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Plain English Summary 
There is still an ongoing controversy regarding the way oxytocin is used for inducing labour in women with 
few previous deliveries. Some clinicians advocate increasing the rate of the oxytocin drip every 30 minutes, 
while others advocate increasing it every 60 minutes. This study compared the efficacy and safety of 30-
minute and 60-minute incremental protocols of oxytocin drip for the induction of labour in 260 women who 
had not had more than two previous childbirths. One hundred and thirty women were recruited from each 
of two hospitals: State Hospital Ijebu-Ode (SHI) and State Hospital Abeokuta (SHA). The two hospitals 
served as referral centres for public and private health facilities in Ogun State, Nigeria. SHI uses the 30-

Abstract 
Objective: This study compared the efficacy and safety of 30-minute and 60-minute incremental protocols of 
oxytocin infusion for the induction of labour in women of low parity. 
Methods: A hospital-based comparative cross-sectional study was carried out in two health facilities in Ogun State, 
Nigeria, between January 2021 and November 2022. Women admitted for induction of labour at term (n=260) were 
grouped and compared based on the oxytocin interval protocol used. The primary outcome of the study was 
successful vaginal delivery rate. Secondary outcomes included induction to onset of adequate uterine contraction 
interval, induction to delivery interval, uterine hyperstimulation, foetal distress and Apgar scores. Data was 
analysed using SPSS version 26.   P value < 0.05 was considered statistically significant. 
Results: Successful vaginal delivery rates were 93.8% and 96.9% for the 30-minute and 60-minute oxytocin 
induction protocols respectively. The mean induction–onset of adequate uterine contraction interval was 
significantly lower in the 30-minute group when compared to the 60-minute group (P<0.001). Uterine 
hyperstimulation was significantly higher among women in the 30-minute group (16; 12.3%) when compared to 
those in the 60-minute group (2; 1.5%) (P<0.001). The occurrence of foetal distress and Apgar scores were 
comparable in the two groups.  
Conclusion: Both 30-minute and 60-minute oxytocin incremental interval protocols for induction of labour are 
associated with high success rates and a good safety profile.  
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minute oxytocin incremental interval protocol for induction of labour, while SHA uses the 60-minute oxytocin 
incremental interval protocol. We found that both 30-minute and 60-minute oxytocin incremental interval 
protocols were associated with high rates of successful non-operative deliveries.  The time to delivery was 
similar in both groups. In addition, both protocols were safe for both mothers and babies.  
 
Background 
Induction of labour is defined as the initiation of 
uterine contractions after the age of viability but 
before the spontaneous onset of labour by medical 
and /or surgical means to achieve vaginal delivery 
(1). Oxytocin is useful for the induction of labour 
because of its effectiveness in stimulating uterine 
contractions that are strong enough to produce 
cervical changes, foetal descent and eventual 
delivery of a live foetus, while avoiding excessive 
uterine activity, which could lead to maternal and 
foetal complications (2). Numerous regimens of 
oxytocin in incremental intervals have been used 
for the induction of labour.  These vary from short 
incremental intervals (15-20 minutes) to long 
incremental intervals (30-60 minutes) (3). The 
American College of Obstetricians and 
Gynaecologists (ACOG), Society of Obstetricians 
and Gynaecologists of Canada (SOGC) and 
National Institute for Health and Care Excellence 
(NICE) guidelines on induction of labour have, 
however, recommended an incremental interval 
increase of not less than 30 minutes (4, 5, 6).  
The current induction of labour regimen includes 
both high and low-dose regimens and is delivered 
by either continuous or pulsed infusions, with both 
arithmetic and geometric rates of increase in 
oxytocin dose. Some studies have suggested that 
the high-dose protocol is associated with short 
induction to delivery interval but may induce 
excessive uterine stimulation and foetal distress, 
while low-dose protocols seem to have a better 
safety profile (7, 8, 9).  Other researchers have 
posited, however, that the prolonged induction to 
delivery interval associated with low-dose 
protocols may negatively affect birthing experience 
and sometimes increase the risk of foetal distress 
and chorioamnionitis (7, 8). 
Although there are various works on dosages of 
oxytocin, there is no standardised, universally 
accepted oxytocin regimen. Many of the studies on 
induction protocols did not differentiate the 
outcomes between multiparous and nulliparous 
women, whereas it is common knowledge that 
parity may affect the outcome of the induction 
process. Moreover, most of these studies were 
conducted without using electronic foetal heart 
monitoring in labour, even though 
cardiotocography is the gold standard for foetal 
monitoring during induction of labour (6, 10). The 
previous studies on the subjects also failed to 

