
This guideline has been developed by the Women’s Health Clinical Program as part of the Intermountain Clinical Best 
Practice Integration initiative (cBPI) . It offers comprehensive, evidence-based recommendations to assist obstetric 
providers (Physician or Certified Nurse Midwife) in determining the most appropriate setting—either inpatient or 
outpatient—for cervical ripening during labor induction. Additionally, it outlines standardized procedures for implementing 
each approach to ensure safe, effective, and patient-centered care based on the evidence certification. See pg 5 for 
certification reports.

These guidelines apply to common clinical circumstances and may not be appropriate for certain patients and situations. 
The treating clinician must use judgment in applying guidelines to the care of individual patients, and shared decision-
making should be used in all circumstances.
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Labor Induction: Outpatient and Inpatient Cervical Ripening 

Intermountain Canyons , Desert, and Peaks Regions 

Decision made to proceed  
with labor induction 

Perform cervical exam and 
calculate Bishop's score. 

Cervical ripening Inpatient induction without 
cervical ripening 

Can the unit 
accommodate 

OUTPATIENT ripening ? 

Does patient consent to 
OUTPATIENT ripening?

See Cervical Ripening at Home: What 
you need to know (English/Spanish)

Proceed to OUTPATIENT 
Mechanical Cervical 
Ripening Algorithm (pg 2) 

Proceed to  
INPATIENT Mechanical 
Cervical Ripening 
Algorithm (pg 3) 

Induction 
	• Initiate oxytocin, high-dose 
protocol recommended. Increase 
by 4 milliunits ever 30 min.  
(Goal: within 1 hr of admission) 

	• Initiate artificial rupture of 
membranes (AROM)  
(Goal: within 1 hr of admission)

When cervix 
≥ 6 cm proceed to 
Management of 

Active Labor

WHAT’S INSIDE?
Outpatient  
Cervical Ripening . . . . . . . . . . . . . .               Page 2
Inpatient 
Cervical Ripening . . . . . . . . . . . . . .               Page 3
References. . . . . . . . . . . . . . . . . . . . . . . . . . . .                            Page  4

Bishop's 
score ≤ 6 

Bishop's 
score > 6 

Yes

No

No

No

Is patient a candidate for 
OUTPATIENT mechanical  

cervical ripening?  
(See pg 2 for criteria)

Yes

Yes

https://kr.ihc.com/ckr-ext/Dcmnt?ncid=530629148
https://kr.ihc.com/ckr-ext/Dcmnt?ncid=530629148
https://kr.ihc.com/ckr-ext/Dcmnt?ncid=530629254
https://kr.ihc.com/ckr/Dcmnt?ncid=530677394
https://kr.ihc.com/ckr/Dcmnt?ncid=530677394
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Patient presents for outpatient 
mechanical cervical ripening  

Perform the following assessments
	• Vital signs
	• Document fetal heart tones

	• Ultrasound for  position and fluid
	• Cervical examination

Outpatient Mechanical Cervical Ripening 

Does patient meet ALL 
inclusion criteria (A) ? 
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(A) Inclusion criteria for outpatient 
mechanical cervical ripening 

	• Normal vital signs
	• Patient ≥ 39 and ≤ 41 wk 5d of gestation*
	• Singleton, Living 
	• Non-anomalous fetus in cephalic present.
	• Intact membranes
	• Bishop score ≤ 6
	• Maternal stability
	• DVP ≥ 2 cm and < 8 cm OR 
AFI ≥ 5 cm and ≤ 25 cm

(B) Maternal and fetal contraindications 
to outpatient cervical ripening 

Maternal contraindications 

	• Previous cesarean section
	• Low-lying placenta or placenta previa
	• Human immunodeficiency virus (HIV)
	• Contraindications to vaginal delivery 
present * 

	• Vaginal bleeding
	• Placental abruption
	• Any IH Indications for Medical Induction, 
exceptions (IVF, advanced maternal age, 
and obesity)

