When to go to hospital based on timing and 5-1-1 rule

What the 5-1-1 rule means

The 5-1-1 rule for contractions means that contractions are occurring every 5
minutes, each contraction lasts about 1 minute, and this pattern has continued
for at least 1 hour. Some hospitals or clinicians use a slightly different
threshold, such as 5 minutes apart for 2 hours in a first birth, but the
underlying idea is the same: regular, persistent, painful contractions are more
likely to reflect labor that is moving from latent labor toward the active

first stage of labor.

This rule is useful because early labor can produce contractions that are
uncomfortable but still irregular. They may come every 7 minutes, then every 12
minutes, then fade after hydration, rest, a bath, or a change in position. In
contrast, labor contractions usually become more coordinated over time. They
often build gradually, peak, and release, with increasing intensity and less
ability to ignore them.

The 5-1-1 rule is not a guarantee that the cervix is dilated to a specific
number of centimeters. Cervical dilation, effacement, fetal position, and
contraction strength all matter. Still, timing can help you and your care team
decide when hospital assessment is more likely to be helpful rather than



premature.
How to time contractions correctly

To time contractions, measure from the start of one contraction to the start of
the next. Duration is measured from the beginning of a contraction until it
fully relaxes. For example, if one contraction starts at 8:00 and the next
starts at 8:05, the frequency is 5 minutes, even if the first contraction

lasted only 60 seconds.

You do not need to time every contraction for many hours. In early labor, it is
often enough to check periodically, then rest, hydrate, eat lightly if

permitted by your care team, and conserve energy. When contractions become
stronger, more regular, or harder to speak through, time several in a row. A
contraction app, a watch, or a simple written note can all work.

Frequency: start of one contraction to start of the next.

Duration: start of a contraction to complete relaxation.

Pattern: whether contractions stay regular over time.

Intensity: whether breathing, movement, or focused coping is needed.
Progression: whether contractions are becoming longer, stronger, and closer
together.

If the pattern is confusing, call your hospital’s maternity triage line.
Describing the timing, pain level, fetal movement, fluid leakage, bleeding, and
gestational age gives the clinician a clearer picture than timing alone.

Why timing matters clinically

Hospital admission during very early labor is sometimes associated with a
higher chance of interventions, although the reasons can be complex. When a
person arrives before active labor is established, clinicians may observe for
cervical change, offer comfort measures, or recommend returning home if
maternal and fetal assessment is reassuring. This can feel disappointing, but
it is often intended to reduce unnecessary intervention while keeping safety
central.

Evidence from a prospective cohort study of first childbirth suggests that



people who waited until contractions were regular and at least every 5 minutes
before admission were more likely to be in active labor on arrival. The study
also found associations with lower use of oxytocin augmentation, epidural
analgesia, and cesarean birth compared with earlier admission patterns. This
does not mean waiting is always safer for every person; it means that
contraction timing can be a useful indicator when pregnancy is otherwise low
risk and no warning signs are present.

Clinically, active labor is not defined only by the clock. Current obstetric
practice often considers cervical dilation and ongoing cervical change,
contraction pattern, membrane status, fetal status, and maternal condition. The
timing rule helps with the home decision, but the hospital assessment
determines the next step.

When to go sooner than 5-1-1

Some situations should prompt immediate contact with your clinician or
hospital, even if contractions are not following the 5-1-1 pattern. Timing

rules are designed for uncomplicated term labor; they do not apply when there
may be maternal or fetal risk.

Go in or call urgently for heavy vaginal bleeding, especially bleeding like a
period or more.

Seek assessment for reduced fetal movement, a major change in movement pattern,
or inability to get reassuring movement after following your clinician’s
instructions.

Call if your water breaks, particularly with water breaking without
contractions, fever, foul odor, or green or brown amniotic fluid.

Seek immediate care for severe abdominal pain that does not relax between
contractions, severe headache with visual changes, chest pain, fainting,
seizure, or shortness of breath.

Contact your care team promptly for signs of preterm labor before 37 weeks,
including regular contractions, pelvic pressure, backache, fluid leakage, or
bleeding.

You should also go sooner if your clinician has specifically told you to, such
as for placenta previa, hypertensive disorders, insulin-treated diabetes, fetal
growth concerns, a planned repeat cesarean with labor symptoms, prior very fast



labor, or other individualized risk factors.
First birth, repeat birth, and special circumstances

The 5-1-1 rule is often discussed for first-time mothers because first labors
are commonly longer, especially in the latent phase. Some hospitals advise
first-time parents to wait until contractions have been 5 minutes apart,
lasting 1 minute, for 1 to 2 hours, as long as there are no warning signs and
the birthing person is coping. This can reduce the chance of arriving before
active labor.

Repeat births may progress more quickly. If you have given birth before,
especially if you previously had a rapid labor, your care team may recommend
leaving earlier, such as when contractions are regular and clearly

intensifying, even before a full hour of 5-1-1. Distance from the hospital,
traffic, weather, childcare logistics, and your comfort level also matter.

Special circumstances deserve a lower threshold for calling. These include
multiple pregnancy, breech or other non-vertex presentation, known placenta
problems, ruptured membranes with group B streptococcus considerations,
decreased fetal movement before labor, hypertension symptoms, or any
instruction to present early for monitoring. If you are unsure whether your
situation is routine, it is reasonable to use maternity triage rather than

trying to interpret the rule alone.

What happens when you arrive

When you arrive at the hospital or birth center, the team usually assesses both
maternal and fetal well-being. This may include vital signs, questions about
contraction timing, pain, fetal movement, bleeding, fluid leakage, gestational
age, medical history, and birth preferences. Fetal heart rate monitoring may be
used, and a cervical examination may be offered to assess dilation, effacement,
station, and membrane status.

If you are in active labor, you may be admitted to a labor room. If you are

still in early labor and everything is reassuring, options may include walking,

using comfort measures, observation for cervical change, or going home with

clear return precautions. Being sent home does not mean your symptoms were not



real; it usually means your body is still in the earlier part of labor and you
may be more comfortable outside the hospital environment for a while.

Before leaving home, consider calling ahead if your hospital recommends it.
Give concise information: contraction frequency and duration, how long the
pattern has lasted, whether membranes have ruptured, fluid color, bleeding
amount, fetal movement, temperature, pain concerns, and travel time. This helps
the team advise you safely and prepare for your arrival if needed.



