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Abstract
Introduction: There has been increased use of both induction of labor (IOL) and cesar-
ean section for women with term pregnancies in many high- income countries, and a 
trend toward birth at earlier gestational ages. Existing evidence regarding the associa-
tion between IOL and cesarean section for term pregnancies is mixed and conflicting, 
and little evidence is available on the differential effect at each week of gestation, 
stratified by parity.
Material and methods: To explore the association between IOL and primary cesarean 
section for singleton cephalic pregnancies at term, compared with two definitions of 
expectant management (first: at or beyond the week of gestation at birth following 
IOL; and secondary: only beyond the week of gestation at birth following IOL), we 
performed analyses of population- based historical cohort data on women who gave 
birth in one Australian state (Queensland), between July 1, 2012 and June 30, 2018. 
Women who gave birth before 37+0 or after 41+6 weeks of gestation, had stillbirths, 
no- labor, multiple births (twins or triplets), non- cephalic presentation at birth, a pre-
vious cesarean section, or missing data on included variables were excluded. Four 
sub- datasets were created for each week at birth (37–40). Unadjusted relative risk, 
adjusted relative risk using modified Poisson regression, and their 95% confidence 
intervals were calculated in each sub- dataset. Analyses were stratified by parity (nul-
liparas vs. parous women with a previous vaginal birth). Sensitivity analyses were con-
ducted by limiting to women with low- risk pregnancies.
Results: A total of 239 094 women were included in the analysis, 36.7% of whom 
gave birth following IOL. The likelihood of primary cesarean section following IOL in 
a Queensland population- based cohort was significantly higher at 38 and 39 weeks, 
compared with expectant management up to 41+6 weeks, for both nulliparas and 
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1  |  INTRODUC TION

There has been a trend toward birth earlier in gestation and in-
creased use of both induction of labor (IOL) and cesarean section 
(CS) for women with term pregnancies in high- income countries.1 
The average rate of CS in high- income countries has increased from 
12% to 27% between 1990 and 2018, and is estimated to reach 37% 
by 2030.2 Similarly, the average rate of IOL has increased from 20% 
in 19903–5 to 30% in 20196–9 in high- income countries. Alongside 
these trends toward increasing use of provider- initiated birth, the 
average gestational age at birth has declined – for example, US and 
Australian data show a shift in average gestational age at birth from 
40 to 39 weeks.10,11 Australia has higher rates of IOL and CS than 
the average for high- income countries. In Australia between 2010 
and 2020, the proportion of women who had IOL out of women 
who gave birth at term increased from 25% to 37%, and the propor-
tion of women who gave birth at term by CS increased from 31% to 
36%.9 By 2030, a published modeling exercise has predicted that the 
Australian CS rate could reach 45%.2

Performing a CS (with or without a clinical indication) is associ-
ated with an increased risk of adverse health outcomes for women (eg 
uterine rupture12 and hysterectomy12,13) and children (eg obesity,12,14 
asthma,12,14 and autism spectrum disorders15). The rising rate of CS has 
significant financial consequences for individuals and the healthcare 
systems. The World Health Organization estimated that US$ 2.32 bil-
lion of global healthcare expenditure could be avoided if medically 
unnecessary CS were not performed.16 These financial burdens are 
compounded if additional treatments for CS- related complications are 
required.6 Strategies that can avoid unnecessary CS will lead to health 
and economic benefits, and are therefore a global priority.16

Previously, several studies (both observational17–19 and inter-
ventional20) have been conducted to explore the likelihood of CS 
among women who had IOL at term, compared with expectant 
management (EM). However, these findings are mixed in the mag-
nitude and direction of the association; little evidence is available 
on the differential effect at each week of gestation between 37 and 
40 weeks, stratified by parity.21 In addition, observational studies 
comparing IOL with EM outside the USA are scant. This study aimed 
to explore the likelihood of primary CS following IOL for women 
with singleton cephalic pregnancies at each week of gestation from 
37 to 40, compared with EM.

For each comparison group at each index week, our null hypoth-
esis was that IOL in the index week would not be associated with a 
difference in the likelihood of primary CS, compared with EM.

