
Title:
Why ARRIVE should not thrive in Australia

Authors:
Davies-Tuck M, Wallace EM and Homer CSE

Journal:
Women and Birth 2018

IMPORTANT COPYRIGHT NOTICE: This electronic article is provided to you by courtesy 
of Ferring Pharmaceuticals. The document is provided for personal usage only. Further 
reproduction and/or distribution of the document is strictly prohibited.



Why ARRIVE should not thrive in Australia

Published last week and surrounded by a flurry of commentary
and social media was the ARRIVE trial.1 This trial was based on the
hypothesis that elective induction of labour at 39 weeks would
reduce perinatal mortality and morbidity. Across 41 hospitals in
the United States, more than 6000 low-risk nulliparous women
who were at 34 weeks 0 days to 38 weeks 6 days of gestation were
randomised to either to induction of labour at 39 weeks 0 days to
39 weeks 4 days or to expectant management, which meant
waiting beyond 40 weeks and 5 days to be induced but no later
than 42 weeks and 2 days. The primary outcome was a composite
of perinatal death and severe neonatal complications. The main
secondary outcome was caesarean section. There were no differ-
ences in the primary outcome. Specifically, elective induction of
labour at 39 weeks did not improve perinatal outcomes. However,
induction of labour did significantly reduce the rate of caesarean
section, by 4%. The authors of the paper were tempered in their
conclusion, merely stating the finding in relation to the outcomes.
However, the wider response has been much less tempered,
including a statement from the American College of Obstetricians
and Gynaecologists (released the same day as the full paper) that it
is reasonable for obstetricians and health-care facilities to offer
elective induction of labour to low-risk nulliparous women at
39 weeks gestation.2 We are yet to see the formal response in
Australia.

If the goal of earlier induction is to prevent adverse perinatal
outcomes, then it is not surprising that many clinicians are drawn
to the research. High-income countries around the world are
struggling to reduce stagnated rates in perinatal mortality.3 For the
US, this is particularly important given they have the highest rates
of perinatal mortality among developed countries worldwide.
Their rate of stillbirth of 3 per 1000 births �28 weeks places them
29th among 49 countries. Australia is ranked 15th.4 The neonatal
death rate in the US, at 4 per 10005 is double that of Australia’s.6

Intuitively, earlier induction makes sense. If a pregnancy comes to
an end, then the unborn baby will no longer be at risk. However,
the ARRIVE trial shows us that, for healthy women with a healthy
pregnancy, elective induction at 39 weeks does not improve
perinatal outcomes. If the intent is to prevent adverse perinatal
outcomes, then routine elective induction does not deliver.
Women can be reassured that waiting is safe and appropriate.

But did we not already know that? Over the last two decades in
Australia there has been an increasing left shift in pregnancy
duration, i.e. towards shorter pregnancies. In 1991 the average
gestation of birth was 39.2 weeks.7 In 2016 it was 38.6 weeks.6 This
has largely been as a result of an increasing rate of induced labours,

from 19.5% to 31%. Despite this, the perinatal mortality rate has
remained unchanged.6

An important consideration, and ongoing debate, is whether
induction of labour is associated with an increased risk of
caesarean section. The ARRIVE trial suggests that it is not. On
the contrary, elective induction was associated with a lowering of
the risk of caesarean section. This is at odds with Australian
population data. For example, in 2016 in one Australian state, the
rate of caesarean section among nulliparous women undergoing
induction of labour �37 weeks (Robson group 2) was 30%.8 Among
similar women with a spontaneous onset of labour the rate of
caesarean section was 16.5%. Outside of the controlled environ-
ment of a clinical trial, such as ARRIVE, it seems highly likely that a
policy of routine elective induction of labour in nulliparous women
would result in yet further increases in our overall rates of
caesarean section.

There is also growing concern about increased longer-term
harm associated with early term births. The educational and
physical outcomes of Australian children born at 40 weeks and
beyond are significantly better than those born before 39 weeks.9

Poorer child health and educational outcomes were also apparent,
on average, in children whose labour was induced compared to
those who went into labour spontaneously, irrespective of mode of
birth. So not only does elective induction of labour at 39 weeks not
confer any benefit on the child, it may cause harm. Primum non
nocere.

Given the many differences in the provision of maternity
services between the US and countries like Australia, the UK, New
Zealand and Scandinavia, it seems likely that elective induction of
labour at 39 weeks will not improve outcomes for women and their
babies in these contexts. Our attention should turn to the countries
where a reduction in the rate of stillbirth has occurred. For
example, the UK has demonstrated a reduction of 20% in the rate of
stillbirth following a whole-of-nation implementation of an
evidence based bundle of care10,11 which has targeted the key
risk factors for perinatal mortality. In addition, if all women in
Australia had access to midwifery continuity care with consulta-
tion and referral to obstetricians as needed, there are likely to be
significant benefits in terms of reduced preterm birth, less early
stillbirth, more positive birth experiences.12,13 Not to mention the
cost savings to the health system 14 and a reduction in the
caesarean section rate.15,16

Finally, ARRIVE may have arrived in the maternity care lexicon,
but we should exercise caution in widespread implementation
especially in different contexts and settings. The disconnect
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between efficacy in well controlled trials and effectiveness when
the intervention is implemented into widespread practice has
been well known since the 1980s.17 A focus on care approaches and
interventions that are effective at optimising women’s outcomes
and experiences and reducing adverse outcomes, without increas-
ing other harms at the population level and meet the needs of the
women is required.
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