The ARRIVE trial, A Randomized Trial of Induction Versus Expectant Management, was
a multi-center study published in the New England Journal of Medicine in 2018. This
large-scale research project was designed to answer a long-standing debate in
obstetrics-whether it is better for a first-time mother with a healthy, low-risk pregnancy to
be induced at 39 weeks or to wait for labor to start naturally, a practice known as
expectant management. Understanding this study is crucial for both experienced
obstetrical providers and those beginning their careers because it challenged decades
of conventional wisdom regarding the relationship between labor induction and
cesarean delivery.

Historically, many healthcare providers avoided elective labor induction in first-time
mothers because of a widespread belief that it increased the risk of cesarean delivery.
This concern was largely based on observational data that compared women who were
induced to those who went into labor on their own. However, in the ARRIVE trial
researchers pointed out a major flaw in that logic-spontaneous labor is not guaranteed
in any pregnancy. In a real-world setting, the alternative to being induced is not labor
starting naturally, but rather waiting and seeing what happens.This waiting period, or
expectant management, can sometimes lead to other complications where a woman
might require a cesarean section anyway.

To provide a better comparison, the researchers conducted a randomized controlled trial
across 41 different hospitals in the United States. They screened over 50,000 women
and ultimately enrolled 6,106 participants who met strict "low-risk" criteria. To be
included, the women had to be first-time mothers (nulliparous) with a single baby in the
head-down position (vertex presentation) and have no medical conditions—such as
high blood pressure—that would require an early delivery. Accurate dating of the
pregnancy was also required to ensure that the timing of the 39-week induction.

Researchers randomly assigned participants to one of two groups. The induction group
consisted of 3,062 women who were scheduled for induction between 39 weeks 0 days
and 39 weeks 4 days of gestation. The expectant-management group included 3,044
women who were asked to wait until at least 40 weeks 5 days for a natural labor, unless
a medical reason for delivery arose earlier. If they did not go into labor naturally by 42
weeks 2 days, delivery was then initiated. The researchers tracked two main types of
outcomes: those affecting the baby and those affecting the mother. The primary
outcome for the infants was a "composite," a single score combining several serious but
rare complications, such as perinatal death, the need for a breathing tube within 72
hours of birth, seizures, or birth trauma. The main secondary outcome, perhaps the
most anticipated, was the rate of cesarean delivery among the mothers.

The trial results provided a new perspective on traditional obstetric care. The primary
composite outcome occurred in 4.3% of the babies in the induction group and 5.4% of
the babies in the expectant-management group. While the babies in the induction group
technically had a 20% lower relative risk of experiencing these complications, the
difference did not meet the strict mathematical threshold required to be considered
"statistically significant" in this specific study. In other words, the study did not prove that



induction at 39 weeks is definitely safer for the baby, but it did show that it certainly is
not more dangerous.

The findings regarding maternal health were even more surprising. The percentage of
cesarean delivery was significantly lower in the induction group (18.6%) than in the
expectant-management group (22.2%). This contradicted the old belief that induction
leads to more cesareans. Instead, the data suggested that for every 28 first-time
mothers who undergo elective induction at 39 weeks, one cesarean delivery is
avoided. Furthermore, women in the induction group were significantly less likely to
develop hypertensive disorders of pregnancy, such as preeclampsia, which occurred in
9.1% of that group compared to 14.1% in the expectant management group.

Another interesting finding related to the "ripeness" or readiness of the mother's cervix,
measured by something called the Bishop score. Doctors have traditionally worried that
inducing a woman with an "unfavorable" or unready cervix would likely fail and result in
a cesarean delivery. The ARRIVE trial found that even women with unready cervixes
had lower cesarean rates if they were induced at 39 weeks compared to if they waited.
This is because women who waited were more likely to eventually develop
complications, such as high blood pressure or the baby being too large, which made a
cesarean more likely.

The study also looked at the patients' personal experiences. Women in the induction
group reported slightly lower pain scores and felt a greater sense of control over their
birthing process compared to those in the expectant-management group. While they
spent more time in the labor and delivery unit initially, their overall hospital stay after the
baby was born was actually shorter.

There were, of course, some limitations to the study. Because of the study's nature, it
was impossible to "blind" the patients or the doctors. Everyone knew which group the
mother was in, which could have subconsciously influenced the doctors' decision to
perform surgery. Additionally, the study was only performed on first-time mothers with
low-risk pregnancies, so the results might not be the same for women who have had
children before or who have existing health problems. Finally, the study did not examine
the overall costs associated with inducing more women, which is an important factor for
hospital systems.

In conclusion, the ARRIVE trial demonstrated that for healthy, first-time mothers,
choosing induction at 39 weeks is a safe and reasonable option. It does not harm the
baby and, in fact, reduces the mother’s risk of needing a cesarean section or developing
dangerous complications such as high blood pressure. The researchers noted that
these results should not lead to a policy of delivering every patient at 39 weeks. Instead,
the goal is to use this high-quality evidence to support "shared decision-making," where
a patient and her doctor can discuss the options and choose the path that feels right for
her specific situation