2  |  MATERIAL AND METHODS

2.1  |  Data set and analysis population

A historical cohort study was designed using an existing population- 
based administrative data set from the Queensland Perinatal Data 
Collection,22 which covers all live births, and stillbirths of at least 
20 weeks of gestation and/or at least 400 g in weight that occurred 
in one Australian state (Queensland) between July 1, 2012 and June 
30, 2018. Variables used in our study are maternal demographics and 
clinical characteristics occurring before and during pregnancy, labor, 
and birth. Definitions of these variables are available in Appendix S1. 
This data set has a high degree of completeness and accuracy. The 
data quality statement is available here.23

We limited the data set to women with a singleton pregnancy 
with fetal presentation at birth that was cephalic (includes cephalic, 
vertex, face or brow presentations), who gave birth between 37+0 
and 41+6 weeks, had a live birth, had a vaginal birth (spontaneous or 
instrumental assisted with forceps or vacuum) or CS after labor and 
did not have a previous CS and missing data on included variables 
(Figure 1). Women who gave birth after 41+6 weeks were removed 
from the analysis population, because it is not common practice to 
continue EM beyond that gestational age. We also excluded women 
who previously gave birth by CS to avoid overestimating the likeli-
hood of CS due to the increased likelihood of a CS in a subsequent 
pregnancy, and the known low rates of vaginal birth after CS.24–26 

paras with singleton cephalic pregnancies, regardless of risk status of pregnancy and 
definition of expectant management. No significant difference was found for nullipa-
ras at 37 and 40 weeks; and for paras at 40 weeks.
Conclusions: Future studies are suggested to investigate further the association be-
tween IOL and other maternal and neonatal outcomes at each week of gestation in 
different maternal populations, before making any recommendation.

K E Y W O R D S
birth, cesarean section, expectant management, induction of labor, maternity care

Key message

In our Queensland population- based cohort, the likelihood 
of primary cesarean section following induction of labor was 
significantly higher at 38 and 39 weeks, compared with ex-
pectant management up to 41+6 weeks, for both nulliparous 
and parous women with singleton cephalic pregnancies.
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Women who had a pre- labor CS (i.e. no labor) were not included in 
the EM group to be consistent with previous studies18,27,28 and con-
sidering IOL attempts to achieve a vaginal birth.29

2.2  |  Exposure group—women who gave birth 
following IOL

The exposure group for this analysis is women who gave birth fol-
lowing IOL. Any attempted induction, including failed IOL, for any 
reason, was included. Women who gave birth following IOL were 
identified and classified separately based on the week of gestation 
at birth following IOL. Each week includes zero to 6 days. We con-
sidered the weeks of gestation at birth following IOL, rather than 
the timing of IOL, to be the index week for this analysis, because no 
relevant data with certainty were available in our routinely collected 
data set.

2.3  |  Reference group—women who had EM

The reference group for women who gave birth following IOL in 
each index week was women who experienced EM in the same index 
week. This reference group included women who experienced spon-
taneous onset of labor in the same weeks of gestation, or whose 
pregnancy progressed to a later week of gestation (“at or above”). 
For example, for the exposure group of women who gave birth fol-
lowing IOL at 38 weeks, the reference group was women who gave 
birth following spontaneous onset of labor at 38 weeks and women 
who gave birth following IOL or spontaneous onset of labor from 
39+0 weeks onwards. This definition is used as suggested in previous 
cohort studies.28,30,31

A secondary analysis was performed using a different reference 
group that only included pregnancies that progressed to a later week 
of gestation (“above”). In our above example, the new reference 
group was women who gave birth from 39+0 weeks onward. In order 

F I G U R E  1  A flow diagram of data selection.

The administrative dataset recorded all births 

occurring in Queensland, Australia between 

01/07/2012 and 30/06/2018

(n = 364 568 births, 100%)

Excluded (n = 125 474, 34.4%)
Women with multiple births (i.e., twins 

or triplets) (n = 10 943, 3%)

Stillbirths (n = 1660, 0.5%)

Gave birth before 37+0 weeks’ gestation 

(n = 23 695, 6.5%)

Gave birth after 41+6 weeks’ gestation (n 
= 1458, 0.4%)

Had non-cephalic presentation at birth (n 
= 12 654, 3.5%)

Had previous cesarean section

(n = 54 678, 15%)

Had cesarean section without labor (n = 

16 980, 4.7%)

Missing values for included variables (n 
= 3406, 0.9%)

Women included in our statistical analyses

(n = 239 094, 65.6%)

Four sub-datasets were created based on the 

time of birth following labor induction
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to identify the exposure and reference group at each index week, 
four sub- datasets were created based on different time of birth fol-
lowing IOL (37, 38, 39, and 40 weeks).

2.4  |  Outcome—primary CS

The outcome of this analysis was primary CS after labor (either IOL 
or spontaneous onset of labor).

2.5  |  Statistical analyses

We separated all analyses by parity (nulliparas vs. parous women 
with a previous vaginal birth). Potential confounders including soci-
odemographic, medical, and obstetric variables were selected based 
on univariate analyses and expert consultation. This included moth-
er's age, pre- pregnancy body mass index (BMI), country of birth, 
indigenous status, residential area of socio- economic disadvantage, 
whether the birth was at a public or private hospital, and medical 
risk status of pregnancy (detailed definition is given in the “Methods” 
section of Appendix S1). A period effect based on the year of birth 
event was also analyzed.

