (1.06-2.85) 1.50 (0.91-2.47)

Missing 7 — 185 - - —

Perineal laceration

No 1827 99.40 35184 99.52 1.0 1.0

Yes 1 0.60 171 0.48 1.24 (0.67-2.27) 1.46 (0.78-2.70)

Missing 9 — 242 — — —

Hysterectomy

No 1834 99.78 35340 99.96 1.0 1.0

Yes 4 0.22 13 0.04 5.92 (1.93-18.13) 5.23 (1.62-16.86)

Missing 9 - 244 - - -

Admission to ICU

No 1838 99.67 35491 99.83 1.0 1.0

Yes 6 0.33 61 0.17 1.90 (0.82—4.38) 2.90 (1.24-6.78)

Missing 3 = 45 = = =

Postpartum stay

<7 days 1832 99.35 35190 98.99 1.0 1.0

>7 days 12 0.65 358 1.01 0.65 (0.36-1.15) 0.82 (0.46-1.45)

Missing 3 - 49 — — -

Anaesthesia during labour

No anaesthesia/analgesia 950 52.25 27258 76.98 1.0 1.0

Epidural 332 18.18 3972 11.22 2.03 (1.48-2.24) 1.58 (1.40-1.79)

Spinal 29 1.59 337 0.95 2.42 (1.66-3.51) 1.28 (0.84-1.95)

Parenteral analgesic 341 18.67 2280 6.44 3.41(3.09-3.77) 3.01 (2.65-3.41)

Alternative methods 170 9.31 1561 4.41 2.79 (2.41-3.23) 3.66 (3.12-4.29)

Missing 21 - 189 - - -

Status at discharge

Alive 1842 99.84 35550 99.92 1.0 1.0

Dead 0 - 1 - - -

Referred to higher level 3 0.16 28 0.08 2.07 (0.63-6.79) 2.08 (0.62—6.96)

Missing 2 = 18 0.10 = =

Cl, confidence interval; ICU, intensive care unit.
2 Cox regression model with adjustment for mode of delivery and all predictors inTable 2 except body mass index.

in hysterectomies among women who
underwent elective labour induction.
Although hysterectomy was infrequent
both in absolute and in relative terms,

this finding is worrisome because labour
induction was theoretically not medically
indicated in these cases and culminated
in a procedure with high morbidity that
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a higher risk of hysterectomy during
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Table 4. Crude relative risk (RR) and adjusted relative risk (RR,,) of adverse perinatal outcomes in women with low-risk

pregnancies who underwent elective labour induction in selected Latin American countries, 2005

Perinatal outcome Elective induction Spontaneous onset of RR RR,;
labour (95% ClI) (95% CI)?

No. % No. %
5th minute Apgar
<7 18 0.98 366 1.03 0.95 (0.59-1.51) 1.06 (0.66-1.71)
>7 1824 99.02 35040 98.97 1.0 1.0
Missing 5 - 191 - - -
Birth weight® (g)
<2500 54 2.93 1158 3.26 0.90 (0.69-1.18) 0.87 (0.65-1.16)
>2500 1791 97.07 34384 96.74 1.0 1.0
Missing 2 = 55 = = =
Admission to neonatal ICU
No 1754 95.69 33886 95.50 1.0 1.0
Yes 79 4.31 1596 4.50 0.96 (0.77-1.20) 1.06 (0.85-1.34)
Missing 14 - 115 - - -
Early neonatal death
Alive 1845 100.0 35463 99.92 1.0 1.0
Early neonatal death 0 — 30 0.08 = =
Missing 2 — 104 — — —
Breastfeeding started
Within first hour 989 53.69 20800 58.88 1.0 1.0
1-24 hours after birth 739 40.12 13440 38.04 1.09 (1.03-1.15) 1.10 (1.02-1.19)
After the first day 69 3.75 841 2.38 1.68 (1.32-2.13) 1.59 (1.24-2.05)
Not before 7th day 45 2.44 246 0.70 3.72 (2.73-5.08) 3.14 (2.28-4.34)
Missing 5 - 270 - - -

Cl, confidence interval; ICU, intensive care unit.

2 Cox regression model with adjustment for mode of delivery and all predictors inTable 2 except body mass index.

® Low hirth weight: <2500 g.

misoprostol and a higher risk of uterine
rupture in association with the induc-
tion itself.”~*> The four women who
underwent elective induction followed
by a hysterectomy were all induced with
oxytocin. This reinforces some authors’
views that uterotonics have to be used
with caution.”"* This finding should be
cautiously interpreted in light of the very
small number of hysterectomies (i.e. the
finding may be unstable).

Elective induction of labour has also
been associated with a greater need for
anaesthesia, which interferes with the
natural process of delivery even in the
absence of maternal complications or
other adverse situations, and also carries
inherent risks and increased costs.'*!"!®

There was no difference between
the two groups with respect to the 5th
minute Apgar score, even after adjustment
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for all predictor variables. This finding
corroborates reports from various other
authors.'*'**** In the current study, elec-
tive induction did not show a significant
association with low birth weight. Finally,
elective induction in this study was associ-
ated with late initiation of breastfeeding.