	• Inability to verbalize understanding of 
care plan or instructions

	• Unreliable phone access or transportation
	• Demonstrated difficulty attending 
prenatal appointments

	• GBS positive
	• History of prior infant with GBS sepsis

Fetal contraindications 

	• Non-reassuring fetal status
	• Fetal growth restriction
	• Oligohydramnios or Polyhydramnios
	• Unstable lie or unapplied presenting part
	• Need for immediate neonatal 
resuscitation

	• Increased risk for fetal distress or demise

(D) Patient Discharge 

	• Supply patient with peripad and / or 
disposable underwear

	• Review patient education materials:
	– Cervical Ripening at Home: What you 
need to know (English/Spanish) 

Not a candidate 
for outpatient 

cervical ripening 
Are ANY maternal or fetal 

contraindications present (B) ? 

Can induction be scheduled in L&D ~12 
hrs after patient leaves placement visit? 

Obtain and document  
patient informed consent

Perform the following post-procedural assessments
	• Repeat vital signs
	• Confirm and document reactive fetal heart rate tracing 

Was placement of balloon successful? 

Are any post-procedural 
contraindications present (C)? 

(C) Post-procedural contraindications

	• Non-reactive NST
	• Rupture of membrane
	• Vaginal bleeding
	• Significant patient discomfort
	• Abnormal vital signs

Note: if patient 
unable to tolerate 

placement without 
analgesia, they are 
not a candidate for 
outpatient cervical 

ripening

Give patient instructions then discharge (D)

Expectant 
management or 

offer alternate date

Consider 
inpatient ripening 

or expectant 
management 

Admit for 
inpatient 

cervical ripening

Patient returns ≤ 12 hours after balloon placement  
(Remove balloon no later than 12 hrs after placement) 

Yes

Yes

No

No

No

Yes

Yes

No

No

* For further details 
see pg 5 

Physician or CNM  places balloon catheter 
	• 30 mL Foley catheter (infusion volume 30 – 60 mL)   
OR Cook Cervical Ripening Balloon

	• Can be placed in clinic or L&D.  See pg 4 for instructions 

Yes

https://kr.ihc.com/ckr/Dcmnt?ncid=525970378
https://kr.ihc.com/ckr-ext/Dcmnt?ncid=530629148
https://kr.ihc.com/ckr-ext/Dcmnt?ncid=530629148
https://kr.ihc.com/ckr-ext/Dcmnt?ncid=530629148
https://kr.ihc.com/ckr-ext/Dcmnt?ncid=530629254
https://intermountainhealth.sharepoint.com/sites/Directives-Consents/SitePages/Informed-Consent.aspx?web=1
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Inpatient Mechanical Cervical Ripening 
(A) Inclusion criteria for inpatient 
cervical ripening 

	• Bishop score ≤ 6
	• Not in active labor 

Patient presents for inpatient  
cervical ripening  

Does patient have ANY 
contraindication to vaginal birth? 

Does patient meet inclusion 
criteria for cervical ripening (A)? 

Does patient have relative 
contraindications to use of a cervical 

balloon (B) ? 

*Criteria for failed induction of labor. All 3 must be present: 
	• Membrane rupture 
	• Oxytocin for at least 12 – 18 hours after membrane rupture
	• Failure to reach 6 cm of dilation or greater

Physician or CNM  places balloon catheter 
	• 30 mL Foley catheter (infusion vol. 30 – 60 mL)  OR Cook Cervical Ripening Balloon
	• Can be placed in clinic or L&D.  See pg 4 for instructions 

(B) Relative contraindication to 
cervical balloon placement. Use is 
dependant on provider discretion.  

	• Ruptured membranes
	• Abnormal fetal heart rate patterns
	• Polyhydramnios\Presenting part above 
the pelvic inlet

Has patient had prior C-section or other 
significant uterine surgery ? 

