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Abstract Cesarean delivery on maternal request

(CDMR), a primary cesarean without medical indication

for a singleton, term pregnancy, has been identified by

physicians as one factor in the increasing rate of cesarean

delivery despite nationwide efforts to the contrary. The

purpose of this project was to better understand women’s

preferences and motivations for their desired mode of

delivery. A 62-item survey was administered to pregnant

women asking for their delivery preference, their reasons,

sources of information, feelings about this pregnancy, and

opinions about delivery options. Responses were analyzed

for candidates for CDMR or for repeat cesarean section,

separately; the standard error of measure is ±4% (95% CI).

396 patients returned surveys (response rate = 63.2%).

CDMR was desired by 34/316 (11%) candidates; repeat

cesarean was desired by 32/70 (46%) patients. Significant

correlates of CDMR included choosing during the first

trimester (22% vs. 8.2%; RR = 2.72; P = 0.015), smoking

during pregnancy (19.7% vs. 7.6%; RR = 2.60; P =

0.036), and being worried about the delivery (P = 0.004).

Desire for CDMR increased as worries increased from

unworried (4.4%) to somewhat (11.8%) to very worried

(27.6%). Primary reasons included existing medical com-

plications and preventing birth injury. The majority of

patients believed CDMR should be an ‘‘informed choice’’;

other opinions varied by delivery preference. The majority

of women preferred vaginal deliveries suggesting little

contribution of CDMR to the increasing cesarean rate.

Contrary to physicians’ beliefs, the women’s primary

objective was their infants’ health rather than their own

well-being.
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Introduction

An important goal of our national public health promotion

and disease prevention program, Healthy People 2010 (HP

2010), is the well being of mothers, infants, and children.

One objective calls for the reduction of cesarean births to

low risk women, specifically those with a term, singleton,

vertex presentation pregnancy [1]. This objective is con-

sistent with the International Federation of Gynecology and

Obstetrics (FIGO) 1999 conclusion that ‘‘At present,

because hard evidence of net benefit does not exist, per-

forming cesarean section for nonmedical reasons is ethi-

cally not justified’’ [2].

Targeted improvements from baseline rates, established

in 1998, include a 16.7% reduction in primary cesareans

from 18 to 15% and a 12.5% reduction in repeat cesareans

from 72 to 63%, by 2010. The midcourse year review

indicates no progress towards reduction; data from the

National Vital Statistics System, the Center for Disease

Control, and the National Center for Health Statistics

indicates increases of 133 and 167%, respectively [1].

Explanation for the increases includes the perception

that women themselves are responsible, in part, due to

requesting elective cesareans for non-medical reasons,

otherwise known as ‘‘cesarean delivery on maternal
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request’’ (CDMR). CDMR was defined by the 2006 NIH

State-of-the-Science Conference on CDMR as a term,

cesarean delivery for a singleton pregnancy, requested by

the mother, in absence of any medical indication [3].

Rates of CDMR

National estimates for CDMR range widely as there is no

appropriate ICD-9 code for the elective, primary cesarean

[4]. Estimates from inpatient surveys in the early 2000s

indicate an increasing trend peaking at 28.3% [5]. Esti-

mates from hospital discharge data through the mid 2000s,

indicate a declining rate reaching 1.34% of all primary

cesareans [6]. In 2005, only 0.4% of women who delivered

by cesarean reported initiating CDMR, and 0.8% reported

their physicians initiated CDMR [7]. The American Con-

gress of Obstetricians and Gynecologists (ACOG) esti-

mates the rate to be 2.5% of all births in 2007 [8]. Thus, no

consensus exists as to prevalence.

The CDMR Controversy

It is not only the estimated rates of prevalence that vary

greatly; there is considerable controversy in modern

obstetrics concerning CDMR. In early 2006, the NIH-

State-of-the-Science Conference on CDMR concluded

there is insufficient evidence regarding the benefits and

risks of CDMR. Therefore, decisions about CDMR need to

be individualized, consistent with ethical principles, not

before 39 weeks’ gestation, and not motivated by a lack of

pain management [3]. Subsequently, ACOG’s committee

opinion in December 2007 approved CDMR with several

caveats. CDMR should only be performed at greater than

39 weeks gestation unless fetal lung maturity is docu-

mented. Additionally, CDMR should not be performed for

women who desired several children as multiple cesarean

sections increase risks of placenta accreta and previa. And

CDMR should not be motivated by the unavailability of

effective pain management [8].

