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Abbreviations
IOL
IU
PPROM
SROM
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Induction of labour
International Units
Preterm, prelabour rupture of membranes
Spontaneous rupture of membranes
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1.0

Flow chart for oxytocin use in IOL or augmentation for SROM

IOL

Augmentation for SROM

ARM

Prostin as per protocol

2-4 hrs post ARM
6hrs post Prostin
If contracting perform a VE

Not labouring

Labouring

Start Oxytocin as per protocol
Follow ‘Care of women in
labour’ guideline

Wait for contraction frequency to reach 3-4:10

Vaginal examination 4 hrs after 3-4:10 contractions
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2.0

Flow chart for Oxytocin use for slow progress of labour
Membranes Intact
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Membranes Ruptured
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3.0

Flow chart of action for abnormal uterine activity

Uterine Tachysystole
(>5:10 contractions)

Normal CTG

Uterine Hypertonus
(Contractions >60 secs)

and/or

10 mins CTG
Pathological

Suspicious CTG

Reduce Oxytocin to
last increment dose

Reduce Oxytocin to
last increment dose

No improvement in
10 minutes

STOP
Oxytocin

Reduce Oxytocin
further

No improvement in
10 minutes

Tocolysis
Terbutaline 0.25 mg SC
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Use of Oxytocin for IOL/SROM and Augmentation
for slow progress in spontaneous labour
4.0

Background

Oxytocin is the drug used to induce or augment uterine activity, once the membranes have
ruptured (spontaneous or artificial).
It is administered intravenously and the dose being titrated to the frequency and duration of uterine
activity. The fetal heart rate is monitored continuously throughout this process with electronic
monitoring devices.

Definitions
1. Induction of labour is defined as use of pharmacological or mechanical methods to
artificially initiate uterine contractions.
2. Augmentation of labour is defined as stimulating the uterus during labour to increase the
frequency, duration and strength of contractions.

Use of Oxytocin
Can be used to:
 To induce labour following artificial rupture of membranes (ARM)
 To augment labour following SROM
 To augment delay in spontaneous labour
 To treat atonic uterus following birth
An ARM is required prior to administration of oxytocin for best effect. Do not commence Oxytocin
within six hours of administering vaginal prostaglandins

5.0

Risk Assessment

Prior to administration of an Oxytocin infusion, the midwife and obstetrician must consider the
following:









Parity
Multiple pregnancy
Uterine contractions
Fetal gestation, presentation, station, position on abdominal palpation and vaginal
examination
Fetal wellbeing should be ascertained by doing a normal 30 minute CTG tracing prior to
commencement of infusion
Membranes should ideally be ruptured
Mother’s emotional wellbeing and pain management - an epidural may be recommended.
Maternal verbal consent should be obtained and risks explained.
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Risks of use of Oxytocin in labour: increased level of pain, uterine hyperstimulation, fetal
distress and uterine rupture
The counselling should include awareness that in spontaneous labour oxytocin use does
not increase a woman’s chance of a vaginal delivery, but may shorten the interval to
delivery
Once risk assessed and the decision to use oxytocin made, this should be documented on
BadgerNet
Midwives should ensure that there is a physical review of any multiparous mother who is in
active labour by a senior obstetrician before Oxytocin is prescribed. Case discussion alone
is inadequate risk assessment
An ongoing plan for labour, further monitoring and timing of next assessment including
action for slow progress must be made and documented in BadgerNet

When a woman has a scar on her uterus and is being induced, Oxytocin can be used for
induction purposes. This decision needs to be made in conjunction with an Obstetric
Consultant.
When a woman who has a scar on her uterus is in spontaneous labour and is contracting
regularly Oxytocin should not be prescribed for lack of progress.

6.0






Administration
Oxytocin must be administered as an intravenous infusion via an infusion pump with a Y
connector if running 2 infusions
The standard concentration to be used is Oxytocin 10 units in 500ml normal saline. This
gives an approximate concentration of 20mU/ml
The same concentration will be used in all circumstances
The Oxytocin should be inserted into the bag of normal saline, and the bag inverted, prior to
fluid being run through the giving set
A drug additive label must be attached stating the name of the drug, the dose and the batch
numbers

Oxytocin Regime for use on both Primigravid and Multiparous women
(Augmentation during spontaneous labour or for SROM & Induction of labour)
Time (mins)

Oxytocin Dose
(mU/min)

10 IU in 500ml N/Saline
(ml/hr)

0
30
60
90
120
150
180

1
2
4
8
12
16
20

3
6
12
24
36
48
60
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7.0

If Oxytocin is used, ensure that the time between increments of the dose is no more
frequent than every 30 minutes. Increase oxytocin until there are 3-4 contractions in 10
minutes
The dose of Oxytocin being administered should be recorded on the partogram reflecting
increases/decreases in the dose
See section 14.1

Observations when Oxytocin in use
Maternal




Continue maternal observation as per ‘Care of women in labour’ guideline
Documentation of the woman’s fluid intake and output on the partogram

Fetal





8.0

Continuous CTG
Half hourly assessment of contractions including frequency, duration and strength which
should be recorded on the partogram
Half-hourly assessment of the liquor

Slow progress of labour
Augmentation with Oxytocin infusion for slow progress in first stage of
spontaneous labour

Diagnosis of slow progress in first stage of labour needs to take into consideration all aspects of
progress in labour and should include:
 Cervical dilation of <2cms in 4 hours for first labours
 Cervical dilation of <2cms in 4 hours or slowing in the progress of labour for second or
subsequent labours
 Descent of the fetal head
 Changes in the strength, duration and frequency of uterine contractions
Birth would be expected to take place within 3 hours of the start of the active second stage in most
nulliparous women and 2 hours in multiparous women.