Unadjusted relative risk (RR) and adjusted relative risk (aRR) were 
calculated for each comparison group, stratified by parity. The mod-
ified Poisson regression was used to calculate aRR with robust error 
variance estimation to account for the correlation between repeated 
births from the same woman.32 Wald statistics and 95% confidence 
interval (CI) were calculated for each RR and aRR.

Sensitivity analyses were conducted by limiting both exposure 
and reference group to women who had low- risk pregnancies only, 
which enabled us to explore the possible effects of a woman's risk 
status (which is related to underlying medical indications of IOL) on 
the results.

All analyses were performed using SAS V9.4.

3  |  RESULTS

In all, 239 094 women were eligible for our analyses (Figure 1). 
These women had a mean gestational age at birth of 39.3 weeks, 
a mean age of 29.4 years and a mean BMI of 25.2 kg/m2. Seventy- 
three percent of these women were born in Australia, 5.9% were 
identified as Aboriginal and/or Torres Strait Islander, 48.2% were 
nulliparous, 30.1% were classified as having a high- risk pregnancy, 
and 32.5% gave birth in a private facility. In total, 87 776 (36.7%) 
women gave birth following IOL and 17 491 (19.9%) of them had a 
CS (Tables 1 and 2).

For women with high- risk or low- risk pregnancies, the unadjusted 
likelihood of primary CS following IOL was significantly higher in 
both nulliparous and parous women with singleton cephalic pregnan-
cies at each index week between 37 and 40 weeks, compared with 
women who had EM (at or beyond the gestation of birth following 

IOL, up to 41+6 weeks). After adjusting for potential confounding 
factors, similar increased likelihood of primary CS following IOL was 
found at 37 weeks (paras: aRR = 1.52, 95% CI 1.35–1.71), at 38 weeks 
(nulliparas: aRR = 1.15, 95% CI 1.11–1.19; paras: aRR = 1.43, 95% CI 
1.31–1.56), at 39 weeks (nulliparas: aRR = 1.20, 95% CI 1.16–1.24; 
paras: aRR = 1.42, 95% CI 1.29–1.57), and at 40 weeks (nulliparas: 
aRR = 1.29, 95% CI 1.25–1.34; paras: aRR = 1.55, 95% CI 1.39–1.74); 
no significant difference was found at 37 weeks for nulliparous 
women (aRR = 1.04, 95% CI 0.99–1.10). Sensitivity analyses limited 
to women with low- risk pregnancies only (n = 167 105, 69.9% of 
239 094) showed similar results at each index week.

For the secondary analyses of a different reference group (only 
beyond the gestation of birth following IOL, up to 41+6 weeks), an 
increased likelihood of CS was found at 38 weeks (aRR = 1.12, 95% 
CI 1.08–1.16) and 39 weeks (aRR = 1.09, 95% CI 1.05–1.12) for nul-
liparas, and at 37 weeks (aRR = 1.53, 95% CI 1.37–1.73), 38 weeks 
(aRR = 1.44, 95% CI 1.32–1.57) and 39 weeks (aRR = 1.26, 95% 

TA B L E  1  Sociodemographic characteristics of included women, 
births in Queensland, Australia, 2012–2013 to 2017–2018.

Characteristics N (%) Total 239 094

Mother's age (years)

≤19 8726 (3.65%)

20–34 186 719 (78.09%)

≥35 43 649 (18.26%)

Mean ± standard deviation 29.37 ± 5.56

Pre- pregnancy BMI (kg/m2)

≤18.4 (underweight) 14 381 (6.01%)

18.5–24.9 (normal weight) 128 603 (53.79%)

25.0–29.9 (overweight) 53 312 (22.30%)

≥30.0 (obesity) 42 798 (17.90%)

Mean ± standard deviation 25.15 ± 5.89

Mother's country of birth (grouped in regions)

Australia 174 557 (73.01%)

Oceania (excludes Australia) 17 465 (7.30%)

Asia 26 514 (11.09%)

Europe 11 359 (4.75%)

The Americas 3672 (1.54%)

Africa 5527 (2.31%)

Mother's Indigenous status (Aboriginal and/or Torres Strait Islander)

Yes 14 160 (5.92%)

No 243 934 (94.08%)

Residential area of socioeconomic disadvantage (SEIFA)

1st quintile (the most disadvantaged) 45 230 (18.92%)

2nd quintile 40 240 (16.83%)

3rd quintile 61 442 (25.70%)

4th quintile 57 881 (24.21%)

5th quintile (the least disadvantaged) 34 301 (14.35%)

Abbreviations: BMI, body mass index; SEIFA, Socio- Economic Indexes 
for Areas.



