
 
 

 

 

Induction of Labor 
 
It is the position of the American College of Nurse Midwives that: 
 
∙ Spontaneous labor offers substantial benefit to the mother and her newborn. Disruption of 

this process without an evidence-based medical indication represents a risk for potential 
harm.  

 
∙ Induction of labor should be offered to women only for medical indications that are supported 

by scientific evidence which indicate the benefit outweighs the risk of induction of labor, 
including the potential risks of prematurity. 

 
∙ Informed consent prior to labor induction should include discussion of the normal processes 

of labor and the benefits and potential harms of induction, including the optimal method to 
use during the induction process. 

 
∙ Development of the state of the science regarding the use of obstetric interventions for 

healthy childbearing women should continue, focusing on both the health outcomes 
associated with induction of labor and the context in which the decision for induction of labor 
occurs between health care providers and childbearing women. 

   
∙ Through a process of education and discussion, midwives can assist childbearing women to 

make informed decisions regarding induction of labor. 
 
Background 
 
Rates of induction of labor are increasing in the United States.  The Agency for Healthcare 
Research and Quality (Russo, Wier, & Steiner, 2009) recently reported that as many as 51.4% of 
childbearing women experience an induction of labor, for medically and non-medically indicated 
reasons. 
 
Evidence-based medically indicated inductions of labor offer an opportunity to improve maternal 
and infant health outcomes when selected complications of pregnancy are present (Mozurkewich 
et al., 2009).  Evidence-based medically indicated inductions of labor are generally considered 
within a risk-benefit decision making process, in which the risks of the medical condition 
worsening or causing harm are balanced against the risks of an induction of labor, including 
consideration of the gestational age of the fetus. 
     
In contrast, induction of labor without an evidence-based medical indication – often termed 
elective induction – is not an evidence-based practice and represents a misapplication of obstetric 
interventions (Mozurkewich et al., 2009; Sakala and Corry, 2008). 
 
Elective inductions have been cited as contributing to the recent increase in late pre-term births 
(Davidoff et al., 2006; Declercq et al., 2006a; March of Dimes, 2009) and cesarean sections 



(Declercq et al., 2007; Kaufman, Bailit, & Grobman, 2002; March of Dimes, 2009), prompting 
policy statements discouraging the practice of inductions of labor prior to 39 weeks gestation 
(March of Dimes 2009; ACOG, 2009).  Additionally, labor induction interferes with the 
normative physiological processes of spontaneous labor, the full extent of which is not yet known 
nor well understood (Carter, 2003; Wahl, 2004).  There is also insufficient research to determine 
the full impact of labor induction on other outcomes such as fetal brain development near term 
(Kinney, 2006).  Recent evidence also suggests that some critical processes, such as lactogenesis, 
attachment, and parenting, are interrupted by induction of labor, though the extent is uncertain. 
 
The context in which elective inductions of labor are performed raises ethical concerns and merits 
further scrutiny.  In some instances, maternity care providers have reported that elective 
inductions of labor are primarily performed based on maternal request, for convenience or other 
non-medically indicated reasons (AHQ, 2009).  In other instances, women report that maternity 
care providers are encouraging or pressuring them to induce their labor in the absence of medical 
indications (Declercq, Sakala, Corry & Applebaum, 2006). 
 
The decision to induce labor requires consideration of the potential for harm compared to possible 
benefits, including short- and long-term implications for the woman and her baby, as well as the 
risk of iatrogenic prematurity if an induction is conducted prior to 39 weeks of gestation without 
verification of lung maturity.  When induction of labor is medically necessary, careful evaluation 
of the need for cervical ripening should be considered to improve the opportunity for success and 
limit the risk of cesarean delivery as a consequence of a failed induction (Ramsey, Ramin & 
Ramin, 2000; AHRQ, 2009). 
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Consumer information: 
Childbirth Connection 
http://www.childbirthconnection.org/pdfs/LTMII_pressrelease.pdf 
 
 March of Dimes 
http://www.marchofdimes.com/pnhec/240_20202.asp 
 
Agency for Health Care Research on Quality http://www.ahrq.gov/clinic/tp/eiltp.htm 
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