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Eligibility criteria for labor induction with prostaglandins 
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Summary 

Particular cond山ons exist at the end of some pregnancies which cause an increase in maternal and fetal risk. A valid alterantive for 
these pregnancies is represented by the administration of prostaglandins, in order to obtain labor induction 

The goal of our study was to define the eligibility criteria and the epidemiological characteristics that correlate most with a favora­
ble obstetrical outcome. 

The study was conducted on 133 informed, consenting patients subjected to labor-induced delivery with prostaglandins E, 
The mode of delivery in relationship to parity demonstrated that the pluriparous patients had fewer difficulties in labor and in its in­

duction: of the 43 pluriparous cases, none had a cesarean section for failed induction and 95.3% delivered vaginally 
One hundred percent of the patients with a Bishop score of more than 4 went into labor, as opposed to 81 % of the patients with a 

score of less than 4 
Therefore, taking into consideration the cost of the method, we retain that choosing an active position is valid, respecting the ehg卜

bility criteria for the induction of labor described above. 
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Introduction 

There are particular conditions that occur at the end of 
some pregnancies which cause an increase in maternal 
and fetal risk. 

The presence of an oligoamnios, a post-term pregnancy, 
an unaccentuated intrauterine growth retardation or any 
low to medium maternal pathology, in general, do not re­
gu订e immediate delivery, but these pathologies definitely 
involve intensive monitoring of the pregnancy. Conse­
quently, obstetric management costs increase, often along 
with patient stress. In any case, regardless of the intensity 
of the monitoring applied, the elevated risk persists. 

A valid alternative for these pregnancies is labor induc­
tion permitting vaginal delivery in a reasonably brief time 

In recent years, the administration of prostaglandins in 
order to induce labor has become accepted practise. The 
immense efficiency of these substances, discovered in 
1936 by Von Euler, has been widely demonstrated, com­
pared with the classic protocol of using oxytocin to treat 
unfavorable cervix ripening [1-2]. 

There is still heated debate regarding its formulation, 
the means of administration and the dosage necessary to 
obtain the best response with the least maternal and fetal 
risk possible [3-4-5- 6]. 

Regarding the means of administration, it is either ap­
plied vaginally or intracervically and is correlated with 
cervical ripening [3]. 

Another variable concerns the q.uantity used (especially
in the case of vaginal administration), which varies from 
study to study; with dosages that have continually decrea­
sed throughout the years as the quality of the gel in which 
the prostaglandins are suspended, has improved. Obviou-
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sly, a reduction in the dosage with the same results has de­
monstrated a reduction in undesirable side effects and in­
creased compliance by the patient. 

One of the most consolidated methods is that proposed 
by Zanini and collaborators, which provides for an intra­
cervical administration of 0.5 mg of dinoprostone (PgE2) 
for a Bishop score <=4 or the vaginal application of 2 mg 
of the substance for a Bishop score of >=5 [3-7]. 

in various studies other Along with the "classic" PgE, i 
prostaglandins are used: in particular misoprostol (PgE1), 
which seems to obtain discreet success thanks to its high 
efficiency and low cost [8]. 

The eligibility criteria for labor induction with prosta­
glandins continues to be more vast: it has even been de­
monstrated that patients with a previous cesarean section 
can be given these substances safely. The dogma "once a 
cesarean, always a cesarean" is no longer valid, in light of 
the fact that a vaginal delivery or its induction does not 
cause significant risk of uterine rupture or other compli­
cations [9]. 

Another indication for labor induction with PgE,, parti­
cularly discussed in the literature, is post-term pregnancy 
(>=42 weeks). It has been widely demonstrated that this 
condition increases the level of fetal risk. Two schools are 
divided on their obstetric thinking: the first proposes labor 
induction, while the second proposes increased intensive 
monitoring of maternal and fetal conditions [10-11-12]. 
The results of certain case-controlled studies on mortality 
and morbidity have not revealed significant statistical dif­
ferences between the two methods regarding the new­
born's mortality and morbidity risk, though the experien­
ces of the Canadian multi-center study in 1992 revealed a 
lower frequency of cesarean sections for acute fetal sufie-