950  |    HU et al.

CI 1.14–1.40) for paras (Figures 2 and 3). Sensitivity analyses of 
women with low- risk pregnancies also showed similar results at 
each index week.

4  |  DISCUSSION

Our analyses of a state- wide (Queensland, Australia) observational 
data set demonstrated that the likelihood of primary CS following 

IOL was significantly higher at 38 and 39 weeks, compared with EM 
up to 41+6 weeks of gestation, in women with singleton cephalic 
pregnancies, regardless of parity, risk status of pregnancy, and defi-
nition of EM (“at or above” or “above”). No significant difference was 
found for nulliparas at 37 and 40 weeks; and for paras at 40 weeks.

Compared with other historical cohort studies that used the 
same definition of the “at or above” EM analysis, our findings are 
consistent with a 2010 US study that reported an increased likeli-
hood of CS at 38 and 39 weeks in women with singleton, vertex pre-
sentations pregnancies.31 Conversely, our findings are not aligned 
with a 2016 US study that reported an increased likelihood of CS at 
40 weeks in women with singleton, vertex presentation pregnancies, 
but decreased likelihood between 37 and 39 weeks after propensity 
score matching.33

In comparison with findings from other comparable observational 
studies, the results of our secondary analysis (“above” EM) are sup-
ported by a 2020 observational study conducted in Austria, which 
reported a higher likelihood of CS following non- medically indicated 
IOL at 38 and 39 weeks for nulliparous women with singleton preg-
nancies; and at 37 and 38 weeks for parous women with previous 
vaginal birth.27 Although the decreased likelihood of CS was found 
at 40 weeks of gestation for both nulliparous and parous women, 
which contradicts with our nonsignificant results at the same index 
week.27 Additionally, our findings do not support a 2021 US nation-
wide study that reported IOL among low- risk women as being asso-
ciated with a lower likelihood of CS at 39 weeks of gestation.34 The 
most recent (2020) Cochrane systematic review and meta- analysis 
of 31 randomized clinical trials showed a decreased likelihood of CS 
for women at low risk of complications and planned IOL between 37 
and 40 weeks of gestation.20 Although our results did not align with 
those meta- analysis results based on clinical trials and some studies 
conducted in the USA, the differences are probably attributed to 
different methodological approaches and differences in the women 
included and the setting where they gave birth. Our focus is on the 
association between IOL and CS outside a clinical research setting, 
including all women regardless of parity and risk status, giving birth 
at any birth place (home, birth center, and hospital) in Queensland 
with presumed provider- level differences regarding the decisions of 
whether, why, and when to perform IOL.

The conflicting findings as discussed above may reflect differ-
ences in clinical practice of IOL35–37 among different settings and 
raise the concern of external validity regarding the findings of pre-
vious studies. In 2020, 22% of women who had IOL gave birth by 
CS in Australia.9 Unnecessary CS is associated with substantial fi-
nancial burden to families and governments6,38,39 and an increased 
risk of adverse health outcomes; for these reasons, optimizing its 
use in clinical practice is an international health priority.40 Outcomes 
can include the experience of psychological trauma and depression 
for women,41 as well as increased risk of adverse outcomes in chil-
dren born following CS (chronic health conditions including allergies, 
asthma, diabetes, gastroenteritis, autism, and attention deficit/hy-
peractivity disorder).15,42 As such, considering the increased like-
lihood of CS following IOL as demonstrated in our study and the 

TA B L E  2  Obstetric characteristics of included women, births in 
Queensland, Australia, 2012–2013 to 2017–2018.

Characteristics N (%) Total 239 094

Birthplace of child

Public hospital 161 449 (67.53%)

Private hospital 77 645 (32.47%)

Risk status of pregnancy

Low- risk 167 105 (68.89%)

High- risk 71 989 (30.11%)

Parity

Nulliparous 115 210 (48.19%)

Parous with a previous vaginal birth 123 884 (51.91%)

Onset of labor

Spontaneous onset of labor 151 318 (63.29%)

Vaginal birth following spontaneous onset 
of labor

137 547 (90.90%)

Cesarean section following spontaneous 
onset of labor

13 771 (9.10%)

Induction of labor 87 776 (36.71%)

Vaginal birth following induction of labor 70 285 (80.07%)

Cesarean section following induction of 
labor

17 491 (19.93%)

Mode of birth

Vaginal birth 207 832 (86.92%)

Cesarean section 31 262 (13.08%)

Weeks of gestation at birth

37+0–37+6 17 817 (7.45%)

38+0–38+6 44 571 (18.64%)

39+0–39+6 68 094 (28.48%)

40+0–40+6 72 209 (30.20%)

41+0–41+6 36 403 (15.23%)