Do NOT give misoprostol

Administer misoprostol (C)

(C) Administration of misoprostol 

	• First-line: Misoprostol per vagina, 
25 mcg every 4 hours (Max 6 doses) 

	• Second-line: Misoprostol PO 25 mcg 
every 4 hours (Max of 5 doses) 

	• Interval of misoprostol administration 
can be extended to every 6 hrs at 
provider discretion.  

	• Oxytocin must be given ≥ 4 hrs after 
last misoprostol dose. 

	• Do not give misoprostol if previous 
significant uterine surgery or C-section 

Yes

No

No

Yes

Remove balloon if SROM or after 12 
hours if it has not been expelled

Is patient in active labor 
or ≥ 6 cm dilation ? 

Proceed to 
Management of 

Active Labor

Remove balloon if SROM or aft 12 
hours if it has not been expelled

Is patient in active labor 
or ≥ 6 cm dilation ? 

No

Yes

Not a 
candidate 

for cervical 
ripening. 

Proceed to 
C-section as 

indicated.

Not a candidate 
for cervical 

ripening. Initiate 
oxytocin as 

outlined below

Proceed at 
discretion of 
provider or 

consider other 
options

Bishop's score remains ≤ 6? 

Continue misoprostol until 
active labor ensues or reach 

the max number of doses

NoInduction *
1.	Initiate oxytocin 

	– Must be given ≥ 4 hrs after last misoprostol dose. 
	– Recommend high-dose protocol. (increase by 4 milliunits 
every 30 min.) 

	– Initiate as soon as possible after balloon removal.
2.	 Rupture membranes within 1 hr of balloon removal if possible. 

No

Yes

When dilation ≥ 6 cm, proceed to 
Management of Active Labor 

No

Yes

No

Yes

If labor does 
NOT ensue

Yes

https://kr.ihc.com/ckr/Dcmnt?ncid=530677394
https://kr.ihc.com/ckr/Dcmnt?ncid=530677394
https://kr.ihc.com/ckr/Dcmnt?ncid=530677394
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Placement and Removal of Cervical Ripening Balloon Catheter 

Foley Catheter 

Equipment Needed

	• Silicone Foley catheter (16 Fr.) with 30 mL balloon
	• Syringe with sterile saline for inflating
	• Tape
	• Sterile gloves

	• Sterile ring forceps X2
	• Sterile speculum
	• Foley stylet if needed

Placement digitally 
or by sterile 
speculum

	• If speculum assisted, use 1 ring forceps to stabilize cervix and second to advance Foley.
	• A 16 Foley catheter allows a stiffener to pass through with ease; a 30-mL balloon allows for maximum balloon 
circumference utilizing a minimal amount of fluid.

	• If using stylet then place it within the foley prior to attempting cervical placement of the balloon. 
	• Hold the Foley catheter with the internal stylet between the first 2 fingers of your dominant hand, then insert 
the catheter / balloon into the patient’s vagina up to the cervix.

	• Position a finger on either side of the cervical opening, slide the catheter into the os until it advances to the 
level of the internal cervical os.

	• See the QR code below for a video demonstration. 

Filling

	• Inflate Foley catheter balloon with 30-60 mL of sterile Saline  (60 mL preferred).
	• Bimanually inspect that balloon is above the internal OS.
	• No vaginal packing.
	• Tape catheter to inside of patients thigh without tension.

Removal

	• Remove all fluid with a syringe deflating the balloon.
	• Remove catheter.
	• Inspect balloon / catheter for any signs of damage or abnormalities. 
	• Report any breaks in integrity.

