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1  |  INTRODUC TION

Cesarean delivery is a surgical procedure performed to prevent 
maternal and perinatal mortality and morbidity. As with all surgical 
procedures, a cesarean is performed for medical or obstetric indica-
tions. Optimizing use of cesarean delivery is a global health priority, 
given the maternal and perinatal morbidity and mortality associated 
with both overuse and underuse of the procedure.1–6 Cesarean de-
livery rates are increasing worldwide.7–11 Published data from 154 
countries covering 94.5% of the world's live births found that 21.1% 
of women gave birth by cesarean globally.12 Cesarean delivery rates 
varied among countries, with average rates ranging from 5% in 
Sub-Saharan Africa to 42.8% in Latin America and the Caribbean. 

Moreover, projections for 2030 are alarming. It is expected that 
28.5% of all births will be delivered by cesarean, ranging from 7.1% 
in Sub-Saharan Africa to 63.4% in Eastern Asia.12

The main indications for emergency cesarean (labor dystocia, 
nonreassuring fetal heart tracing, fetal malpresentation) are med-
ically reasonable; however, the biggest problems are associated 
with elective cesarean. One of the key reasons for elective ce-
sarean is cesarean delivery on maternal request (CDMR), which 
continues to be a significant contributor to the unprecedented in-
crease in cesarean deliveries.13–15 The percentage of CDMR varies 
across the world; in most countries CDMR contributes to less than 
5.0% of all deliveries.13 This article summarizes the challenges in 
management of CDMR for medical professionals and for families, 
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and provides insights on the strategies for decreasing rates of 
CDMR.

2  |  DEFINITION AND INCIDENCE

Different definitions of maternal request can be found in the medi-
cal literature. The American College of Obstetricians and Gynecolo-
gists and the Society of Obstetricians and Gynecologists of Canada 
define CDMR as a primary cesarean performed in the absence of 
any maternal or fetal indications.16,17 Schantz et al.18 performed a 
systematic literature review and summarized published studies in-
vestigating cesarean delivery on demand. The aim of the review was 
to describe the methodologies and outcomes of CDMR. The study 
did not include articles with unclear definitions, especially those 
with no clear distinction among elective, planned, and requested 
cesarean. The study by Gossman et al.19 concluded that CDMR 
might have the following two characteristics: (1) performed before 
the onset of labor; and (2) performed in the absence of a medical 
indication. In a second systematic review, Begum et al.13 used the 
definition that was approved by experts during the State of Science 
Conference in 2006.14 They defined CDMR as an elective cesarean 
performed at term for a singleton pregnancy without obstetric and/
or any medical reasons. The authors also excluded data from four 
studies where a previous cesarean was noted as the cause of CDMR. 
Mazzoni et al.20 conducted a systematic review and meta-analysis of 
observational studies on women's preferences for cesarean deliv-
ery. They included both primary and repeat cesareans. Primary and 
repeat cesareans were also included in other studies.21–24 However, 
larger studies, systematic reviews, and healthcare authorities follow 
the position that CDMR is a primary cesarean. It is therefore reason-
able to add this statement to the definition of CDMR.

The incidence of CDMR and its contribution to the overall in-
crease in the cesarean delivery rate are not well known due to dif-
ferent definitions and the lack of reporting. Begum et al.13 reported 
that only 14 countries globally reported CDMR proportions. The 
absolute proportion of CDMR ranged from 0.2% to 42.0%, and the 
majority of studies (n = 20) reported a rate below 5.0%. Similar re-
sults were reported in a 2019 systematic review.18 The proportions 
of CDMR among all deliveries ranged from 0.2% in Ireland to 24.7% 
in China. However, the proportions of women declaring that they 
would prefer to give birth by cesarean delivery were higher, ranging 
from 1.0% in the UK to 62.2% in Iran.18 Other studies reported a 
rate below 5.0%, but the numbers are increasing. It is estimated that 
2.5% of all cesarean births in the USA,16 2% in Canada,25 and 3.9% in 
the Ontario province26 are a result of CDMR. In Sweden, the rate of 
CDMR increased from 0.6% to 4.6% from the early 1990s to 2015.27