Mean ± standard deviation 39.27 ± 1.15

Year of birth event

2012 20 417 (8.54%)

2013 41 091 (17.19%)

2014 40 877 (17.10%)

2015 39 567 (16.55%)

2016 39 679 (16.60%)

2017 38 131 (15.95%)

2018 19 332 (8.09%)
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potential harms of unnecessary CS reported in current literature, it 
is important to consider these clinical and financial risks when dis-
cussing labor options with women.19,43

In addition to the likelihood of CS following IOL, it is suggested 
that the association between IOL at term and other maternal out-
comes (eg morbidity) and neonatal outcomes (eg morbidity or neo-
natal intensive care unit admission) should be further analyzed at 
each week of gestation to explore the potential benefits and harms 
of IOL. Apart from these factors, women's preferences, experiences, 
accessible resources, and available support also affect the decision 
being made around IOL.44 Economic evaluation between IOL and 
EM should also be conducted to further inform policy changes. 
Given the complexity of the decision- making process and the devel-
opment of clinical practice guidelines, further analysis and discus-
sion are needed before suggesting any substantial practice change. 
There is a need to develop strategies to optimize the use and timing 
of provider- initiated birth, ensuring that the benefits clearly out-
weigh any potential harm.

A key strength of our study is that we drew on data from a 
whole- of- population routine administrative data set, which al-
lows us to perform a week- to- week analysis by creating four 
sub- datasets with a large number of women. This provides new 
evidence of how each additional week would affect the likelihood 
of CS among women being managed expectantly. Furthermore, 
we were able to analyze all births from all clinical settings, which 

broadened the applicability of our findings. Another strength is 
that we conducted multiple analyses by comparing two defini-
tions of EM and including different maternal populations (i.e. low- 
risk status only), which improves the robustness of our findings. 
Considering there is not a widely agreed appropriate definition of 
the reference group for IOL in a retrospective cohort study, both 
definitions of the EM group have their weaknesses. The “above” 
EM excludes women who gave birth within the same index week, 
which might artificially bias the results in favor of IOL, because 
more CS were conducted at later gestational ages as demon-
strated in our study. However, the gestation at birth is recorded 
with certainty only in completed weeks, and not in weeks and 
days. Therefore, in the “at or above” EM group, some women may 
have had a spontaneous onset of labor at an earlier gestational 
length than the IOL group, which may introduce a selection bias 
by including them in the EM group. This might distort the results 
in favor of EM.

In addition, our study is subject to other inherent limitations of 
historical data. For example, we used the weeks of gestation at birth 
following IOL, rather than the timing of IOL, to be the index week 
for this analysis, which might introduce small non- random misclas-
sifications of exposure. Furthermore, when defining “low- risk preg-
nancies”, we excluded women with new conditions developed during 
pregnancy and immediately preceding labor and delivery, which 
might include conditions being diagnosed after the index week and 

F I G U R E  2  Relative risk of primary CS for nulliparous women who had IOL, compared with women who had expectant management. 
First: compared with women who gave birth at or beyond the week of gestation at birth following IOL. Secondary: compared with women 
who gave birth only beyond the week of gestation at birth following IOL. All pregnancies: aRR were adjusted for mother's age, pre- 
pregnancy BMI, country of birth, indigenous status, residential area of socioeconomic disadvantage, whether the birth was at a public 
or private hospital, medical risk status of pregnancy, and year of birth event. Low- risk pregnancies: aRR were adjusted for mother's age, 
pre- pregnancy BMI, country of birth, indigenous status, residential area of socioeconomic disadvantage, whether the birth was at a public 
or private hospital, and year of birth event. Abbreviations: aRR, adjusted relative risk; BMI, body mass index; CI, confidence interval; CS, 
cesarean section; IOL, induction of labor; RR, unadjusted relative risk.
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should not be used for exclusion of women in the EM group. This lim-
itation may introduce a selection bias affecting the results. Another 
limitation is that we were unable to differentiate between IOL with, 
and without, a clinical indication. This limitation might lead to an 
overestimation of the likelihood of CS among the IOL group, consid-
ering many of these indications are independently associated with a 
higher likelihood of CS. Our sensitivity analysis and adjusted relative 
risks, however, serve to partially adjust for the effect of these indi-
cations. Although our sample size is relatively large, it was collected 
from one state (Queensland) in Australia. It should be acknowledged 
that despite the existence of statewide clinical guidelines,45 the 
actual practice of IOL between sites could vary, and so affect the 
external validity of the results. Finally, there is potential that other 
important clinical factors not available in our data set (eg indication 
for induction, cervical length, and BMI before birth) affecting the 
association were not included in our multivariate analyses due to the 
nature of our routinely collected data set.