Augmentation with Oxytocin infusion for slow progress in second stage
of spontaneous labour


If oxytocin is deemed to be required for the second stage of labour (at full dilatation)
then this must prompt a full review of the woman including an abdominal palpation and
vaginal examination and consideration given to obstruction of labour



If contractions decrease in intensity and duration, in order to aid descent and maternal
effort in a Primigravid mother, the senior obstetrician may prescribe Oxytocin after
review and assessment of the woman, including vaginal examination and abdominal
palpation
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9.0






The Oxytocin dose and rate of infusion will be as per regular regime. There should be a
clear documented plan in BadgerNet about future examination and labour management



Multiparous women should not have Oxytocin prescribed in the second stage as
the risk of uterine rupture is significant



Oxytocin should never be prescribed to woman in the second stage of labour for
patients with a uterine scar



However, in mothers delivering twins, an Oxytocin dose should routinely be prepared at
the onset of the second stage, and infusion commenced once the first twin has been
delivered

Uterine activity
Uterine tachysystole is defined as more than 5 contractions in 10 minutes
Uterine hypertonus is described as a single contraction lasting longer than 60 seconds
Uterine hyperstimulation is when either or both conditions lead to abnormalities in the
fetal heart pattern

In the absence of fetal compromise, if uterine tachysystole and/or hypertonus continues in the next
10 minutes, reduce the Oxytocin infusion to the last incremental dose. If no improvement in next 10
minutes, reduce dose further; if still uterine contractions are >5 in the next 10 minutes, STOP the
infusion.
In the presence of fetal compromise with uterine hyperstimulation, STOP Oxytocin infusion. If no
improvement in the next 10 minutes, consider tocolysis - give Terbutaline 250mcg by
subcutaneous injection.
Assess frequency, duration, strength and resting tone in between contractions.

10.0 CTG abnormalities with Oxytocin
In the presence of fetal heart pattern abnormalities, an Obstetric Registrar review is necessary for
an overall assessment of the clinical scenario and the type of fetal hypoxia. STOP the Oxytocin
infusion if the abnormalities persist or worsen or a fetal bradycardia lasting for >2 minutes.
Once the CTG stays normal for 30 minutes after adequate measures, the Oxytocin infusion can be
restarted at the next lower dose from when it was stopped (eg. if stopped at 12mls/hr, should be
restarted at 6mls/hr).

11.0 When to stop Oxytocin
The Oxytocin infusion should be stopped in the following situations and a medical review

requested:




FHR trace is classified as pathological
Intrapartum haemorrhage occurs
Suspicion of uterine rupture
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Signs of obstructed labour
Cord prolapse
Abnormal presentation diagnosed – breech, arm presentation etc.
Contractions >5:10 with signs of fetal compromise

12.0 Postnatal Oxytocin




Active management of third stage is recommended in women requiring Oxytocin in labour
If the estimated blood loss is greater than 500ml, follow the guidelines for ‘Obstetric
Haemorrhage’
If the blood loss is less than 500ml, continue the Oxytocin infusion for 30 minutes at the
rate used during labour. The infusion rate should then be halved for a further 30 minutes.
The infusion should then be stopped one hour after the birth if the lochia is normal

Woman on postnatal oxytocin infusion (40IU oxytocin in 500ml normal saline at 125ml/hour) for
postpartum haemorrhage prophylaxis following operative birth can be transferred to Joan Booker
ward after 1-2 hours when following criteria are met:


The MEOWS score is within normal limits



Catheter draining clear urine in adequate amounts



Wound clean and dry



Lochia normal



Able to tolerate oral fluids



Has adequate pan relief

The infusion can finish after 4 hours. There is no need for a routine medical review after the
completion of the infusion.
If a Bakri balloon is inserted for uterine atony then oxytocin 40IU in 500ml normal saline should be
used for 4 hours (until the infusion is completed). If the woman has severe PET and needs to be
fluid restricted then oxytocin 40units in 40mls normal saline, at a rate of 10ml/hr, should be used
and then completed after 4 hours.

13.0 References
1. National Institute for Clinical Excellence. Inducing Labour. July 2008;
www.nice.org.uk/guidance/cg70

2. National Institute for Clinical Excellence. Intrapartum care for healthy women and babies.
December 2014; www.nice.org.uk/guidance/cg190
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14.0 Appendix 1
Use of Oxytocin through a Syringe driver
5IU Oxytocin in 50mls Normal Saline

Time (mins)

Oxytocin dose
(mU/min)

5IU Oxytocin in 50ml
N saline (ml/hr)

0

1

0.6

30

2

1.2

60

4

2.4

90

8

4.8

120

12

7.2

150

16

9.6

180

20

12.0

40IU Oxytocin in 40mls Normal Saline (this would be in line with
the severe PET protocol in use at the trust)
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Time (mins)

40IU Oxytocin in 40ml
N saline (ml/hr)

60

10

120

10

180

10

240

10
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