2. Induction of Labor
Background Information and Terminology
A pregnancy usually lasts about 40 weeks from the first day of the woman's last menstrual period to the due date, the date that birth is expected. (1) Distinctions are made in terms of the period of time when the baby is actually born:
·	full term: the birth occurs between 39 weeks, 0 days and 40 weeks, 6 days. (2)
·	late-preterm: the birth occurs between 34 weeks, 0 days and 36 weeks, 6 days. (3) 
·	early-term: the birth occurs between 37 weeks, 0 days and 38 weeks, 6 days. (4)
·	late-term: the birth occurs between 41 weeks, 0 days and 41 weeks, 6 days. (5)
·	post-term: the birth occurs after 42 weeks, 0 days. (6)
Ultrasound measurement of the embryo or fetus in the first trimester is considered the most accurate method to determine gestational age. (7) During the second and third trimesters such ultrasound measurement has "a range of inaccuracy that increases with advancing gestational age." (8) Pregnancies are considered "suboptimally dated" which have not had an ultrasound before 22 weeks of gestation. (9)
A fetus has reached viability when "it has reached a stage of development where it is able to live outside of its mother's womb." (10) Although viability has been dated at about 24 weeks (11), in actuality this is not so clear cut.
Gestational age "is a major determining factor in whether a baby will be viable" (12) but other factors are relevant as well such as birthweight, whether the baby is female rather than male, and whether one is dealing with a single baby or multiples. (13) Very importantly, viability depends "on the level of technology and clinical care that is available" to the baby. (14) A baby may be able to survive if born in a medical center with an advanced neonatal intensive care unit; the same baby may not survive if born in a city hospital. (15)
Medically, the concept of periviability has emerged. Some have defined periviability as the "earliest stage of fetal maturity where there is a reasonable chance, although not a high likelihood, of extrauterine survival" (16), dating this period as between 22 weeks and less than 26 weeks gestational age. (17) Others have explained the periviable period as referring to "newborns delivered near the limit of viability whose outcomes range from certain or near-certain death to likely survival with a high likelihood of serious morbidities" (18), dating this period as delivery occurring from 20 weeks to 25 weeks of gestation. (19).
Induction of labor refers to the use of medications or other methods to stimulate contractions of the uterus before labor begins on its own to achieve a vaginal birth. (20)
Induction of Labor After Viability
Church Teaching
According to the Ethical and Religious Directives for Catholic Health Care Services, it is morally permissible to induce labor after the fetus is viable when there is a proportionate reason for doing so. (21)
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The point of viability for a particular fetus must be determined clinically on a case by case basis (see above).
Our discussion will focus on conditions which may provide a “proportionate reason" for inducing labor after viability.
Induction of Labor for Medical Reasons
It is known that early-term delivery- carries certain risks for the baby, such as
·	respiratory distress syndrome and respiratory failure
·	ventilator use
·	pneumonia
·	hypoglycemia [abnormally low blood sugar level (22)]
·	admission to the neonatal intensive care unit
·	neonatal mortality. (23)
Further, there are adverse long-term outcomes associated with late-preterm and early-term delivery including
·	increased hospitalization of the child up to age 18
·	slower neurological development
·	worse cognitive performance
·	more school-related problems
·	poorer academic achievement. (24)
At the same time, the American College of Obstetricians and Gynecologists has taken the position that "there are a number of maternal, fetal, and placental [medical] complications in which either a late-preterm or early-term delivery is warranted." (25) Specifically, there are situations in which one must balance the risks of late-pre term and early-term delivery with the risks associated with further continuation of the pregnancy (26), and "in some situations...a late-preterm birth or early-term birth is the optimal outcome for the mother, baby, or both, due to conditions that can result in worse outcomes if pregnancy is allowed. to continue." (27)
An example is the case of placenta previa, a condition in which a baby's placenta partially or totally covers the mother's cervix, the outlet to the uterus, rather than being attached at the top or side of the uterus. (28). Placenta previa can result in severe hemorrhage with subsequent
·	maternal shock
·	the need for transfusion