5  |  CONCLUSION

This study assessed the association between IOL and primary 
CS at different weeks of gestation at birth in different maternal 
populations giving birth in Queensland. In our population- based 
cohort, the likelihood of primary CS following IOL was significantly 

higher at 38 and 39 weeks of gestation, compared with EM up to 
41+6 weeks, for both nulliparas and paras with singleton cephalic 
pregnancies, regardless of the risk status of the pregnancy and 
the definition of EM. The findings of this study are only applicable 
to singleton cephalic pregnancies in countries with comparable 
healthcare systems and clinical practice. Future studies are 
suggested to investigate further the association between IOL and 
other maternal and neonatal outcomes at each week of gestation.

AUTHOR CONTRIBUTIONS
Yanan Hu led the study design, data selection and analyses, and 
drafting of the manuscript, supervised by Emily J. Callander, 
Valerie Slavin, and Joanne Enticott. Caroline S. E. Homer, David 
Ellwood, Valerie Slavin, Joshua P. Vogel, Joanne Enticott, and Emily 
J. Callander contributed to the study design, interpretation of the 
results, and editing of the final manuscript. All authors read and 
approved the final manuscript.

ACKNOWLEDG MENTS
The authors acknowledge the data linkage team of the Statistical 
Services Branch (SSB), Queensland Health for linking the data 
sets used for this project. Open access publishing facilitated by 
University of Technology Sydney, as part of the Wiley - University 
of Technology Sydney agreement via the Council of Australian 
University Librarians.

F I G U R E  3  Relative risk of primary CS for parous women who had IOL, compared with women who had expectant management. First: 
compared with women who gave birth at or beyond the week of gestation at birth following IOL. Secondary: compared with women who 
gave birth only beyond the week of gestation at birth following IOL. All pregnancies: aRR were adjusted for mother's age, pre- pregnancy 
BMI, country of birth, indigenous status, residential area of socioeconomic disadvantage, whether the birth was at a public or private 
hospital, medical risk status of pregnancy, and year of birth event. Low- risk pregnancies: aRR were adjusted for mother's age, pre- pregnancy 
BMI, country of birth, indigenous status, residential area of socioeconomic disadvantage, whether the birth was at a public or private 
hospital, and year of birth event. Abbreviations: aRR, adjusted relative risk; BMI, body mass index; CI, confidence interval; CS, cesarean 
section; IOL, induction of labor; RR, unadjusted relative risk.



    |  953HU et al.

FUNDING INFORMATION
EJC, CSEH, and JPV receive salary support from the National 
Health and Medical Research Council (NHMRC) through fellow-
ship schemes. YH receives support from the Australian Government 
Research Training Programme (RTP) Scholarship.

CONFLIC T OF INTERE S T S TATEMENT
The authors have no conflicts of interest to declare.

E THIC S S TATEMENT
The data used in this study were de- identified before use. All meth-
ods were performed in accordance with the Declaration of Helsinki. 
The Townsville Hospital and Health Service Human Research 
Ethics Committee (HREC; HREC/16/QTHS/223) and the Australian 
Institute of Health and Welfare HREC (EO2017- 1- 338) granted per-
mission to access the raw data used in this study.

ORCID
Yanan Hu  https://orcid.org/0000-0003-1794-7789 
Joshua P. Vogel  https://orcid.org/0000-0002-3214-7096 
Emily J. Callander  https://orcid.org/0000-0001-7233-6804 

R E FE R E N C E S
 1. Boerma T, Ronsmans C, Melesse DY, et al. Global epidemiology of use 

of and disparities in caesarean sections. Lancet. 2018;392:1341-1348.
 2. Betran AP, Ye J, Moller AB, Souza JP, Zhang J. Trends and projec-

tions of caesarean section rates: global and regional estimates. BMJ 
Glob Health. 2021;6:e005671.

 3. Zhang J, Yancey MK, Henderson CE. US national trends in labor 
induction, 1989–1998. Obstet Gynecol Surv. 2002;57:498-499.

 4. Australian Institute of Health and Welfare. Australia's Mothers and 
Babies 1991. National Perinatal Statistics Unit; 1994.

 5. Department of Health London. Statistical Bulletin: NHS Maternity 
Statistics. The Information Centre Part of the Government 
Statistical Service. 1989–90 to 1994–95. 1997.

 6. Miller S, Abalos E, Chamillard M, et al. Beyond too little, too late and 
too much, too soon: a pathway towards evidence- based, respectful 
maternity care worldwide. Lancet. 2016;388:2176-2192.

 7. Martin JA, Hamilton BE, Osterman MJK, Driscoll AK. Births: final 
data for 2019. Natl Vital Stat Rep. 2021;70:1-51.

 8. National Health Service (NHS) Digital. NHS Maternity Statistics. The 
Information Centre Part of the Government Statistical Service. Vol 
2019- 2020; 2020.