provide information on the occurrence of 
hyperstimulation with or without foetal heart 
changes (7, 9, 11). Similarly, a recent comparative 
study (12), and a randomised controlled trial (13) 
that evaluated oxytocin protocols did not include a 
60-minute oxytocin incremental interval regimen. 
This hospital-based comparative cross-sectional 
study was designed to compare the efficacy and 
safety of 30-minute and 60-minute incremental 
protocols of oxytocin infusion for labour induction.  
In this study, labour was effectively monitored with 
a cardiotocograph and nulliparous women were 
separately sub-analysed from other women of low 
parity. 
 
Methods 
Study setting 
This was a hospital-based comparative cross-
sectional study carried out at two health facilities in 
Ogun State, Nigeria: State Hospital Ijebu-Ode 
(SHI) and State Hospital Abeokuta (SHA). These 
hospitals serve as referral centres for public and 
private health facilities in Ogun State, with delivery 
rates in both hospitals averaging about 1200 
deliveries per year. The study was conducted 
between January 2021 and November 2022. SHI 
uses the 30-minute oxytocin incremental interval 
protocol for induction of labour, while SHA uses the 
60-minute oxytocin incremental interval protocol. 
 
Study population and sample size determination 
The study population were women admitted at the 
two study centres for induction of labour at term 
(i.e. gestational age of 37 to 42 completed weeks). 
The gestational ages of the women undergoing 
induction of labour were ascertained by ultrasound 
scans done before 20 weeks of gestation.  Women 
of low parity (0-2) with singleton live foetuses in 
cephalic presentations and with favourable 
cervices were included in the study. Women with 
medical conditions, and those with intrauterine 
growth restriction, antepartum haemorrhage and 
previous caesarean sections were excluded. 
Women who had prostaglandins for cervical 
ripening were also excluded. 
The sample size (N) was determined by applying 
the formula for comparison of two means: N = (u + 
v) 2 (σ12 + σ02)/ (μ1 – μ0)2. From a previous study 
(14), the difference in mean induction to delivery 
interval (μ1 – μ0) was 100 minutes; while standard 
deviations of 243.46 minutes and 197.01 minutes 
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were reported for 30-minute and 60-minute groups, 
respectively. Assuming a type 1 error of 0.05 and 
95% power, the calculated sample size (N) was 
127.8. However, 130 pregnant women undergoing 
induction of labour were recruited from each study 
site. 
 
Recruitment of study participants 
Patients scheduled for induction of labour who met 
the inclusion criteria were informed about the 
study, and a signed informed consent was 
obtained. Recruitment of pregnant women was 
done sequentially at the study sites until the 
required sample size was reached, i.e. 130 study 
participants from both SHI (30-minute group) and 
SHA (60-minute group). 
 
Induction protocol 
Women admitted for induction of labour had a 
cervical assessment to determine the Bishop 
score. Those with unfavourable cervix (Bishop 
score <7) were counselled for cervical ripening with 
trans-cervical extra-amniotic Foley catheter.  A size 
22 Foley catheter was passed, and the balloon was 
inflated with 50 millilitres of sterile water on the 
evening preceding the day of induction. The 
catheter was left overnight and expelled after an 
average time of about 12 hours. Induction of labour 
was commenced for those with Bishop Scores of 7 
and above.  Women with prelabour rupture of 
membranes at term had labour stimulation with 
oxytocin. 
 