Conclusions

In this study, elective induction was prac-
tised at a rate similar to the rates reported
in developed countries, around 10%."**
Although perinatal outcomes were similar
among women who underwent elective
induction of labour and those whose
labour was spontaneous, women who had
induced labour had increased rates of cae-
sarean section and, more importantly, of
hysterectomy. Therefore, caution should
be exercised when inducing labour with-

out any medical indication, since no clear
benefits outweigh the associated risk of an
adverse maternal outcome.
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Résumé

Déclenchement du travail sans indication médicale contre travail spontané en Amérique latine

Objectif Evaluer la fréquence du déclenchement du travail sans indication
médicale et ses déterminants dans une sélection de pays d’Amérique
latine, quantifier la réussite d’un accouchement par voie vaginale et
comparer les taux de césariennes et d'issues périnatales et maternelles
négatives aprés le déclenchement du travail sans indication médicale par
rapport au travail spontané, dans des grossesses a faible risque.
Méthodes Sur 37 444 accouchements de femmes présentant des
grossesses a faible risque, 1 847 (4,9%) ont été déclenchés sans
indication médicale. On a comparé les facteurs associés aux issues
périnatales et maternelles négatives dans des cas de début de travail
spontané et déclenché. On a calculé les rapports des cotes des facteurs
potentiellement associés aux issues négatives, ainsi que les risques relatifs
d’issue périnatale ou maternelle négative (tous deux avec un intervalle de
confiance de 95%). Suite a ces analyses, un ajustement a été effectué a
I'aide de plusieurs modeles de régression logistique.

Résultats Sur 11 077 cas de travail déclenché, 1 847 (16,7%)
I'ont été sans indication médicale. Un déclenchement du travail sans
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indication médicale a été effectué chez 4,9% des femmes présentant
des grossesses a faible risque (37 444). L'ocytocine était la méthode
la plus communément utilisée (83% des cas), soit administrée seule,
soit combinée avec une autre méthode. Pour les accouchements sans
indication médicale, 88,2% ont eu lieu par voie vaginale. Les événements
maternels négatifs les plus communs étaient: (i) un besoin supérieur de
médicaments utérotoniques postpartum, (ii) un risque presque multiplié
par 3 d’admission en unité de soins intensifs; (iii) un risque multiplié
par 5 d’hystérectomie postpartum et (iv) une augmentation du besoin
d’anesthésie/analgésie. Les issues périnatales étaient satisfaisantes, a
I'exception d’une augmentation de 22% du risque d’allaitement retardé
(c’est-a-dire une initiation entre 1 heure et 7 jours aprés I'accouchement).
Conclusion Il est indispensable de faire preuve de prudence lors de
la préconisation d’un accouchement sans indication médicale, car
I'augmentation du risque d’issues périnatales et maternelles négatives
n’est pas compensée par des avantages clairs.
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Pe3rome

CpaBHeHUe cTy4YaeB 31eKTMBHOI MHAYKIUM POJOB C CAMONIPON3BOILHBIMYU POJAMU B CTPaHax

JIaTmHCKOIT AMepuKHU

ITenp OueHNUTb YaCTOTY 5M€KTUBHON MHAYKLUU PONOB I ee
IeTepMIHAHTbI B HEKOTOPBIX cTpaHax JIaTuHCKoi AMEPUKI; JaTh
KO/IMYeCTBEHHYIO OLIeHKY YCIIeXOB B IPOBEJIeHNM BarMHAIbHBIX
POJIOB ¥ CPAaBHUTD I10KA3aTe/N POJIOB, IPOBENEHHBIX METOOM
KecapeBa Ce4eHMUs, ¥ OTPMUIJATEIbHBIX MAaTEPUHCKUX U
TIepMHATA/IbHBIX MCXOJIOB ITOC/IE 9/1EKTYBHON MH YKL U TT0CTIE
CaMOIIPOU3BO/IbHBIX POJIOB IIPM OGePeMEeHHOCTAX C HU3KNUM
PYICKOM OCTTO>KHEHMIA.

Metopsr V3 37 444 ponoB y GepeMeHHBIX JKEHIIVH C
HUBKVIM PUCKOM OC/IOKHeHMIL, 1847 (4,9%) Oblt 9/1eKTUBHO
MHAYOUpOBaHHBMMU. [IpoumsBogumocy cpaBHeHUE
(baKTOpOB, CBA3AHHBIX C OTPMUIJATEIBHBIMM MATEePUHCKIMUI
U MepMHATANbHBIMU MCXOAAMU, MEXAY CAydaaMu
CaMOIIPOM3BOJIbHBIX 1 MHAYLPOBAHHBIX pofoB. IIpoBonmics
pacyeT OTHOLIEHVS PUCKOB I/ PaKTOPOB, MOTEHIMATIBHO
CBA3AHHBIX C OTPULIATEIbHBIMYU MCXOJAaMM, TAaKUX KaK
OTHOCHUTENbHBIN PUCK OTPULATEIbHOIO MAaTEPMHCKOTO
WM MepUHATAIbHOTO UcXofa (B oboux cmyyaax — ¢ 95%
TOBEpUTEIbHBIM VHTEPBaNOM). DTOT aHAa/lIN3 3aBepUIAJICA
KOPPEKTUPOBKOJI C MICTIIOIb30BAHEM MOJie/Iell MHO>KeCTBEHHOI
JIOTUCTUYECKOII pErpeccui.

