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Introduction

Caesarean section is an essential intervention for
delivering baby in a condition where vaginal delivery is
not possible or are threat to wellbeing of mother or
newborn or both. It should be done  on time, on definite
indication be it obstetric or medical or individual choice
and done by a competent person. For last few decades
a new indication that is cesarean delivery on maternal
request (CSMR) is noted. CSMR might have the
following two characteristics: (1) performed before the
onset of labor and (2) performed in the absence of a
medical indication. FIGO recommends that CDMR is
defined as a primary elective cesarean delivery
performed at term in a singleton pregnancy without

any obstetric and/or medical reasons1. According to
American College of Obstetricians and Gynecologists
(ACOG) CSMR is defined as a primary cesarean
section at maternal request, in the absence of any
maternal or fetal indication, performed after 39
completed weeks of gestation or with verification of
pulmonary maturity2 .

Trend of CS in different countries

Worldwide the rate has been increased from 6% in
1990, 12% in 2000 to 21 % in 20153 . The rate varies
between continents and also within countries. There
are both under use and overuse of CS from the
proportion of 10–15% of births that is thought to be
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Abstract

Caesarean section(CS) is most common surgical procedure done to protect  mother and

baby from untoward outcome of childbirth. Globally there is increasing trend of Caesarean

section and a significant proportion is reported to be done on maternal request in absence of

definite obstetric or medical indication. This is emerging as an issue of concern.

The objectives were to explore the determinants of Caesarean section on maternal request,

highlight potential risks and benefits of each mode of delivery and to formulate recommendations

to optimize the rate of Caesarean section on maternal request.

 A literature review was conducted using Google scholar, Medline and Pubmed to identify

factors that were relevant as an argument to meet the request for CS on maternal choice.

Main determinants of CSMR are fear of pain during childbirth, uncertainty of fetal wellbeing in

normal labour or chance of emergency CS during course of vaginal birth, previous negative

experience of childbirth, perception of CS being safer and regarding CSRM as their right. Both

mode of delivery has its own risk and benefits that has to be discussed with the women during

pregnancy so that the women can have enough time to think and prepare herself. The attending

health professional should be aware of his/her professional competence and duty and not

influenced by any undue incentives or convenience. The basic ethical principles of autonomy,

beneficence, non-malfiscence and justice are equally important for helping  women decide

the mode of delivery.

Keywords: C-section on maternal request, cesarean delivery, indications, women’s autonomy,

maternal health, neonatal outcome
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116optimal by World Health Organization3. Underuse
indicate that women in need are not getting the service
and at risk of mortality and morbidity. There is also
evidence that increasing rate of CS higher that 10%
is not associated with reductions in rate of maternal
and newborn mortality. Average rate of CS range from
5% in sub-Saharan Africa to 42.8% in Latin America
and the Caribbean4 . CS is associated with higher
socioeconomic status in low-income and middle-
income countries, while the opposite has been shown
in high-income countries5. In European studies,
preference for CS is associated with psychosocial
vulnerability6. Greater access to clinical obstetric care
and increased safety of surgery procedures
contemplate CS more preferable than before7. It is
projected that by 2030 one third of all births globally
likely to be delivered by CS6,8. A major contributor  to
this increase rate is proposed to be low and middle
income countries through over medicalisation of
childbirth in those countries9 .

 A major contributor to increasing trend of CS is
increase of non-medically indicated CS in many
middle-income and high-income countries.
Approximately 42% 0f CS are not medically
indicated10 . Fear of litigation can be stressful to
physicians and influence their decision11.In some
countries like Bangladesh where doctors’ safety is
vulnerable and Chaos in the form of Mob justice is
emerging as common threat. In this context anybody
can accuse or assault the doctor physically or
humiliate in social media if any untoward event occurs
after childbirth without waiting to find out the truth. So
these may provoke physicians to opt for elective CS
or giving more emphasis to maternal choice.

Trend of MRCS in different countries

Prevalence of CSMR vares widely across different
countries and range may vary between 0.2% t0 42%
of all deliveries12. Access to CSMR is not open to all.
Opinion may vary. In some countries CS is reserved
for particularly difficult or high-risk births, and planned
vaginal delivery is the presumed and recommended
mode of delivery for the majority of women13. In
Thailand approximately 53% obstetrician will consider
CS on maternal request14, however,  a survey from
England and Wales in 2001 found fewer than  30% of
obstetricians would refuse a request for MRCS13. In
most countries CSMR contributes to less than 5.0%
of all deliveries15. It is difficult to get actual prevalence
of CSRM  due to lack of information  on birth

certificates,  or discharge notes and lack of recording
of  selection of elective CS.