Oxytocin infusion protocol 
Five units of synthetic oxytocin (RotexR) were 
diluted in 500 millilitres of Ringer's lactate solution 
and infused via intravenous giving set using a 
gravity-fed technique. The oxytocin infusion was 
started at 5mU /min (10 drops per/min) and 
increased by 10 drops per minute every 30 minutes 
(30-minute incremental protocol group) or 60 

minutes (60-minute incremental protocol group), 
until adequate contractions was achieved or to a 
maximum of 30 mU/min (60 drops/minute). Foetal 
heart rate and uterine contractions were continually 
monitored using a cardiotocograph in all patients. 
The aim was to achieve 3 to 5 contractions in 10 
minutes, lasting 40 to 60 seconds. 
 
Data collection and analysis 
Detailed data of study participants were retrieved 
from the available patients’ records using a 
structured data capture sheet. The information 
extracted included maternal age, parity, date of last 
menstrual period, estimated gestational age 
(ascertained by early ultrasound scan), height, and 
weight. The Bishop score, indication for induction, 
mode of delivery, duration of labour and 
intrapartum complications such as 
hyperstimulation and foetal distress were also 
recorded in the data capture sheet. 
The data were entered into the personal computer 
and analysed using SPSS version 26. The data 
were summarised using tables. Continuous 
variables such as maternal age, Bishop Score, 
gestational age, height, and weight were compared 
using a t-test. The chi-square was used to 
determine the association between obstetric 
variables such as mode of delivery and intrapartum 
complications, and the oxytocin incremental 
protocol.    A p-value < 0.05 was considered 
statistically significant. 
 
Results 
A total of 260 pregnant women participated in the 
study. The mean maternal age (SD) was 26.9 (4.4) 
years with a range of 17-38 years. The mean age 
(SD) of the women in the 30-minute group was 27.2 
(4.3) years, while that of the 60-minute group was 
26.6 (4.5) years. Statistical analysis shows that the 
two groups were similar in their obstetric and 
anthropometric characteristics (Table 1). 

 
Table 1. Characteristics of study participants 

Variables 30-minute group 
Mean (SD) 

60-minute group 
Mean (SD) 

T-test P-
value 

Maternal age (years) 27.2 (4.3) 26.6 (4.5) 1.18 0.24 
Parity 1.1 (0.8) 1.0 (0.9) 0.16 0.74 
Gestational age (weeks) 40.37 (1.12) 40.4 (1.0) -0.24 0.81 
Bishop score 7.9 (1.0) 8.2 (1.0) -2.40 0.26 
Height (meters) 1.6 (0.1) 1.6 (0.1) -0.25 0.80 
Weight (kilograms) 67.9 (12.3) 68.0 (16.1) -0.07 0.95 

 
Table 2 illustrates the indications for the induction 
of labour. Most of the respondents, 118 (90.8%) in 
the 30-minute group and 114 (88%) in the 60-

minute had induction of labour on account of 
postdated pregnancy.
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Table 2: Indications for induction of labour 

Indications 30-minute Group (n=130) 
Frequency (%) 

60-minute group (n=130) 
Frequency (%) 

Postdated Pregnancy 114 (87.7) 118 (90.8) 
Prelabour Rupture of Membranes 12 (9.2) 10 (7.7) 
Unstable lie 4 (3.1) 2 (1.5) 

 
Table 3 shows the induction interval and neonatal 
outcome of study participants. The mean induction 
start-onset of adequate uterine contraction interval 
was lower in the 30-minute group when compared 
to the 60-minute group in both nulliparous women 
and women of low parity. This was statistically 
significant (P<0.001).  However, there was no 
statistically significant difference in the induction– 
vaginal delivery intervals in both 30 and 60-minute 
groups, for both nulliparous women and women of 
low parity.   