The rate of CDMR increased significantly from 4.5% to 9% of 
all cesareans in Italy.28 The absolute proportion of CDMR was 11-
fold higher in upper middle-income countries than in high-income 
countries. The Middle East had the highest CDMR rates followed 
by East Asia between five geographical regions.13 Similar results 
were found in the systematic review by Mazzoni et al.20 and a 

higher preference for cesarean was reported in women living in a 
middle-income country versus a high-income country (22.1% [95% 
CI, 17.6%–26.9%] vs. 11.8% [95% CI, 8.9%–15.1%]). This study 
also found different results for a previous cesarean versus with-
out a previous cesarean. Higher preference for cesarean delivery 
was reported by women with a previous cesarean (29.4% [95% CI, 
24.4%–34.8%] vs. 10.1% [95% CI, 7.5%–13.1%]).20 The incidence of 
CDMR differs in public and private hospitals, with reporting rates of 
between 1% and 48% in public sector healthcare systems and 60% 
in the private sector.29

3  |  FIGO GOOD PR AC TICE 
RECOMMENDATIONS

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 reasons. The appropriate 
reporting of CDMR should be a key priority in maternal health 
policies and practices to evaluate the real incidence of CDMR 
and its contribution to the overall cesarean rate. Panel discussion 
and recommendations on how to achieve this goal are required. 
The Robson classification system30 classifies all deliveries into 10 
groups based on a set of predefined obstetric parameters: parity, 
previous cesarean, onset of labor, fetal presentation, number of 
fetuses, and gestational age. Owing to the lack of an International 
Classification of Diseases (ICD) code for CDMR, the modification 
of the Robson classification system can be useful for appropriate 
reporting of CDMR (subgroups in the 2 and 4 groups). FIGO's good 
practice recommendations for cesarean delivery on maternal re-
quest are given in Box 1.

4  |  FAC TORS CONTRIBUTING TO 
MATERNAL REQUEST FOR ELEC TIVE 
CESARE AN DELIVERY

Reasons for the choice of CDMR appear to be multifactorial. 
Women's previous birth experience, fear of vaginal birth and labor 
pain, and anxiety for fetal injury are the main causes for maternal 
request.31–34 The term tokophobia is mainly used in Scandinavia and 
the Anglo-American countries to describe strong fear of spontane-
ous childbirth.35,36

Jenabi et al.37 summarized the data in a systematic review and 
defined other reasons for CDMR: fear of urinary incontinence, pelvic 
floor and vaginal trauma, doctor’s suggestion, time of birth, previous 
infertility, infertility, anxiety for gynecologic examination, anxiety for 
loss of control, to avoid long labor, anxiety for lack of support from 
the staff, fear of feces, emotional aspects, body weight of the infant 
at birth, and abnormal prenatal examination. In the same systematic 
review, demographic reasons such as advanced maternal age, parity, 
occupation, education, maternal obesity, family status, decreasing 
level of religiosity, household income, number of living children, and 
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age at marriage were identified.37 In another small study, seeking 
permanent sterilization at the same time as cesarean delivery was 
mentioned as the reason for the decision for CDMR.38

High cesarean delivery rates are strongly influenced by financial, 
social, cultural, and legal factors. The public perception that a cesar-
ean is a very simple procedure with low risk plays a significant role 
in choosing CDMR.38,39 On the other hand, attitudes of healthcare 
providers have changed, particularly those of young obstetricians, 
which leads to increasing numbers of CDMR.40,41 In France, women's 
requests are likely underestimated in medical files, and obstetricians 
tend to report a medical indication to protect themselves legally.42 
In other countries where obstetricians feel pressure to justify high 
cesarean rates, providing the indication “maternal request” shifts 
the responsibility from the obstetrician to the woman.18,43 In some 
countries the lack of assisted vaginal delivery, proper labor moni-
toring, and health system capacity can lead to increasing rates of 
CDMR.41,44

5  |  MANAGING ELEC TIVE CESARE AN 
DELIVERY ON MATERNAL REQUEST

Healthcare providers should not recommend cesarean delivery 
without any evidence of a clinical indication or anticipated medical 
benefit. When there are no evidence-based clinical indications for 

cesarean, vaginal delivery should be the recommended route of de-
livery.45 Every case of CDMR should be managed properly, depend-
ing on the individual clinical situation.