Pesynbrarsr VI3 11077 cryyaeB MHyLUMPOBAHHBIX POJIOB,
1847 (16,7%) 6bUIM 9ME€KTUBHBIMU. JJIEKTUBHAS MHEYKIIS
Habmoanacs y 4.9% GepeMeHHBIX XKEHIINH C HU3KUM PUCKOM
ocnoxxHeHnit (37444). Hanbonee pacupocTpaHeHHBIM U3
UCIIOIb30BAHHBIX METOH0B ObUT oKcuTOoUMH (83% crydaes),
OIVH MM B COYETAaHUMU C APYIUM MeTopoM. V3 4mcria
MHIYLIMPOBaHHbBIX POJIOB, 88,2% 6bU1y BarnHanbHbIM. Hanbomee
pacIpocTpaHeHHBIMM OTPULIATEIbHBIMM MATEPUHCKUMMI
co6bITysIMM 6bUIH: (1) TIOBBILIIEHHAS IOTPEOHOCTB B IOy IeHIN
I10C/Ie POJIOB JIEKAPCTBEHHBIX CPEJICTB J/II COKPAIL[eHM s MAaTKM,
(ii) yBem4eHue mo4TH B TPK pasa pucKa IepeBoyia B OTHeeHNe
MHTEHCUBHOI Tepanuy; (iii) OBbIIIeHNe OYTH B ISITH Pas
PYICKa IIOCTIEPOKOBOI IMCTEPIKTOMMM, 1 (iV) MOBBIIIEHHAS
OTPeOGHOCTD B aHecTe3Ny/aHajresun. [lepuHarabHble NCXOfbI
OBLIN YZI0B/IE TBOPUTEIBHBIMIL, 3 VICK/TIOYEHVEM IIOBBIIIEHIIS HA
22% pucKa 3aIep>KKHU Havaa KOPM/IEHsI TPY/AbIo (Hampumep,
Ha [IepIOJ] OT O{HOTO Yaca [J0 CeMU [JHElI T0CTIe POJIOB).
Boisog Heo6xo/1MO IIPOSBIIATD CIEP>KaHHOCTD ITPY MTOKa3aHIAX
K 97IEKTMBHONM MHIYKIMA PONOB, TaK KaK IOBBILIEHHBIN PUCK
MaTePUHCKMX ¥ TIePMHATAIbHBIX OTPULIATE/IbHBIX UCXOZIOB HE
KOMIICHCUPYeTCs 6e3yC/IOBHOI IOMb3OIL.

Resumen

Induccion electiva frente a parto espontaneo en Latinoamérica

Objetivo Evaluar la frecuencia de los partos inducidos electivos y sus
factores determinantes en determinados paises de Latinoamérica;
cuantificar el éxito en la consecucion de partos vaginales y comparar los
porcentajes de cesareas y de resultados maternos y perinatales adversos
tras un parto inducido electivo con respecto a un parto espontaneo en
embarazos de bajo riesgo.

Métodos De 37 444 partos de mujeres con embarazos de bajo riesgo,
1847 (4,9%) fueron partos inducidos electivos. Se compararon los factores
asociados a resultados maternos y perinatales adversos en los casos
de inicio del parto espontaneo e inducido. Se calcularon los cocientes
de posibilidades para los factores posiblemente asociados a resultados
adversos, asi como los riesgos relacionados con un resultado materno o
perinatal adverso (ambos con un intervalo de confianza del 95%). Después
de llevar a cabo estos andlisis, se realizo un ajuste empleando modelos
de regresion logistica mdltiple.

Resultados De los 11 077 casos de parto inducido, 1847 (16,7%) fueron
electivos. Las inducciones electivas se produjeron en un 4,9% de mujeres

con embarazos de bajo riesgo (37 444). El método mas utilizado fue la
oxitocina (83% de los casos), como farmaco unico o en combinacion con
otros medicamentos. Un 88,2% de los partos inducidos fueron vaginales.
Los acontecimientos maternos adversos mas comunes fueron: (i) una
mayor necesidad de medicamentos uterotonicos tras el parto, (i) un riesgo
casi tres veces mayor de ingreso en la unidad de cuidados intensivos;
(ili) un riesgo cinco veces mayor de histerectomia posparto y (iv) una
mayor necesidad de anestésicos/analgésicos. Los resultados perinatales
fueron satisfactorios excepto por un riesgo un 22% mayor de lactancia
materna retardada (es decir, el inicio de la misma entre 1 horay 7 dias
después del parto).

Conclusidn La precaucion es obligatoria a la hora de recomendar una
induccion electiva del parto, ya que el aumento del riesgo de resultados
adversos maternos y perinatales no se ve compensado por unos beneficios
claros.
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