·	disseminated intravascular coagulation [a condition that causes abnormal blood clotting throughout the body's blood vessels (29)]
·	hysterectomy
·	damage to adjacent organs
·	admission to the ICU
·	death. (30)
In the case of an asymptomatic pregnant woman who is near term, "the risk of continuing pregnancy is of an unscheduled delivery due to hemorrhage or labor" (31) which can in turn result in
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·	decreased availability of needed resources (such as blood products, dedicated operating room staff and surgical specialists)
·	fetal/neonatal hypoxemia/acidemia [below normal level of oxygen in the blood (32)/increase in hydrogen ion concentration in the blood (33)] from maternal hypovolemic shock [an emergency condition in which severe blood loss makes the heart unable to pump enough blood to the body (34)]. (35)
Thus delivery has been recommended at 36 - 37 weeks gestation. (36)
Or again, fetal growth restriction, congenital malformations, multiple gestations, and isolated oligohydramnios [amniotic fluid lower than expected for the baby's gestational age (37)] place the fetus at risk for
·	stillbirth
·	hypoxia [low oxygen in tissues (38)]
·	acidosis [too much acid in body fluids (39)]
·	and/or cardiac failure. (40)
In such cases, "late preterm birth or early term birth may be beneficial...to avoid further fetal risk secondary to a progressively, or even stable, hostile uterine environment." (41)
Another example, dealing with the mother, is pregnancy-related hypertension. The risks of continuing with the pregnancy in the case of gestational hypertension or preeclampsia [high blood pressure and signs of damage to another organ system, most often the liver or kidneys (42)] include development of severe preeclampsia and its complications, namely,
·	hypertensive crisis
·	HELLP syndrome (viz., hemolysis, elevated liver enzymes and low platelets)
·	abruptio placentae [partial or complete separation of the placenta from the inner wall of the uterus before delivery (43)]
·	renal failure
·	disseminated intravascular coagulation (DIC) [a condition that causes abnormal blood clotting throughout the body's blood vessels (44)]
·	eclampsia [onset of seizures or coma in a pregnant woman with preeclampsia (45)]
·	death
·	fetal morbidity, namely, fetal growth restriction, asphyxia after hypertensive crisis and placental abruption, and death. (46)
These are examples only. Yet other medical problems may warrant undertaking late-preterm or early-term delivery. (47)
In such cases as we have described, there is a "proportionate reason" for undertaking induction of labor because the medical risks of continuing the pregnancy counterbalance or outweigh the risks of delivery before term and make delivery at this time the optimal outcome for the pregnancy.
Elective Induction of Labor
Induction of labor has been characterized as elective when, in contrast to the cases described above, there is no medical indication for it. (48) For example, elective induction of labor has been done when the mother lives far away from a hospital or when the mother has a history of
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rapid deliveries so as to avoid unattended deliveries. (49) Or again, a pregnant woman who is near her due date may have labor induced "just to get the birth over with." (50)
Elective induction of labor has had a "negative connotation, as it is performed with no medical benefits in mind and may be for the convenience of the patient, the practitioner, or both." (51) However, recent studies are changing this perception somewhat. (52)
Specifically, recent studies have indicated that offering elective induction of labor to low-risk nulliparous women (women who have not given birth before) at 39 weeks or longer of gestation (i.e., at full term) who have well-dated pregnancies is a reasonable option medically. (53) Elective induction of labor in these circumstances, in comparison with expectant management (i.e., watchful waiting), provides benefit for the mother in terms of reducing the risk of cesarean delivery and the risk of gestational hypertension and preeclampsia. (54) There is also evidence of
benefit for the baby in terms of lowering the risk for needing respiratory support and intensive care unit admission and lowering the risk for mortality. (55)
Some study has also been undertaken of elective induction of labor among low-risk multiparous women (women who have previously given birth) at 39 weeks gestation. (56) The result was
"decreased perinatal morbidity and a lower frequency of cesarean delivery compared with expectant management." (57)
From a moral point of view, such elective inductions of labor are not ruled out. The potential
benefits for the mother and fetus can be seen as constituting a "proportionate reason" for induction of labor.