The mean birth weight (SD) was 3.2 (0.8) kg and 
3.3 (0.7) kg among the 30-minute and 60-minute 
groups, respectively. There was no statistically 
significant difference in mean birth weight in the 
two groups. The mean Apgar scores (SD) at 1-
minute and 5-minute were 8.8 (1.2) and 9.6 (0.2) 
for the 30-minute group and 8.8 (1.0) and 9.9 (0.1) 
for the 60-minute group. There was no statistically 
significant difference in the 1st and 5th minute Apgar 
scores in the two groups (P=0.55; P=0.17, 
respectively). 

 
Table 3: Induction interval and neonatal outcome of study participants 

Variables 30-minute group 
(n=130) Mean (SD) 

60-minute group 
(n=130) Mean (SD) 

P-value 

Induction starts - onset of contractions interval     
Nulliparous (minutes) 125 (28) 169 (51) <0.001 
Parity 1-2 (minutes) 115 (29) 167 (40) <0.001 
Induction- vaginal delivery interval    
Nulliparous (minutes) 410 (81) 413 (60) 0.84 
Parity 1-2 (minutes) 358 (58) 358 (41) 0.28 
Neonatal outcome    
Birth weight (Kg) 3.2 (0.8) 3.3 (0.7) 0.24 
APGAR score at 1st minute 8.8 (1.2) 8.8 (1.0) 0.55 
APGAR score at 5th minute 9.6 (0.2) 9.9 (0.1) 0.170 

 
Table 4 depicts the mode of delivery and 
intrapartum complications of study participants. 
Successful vaginal delivery rates were 93.8% and 
96.9% for the 30-minute and 60-minute oxytocin 
induction protocols respectively. The proportion of 
women who had a caesarean section was two 
times higher among women in the 30-minute 
incremental group (6.2%) compared to women in 
the 60-minute incremental interval group (3.1%). 
The difference was, however, not statistically 
significant. Overall, the delivery outcomes among 

nulliparas were similar in the two groups. 
Furthermore, all the parturient with parity 1-2 
delivered through spontaneous vaginal delivery. 
Uterine hyperstimulation was significantly higher 
among women in the 30-minute group (16; 12.3%) 
when compared to those in the 60-minute group (2; 
1.5%), (P<0.001); however, there was no 
statistically significant difference in the occurrence 
of foetal distress in the 30-minute group (11; 8.5%) 
compared to the 60-minute group (4; 3.1%) (P 
=0.06). 

 
Table 4: Mode of delivery and intrapartum complications of study participants 

Variables 30-minute group (n=130) 
Frequency (%) 

60-minute group (n=130) 
Frequency (%) 

P-value 

Mode of Delivery    
Vaginal Delivery 122 (93.8) 126 (96.9) 0.24 
Caesarean section 8 (6.2) 4 (3.1)  
Intrapartum 
Complications 

   