Despite this shift in acceptance for CDMR among sci-

entists and ACOG, the Healthy People 2020 plan proposes

to retain the objective to reduce cesareans among low risk

women [9]. The controversy has continued with consider-

able debate focusing on the ethics of CDMR as well as the

varying perspectives of both providers and patients. The

ethical issues hotly debated include: patient versus provider

autonomy; beneficence versus nonmaleficence; and justice

(e.g., [10–13]). The focus on providers’ perspectives

includes obstetricians’ preferences, their understanding of

patients’ preferences, and their willingness to perform

CDMR [14–29]. Attention to the patients’ perspectives

focuses primarily on self-reported delivery preferences and

rationales [27, 30–38].

Ethical Considerations Regarding CDMR

Ethical arguments can be made both for and against

CDMR. While consideration of the ethical principles

involved is very complex, it is as easy to justify an argu-

ment against CDMR citing physician autonomy and the

right to refuse to perform a procedure deemed unnecessary,

as an argument for CDMR citing patient autonomy and the

right to make an informed decision about an elective sur-

gical procedure.

It is difficult to generate sound evidence-based argu-

ments regarding risks and benefits since conclusive evi-

dence on CDMR is not available [3, 31]. There are no

agreed upon definitions of the costs and benefits for use in

comparative analyses and adverse outcomes can be rela-

tively rare, attributable to other risk factors, or not mani-

fested for years. Consideration of the equitable distribution

of medical resources begs the question of financial

responsibility for CDMR, another complex issue. A

cesarean delivery with prolonged hospital stay and

increased risk to the mother and infant is potentially more

expensive than an uncomplicated spontaneous labor and

vaginal delivery; however, a failed trial of labor resulting

in an emergency cesarean section is most risky and most

expensive [12, 13]. Thus, CDMR remains highly

controversial.

Opinions About CDMR

The data regarding desire for CDMR stems primarily from

surveys with obstetricians abroad and in the US, and from

patient surveys conducted primarily abroad. Obstetricians

reported retrospectively on their patients’ preferences and

their own experiences or projectively on hypothetical

desires for themselves or their partners. Patients reported

both retrospectively in the postpartum period and pro-

spectively during their pregnancy.

Physicians’ Preferences and Rationales

Obstetricians surveyed about their delivery preferences for

themselves or their partners suggest a minority of physi-

cians would choose CDMR. Internationally, about 8% of

men and 11–31% of women would opt for CDMR [14–17].

In the US, about 16% overall would prefer CDMR, but this

varied by sex and sub-specialty within obstetrics [18].

Female obstetricians reported 22% of their deliveries by

cesarean were elective [19]. Only 9.5% of US maternal-

fetal medicine specialists (MFMs) surveyed would want

CDMR; however, 45.5% of US urogynecologists would

[20].

When surveyed as to the reasons for this delivery pref-

erence of the obstetrician-gynecologists, the majority cited
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fears of incontinence, perineal damage and sexual dys-

function [14–20]. Thus desire to prevent complications

potentially attributable to vaginal delivery underlay their

preferences for themselves or their partners.

Physicians’ Reports about Requests and Responses

The motivation to prevent harm also appeared in physi-

cian’s reported understanding about their patients’ delivery

preferences and their own responses to requests for CDMR,

both favorable and unfavorable. This understanding and

willingness to provide CDMR also varied considerably by

sex and subspecialty training, as well as by country of

practice, age and hypothetical case scenario [16, 18–28].

Physicians reported patients’ requests for CDMR are

motivated primarily by desire to prevent incontinence,

prolapse, perineal damage, sexual dysfunction, fetal injury,

and labor complications [18–23]. Other important consid-

erations include maternal fear of childbirth, history of

adverse birth experience, maternal age, plans for more

children, fetal size, and maternal anxiety [19, 23–26]. Few

cited pain avoidance as a motivation for request [22].

In response to these reported requests, approximately

two-thirds of all ACOG obstetricians surveyed in 2003

reported they would perform CDMR [27]. Among sub-

specialists surveyed, 55% of MFMs and 83.4% of urogy-

necologists would perform CDMR [20]. In actuality, 53%

of ACOG Fellows surveyed reported performing CDMR,

but only 10.2% did so regularly [19].

