
 
 

The following guidelines are intended only as a general educational resource for hospitals and clinicians, 

and are not intended to reflect or establish a standard of care or to replace individual clinician judgment 

and medical decision making for specific healthcare environments and patient situations. 

 

Guideline for Non-Medically Indicated Delivery (NMID) 

Approved 5/1/2015 

(Replaces Elective Labor Induction) 

 

Please note NNEPQIN has separately published “Guideline for Medically Indicated Delivery and 

Induction of Labor”.   

 

Scope:  Women undergoing non-medically indicated delivery (NMID).  This guideline does not apply to 

women presenting with spontaneous rupture of membranes or spontaneous onset of labor.   

 

 

Definitions:  

Non-Medically Indicated Delivery (NMID): Delivery, by either planned cesarean section or induction, of 

labor when there is no clear medical benefit to mother or child for delivery at that point in time compared 

with continuation of pregnancy.  

Early NMID:  NMID at less than 39 weeks.   

Medically Indicated Delivery: Delivery when there is clear medical benefit gained by either mother or 

child from ending the pregnancy compared to continuing the pregnancy.  See NNEPQIN’s Guideline for 

Medically Indicated Induction of Labor for a list of medical indications for delivery. 

Labor: Painful and regular contractions with progressive cervical change. 

Term Gestation: (ACOG Practice Bull #107 Induction of Labor; August 2009/2013) (1) 

 Ultrasound measurement at less than 20 weeks of gestation supports gestational age of 39 weeks 

or greater  

 Fetal heart tones have been documented for 30 weeks by Doppler.  

 It has been 36 weeks since a positive serum or urine human chorionic gonadotropin pregnancy 

test.  

 

Guideline:   

 Elective delivery prior to 39 0/7 weeks should not be performed.  The best obstetric estimate 

should be used to determine the gestational age in concordance with ACOG criteria (2,3, 18) 

(Level B) 

 Labor augmentation for prolonged latent phase is rarely appropriate in women with intact 

membranes at less than 39 weeks gestation with a category I fetal heart rate tracing.  Therapeutic 

rest is typically more appropriate  (4) 

 Elective deliveries after 39 weeks should meet ACOG criteria for confirmation of term gestation.  

The best obstetric estimate should be used 

 Medically Indicated deliveries should always take precedent over elective deliveries when 

resources on the labor unit become scarce.  Patient’s undergoing NMID should be informed that 

their delivery may be delayed to accommodate a medically indicated delivery. (5) (Level B) 



 All delivery units should have clear policies and procedures relating to indicated and NMID 

which collectively include the following elements: (6) (Level C) 

o Criteria for establishing gestational age. 

o Appropriate medical indications for delivery at less than 39 weeks (7) (Level C) 

o Commonly perceived indications for delivery, which are not medical indications and 

cannot be used to justify delivery at less than 39 weeks. 

o A defined process for scheduling deliveries which includes collecting the indication for 

delivery, gestational and how it was established, and the bishop score (for elective labor 

induction).  (Level C) 

o A defined chain of command for labor and delivery staff to access if they believe an early 

NMID has been scheduled. (9, 18) (Level B) 

o Process for reviewing all scheduled deliveries at less than 39 weeks, to determine if an 

appropriate medical indication was present, and a means of providing feedback to 

providers who perform early elective deliveries. (9, 18) (Level B) 

o Process for obtaining a second opinion if there is concern that there is not a true medical 

indication for delivery.   

 

The following commonly used indications for delivery ARE NOT medical indications for delivery.  

Delivery for any of the indications below is an NMID.  (2,10,11) 

 Post maturity (gestational age <41 weeks)  

 Macrosomia or impending macrosomia  

 Amniotic Fluid Index (AFI) >5 

 Opiate Dependence 

 Pain 

 History of fast labors  

 Advanced cervical dilation  

 Prodromal or impending labor  

 Previous maternal pelvic floor injury (e.g., 4th degree laceration)  

 Psychosocial issues:  

o Partner soon leaving town  

§ Including leaving for prolonged military engagements  

o Family in town  

o Maternal exhaustion or discomforts  

o Psychiatric issues (anxiety or depression)  

o Adoption  

 

Additional criteria and considerations for elective labor induction:  

 Bishop score: In the setting of elective IOL, the Bishop Score should be > 8 nulliparous, > 6 

multiparous  (12,13) (Level B, Level C) 

o In certain rare social situations, induction with an unripe cervix may be appropriate. In this 

setting, it is particularly important to consider stopping the procedure if labor is not begun in 

12- 24 hours.  

 Nulliparity:  The increased risk of cesarean delivery secondary to labor induction is almost entirely 

confined to nulliparous women and especially those with an unfavorable cervix. For nulliparous 

women with a Bishop score of < 6, the cesarean section rate approaches 50%. If elective labor 

induction is chosen in this setting, the provider should document that the patient and her family were 

informed of the significantly increased risk of cesarean delivery. 



 Discharge Undelivered:  Prior to commencing an elective labor induction, the potential for discharge 

home undelivered if labor is not established within 12-24 hours should be discussed with the patient 

and documented in the medical record.   

 Cervical Ripening:  Cervical ripening should not be used or necessary in women undergoing elective 

labor induction if they are appropriately chosen.  (14,15) (Level B) 

 Amniotomy:  Amniotomy should only be used for labor induction in multiparous women with a 

Bishop score > 6 as it is otherwise not highly effective and it precludes the patient’s discharge to 

home if labor is not established. (16) 

 Non-medically Indicated Cesarean Section:  Should elective induction be unsuccessful and the patient 

requests an elective cesarean section, the cesarean section should be scheduled using the routine 

procedures of the hospital.  (17) 

 Scheduling:  Elective labor induction should generally not be scheduled more than seven days in 

advance and ideally no more than 1 day in advance.  This practice helps ensure that there are adequate 

unit resources for indicated deliveries. (9) 

 

Auditing:  

 Periodic audits of scheduled deliveries should be performed to ascertain the following: (7) 

o The reported medical indication is supported in the medical record documentation. 

o Bishop scores reported at the time of scheduling an elective labor induction are consistent 

with or less than the admitting cervical exam.   

 The cesarean section rate in women undergoing elective labor induction should be followed and 

evaluated at least annually.   

 The rate of Early NMID is <3% of all deliveries between 37 and 39 weeks. 
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