Uterine hyperstimulation 16 (12.3) 2 (1.5) <0.001 
Foetal distress 11 (8.5) 4 (3.1) 0.060 
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Discussion 
This study compared the efficacy and safety of 30-
minute and 60-minute oxytocin incremental interval 
protocols for the induction of labour among women 
with low parity in two tertiary health facilities in 
Ogun State, Nigeria. Findings from the study show 
that the induction to onset of uterine contractions 
interval was significantly shorter in the 30-minute 
group in both nulliparous women and women with 
parity of 1 or 2. However, there was no significant 
difference in the induction to vaginal delivery 
interval, mode of delivery, intrapartum 
complications, and neonatal outcomes in the two 
groups. 
In this study, the induction-delivery intervals were 
comparable in the 30-minute and the 60-minute 
group. This finding is similar to results from some 
studies conducted on oxytocin infusion incremental 
interval protocols on the induction of labour (15, 16, 
17), but at variance with the findings of Ade-Ojo et. 
al., who reported a shorter induction to delivery 
interval in the 60-minute group (14). In the present 
study, the oxytocin dose required to achieve 
adequate uterine contractions (i.e. 3 to 5 
contractions in 10 minutes lasting 40 to 60 
seconds) in both 30-minute and the 60- minute 
groups were similar (15 - 20mU/minute) but the 30-
minute group had shorter induction - onset of 
adequate uterine contractions. It is also worth 
noting that this dose was reached earlier in the 30-
minute group. This finding is similar to that of 
Mercer et al (15), who compared 20-minute with 
60-minute oxytocin incremental intervals and found 
a significant prolongation of the time of onset of 
active labour in the 60-minute group. It appears 
that a shorter oxytocin incremental interval protocol 
leads to rapid build-up of oxytocin in the 
myometrium, thus shortening the time to onset of 
contractions (7, 8, 18, 19). However, the induction-
delivery interval is largely dependent on the peak 
plasma level or steady-state plasma level of 
oxytocin, which is reached after 3 – 4 half-lives of 
steady oxytocin infusion (approximately 40 
minutes) and is independent of the oxytocin 
incremental interval (15, 16, 18, 20). 
Women in the 30-minute oxytocin induction interval 
group had a significantly higher risk of 
hyperstimulation than those in the 60-minute 
group. Researchers who advocate the use of long 
oxytocin incremental interval protocols have 
argued that short incremental interval protocols 
create a situation of repeated myocyte stimulation, 
thereby leading to uterine hyperstimulation with 
associated risk of foetal distress, increased 
caesarean section rate, as well as adverse 
neonatal outcome (7, 9). Others have, however, 

reported a similar caesarean section and neonatal 
outcome in studies comparing both protocols (8, 
20, 21). The occurrence of uterine hyperstimulation 
following the use of oxytocin infusion has been a 
cause of great concern amongst clinicians because 
of the potential increase in maternal morbidities 
(such as caesarean sections and postpartum 
haemorrhage) and neonatal morbidity, such as 
asphyxia (22). Protocols for the administration of 
oxytocin infusion are based on the need to avoid or 
decrease these adverse consequences. Moreover, 
recent evidence suggests that discontinuing 
oxytocin during the active phase of labour could be 
associated with a reduction in moderate to severe 
neonatal morbidity, caesarean delivery and 
postpartum haemorrhage rates (23). 

Findings from this study suggest that the use of a 
30-minute oxytocin induction interval was not 
associated with a significantly increased risk of 
foetal distress. Similarly, there was no significant 
difference in the mode of delivery of women in the 
two groups. It should, however, be noted that the 
two times higher proportion of caesarean sections 
found among women in the 30-minute incremental 
group could be clinically relevant, especially in a 
large population of parturients.   

The success rates for induction of labour were 
93.8% and 96.9% for the 30-minute and 60-minute 
oxytocin induction protocols, respectively. This is 
higher than the induction success rate of 63.5% 
reported in a study carried out at another tertiary 
hospital in Ibadan, Southwest Nigeria, where a 
high-dose protocol with a 30-minute oxytocin 
induction interval was used (24). Neonatal 
outcomes as measured b\y Apgar scores at 1-
minute and 5-minute were similar in both groups 
studied; adverse neonatal outcomes were 
infrequent, similar to findings in Ibadan (24). The 
high success rate may reflect good client selection 
for the induction of labour.  
 
Strength and limitations 
The use of cadiotocographic monitoring in labour 
may have helped in early detection of uterine 
hyperstimulation and foetal heart abnormalities, 
thus enhancing effective management. This study 
also has some limitations. One is the non-use of an 
oxytocin infusion pump, which is known to deliver 
oxytocin more accurately than the gravity-fed 
technique used in this study. Also, this study 
utilised a 5mU/minute starting oxytocin protocol, 
and the findings should not be extrapolated to 
settings where low starting dose protocols 
(<2mU/minute) are used. Finally, the study did not 
assess maternal satisfaction, which is an important 
factor in labour management. 
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Conclusion 
Both 30-minute and 60-minute oxytocin 
incremental interval regimens for induction of 
labour are associated with high success rates and 
a good safety profile. Although the use of the 30-
minute oxytocin incremental interval regimen is 
associated with faster onset of uterine contractions, 
the induction to vaginal delivery interval is similar in 
the two groups. The two regimens also have similar 
results in terms of mode of delivery, intrapartum 
complications, and neonatal outcomes. 
 