The opponents of CDMR were asked why they would

not be willing to perform CDMR. Physicians cited risk of

complications for future deliveries, doubt that cesarean

delivery confers any protection from pelvic floor disorders

and concern for patients’ limited knowledge of risks and

benefits including the overestimation of the safety of

cesareans [20, 25, 28].

Thus the desire to prevent harm from the sequelae of

both vaginal and cesarean deliveries contributed to physi-

cians’ reported responses to patients’ requests for CDMR

although decision-making processes lead to opposite con-

clusions for different obstetricians. That the perception of

risks and benefits of CDMR relative to vaginal delivery and

willingness to perform CDMR would vary greatly between

physicians who specialize in antepartum care for high risk

pregnancies and those who specialize in treatment for

incontinence and pelvic floor injury is not surprising. Nor is

it surprising that perception of risks and benefits is greatly

varied among all obstetricians given that evidence is

inconclusive [3, 4, 29]. Consequently, the ability to ethi-

cally and responsibly conduct an informed consent process

is highly complex and open to physicians’ influence on

patients’ choice [4, 30]. Add in scheduling convenience,

differences in assessment of medical need, and outside

influences such as family, friends, media sources, etc., the

true desire for CDMR among pregnant women and any

associated impact on the increasing cesarean delivery rate

is difficult to ascertain validly [4, 19, 25, 30].

Patients’ Preferences and Rationales

Surveys of patients themselves have sought to ascertain

their true desire for CDMR and the rationales for this

preference; estimates, however, ranged widely. And like-

wise with physicians, patients’ delivery preferences and

reasons vary depending upon a number of factors includ-

ing: country, age, personality characteristics, perceived

safety of cesarean delivery, fears or anxiety, history of

trauma during previous delivery, history of previous

cesarean delivery, and timing of assessment [26, 31–38].

In Brazil, the overall cesarean delivery rate is 50–60%

and as high as 90% among the well educated. Women cited

fear of labor pain and fear of damage to perineal and/or

perivulvar musculature as their primary motivations [31].

Conversely, in European countries and Australia, only a

minority of women surveyed (1–11.5%) indicated a pref-

erence for CDMR [32, 34, 36]. And their reported reasons

for this preference focused primarily (54%) on a substantial

concern for their infants’ safety and well being [32, 34–36].

The vast majority of women believed a right to choose

should not supersede health considerations [36].

Additional concerns women cited included: fear or

anxiety of a traumatic delivery and potential incontinence

(34%), pain (26%), loss of control (18%) and some concern

for limited support during labor. Women reported these

fears were driven primarily by friends’ and families’ stories

of bad birth experiences or a belief that cesarean was the

safest route of delivery for their babies [32, 34–36].

Women preferring CDMR tended to be older, planning

smaller families, more likely to have undergone IVF, less

healthy and had greater levels of ‘‘monotony avoidance’’

characterized by a high level of sensation-seeking, need for

change or action, a susceptibility to boredom, and low

endurance [32–34]. Women with a history of previous

cesarean delivery and those with previous negative birth

experiences also tended to report greater desire to have a

cesarean delivery. It is important to note, however, that the

majority of women who have had previous bad birthing

experiences or a previous cesarean section still preferred a

vaginal delivery [29, 31].

It is also important to note that preference for CDMR

was not static, but rather, varied over repeated assessment

during a pregnancy. Desire for CDMR among women in

Liverpool varied from 3.3% at first prenatal visit to 1% at

20–24 weeks and then 1.9% at 32–36 weeks. With the

exception of one woman with a chronic medical condition,

all women changed their minds at least once over the three
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assessments. And in concert with the majority of surveyed

women opting for CDMR, safety for their babies was the

overriding concern [36].

While considerable effort has been made internationally

to ascertain women’s opinions directly, we found only one

recent publication of a survey conducted in the US that

detailed opinions from pregnant women without a history

of cesarean delivery, receiving prenatal care in New York

City in 2007. The majority of these women (88%) were

minorities including primarily black and Hispanic women.

The vast majority (93%) desired a vaginal delivery, and

very few (5%) supported the idea of CMDR [38].

Summary

Obstetricians reported patients were motivated for CDMR

primarily by concerns for their own health and fear

avoidance. Most patients reported their primary consider-

ation was the health and well being of their infants fol-

lowed by their concerns about a potentially traumatic

(psychological or physical) delivery experience. Given this

discrepancy and how little data exists from women in the

US, we thought it important to provide more women with

the opportunity to participate in this healthcare debate.