6  |  MATERNAL COUNSELING

All guidelines and recommendations for healthcare professionals 
agree that the cornerstone of CDMR management is the proper 
counseling of women requesting cesarean delivery and their fami-
lies. Understanding the reasons for CDMR in the individual situation, 
providing the evidence-based information on the risks and benefits 
of elective cesarean (Table 1) without medical indications compared 
with the risks and benefits of supporting an attempt at vaginal de-
livery, respect of the patient's autonomy, and other ethical princi-
ples are the key to successful counseling. When a woman requests 
a cesarean delivery, the reasons for her request must be identified, 
discussed, and documented.16,17,51

Healthcare providers play an important role in the decision to 
undergo a CDMR.13,16–18,38,45,51,52 If a woman requests a cesarean, 
the risks and benefits of the procedure compared with planned vag-
inal birth must be discussed with the patient and the substance of 
what was discussed must be subsequently recorded.51 The patient 
must reach an informed decision. A Cochrane systematic review 
in 2012 did not identify any clinical trials comparing CDMR with 
planned vaginal birth,29 and there are no current trials.52 Studies on 
cesarean before the onset of labor are often used as substitutes to 
determine risks and benefits.16 Available observational studies have 
serious methodological issues or provide indirect evidence because 
cesarean deliveries in randomized trials were performed for breech 
presentation.53,54

The risks of cesarean compared with a vaginal delivery should 
be clearly explained to the patient, including three times greater 
risk of overall severe morbidity, any hysterectomy during labor 
and postpartum, major puerperal infection, two times greater risk 
of hemorrhage requiring hysterectomy, an increase in anesthetic 
complications, acute renal failure, assisted ventilation or intu-
bation, puerperal venous thromboembolism, in-hospital wound 
disruption, five times greater risk of cardiac arrest, and obstetric 
wound hematoma. The short- and long-term risks and benefits of  
planned cesarean and planned vaginal delivery are provided in 
Tables 1 and 2.46–50,55–60

One of the main reasons for CDMR—fear of birth and the risk of 
developing depressive and post-traumatic stress disorder symptoms 
with vaginal delivery—should be considered.61 Extended support 
owing to fear of vaginal delivery should include repeated meetings 
with a psychosocial team and objective information provided about 
the benefits and risks related to different delivery modes on future 
reproductive health. Fear of childbirth can be reduced by emphatic 
conversation between physician or midwife and the patient, avoid-
ing criticism and helping change their attitude to birth and preg-
nancy. If a woman continues to request a cesarean after detailed 
discussion and, if necessary, support from a specialist in perinatal 

BOX 1 FIGO good practice recommendations for 
cesarean delivery on maternal request

1.	According to the FIGO position statement, cesarean de-
livery on maternal request (CDMR) is defined as a pri-
mary elective cesarean delivery performed at term for a 
singleton pregnancy without obstetric and/or any medi-
cal reasons.

2.	Healthcare providers should not recommend cesarean 
delivery without any evidence or good clinical practice-
based indication and no anticipated medical benefit. 
When there are no evidence-based clinical indications 
for cesarean delivery, vaginal delivery should be the rec-
ommended route of delivery.

3.	Every case of CDMR should be managed properly, de-
pending on the individual clinical situation.

4.	Counseling of a woman requesting cesarean delivery 
and her partner is a cornerstone of managing CDMR and 
reducing the rate of this procedure.