 9. Australian Institute of Health Welfare. Australia's Mothers and 
Babies. AIHW; 2022.

 10. Davidoff MJ, Dias T, Damus K, et al. Changes in the gestational 
age distribution among US singleton births: impact on rates of late 
preterm birth, 1992 to 2002. Semin Perinatol. 2006;30:8-15.

 11. Nassar N, Schiff M, Roberts CL. Trends in the distribution of gesta-
tional age and contribution of planned births in New South Wales, 
Australia. PloS One. 2013;8:e56238.

 12. Sandall J, Tribe RM, Avery L, et al. Short- term and long- term effects 
of caesarean section on the health of women and children. Lancet. 
2018;392:1349-1357.

 13. Souza JP, Gülmezoglu A, Lumbiganon P, et al. Caesarean sec-
tion without medical indications is associated with an increased 
risk of adverse short- term maternal outcomes: the 2004- 2008 
WHO global survey on maternal and perinatal Health. BMC Med. 
2010;8:71.

 14. Keag OE, Norman JE, Stock SJ. Long- term risks and benefits as-
sociated with cesarean delivery for mother, baby, and subsequent 
pregnancies: systematic review and meta- analysis. PLoS Med. 
2018;15:e1002494.

 15. Zhang T, Sidorchuk A, Sevilla- Cermeno L, et al. Association of 
Cesarean Delivery with Risk of neurodevelopmental and psychi-
atric disorders in the offspring: a systematic review and meta- 
analysis. JAMA Netw Open. 2019;2:e1910236.

 16. Gibbons L, Belizán JM, Lauer JA, Betrán AP, Merialdi M, Althabe F. 
The global numbers and costs of additionally needed and unneces-
sary caesarean sections performed per year: overuse as a barrier to 
universal coverage. World Health Report. 2010;30:1-31.

 17. Grobman WA, Caughey AB. Elective induction of labor at 39 weeks 
compared with expectant management: a meta- analysis of cohort 
studies. Am J Obstet Gynecol. 2019;221:304-310.

 18. de Vries BS, McGeechan K, Barratt A, et al. The association be-
tween induction of labour at 38 to 39 weeks pregnancy and indi-
cation for caesarean delivery: an observational study. Aust N Z J 
Obstet Gynaecol. 2019;59:791-798.

 19. Stock SJ, Ferguson E, Duffy A, Ford I, Chalmers J, Norman JE. 
Outcomes of elective induction of labour compared with expectant 
management: population based study. BMJ. 2012;344:e2838.

 20. Middleton P, Shepherd E, Morris J, Crowther CA, Gomersall JC. 
Induction of labour at or beyond 37 weeks' gestation. Cochrane 
Database Syst Rev. 2020;7:CD004945.

 21. Coates D, Makris A, Catling C, et al. A systematic scoping re-
view of clinical indications for induction of labour. PloS One. 
2020;15:e0228196.

 22. Queensland Health. Perinatal Data Collection. Queensland Health. 
2023. Available from: https:// www. health. qld. gov. au/ hsu/ colle 
ctions/ pdc

 23. Statistical Services Branch. Data Quality Statement- Comprehensive, 
Queensland Perinatal Data Collection. The State of Queensland. 
(Queensland Health); 2021.

 24. Silver RM. Delivery after previous cesarean: long- term maternal 
outcomes. Semin Perinatol. 2010;34:258-266.

 25. Taylor LK, Simpson JM, Roberts CL, Olive EC, Henderson- Smart 
DJ. Risk of complications in a second pregnancy following caesar-
ean section in the first pregnancy: a population- based study. Med J 
Aust. 2005;183:515-519.

 26. Australian Institute of Health Welfare. National Core Maternity 
Indicators. AIHW; 2022.

 27. Zenzmaier C, Pfeifer B, Leitner H, König- Bachmann M. Cesarean 
delivery after non- medically indicated induction of labor: a 
population- based study using different definitions of expectant 
management. Acta Obstet Gynecol Scand. 2021;100:220-228.

 28. Souter V, Painter I, Sitcov K, Caughey AB. Maternal and newborn 
outcomes with elective induction of labor at term. Am J Obstet 
Gynecol. 2019;220:273.e1-273.e11.

 29. Keulen JKJ, Nieuwkerk PT, Kortekaas JC, et al. What women 
want and why. women's preferences for induction of labour or 
expectant management in late- term pregnancy. Women. Birth. 
2021;34:250-256.

 30. Mya KS, Laopaiboon M, Vogel JP, et al. Management of pregnancy 
at and beyond 41 completed weeks of gestation in low- risk women: 
a secondary analysis of two WHO multi- country surveys on mater-
nal and newborn health. Reprod Health. 2017;14:141.