Objective

The purpose of this project was to better understand

women’s preferences and motivations for their desired

mode of delivery.

Materials and Methods

We provided an Institutional Review Board-approved

survey to all pregnant women receiving prenatal care at a

residency clinic serving 16 counties of western North

Carolina. English or Spanish research packets were put in

charts of consecutive patients between July 2009 and April

2010, and charts were tagged to preclude repeated

administration. Nurses provided the packets containing an

information sheet, the paper–pencil survey and a self-

addressed envelope to voluntary participants in exam

rooms. Patients completed the surveys, sealed the enve-

lopes and returned them to nurses or the check-out staff.

We created the 62-item survey using published results

as a guide for important variables regarding delivery

preference, rationales, sources of medical information,

socio-demographics, pregnancy and delivery history, and

familiarity with pelvic organ prolapse and incontinence.

We included questions focused on the current pregnancy

including intention to be pregnant at this time, positive

feelings about the pregnancy, worries about the impending

delivery, and intended family size.

We asked patients, ‘‘If you had the possibility to choose,

how would you like to give birth?’’ and asked them to

pick between ‘‘vaginal delivery’’ or ‘‘cesarean delivery’’.

Patients then selected their reasons from a list of statements

cited by others as potentially important to decision-making

(e.g., ‘‘Vaginal delivery is safer for me’’ or ‘‘Cesareans are

safe for women in developed countries’’); we provided

space to write in additional reasons. Lastly, we included

nine attitude questions with a 5-point Likert-like scale of

agreement (strongly disagree to strongly agree) such as,

‘‘As long as women understand the risks and benefits of

delivery methods, they should have the option to choose

between a vaginal and cesarean delivery’’.

Respondents were categorized as either a candidate for

CDMR or eligible for a repeat cesarean section to delineate

preferences and rationales among women without versus

with the confounding experience of a previous cesarean

section that affects preferences [29, 31]. The standard error

of measure is ±4% (95% CI). We compared the cohorts

using Chi square, Mann–Whitney or t test analyses; we

utilized binary logistic regression to identify significant

correlates of preference for CDMR. Multivariate analysis

of variance was used to examine differences in opinions.

All analyses were conducted using SPSS 18.

Results

Of the 627 women offered participation, 396 returned

surveys (response rate = 63.2%). Nine were excluded for

incompleteness or postpartum administration. Three hun-

dred thirty-two (86%) were seen by a resident or faculty

physician and 54 (14%) by a certified nurse midwife.

Thirty (8%) surveys were in Spanish, compared to 357

(92%) in English.

Most respondents were candidates for CDMR [317

(82%)]. They were younger and more likely to have had

previous vaginal deliveries than women eligible for repeat

cesarean delivery (RCD); otherwise the two groups were

very similar (see Table 1).

The majority of all women preferred a vaginal delivery

for this pregnancy; candidates for CDMR were signifi-

cantly less likely to opt for a cesarean delivery than women

eligible for a repeat cesarean delivery (see Fig. 1). Among

candidates for CDMR, the majority of both primigravidas

[112 (88.2%)] and multigravidas [171 (90%)] preferred

vaginal delivery (P = 0.369). Significant correlates of

CDMR among candidates included choosing during the

first trimester (22% vs. 8.2%; RR = 2.72; P = 0.015),

smoking during pregnancy (19.7% vs. 7.6%; RR = 2.60;

P = 0.036), and being somewhat to very worried about the
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delivery (P = 0.004). Desire for CDMR increased as

worries increased from unworried (4.4%) to somewhat

(11.8%) to very worried (27.6%).

Among women eligible for repeat cesarean delivery,

those with an exclusive cesarean delivery history were

much more likely to opt for a cesarean delivery than

women with a history of both cesarean and vaginal deliv-

eries [28 (57.1%) vs. 4 (19%); P = 0.006]. Other correlates

included smoking during pregnancy (66.7% vs. 33.3%;

RR = 2; P = 0.036) and seeing a doctor rather than a

CNM (45.7% vs. 100%; P = 0.002).

Women chose multiple statements they believed were

important in the decision making about their delivery

preference. The primary reasons for CDMR (see Fig. 2)

included medical problems, possible need for cesarean,

lack of confidence to deliver vaginally, desire for a bilateral

tubal ligation (BTL), and preventing birth injury. The

majority opting for RCD indicated a need for a repeat

section; half indicated a desire for BTL. Primary reasons

for choosing vaginal deliveries among candidates for

CDMR (see Fig. 3) included thinking it is the natural

method, being confident in their ability to deliver vaginally,

Table 1 Demographic

characteristics and potential

correlates of desired birth option

Chi square analysis unless

otherwise indicated. * t test.