5.	Health education, mandatory written informed consent, 
and evidence-based intrapartum care practice are criti-
cal to promote a positive childbirth experience and pain-
less delivery.

6.	The appropriate reporting of CDMR is a key strategy in 
decreasing rates of CDMR.
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psychological health with focus on tokophobia, then her request 
must be granted.51

Counseling on the risks and benefits of planned cesarean should 
not only be provided to the woman requesting a cesarean, but also to 
her partner. Stützer et al.38 found that 50% of women who undergo 
a cesarean delivery state that their partner encouraged them to use 
this mode of delivery, whereas 87% of the women were supported 
by their partner in their choice for a vaginal delivery. Feelings of se-
curity and certainty are the basis for trust between medical staff 
and family. If the partner trusts the physician, it helps to strengthen 
the choice of mode of delivery and a positive birth experience can 
be reached.38,62,63

6.1  |  Timing of maternal counseling

There are no studies that define the best time in a pregnancy to have 
a discussion about the mode of birth.51 Routes of delivery should 
be discussed in the routine health screenings or pregnancy planning 
visits because the majority of women have made the decision on 
the route of delivery before they are pregnant. A study reported 
that 61% of women choosing CDMR and 82% who opted for the 
vaginal route had chosen their preferred mode of delivery before 
pregnancy.38

Other studies64 suggest that the mode of birth should be dis-
cussed during the early weeks of pregnancy to identify the pro-
spective risk group of women who may need more counseling and 
support around childbirth.

The importance of re-counseling must not be forgotten because 
some patients change their mind and have a trial of natural delivery 
with repeated counseling.

7  |  FINANCIAL ,  ETHIC AL ,  AND LEGAL 
CONSIDER ATIONS

The practices of reimbursement of CDMR are different and depend 
on healthcare systems in different countries. A study suggested that 
up to 78% of women would have paid for the CDMR themselves if 
their insurance had denied coverage.38

CDMR also raises ethical concerns for healthcare professionals. 
The principle of patient autonomy should be respected. Further-
more, other ethical principles, such as beneficence, nonmaleficence, 
and justice need to be taken into consideration during patient coun-
seling.17,45 The choice of the patient should be respected.

Ethical and juridical issues are related. Italian researchers found 
that the fear of litigation binds obstetricians and gynecologists to 
perform a CDMR even if they disagree with this decision for ethical 
and medical reasons.65 If a healthcare provider disagrees to perform 
CDMR, the woman should be referred to another obstetrician willing 
to perform a cesarean.66 It is estimated that 79% of patients would 
have gone to another hospital to give birth by CDMR if the cesarean 
was not offered at a particular hospital.38Ty
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Sorrentino et al.67 suggested that the main question in ethical 
and juridical issues surrounding CDMR is counseling and encourag-
ing a woman to make an informed decision and have an overall pos-
itive birth experience.67

8  |  TIMING OF DELIVERY

If a CDMR is planned in an uncomplicated pregnancy, the procedure 
should be scheduled no earlier than 39 weeks of gestation to mini-
mize the risk of neonatal respiratory distress.16,17,51,56

9  |  CONCLUSION

The FIGO Committee on Childbirth and Postpartum Hemorrhage 
supports optimizing the rate of cesarean deliveries. Better maternal 
engagement and support is required to reduce CDMR incidence and 
related health and financial burdens. The routes of delivery should be 
discussed during routine health screening visits or pre-conception vis-
its because the majority of women have made the decision on mode of 
delivery before they are pregnant. When there are no evidence-based 
clinical indications for cesarean delivery, vaginal delivery should be 
recommended. Every case of CDMR should be managed properly and 
depending on the individual clinical situation. Counseling of a woman 
requesting cesarean delivery and her partner is a cornerstone in the 
management of CDMR and reducing the rate of this operation. Guide-
lines and recommendations on the management of CDMR should be 
issued in every country to ensure the highest possible standards of 
health and well-being for women and also to help healthcare providers 
practice safely.
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