Evidence shows CSMR rate in China exceed 24%14.
The proportion of CSRM is reported  8% Sweden, 5%
in Switzerland, 3.2% Denmark, 3% in USA and
Australia  of all births16 .  In India it is reported to be
17.2 to 48% depending on specific region17 .The rate
of CSRM increased from 0.6% to 4.6% from the early
1990s to 2015 in Sweden18 and  from 4.5% to 9% of
all cesareans in Italy19. Proportion of CSMR was 11-
fold higher in upper middle-income countries than in
high-income countries. The Middle East had the
highest CSMR rates followed by East Asia15 .

The incidence of CSMR differs in public and private
hospitals, with reporting rates of between 1% and 48%
in public sector health care systems and 60% in the
private sector20. Higher preference for cesarean
delivery was reported by women with a previous
cesarean (29.4%  vs. 10.1%21. The view of the World
Health Organization appears to be that healthcare
systems should aim to reduce rates of CS performed
without clinical indication, and it characterizes these
CS as “unnecessary”22. In many countries guidelines
now recommend that women who request caesarean
births in the absence of medical indication should be
provided with one but after a thorough discussion of
their reasons for requesting a CS and after ensuring
that they are informed of the associated risks of
different modes of birth and still prefers CSMR 23.

Determinants of maternal choice for CS

Women opt for CS from fear of labour pain or
zoophobia, pelvic floor damage, incontinence of urine
and faces and negative effect on their sexuality or
sexual relationship. Women with severe tocophobia
have increased risk of Post traumatic distress
syndrome ( PTDS) and depression12 . Convenience
can be a reason in some cases like astrological belief
of a lucky day of birth or birth on an auspicious day.
There may be time adjustment to schedule the birth
when it is most suitable for family or obstetrician for
some reason like exam, travel etc. Previous negative
experience of vaginal birth including sub optimal care,
experience of disrespect and abuse, interruption of
privacy, fear of requiring emergency surgical delivery,
fear of being left alone  while in labour are important
determinant of choice for CS24 . Media portrayal and
social media can influence women’s choice25. Birth
by CS often presented as controllable, convenient,
fashionable and modern26 .
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In Bangladesh over the years institutional delivery has
increased from 3% in 1990 to 65% in 202227.  Birth in
facility is more in urban areas than rural (56% vs.
40%). Delivery in facility is  less in women in lowest
wealth quantile (42%) and much more in highest wealth
quantile (97%).  Proportion of delivery in private health
facilities increased 4.5 times from 2017 to 45%27 .
This is reflected in rate of cesarean section higher in
urban than rural (49% vs. 29%) and proportion of CS
in private facility is 83%  compared to 35% in public
facilities. Perception of having better care, availability
of modern technologies and availability of specialist
doctors may be inspirational for people to use private
centres28. Profit generating tendency of private
facilities may also exploit physicians to choose CS
without rigorous scrutiny29. Studies also highlighted
the impact of maternal age, higher education levels in
both women and their partners, parity,  household
wealth, more access to antenatal care, maternal
obesity, delivery location, and media exposure on
greater likelihood of opting for a C-section30

In a study from India significant factors associated
with CSRM were high BMI, previous pregnancy
complication, previous CS, psychological factors. The
social factors included family dynamics like husband’s
advice, parent or parent in laws advice, delivery mode
of friends, relatives or doctors advice16. A previous
CS pose 25 times more chance of CSRM compared
to vaginal delivery in different countries. Figure 1 is a
schematic representation of determining factors

related to women, society, health provider and care
systems. It also highlighted some  remedial measures
to optimize the CS rate 23

Vaginal delivery is advocated safe as it is natural and
deviation from this is undesirable. However, the outcome
of VD is unpredictable especially in low resource
countries where resources for fetal monitoring is limited,
new born can be at risk and immediate newborn
resuscitation and subsequent care can be inadequate.
Most women perceive CS to be safer and will insist “I
do not want to take any risk”31. But both mode of birth
can affect infant and child health outcome. An elective
CS cannot guarantee a safe outcome and has short
term and long term consequences especially in repeat
CS. There is increased chance of requiring a Blood
transfusion, risk of anaesthetic hazards, Post partum
hemorrhage, need for peripartum hysterectomy ,sepsis
and wound dehiscence32. There are chances of
Placenta previa and accreta and the risk increases
with number of cesarean sections, intra abdominal
adhesions, ectopic pregnancy and uterine rupture. For
babies there is increased risk of prematurity, respiratory
distress,  admission to neonatal care unit, infections,
neonatal death33.