** Mann–Whitney test

CDMR n = 317

N (%)

RCD n = 70

N (%)

P

Age (M ± SD) 25 ± 5 27 ± 6 0.015*

Partnered 187 (61%) 47 (71%) 0.123

English 296 (93%) 61 (87%) 0.078

Spanish 21 (7%) 9 (13%)

Education

\High school 86 (27%) 16 (23%) 0.587

High school/GED 78 (25%) 21 (30%)

[High school 153 (48%) 33 (47%)

Trimester at time of survey

First 36 (13%) 7 (12%) 0.923

Second 102 (36%) 23 (39%)

Third 143 (51%) 29 (48%)

Smoker 76 (24%) 18 (27%) 0.704

Provider MD 272 (86%) 61 (87%) 0.951

Certified Nurse Midwife (CNM) 45 (14%) 9 (13%)

Primagravid 127 (40%) na

Previous vaginal delivery 168 (53%) 20 (29%) 0.015

Previous birth experience

Negative 11 (5%) 8 (13%) 0.229

Mixed 56 (27%) 17 (27%)

Positive 142 (68%) 39 (61%)

Knew of someone with POP 17 (5%) 4 (6%) 0.757

Knew of someone with incontinence 57 (18%) 10 (15%) 0.742

Intendedness of pregnancy

Good time to be pregnant 141 (46%) 30 (43%) 0.865

Not the best time/unsure 165 (54%) 40 (57%)

Feeling about pregnancy

Negative 2 (1%) 2 (3%) 0.257

Mixed 40 (13%) 10 (14%)

Positive 263 (86%) 58 (83%)

Worries about delivery

Very worried 58 (19%) 8 (12%) 0.085

Somewhat worried 85 (28%) 28 (41%)

Not worried 159 (53%) 33 (48%)

Desired number of children

Median (min–max) 2 (0–6) 2 (0–5) 0.637**

Matern Child Health J (2012) 16:725–734 729

123



desiring a faster recovery, being young and healthy, pre-

venting surgery, and having a shorter hospital stay. Women

eligible for RCD reported preferring the natural method

and desiring to experience a natural birth or a vaginal birth

after cesarean delivery (VBAC), preventing surgery and

thus a faster recovery.

Among candidates for CDMR who preferred a vaginal

delivery, friends and family were the most frequent sources

of information about their delivery choice (61 and 52%,

respectively), with only 1 in 3 women citing their doctor as

a source. Women preferring CDMR reported family,

friends and doctors as important sources (41, 31 and 31%,

respectively). Among women eligible for RCD, doctors

were the primary source of information regardless of their

preferred delivery option (vaginal delivery 56% and RCD

76%).

Mean opinion ratings did not vary significantly between

candidates for CDMR versus RCD, nor was there an

interaction of candidacy and delivery choice (P = 0.654

and P = 0.899, respectively). There were, however, sig-

nificantly different opinions between women opting for

cesarean versus vaginal delivery (P = 0.0001). The

majority of patients believe that CDMR should be a matter

of informed choice, but they also believe patients should

follow their doctors’ advice regardless of personal prefer-

ence. Women expressed attitudes consistent with their

delivery preference (see Table 2).

Conclusions

The purpose of this paper was to include the self-reported

attitudes and opinions of more American women in the

health care debate on CDMR. Our data suggest that while

the majority of women think CDMR should be an informed

choice option, very few women prefer this option. The few

candidates for CDMR preferring cesarean delivery worried

about potential complications necessitating surgical deliv-

ery and ultimately, the safety of their babies. The majority

of women, including those who might need a repeat

282/316     
(89%)

34/316
(11%)

38/70
54%

32/70
46%

316 
Candidates
for CDMR

70 Eligible
for Repeat Cesarean Delivery

Cesarean

Cesarean

Vaginal

Vaginal

Fig. 1 Delivery route preference

Fig. 2 Reasons for CDMR or

RCD
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cesarean delivery, desired a non-surgical, ‘‘natural,’’ vagi-

nal delivery.

Our findings concur with reported desire among low

income, minority New Yorkers as well as most European

women [32–38]. Additionally, our findings seem consistent

with the reported absence of scientific data evincing any

substantial increase in the overall rate of cesarean delivery

due to maternal request [4].