Instructional Video

Cook Cervical Ripening Balloon Catheter

Equipment Needed

	• Cook Cervical Ripening Balloon Catheter
	• Syringe with sterile saline for inflating
	• Tape
	• Sterile gloves
	• Betadine® swabs
	• Sterile ring forceps X2
	• Sterile speculum

Placement, Filling, 
and Removal 

	• See instructions for use : Cook Cervical Ripening Balloon with Stylet 

Instructional videos

(placement begins at 2:39)

  
https://www.youtube.com/

watch?v=f5wvBkbc3zk 

https://www.cookmedical.com/
reproductive-health/resources-
cook-cervical-ripening-balloon-

with-stylet/

https://ifu.cookmedical.com/data/IFU_PDF/T_J-CCRBS_REV3.PDF?_gl=1*8dqsr2*_gcl_au*MTQ2NDM3NDc4NS4xNzQyNDg5ODI0*_ga*NjMwMjgxMDk5LjE3MjQ4NTc2Mzc.*_ga_3FV6VFM99Y*czE3NDY0ODg5NTMkbzExJGcwJHQxNzQ2NDg4OTUzJGowJGwwJGgw
https://www.youtube.com/watch?v=f5wvBkbc3zk
https://www.youtube.com/watch?v=f5wvBkbc3zk
https://www.cookmedical.com/reproductive-health/resources-cook-cervical-ripening-balloon-with-stylet/
https://www.cookmedical.com/reproductive-health/resources-cook-cervical-ripening-balloon-with-stylet/
https://www.cookmedical.com/reproductive-health/resources-cook-cervical-ripening-balloon-with-stylet/
https://www.cookmedical.com/reproductive-health/resources-cook-cervical-ripening-balloon-with-stylet/
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This CPM presents a model of best care based on the best available scientific evidence at the time of publication. It is not 
a prescription for every physician or every patient, nor does it replace clinical judgment. All statements, protocols, and 
recommendations herein are viewed as transitory and iterative. Although physicians are encouraged to follow the CPM to help focus 
on and measure quality, deviations are a means for discovering improvements in patient care and expanding the knowledge base. For 
feedback contact: Women's Health Clinical Program (OB@imail.org)  
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Supporting Information 

Confirmation of 
Gestational Age

	• Ultrasound measurement of less than 20 weeks of gestation supports the gestational age at 39 weeks 
or greater

	• Fetal heart tones have been documented as present for 30 weeks by Doppler ultrasonography
	• It has been 36 weeks since a positive serum or urine human chorionic gonadotropin pregnancy test 
result

Certification of 
Evidence 

The following documents outline the evidence certification process used to develop these guidelines:
	• Evidence Certification Report: Outpatient Induction of Labor
	• Evidence Certification Report: Inpatient Induction of Labor 

References 
1.	 ACOG Committee on Practice Bulletins–Obstetrics. ACOG Practice Bulletin No. 107: Induction of labor. Obstet Gynecol. 2009;114(2 pt 

1):386-397. Reaffirmed 2019.

2.	 ACOG. Cervical ripening in pregnancy: ACOG clinical practice guideline no. 9. Obstet Gynecol. 2025;146(1):148-160.

3.	 Adhikari EH, Nelson DB, McIntire DD, Leveno KJ. Foley bulb added to an oral misoprostol induction protocol: a cluster randomized trial. 
Obstet Gynecol. 2020;136(5):953-961.

4.	 Fuhman G, Gavard JA, Amon E, Flick KV, Miller C, Gross GA. Tension compared to no tension on a Foley transcervical catheter for cervical 
ripening: a randomized controlled trial. Am J Obstet Gynecol. 2017;216(1):67.e1-67.e9.

5.	 Howard K, Gerard K, Adelson P, et al. Women’s preferences for inpatient and outpatient priming for labour induction: a discrete choice 
experiment. BMC Health Serv Res. 2014;14:330.

6.	 Jozwiak M, Bloemenkamp KW, Kelly AJ, et al. Mechanical methods for induction of labor. Cochrane Database Syst Rev. 
2012;(3):CD001233.

7.	 Kruit H, Heikinheimo O, Ulander VM, et al. Foley catheter induction of labor as an outpatient procedure. J Perinatol. 2016;36:618-622.