 31. Glantz JC. Term labor induction compared with expectant manage-
ment. Obstet Gynecol. 2010;115:70-76.

 32. Zou G. A modified poisson regression approach to prospective 
studies with binary data. Am J Epidemiol. 2004;159:702-706.

 33. Danilack V, Dore D, Triche E, Muri J, Phipps M, Savitz D. The ef-
fect of labour induction on the risk of caesarean delivery: using 
propensity scores to control confounding by indication. BJOG. 
2016;123:1521-1529.

https://orcid.org/0000-0003-1794-7789
https://orcid.org/0000-0003-1794-7789
https://orcid.org/0000-0002-3214-7096
https://orcid.org/0000-0002-3214-7096
https://orcid.org/0000-0001-7233-6804
https://orcid.org/0000-0001-7233-6804
https://www.health.qld.gov.au/hsu/collections/pdc
https://www.health.qld.gov.au/hsu/collections/pdc


954  |    HU et al.

 34. Burn SC, Yao R, Diaz M, Rossi J, Contag S. Impact of labor induc-
tion at 39 weeks gestation compared with expectant management 
on maternal and perinatal morbidity among a cohort of low- risk 
women. J Matern Fetal Neonatal Med. 2022;35:9208-9214.

 35. Coates D, Donnolley N, Foureur M, Henry A. Inter- hospital and 
inter- disciplinary variation in planned birth practices and readiness 
for change: a survey study. BMC Pregnancy Childbirth. 2021;21:391.

 36. Coates D, Homer C, Wilson A, et al. Induction of labour indications 
and timing: a systematic analysis of clinical guidelines. Women Birth. 
2020;33:219-230.

 37. Coates D, Homer C, Wilson A, et al. Indications for, and timing of, 
planned caesarean section: a systematic analysis of clinical guide-
lines. Women Birth. 2020;33:22-34.

 38. Callander E, Atwell K. The healthcare needs of preterm and ex-
tremely premature babies in Australia– assessing the long- term 
health service use and costs with a data linkage cohort study. Eur J 
Pediatr. 2021;180:2229-2236.

 39. Callander E, Shand A, Ellwood D, Fox H, Nassar N. Financing ma-
ternity and early childhood healthcare in the Australian healthcare 
system: costs to funders in private and public hospitals over the 
first 1000 days. Int J Health Policy Manag. 2021;10:554-563.

 40. The Lancet. Stemming the global caesarean section epidemic. 
Lancet. 2018;392:1279.

 41. Gamble J, Creedy D. Psychological trauma symptoms of operative 
birth. Br J Midwifery. 2005;13:218-224.

 42. Neu J, Rushing J. Cesarean versus vaginal delivery: long- term 
infant outcomes and the hygiene hypothesis. Clin Perinatol. 
2011;38:321-331.

 43. Middleton P, Shepherd E, Crowther CA. Induction of labour for 
improving birth outcomes for women at or beyond term. Cochrane 
Database Syst Rev. 2018;5(5):CD004945.

 44. Akuamoah- Boateng J, Spencer R. Woman- centered care: Women's 
experiences and perceptions of induction of labor for uncompli-
cated post- term pregnancy: a systematic review of qualitative evi-
dence. Midwifery. 2018;67:46-56.

 45. Queensland Health. Queensland Clinical Guidelines. Induction of 
Labour Guideline No. MN22.22- V8- R27; 2022.

SUPPORTING INFORMATION
Additional supporting information can be found online in the 
Supporting Information section at the end of this article.

How to cite this article: Hu Y, Homer CSE, Ellwood D, et al. 
Likelihood of primary cesarean section following induction of 
labor in singleton cephalic pregnancies at term, compared 
with expectant management: An Australian population- 
based, historical cohort study. Acta Obstet Gynecol Scand. 
2024;103:946-954. doi:10.1111/aogs.14785

https://doi.org/10.1111/aogs.14785

	Likelihood of primary cesarean section following induction of labor in singleton cephalic pregnancies at term, compared with expectant management: An Australian population-based, historical cohort study
	Abstract
	1|INTRODUCTION
	2|MATERIAL AND METHODS
	2.1|Data set and analysis population
	2.2|Exposure group—women who gave birth following IOL
	2.3|Reference group—women who had EM
	2.4|Outcome—primary CS
	2.5|Statistical analyses

	3|RESULTS
	4|DISCUSSION
	5|CONCLUSION
	AUTHOR CONTRIBUTIONS
	ACKNOWLEDGMENTS
	FUNDING INFORMATION
	CONFLICT OF INTEREST STATEMENT
	ETHICS STATEMENT
	REFERENCES


