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Obstetrics Initiative Position Statement: ARRIVE Trial  

With the publication of the “A Randomized Trial of Induction Versus Expectant Management” 
(ARRIVE) triali, there has been increased interest in use of induction of labor at 39 weeks.  This 
statement aims to clarify the position of the Obstetrics Initiative (OBI), a collaborative quality 
initiative partnering with Michigan hospitals to safely reduce use of primary cesarean delivery, 
with regards to this intervention. 

OBI supports the guidance published in 2018 by the Society of Maternal Fetal Medicine and 
endorsed by the American College of Obstetricians and Gynecologists (ACOG).ii Among 
women planning their first delivery with reliable pregnancy dating and no medical or obstetric 
contraindications, “…it is reasonable for obstetric care providers to offer an induction of labor to 
low-risk women after discussing the options thoroughly, as shared decision making is a critical 
element.”   

However, we raise caution in advocating for elective induction of labor at 39 weeks as a means 
of reducing of primary cesarean birth.  Using birth certificate data, we found that cesarean 
delivery rates varied twofold (range: 20.9 – 42.4%) in Michigan hospitals among women 
undergoing induction of labor with an estimated gestational age of 39 weeks and no hypertension 
or diabetes.iii  Given this variation and the lack of universally accepted induction of labor 
protocols and definitions for failed induction of labor, we fear that higher rates of induction may 
lead to an increase in the cesarean delivery rate.    

Considerations for Clinical Practice 
When translating the outcome of the ARRIVE trial into clinical practice, consider the following: 

• The ARRIVE trial focused on a healthy, low risk population of nulliparous women at 39 
weeks. 

• Women who consented to participate in the ARRIVE trial had to commit to having an 
induction. Of women eligible for the ARRIVE trial, only 27% agreed to participate.  How 
this translates to a generalized patient population is unknown.  

• Hospital stays tend to be longer with induction.  The impact on maternity care facilities, 
space use and financial implications are not well described. 

• The labor induction protocols were not standardized in the ARRIVE trial.   
• A standardized process for cervical ripening prior to labor induction was also not utilized 

during the study nor described in the study methods.  
• The shared decision making process around induction of labor is an important 

consideration.  
• 28 women need to be induced to prevent one cesarean delivery (ARRIVE, 2018).  

We urge hospitals to consider the uniqueness of a randomized clinical trial such as ARRIVE and 
the repercussions associated with implementation of these findings into clinical practice under 
varying conditions. 
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What does the Obstetrics Initiative support? 

To increase rates of vaginal birth, the Obstetrics Initiative has asked Michigan hospitals to 
implement a strategy focusing on promoting labor progress.  This is based on the clinical 
effectiveness that several institutions and collaborative groups have reported when implementing 
similar strategies into clinical practice.iv v vi vii 

The strategies are consistent with published consensus guidelines and emphasize the importance 
of promoting a culture of support for physiologic labor and vaginal birthviii.  Practices integral to 
developing such a culture include shared decision making between providers and patients (labor 
partnerships), use of continuous labor support, and promotion of comfort and coping techniques.  

The two strategies currently supported by the Obstetrics Initiative are briefly described below.  

Option A OBI Checklist focuses on management of the latent phase of labor.  Women admitted 
during latent phase, when cervical dilation is <6cm, have a higher risk of intervention, including 
cesarean delivery.  Hospitals will seek to reduce the proportion of patients admitted in latent 
labor—an effort that will involve considerable dedication to educating patients about this 
intentional strategy. 

Option B Promoting Spontaneous Progress in Labor Bundle seeks to promote spontaneous 
progress throughout labor.  The Consortium on Safe Labor has provided important insights 
regarding labor progress, especially with respect to latent and active phase of labor.  Hospitals 
will seek to reduce the proportion of cesarean deliveries performed for arrest disorders by 
promoting patient autonomy during labor and adhering to the ACOG-SMFM Consensus 
Guidelines on the Safe Reduction of Primary Cesarean Delivery.  
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