8.	 McKenna DS, Duke JM. Effectiveness and infectious morbidity of outpatient cervical ripening with a Foley catheter. J Reprod Med. 
2004;49:28-32.

9.	 McKenna DS, Ester JB, Proffitt M, et al. Misoprostol outpatient cervical ripening without subsequent induction of labor: a randomized 
trial. Obstet Gynecol. 2004;104:579-584.

10.	Policiano C, Pimenta M, Martins D, et al. Outpatient versus inpatient cervix priming with Foley catheter: a randomized trial. Eur J Obstet 
Gynecol Reprod Biol. 2017;210:1-6.

11.	Sciscione AC, Muench M, Pollock M, et al. Transcervical Foley catheter for preinduction cervical ripening in an outpatient vs inpatient 
setting. Obstet Gynecol. 2001;98(5 pt 1):751-756

12.	Sciscione AC, Bedder CL, Hoffman MK, et al. The timing of adverse events with Foley catheter preinduction: implications for outpatient 
use. Am J Perinatol. 2014;31:781-786.

13.	Wilkinson C, Adelson P, Turnbull D. A comparison of inpatient with outpatient balloon catheter cervical ripening: a pilot randomized 
controlled trial. BMC Pregnancy Childbirth. 2015;15:126.

mailto:OB%40imail.org?subject=
https://intermountainhealth.sharepoint.com/:w:/r/sites/InductionofLabor-cBPIProject/Shared%20Documents/Documents%20and%20Resources/Certification%20Process/Evidence%20Certification%20Document%20Package/Outpatient%20IoL_Certify%20Council%20Report_Final_07Feb2025.docx?d=w8d2ca655209a444b983eb5194290c8a8&csf=1&web=1&e=ZqxyIe
https://intermountainhealth.sharepoint.com/:w:/r/sites/InductionofLabor-cBPIProject/Shared%20Documents/Documents%20and%20Resources/Certification%20Process/Evidence%20Certification%20Document%20Package/Inpatient%20IoL_Certify%20Council%20Report_Final_07Feb2025.docx?d=w8c04d41fc3c94af0b1ff6385692df959&csf=1&web=1&e=N6TxfH
https://journals.lww.com/greenjournal/citation/2009/08000/acog_practice_bulletin_no__107__induction_of_labor.30.aspx
https://journals.lww.com/greenjournal/citation/2009/08000/acog_practice_bulletin_no__107__induction_of_labor.30.aspx
https://www.acog.org/clinical/clinical-guidance/clinical-practice-guideline/articles/2025/06/cervical-ripening-in-pregnancy
https://journals.lww.com/greenjournal/fulltext/2020/11000/foley_bulb_added_to_an_oral_misoprostol_induction.14.aspx
https://www.ajog.org/article/S0002-9378(16)30789-X/abstract
https://bmchealthservres.biomedcentral.com/articles/10.1186/1472-6963-14-330
https://www.cochranelibrary.com/cdsr/doi/10.1002/14651858.CD001233.pub2/full
https://www.cochranelibrary.com/cdsr/doi/10.1002/14651858.CD001233.pub2/full
https://www.nature.com/articles/jp201662
https://pubmed.ncbi.nlm.nih.gov/14976792/
https://pubmed.ncbi.nlm.nih.gov/14976792/
https://journals.lww.com/greenjournal/abstract/2004/09000/misoprostol_outpatient_cervical_ripening_without.24.aspx
https://www.ejog.org/article/S0301-2115(16)31038-7/abstract
https://www.ejog.org/article/S0301-2115(16)31038-7/abstract
https://journals.lww.com/greenjournal/abstract/2001/11000/transcervical_foley_catheter_for_preinduction.8.aspx
https://www.thieme-connect.de/products/ejournals/abstract/10.1055/s-0033-1359718
https://bmcpregnancychildbirth.biomedcentral.com/articles/10.1186/s12884-015-0550-z