The dilemma

The decision for mode of delivery should consider the
right of newborn to have safe birth. It is misleading to
present planned vaginal delivery risk free or not
discussing the risks at all13. There is evidence that
women who deliver vaginally experience urinary
incompetence more than a year,15% experience
faecal incontinence and one in 7 deliveries require
episiotomies with long term pain and other
difficulties34. Vaginal delivery also increases chance
of intracranial haemorrhage.  CS may reduce the risk
of intrapartum death, hypoxia and birth trauma. It may
also prevent complications like shoulder dystocia,
Brachial palsy or non progress of labour, meconium
aspiration35. Practitioners are more likely to be sued
for complication during vaginal delivery than planned
CS5.

CS is often viewed by mothers as a safer mode.
However, apart from immediate complications for both
mother and baby  there is evidence that a planned CS
may have increased risk of Breastfeeding problems,
may affect the development of child’s immune system
predisposing to development of immune mediated
disease like asthma, allergies, diabetes mellitus type
I, and celiac disease36 .

Figure 1: schematic representation of factors that

affect frequency of caesarean section23
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118In considering rate of CS it is often proposed  to reduce
unnecessary CS 22  but the concept of necessity is
not clearly established. If a CS is deemed necessary
for a particular woman she can not be forced to have
one. On the other hand one can not deny  performing
a CS if it is not medically necessity13. Some argues
that women’s request for CS can be count as clinical
need because in majority cases the decision is based
on fear that any underlying condition may be
exacerbated by vaginal delivery or may later need
emergency CS. Previous traumatic birth  or other
assault or any negative experience during childbirth
can be psychological threat. In CSRM weightage is
given on patient autonomy and individual right to self
determination but treatment decisions should also
incorporate professional judgment, ethical
consideration, system limitations etc. Trust and sense
of security among women about health care provider
is crucial.

Private facilities perform CSRM twice more frequently
than public hospital12. Financial incentives and
logistical support linked to CS may be a factor from
professionals’ perspective. Non medically indicated
CS place a disproportionately higher burden on health
system.

Recommendations to reduce CSRM

Providing comprehensive prenatal education and
emotional support, open discussions of risk and benefit
of each mode of delivery, ensuring access to adequate
obstetric analgesia, relaxation training programs led
by midwives , companion support during labour can
help to take appropriate decision for CSRM37. Audit
of caesarean section as per ROBSON classification
can ensure more justified option38. Insurance reforms
equalizing physician fee for birth and CS and
requirement for a second opinion for CS can be tried39.

A collaborative midwifery –obstetrician model of care
that is making an arrangement where care is provided
by a midwife with 24 hour back up from an obstetrician
in case of need can be helpful39. Promotion of Trial of
labour after CS (TOLAC) and vaginal birth after
caesarean section (VBAC) may be a good choice for
reducing unnecessary Cs 40. Regulating bodies should
constantly monitor private delivery care centers.
Practical skills training for doctors and midwives, and
reintroduction of vaginal instrumental deliveries like
Forceps and Ventouse to reduce the need for CS in
the second stage of labour can reduce CSRM. The

hospitals and delivery centres should provide
supportive, welcoming, safe and private environment.
Implementing national guidelines in centres can
standardize the decision options39.

A discussion about mode of delivery should be started

since early pregnancy so that there is sufficient time

for listening and counseling the mother. Responding

to women’s request for CS may lead to health care

inequities41 . Response to autonomy entails right to

reject unwanted treatment but that does not infer a

right to obtain treatment on demand unless the pros

and cones of different mode of delivery is discussed

comprehensively42. However, in certain special cases

such as  psychosocial  difficulties, previous negative

experience and specific fear or anxiety for vaginal birth

it is  beneficial to  comply with CSRM  than subjecting

her to vaginal birth against her will37 . Measures to be

implemented to identify and manage the determinants

of CSRM to ensure highest possible standards of

health and well being of women as well as help health

care providers to practice safely43. Sincere efforts to

optimize CSRM will help to reduce global social,

cultural, medical and economic burden to population

and health system for childbirth.
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