List of Abbreviations 
ACOG: American College of Obstetricians and  
 Gynaecologists 
NICE: National Institute for Health and Care 
 Excellence 
SD: Standard Deviation 
SHI: State Hospital Ijebu-Ode  
SHA: State Hospital Abeokuta 
SOGC: Society of Obstetricians and   
 Gynaecologists of Canada  
 
Declarations 
Ethics approval and consent to participate 
Approval to conduct this study was obtained from 
the Ethics and Research Committee, State 
Hospital Abeokuta, Ogun State (Reference No: 
SHA/RES/VOI.4/185). The research was 
conducted following Good Clinical Practice (GCP) 
guidelines and in line with the Helsinki Declaration.  
Study participants were given full information on all 
aspects of the study, and a signed informed 
consent was obtained. It was ensured that 
confidentiality was not compromised. Moreover, 
the dataset used did not contain any direct or 
indirect person identifiers.  
 
Consent for Publication 
The    authors    hereby    transfer    all    copyright 
ownership exclusively to the journal if this work is 
accepted and published by the journal. 
 
Availability of Data  
Data for this work are available with the authors 
and may be provided upon reasonable request. 
 
Conflicts of Interest 
The authors have declared no conflict of interest. 
 
Funding 
No funding was received for this work. 
 
Authors’ contributions 
OD conceptualised the study. OD, AAA and OIO 
designed the study. OD, AD, BO and AGO 

managed the literature search and gathered data. 
OD and AAA analysed the data and wrote the first 
draft of the manuscript. All authors read and 
approved the final manuscript. 
 
Acknowledgement 
We wish to acknowledge the members of staff and 
patients of the State hospital Abeokuta and State 
hospital Ijebu-Ode, Ogun State, Nigeria, for their 
support towards the completion of the research.  
 
 
References 
1. Kwawukume EY, Ekele BA. Induction and 

Augmentation of labour. Comprehensive 
obstetrics in the tropics. 2002:129-34. 

2. Martin JA, Hamilton BE, Ventura SJ, Osterman 
MJ, Mathews TJ. Births: final data for 2011. Natl 
Vital Stat Rep. 2013;62(1):1-69, 72. 

3. Daly D, Minnie KC, Blignaut A, Blix E, Vika 
Nilsen AB, Dencker A, Beeckman K, Gross MM, 
Pehlke-Milde J, Grylka-Baeschlin S, Koenig-
Bachmann M. How much synthetic oxytocin is 
infused during labour? A review and analysis of 
regimens used in 12 countries. PLOS One. 
2020 Jul 28;15(7):e0227941. 
https://doi.org/10.1371/journal.pone.0227941  

4. ACOG Practice Bulletin No. 107: Obstet 
Gynecol 2009;114(2 Pt 1): 386–97. 
https://doi.org/10.1097/AOG.0b013e3181b48ef
5  

5. Campbell K, Hobson SR, MacDonald WK, 
Sawchuck D, Wagner B. Guideline No. 432c: 
Induction of Labour. Journal of Obstetrics and 
Gynaecology Canada. 2023 Jan 1;45(1):70-7. 
https://doi.org/10.1016/j.jogc.2022.11.009  

6. National institute for health and care excellence 
(NICE). Inducing labours. NICE guideline 207, 
2021. 
https://www.nice.org.uk/guidance/ng207/resour
ces/inducing-labour-pdf-66143719773637. 
Accessed 14th January 2024. 