The conditions under which elective induction of labor is considered a reasonable option medically should be carefully noted. There is judged to be "no role for elective delivery in a woman with a suboptimally dated pregnancy" since "elective delivery could introduce unnecessary risk of neonatal morbidity," that is, diseased conditions in the neonate, "if the pregnancy proves to be earlier in gestation than originally estimated." (58) Similarly, the option of elective induction of labor prior to 39 weeks gestation is not considered appropriate because of greater neonatal morbidity. (59) In these cases, there is no "proportionate reason" to outweigh the health risks to the baby. (60)
Periviable Delivery
Some pregnant women are at risk for delivering the baby during the periviable period, a time when infants are at risk for death (see definitions given above). In such cases there are medical.
treatments which may be undertaken to try to delay delivery but periviable delivery may still occur despite such efforts. (61)
In the event of periviable delivery, parents may well be faced with decisions about initiating or
forgoing life-sustaining treatments for their baby. For guidance, see the Handbook chapter Treatment Decisions for Seriously Ill Newborns.
Induction of Labor Before Viability
According to the Ethical and Religious Directives for Catholic Health Care Services, "operations, treatments, and medications that have as their direct purpose the cure of a proportionately serious pathological condition of a pregnant woman arc
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permitted when they cannot be safely postponed until the unborn child is viable, even if they will result in the death of the unborn child." (62) This principle can justify induction of labor before viability in some cases. (63)
An example is PPROM (Preterm Premature Rupture of Membranes) with chorioamnionitis. PPROM involves "the complete breakage of the amniotic sac or leakage of amniotie fluid before 37 weeks of gestation," that is, "before labor and before the fetus has reached maturity." (64) Since "the amniotic sac no longer serves as a barrier against infection" (65), PPROM poses a risk of chorioamnionitis, "an infection of placental tissues which can lead to the death of both the mother and fetus within a very short time." (66) The earlier in the pregnancy PPROM occurs, the higher the incidence tends to be for infection. (67)
When chorioamnionitis occurs, labor may be induced "to cure the infection by removing the infected placenta and membranes of the gestational sac." (68) The fact that chorioamnionitis endangers the life of the mother constitutes the "proportionately serious pathological condition" for taking this course of action (69), and the threat to the life of the mother is immediate. Thus labor may be induced even if the fetus is not yet viable and will die as a result.
It should be noted that there are treatments to manage PPROM (70) so that "the mere rupture of membranes, without infection, is not serious enough to sanction interventions that will lead to the death of the child." (71)
It is also very important to note that, in the induction of labor for chorioamnionitis, the death of the child is a "side effect" of a measure intended to be curative for the mother. (72) Morally, this action is justified by the principle of double effect (73), which specifies that the bad effect (the death of the child) cannot be the means for achieving the good effect (curing the pathological condition of the mother). (74) Thus treatment measures which involve a direct attack on the fetus — such as dilation-and-curetagge (D&C) and dilation-and-extraction (D&E) — are not considered morally permissible. (75)
Induction of Labor in the Case of Fetal Anomalies
Early induction of labor is sometimes offered to parents when prenatal testing indicates a serious fetal anomaly, for example, when the child suffers from a life-limiting condition. (76) However, inducing labor to end the pregnancy is not considered morally permissible just because the child has an anomaly. The physical problems of the child do not compromise the child's human dignity or human rights. (77) Further, the fetal anomaly is a condition of the child, not a pathological condition of the mother. (78)
Only if medical problems such as those described above hold true would it be legitimate to induce labor when the child suffers from an anomaly.
August 2022
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