Thinking outside the box

Sara Wickham

Does induction really reduce the
likelihood of caesarean section?

considers whether the
findings of two recent
systematic reviews
showing that induction of
labour reduces the
likelihood of caesarean
section, stand up under
scrutiny

I

nduction of labour is a curious intervention. There is little doubt that it is
overused (Wickham 2014), and yet there are situations in which induction
is inarguably the best or safest way forward. Induction-related debates

are complicated by the fact that not every woman wants to wait for the
natural onset of her labour, although this trend itself is likely to be an
inevitable consequence of a cultural milieu that values speed, efficiency and
productivity over patiently letting things unfold in their own time and way.
But if this wasn’t complicated enough, there now seems to be an
increasing trend towards recommending induction as the solution to almost
every situation a pregnant woman might encounter, whether or not there is

Two recent systematic reviews have arrived at the

good evidence to support this. Gone past your due date? Best we induce you.

same, rather surprising and somewhat counter-

Bit older than average? Induction, just to be safe. Overweight? Yes, we should

intuitive result. That is, contrary to the belief and

probably induce you for that too, just in case.

experience of many people who work on labour

The addition of two recent systematic reviews (Wood et al 2014;
Mishanina et al 2014) showing that induction of labour reduces the likelihood

wards every day, induction of labour doesn’t

of caesarean section has raised even more questions (not to mention

increase the chance of caesarean section at all. In

eyebrows) about the way forward. One of the teams of researchers even

fact, the reviewers argue, their results demonstrate

writes that, “it could also be argued that, based on our results, [induction] is

that induction of labour reduces the likelihood of

one of the only interventions that has been shown in a clinical trial to
reduce the risk of caesarean section” (Wood et al 2014: 682).

caesarean section.
Quantity versus quality
It might be that our instincts are wrong, and that
we need to reconsider what we think we know. But

The problem, though, is that, while the volume of evidence supporting
induction of labour appears to be growing rapidly, the quality of much of
that evidence is questionable. Many of the trials included in these meta-

before we rush to recommend induction as the

analyses have been shown to be at moderate to high risk of bias (Gülmezoglu

latest tool to promote normal birth, we might want

et al 2012; World Health Organization (WHO) 2011) - and there are two other

to look a bit more closely at the evidence, as I am

really big reasons (and several smaller ones) why we might want to think

not at all certain that this apparently

twice before sharing these findings.
Firstly, the human factor needs to be considered, ideally as part of a wider

straightforward conclusion is quite as cut-and-

discussion about the context and basis of such trials. It is very unhelpful

dried as it sounds.

when people talk about reducing the risk of caesarean section as if caesarean
section is something that just happens naturally at the end of pregnancy to
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some women. Caesarean section is not

The lumping problem

analyses. Both of the review teams and

something that just happens at a certain

But the second and even bigger concern – and

Caughey’s (2014) related commentary

point; it is the result of a decision made by one

one which I know is shared by quite a few of

acknowledge some of these concerns and

or (ideally) more people and, as such, is a

our obstetric colleagues – is the way in which

discuss the limitations of their research, noting

subjective outcome. I am sure that we all know

these reviews have lumped together a whole

that further research is needed before any

colleagues who will recommend caesarean

range of trials; trials which include very

change occurs in practice. But these limitations

sections at the drop of a surgical cap, and

different women with very different

involve nuances and complexities and often a

colleagues whose capacity to tolerate the

indications for induction, experiencing very

more in-depth understanding of statistics than

natural ebb and flow of labour is far higher. I

different methods of induction (not all of

most people want (or are able) to engage with,

often invite workshop participants to put

which were medical) and over several decades.

and they don’t make nearly such good

themselves in the place of the clinicians in the

This is an even more pertinent consideration

headlines.

trials that compared induction of labour and

given Kotaska’s (2004) concern that, for

watchful waiting, and to imagine what

complex phenomena (such as the progress of

Sara Wickham is an independent midwifery

decisions they would make under different

labour, whether spontaneous or induced in

lecturer and consultant

circumstances. Frequently they realise that, if

onset), the findings of RCTs may not be

they were (for instance) a Canadian

applicable to individual women.

obstetrician caring simultaneously for a

In Wood et al’s (2014) review, 27 of the

tpm
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