7. Budden A, Chen LJ, Henry A. High‐dose versus 

low‐dose oxytocin infusion regimens for 
induction of labour at term. Cochrane Database 
of Systematic Reviews. 2014(10). 
https://doi.org/10.1002/14651858.CD009701.p
ub2  

8. Wei SQ, Luo ZC, Qi HP, Xu H, Fraser WD. 
High-dose vs low-dose oxytocin for labor 
augmentation: a systematic review. American 
journal of obstetrics and gynecology. 2010 Oct 
1;203(4):296-304. 
https://doi.org/10.1016/j.ajog.2010.03.007  

9. Kenyon S, Tokumasu H, Dowswell T, Pledge D, 
Mori R. High‐dose versus low‐dose oxytocin for 

https://doi.org/10.1371/journal.pone.0227941
https://doi.org/10.1097/AOG.0b013e3181b48ef5
https://doi.org/10.1097/AOG.0b013e3181b48ef5
https://doi.org/10.1016/j.jogc.2022.11.009
https://www.nice.org.uk/guidance/ng207/resources/inducing-labour-pdf-66143719773637
https://www.nice.org.uk/guidance/ng207/resources/inducing-labour-pdf-66143719773637
https://doi.org/10.1002/14651858.CD009701.pub2
https://doi.org/10.1002/14651858.CD009701.pub2
https://doi.org/10.1016/j.ajog.2010.03.007


Dina et. al. Babcock Univ. Med. J.2025 8(2):138-144 

144 
 

augmentation of delayed labour. Cochrane 
Database of Systematic Reviews. 2013(7). 
https://doi.org/10.1002/14651858.CD007201.p
ub3  

10. Norman JE: Foetal monitoring during labour. In: 
Edmonds DK (Ed). Dewhurst’s Textbook of 
Obstetrics and Gynaecology for postgraduates. 
Eight edition. Wiley- Blackwell publishing Ltd 
.UK, 2012;326-337 
https://doi.org/10.1002/9781119979449.ch27  

11. Zhang J, Branch DW, Ramirez MM, Laughon 
SK, Reddy U, Hoffman M, Bailit J, Kominiarek 
M, Chen Z, Hibbard JU. Oxytocin regimen for 
labor augmentation, labor progression, and 
perinatal outcomes. Obstetrics & Gynecology. 
2011 Aug 1;118(2 Part 1):249-56. 
https://doi.org/10.1097/AOG.0b013e31822201
92  

12. Tesemma MG, Sori DA, Gemeda DH. High 
dose and low dose oxytocin regimens as 
determinants of successful labor induction: a 
multicenter comparative study. BMC pregnancy 
and childbirth. 2020 Dec;20:1-8. 
https://doi.org/10.1186/s12884-020-02938-4  

13. Selin L, Wennerholm UB, Jonsson M, Dencker 
A, Wallin G, Wiberg-Itzel E, Almström E, 
Petzold M, Berg M. High-dose versus low-dose 
of oxytocin for labour augmentation: a 
randomised controlled trial. Women and Birth. 
2019 Aug 1;32(4):356-63. 
https://doi.org/10.1016/j.wombi.2018.09.002  

14. Ade-Oju IP, Kuti O, Loto OM, Ogunniyi SO. A 
prospective comparison of the 30-minute and 
60-minute oxytocin dose incremental schedules 
for induction of labor at term. Nepal Journal of 
Obstetrics and Gynaecology. 2011;6(1):35-40. 
https://doi.org/10.3126/njog.v6i1.5250  

15. Mercer B, Pilgrim P, SIBAI B. Labor induction 
with continuous low-dose oxytocin infusion: a 
randomized trial. Obstetrics & Gynecology. 
1991 May 1;77(5):659-63. 

