A pregnant woman in a Lamaze class tells the class, “My doctor says my baby is pretty big. My neighbor had her labor induced because her baby was thought to be ‘too big.’ Do you think I should ask to be induced?” 
All over the United States and in many other countries, similar statements are heard in childbirth classes. Induction of labor—the artificial initiation of labor—is one of the most controversial issues in maternity care today. In many hospitals, labor is induced only for medical reasons, and strict guidelines are followed. Yet in other hospitals women have elective inductions—those done for convenience rather than for medical reasons. Are there problems with induction? What are the benefits of allowing labor to begin on its own?

Nature’s Plan for Birth
During the last weeks of pregnancy, both the mother’s body and the baby prepare for birth. For the first-time mother, the baby often “drops down” into the pelvis about 14 days before birth. The cervix tilts forward and gradually begins to soften. Over a period of a few days to a few weeks, a mother may (or may not) feel irregular contractions that help her cervix gradually thin and perhaps even dilate a few centimeters. 

During the last part of pregnancy, a baby’s lungs mature and he puts on a protective layer of fat, taking on the characteristic chubbiness of a newborn. Many researchers believe that when a baby is ready for life outside his mother’s uterus, his body releases a tiny amount of a hormone that signals the maternal hormones to initiate labor. In most cases, only when both the mother’s body and the baby are ready do the powerful maternal hormones of labor begin the process of birth.

How Labor Is Induced
Most commonly, labor is induced in the hospital setting through administration of the drug Pitocin through an IV. Sometimes ripening agents are used in advance to soften the cervix and prepare it for labor. 

Medical Reasons for Induction 
There are good medical indications (reasons) for inducing labor. According to the American College of Obstetricians and Gynecologists (ACOG), labor should be induced only when it is more risky for the baby to remain inside the mother’s uterus than to be born. This is true when the bag of water around the baby breaks and labor does not begin; when the mother’s pregnancy has reached 42 weeks; when the mother’s blood pressure is high; when the mother has other health problems, such as diabetes or lung disease, that could harm her baby; or when the mother has an infection of the uterus.1

Suspecting a large or very large baby is not a medical reason for induction. In a November 2002 press release, ACOG reported that induction of labor for macrosomia (large baby) almost doubled the cesarean rate without improving perinatal outcomes (the health of the baby).2 This statement was based on a study published in Obstetrics & Gynecology.3 Several earlier studies also showed that induction for macrosomia increases, rather than decreases, cesarean section rates without improving the health of the baby.4,5,6 In the professional publication Evaluation of Cesarean Delivery, published by the American College of Obstetricians and Gynecologists, the authors recommend against induction for large babies 

in healthy women, concluding that “Induction of labor for suspected macrosomia [large baby] does not improve outcome, expends considerable resources and may increase the cesarean delivery rate.”7 

Induction for Convenience
Induction is sometimes considered convenient for the people involved. Hospitals can staff extra nurses during shifts when inductions are scheduled; physicians can schedule births for the days and hours that are the most convenient for them; and expectant parents can make work and travel arrangements for relatives according to the scheduled date of induction.

However, elective induction is not convenient when routine delays at the hospital postpone the starting time of the induction. It is not convenient when it does not work and the pregnant woman is sent home to try another day. And it certainly is not convenient when it leads to cesarean birth and a new mother has to recover from major abdominal surgery rather than from a normal birth.

Disadvantages of Induction
There is growing evidence that elective induction of labor is not risk-free. 

Prematurity
One problem with induced labor is that due dates are not exact. If there is a 2-week error in calculating a due date, a woman scheduled to be induced at 38 weeks might be only 36 weeks pregnant. Dr. Michael Kramer of McGill University in Montreal and his colleagues examined 4.5 million births in the United States and Canada during the 1990s. In a study published in The Journal of the American Medical Association (JAMA) in August 2000, the researchers concluded that babies born only a few weeks early—at 34 weeks through 36 weeks—were nearly 3 times more likely to die in their 1st year of life than full-term infants.8 “Obstetricians may perceive induction as risk-free and therefore not adequately balance the risks and benefits,” Dr. Kramer said in a later interview.

Complications and Cesarean Deliveries
Researchers at The University of Texas Southwestern Medical Center in Dallas, Texas, also looked at pregnancy outcomes by week of gestation. After examining more than 56,000 pregnancy outcomes at 40, 41, and 42 weeks, Dr. James Alexander and his fellow researchers concluded that “Routine labor induction at 41 weeks likely increases labor complications and operative delivery without significantly improving neonatal outcomes.”9

The researchers of the Cochrane Pregnancy and Childbirth Group, a respected worldwide source of information regarding evidence-based care, agree with this conclusion. In reference to post-term pregnancy, they state “A policy of routine induction at 40–41 weeks in normal pregnancy cannot be justified from controlled trials.... Once the duration of pregnancy has with certainty attained 41 completed weeks, women who choose to be induced should be offered induction of labor by the best available method.”10

Increased Need for Interventions
In addition to increased risk for mild prematurity and cesarean birth, induced labor often creates the need for additional medical interventions. In many cases, if a mother is induced, she will require an IV and continuous electronic fetal heart rate monitoring. In many settings, she will be required to stay in bed or very close to the bed. As a result, she may be unable to help her labor progress by walking freely or changing positions in response to her labor contractions. The mother may be unable to take advantage of a soothing tub bath or a warm shower to ease the pain of her labor contractions. Artificially induced contractions often peak sooner and remain intense longer than natural contractions, increasing the mother’s need for pain medications.

Psychological Disadvantage
Induced labor, especially when not medically indicated, can give a mother a powerful message that her body is not working correctly—that she needs help to begin labor. This message, along with the increased need for medical interventions, may decrease a mother’s confidence in her ability to give birth. 

ACOG’s Concern About Rising Induction Rates
In a June 2002 press release, the American College of Obstetricians and Gynecologists attributed the dramatic increase in inductions in part to pressure from patients, convenience for physicians, widespread availability of cervical ripening agents, and liability concerns.11 In a commentary in the June 2002 issue of Obstetrics & Gynecology, the authors recommended a “cautious approach” regarding [elective] induction until clinical trials can validate a more liberal use of labor inductions.12 

Recommendations from Lamaze International
Lamaze International recommends that you neither choose induction nor agree to be induced unless there is a true medical reason. A “large” or even “very large” baby is not a medical reason for induction in a nondiabetic woman. Allowing your body to go into labor spontaneously almost always is the best way for you to know that your baby is ready to be born. Interfering with or replacing the natural hormones that orchestrate labor, birth, breastfeeding, and maternal attachment may have consequences that we do not yet understand. Experiencing natural contractions produced by your own body’s oxytocin increases your freedom to respond to your contractions by moving around, changing positions, and trying the tub or shower. Laboring and giving birth without unnecessary medical intervention increases the likelihood that you will have positive lifelong memories of your birth experience and decreases the possibility of complications for both you and your baby.
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