16. Blakemore KJ, QIN NG, Petrie RH, Paine LL. A 
prospective comparison of hourly and quarter-
hourly oxytocin dose increase intervals for the 
induction of labor at term. Obstetrics & 
Gynecology. 1990 May 1;75(5):757-61. 
https://doi.org/10.1016/0020-7292(90)90566-4  

17. Goni S, Sawhney H, Gopalan S. Oxytocin 
induction of labor: a comparison of 20‐and 60‐
min dose increment levels. International Journal 
of Gynecology & Obstetrics. 1995 Jan;48(1):31-
6. https://doi.org/10.1016/0020-
7292(94)02249-6  

18. Orhue AA. Incremental increases in oxytocin 
infusion regimens for induction of labor at term 
in primigravidas: A randomized controlled trial. 

Obstetrics & Gynecology. 1994 Feb 
1;83(2):229-33. https://doi.org/10.1016/0020-
7292(94)90493-6  

19. Ghidini A, Wohlleb D, Korker V, Pezzullo JC, 
Poggi SH. Effects of two different protocols of 
oxytocin infusion for labor induction on obstetric 
outcomes: A cohort study. 
https://doi.org/10.4236/ojog.2012.22020  

20. LAZOR LZ, PHILIPSON EH, INGARDIA CJ, 
KOBETITSCH ES, CURRY SL. A randomized 
comparison of 15-and 40-minute dosing 
protocols for labor augmentation and induction. 
Obstetrics & Gynecology. 1993 Dec 
1;82(6):1009-12.  

21. Satin AJ, Leveno KJ, Sherman ML, McINTIRE 
DO. High-dose oxytocin: 20-versus 40-minute 
dosage interval. Obstetrics & Gynecology. 1994 
Feb 1;83(2):234-8. 
https://doi.org/10.1016/0020-7292(94)90492-8   

22. Baker III AM, Christmas JT, Sheehan RA, 
Cadwell SM, Fraker S, Finer A, Flynn MG, 
Mehta PC. Impact of Adherence to a 
Standardized Oxytocin Induction Protocol on 
Obstetric and Neonatal Outcomes. The Joint 
Commission Journal on Quality and Patient 
Safety. 2023 Jan 1;49(1):34-41. 
https://doi.org/10.1016/j.jcjq.2022.10.003  

23. Girault A, Goffinet F, Le Ray C. Reducing 
neonatal morbidity by discontinuing oxytocin 
during the active phase of first stage of labor: a 
multicenter randomized controlled trial 
STOPOXY. BMC pregnancy and childbirth. 
2020 Oct 20;20(1):640. 
https://doi.org/10.1186/s12884-020-03331-x  

24. Bello FA, Akinyotu OO. Predictors of successful 
induction of labour at a tertiary obstetric service 
in Southwest Nigeria. Tropical Journal of 
Obstetrics and Gynaecology. 2016;33(2):143-8. 
https://doi.org/10.4103/0189-5117.192213  

https://doi.org/10.1002/14651858.CD007201.pub3
https://doi.org/10.1002/14651858.CD007201.pub3
https://doi.org/10.1002/9781119979449.ch27
https://doi.org/10.1097/AOG.0b013e3182220192
https://doi.org/10.1097/AOG.0b013e3182220192
https://doi.org/10.1186/s12884-020-02938-4
https://doi.org/10.1016/j.wombi.2018.09.002
https://doi.org/10.3126/njog.v6i1.5250
https://doi.org/10.1016/0020-7292(90)90566-4
https://doi.org/10.1016/0020-7292(94)02249-6
https://doi.org/10.1016/0020-7292(94)02249-6
https://doi.org/10.1016/0020-7292(94)90493-6
https://doi.org/10.1016/0020-7292(94)90493-6
https://doi.org/10.4236/ojog.2012.22020
https://doi.org/10.1016/0020-7292(94)90492-8
https://doi.org/10.1016/j.jcjq.2022.10.003
https://doi.org/10.1186/s12884-020-03331-x
https://doi.org/10.4103/0189-5117.192213