Our respondents’ focus on medical concerns and infant

safety as the primary underlying rationales for delivery

preference mirrored reasoning by many international

women [19, 23–32, 35]. Thus, maternal request for cesar-

ean delivery was a preemptive move to avoid uncertainty

about the ultimate delivery route and the inherent risks to

their babies. These findings contradict physicians’ per-

ceptions that requests for CDMR were motivated primarily

by women’s desires to protect their own health and well-

being [18–20, 22, 23, 26].

The misperception of motivation for CDMR is particu-

larly troublesome in light of our finding that women who

chose cesarean delivery cited doctors more frequently as a

source of information than women desiring vaginal deliv-

eries and the previous findings that twice as many women

undergoing CDMR reported it as their doctor’s choice

rather than their own choice [7]. While possibly indicative

of fetal and/or maternal conditions incompatible with

Fig. 3 Reasons for vaginal

delivery

Table 2 Patients’ opinion about cesarean versus vaginal delivery

Vaginal

N = 304

Cesarean

N = 60

P

CDMR should be an informed choice 201 (66%) 45 (75%) 0.179

Patients should follow doctors’ orders 213 (70%) 39 (65%) 0.418

Patients should pay for CDMR 84 (28%) 8 (13%) 0.017

Vaginal delivery is natural and usually best 175 (59%) 12 (21%) 0.001

Cesarean delivery is often for doctors’ convenience 79 (27%) 6 (10%) 0.007

Preference for cesarean delivery is foolish & unwise 58 (20%) 1 (2%) 0.001

Preference for pain and agony of labor is old fashioned or ‘‘new agey’’ 30 (10%) 12 (21%) 0.020

Cesarean delivery is more convenient for women 44 (15%) 10 (17%) 0.715

Cesarean delivery is more dangerous 110 (38%) 9 (15%) 0.001
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vaginal birth, our findings could be the result of a less

benign phenomenon: the insidious encroachment of busi-

ness into medicine such that the provider prefers the con-

venience of a scheduled delivery. In this way, office

schedules and other surgeries are not interrupted with the

unpredictable timing of vaginal birth or vaginal birth gone

awry requiring urgent cesarean. This is unlikely in our

practice however, as we are a residency training program,

and physician coverage is assigned in-house 24 h a day.

Another reason why doctors might recommend a par-

ticular delivery mode to patients may be a reflection of the

provider’s personal preference for delivery. The influx of

female providers in obstetrics may play a part here indeed.

The majority of recent graduates of obstetrics and gyne-

cology training programs surveyed reported they would be

willing to perform CDMR for the indication of preventing

pelvic floor disorders. However, they also indicated that

they routinely recommend a trial of labor after cesarean

delivery (TOLAC) over repeat cesarean (88%) [39].

The majority of specialists in Urogynecology and

Maternal Fetal Medicine (the two specialties with the most

expertise in the pelvic floor and obstetric outcomes,

respectively) reported they would perform elective cesar-

ean delivery [20]. While many obstetricians, and some

Australian and Brazilian patients preferring CDMR shared

these concerns regarding increased risks for pelvic organ

prolapsed (POP) or incontinence, very few other samples

of patients did [31, 35]. Most of our patients were not even

familiar with these diagnoses, especially POP.

Our patients were more concerned about the potential

benefit of a bilateral tubal ligation during cesarean delivery

than preventing damage to the pelvic floor. Although

immediate postpartum mini laparotomy or delayed post-

partum laparoscopic surgical sterilization may not be as

convenient as tubal ligation during cesarean delivery, the

operative risks are substantially less than those of major

abdominal surgery. It is difficult to hypothesize any cir-

cumstances that might justify desire for tubal ligation as a

rational for CDMR.

It is also difficult to justify emotional distress, fear or

excessive worry, as the superseding motivation for surgical

delivery. Nevertheless, fears and worries for the safety of

one’s baby coupled with a lack of confidence to deliver

vaginally are substantial considerations shared interna-

tionally [19, 23–32, 35]. While the incidence of birth

trauma is low, there is little clear cut evidence on risks and

benefits of delivery type to assuage concerns for those who

are very worried [4, 40]. Counseling and open access to

supportive guidance during vaginal delivery (e.g., Doulas,

midwifery care) may be better, albeit less convenient

options than cesarean delivery.

Whatever the underlying rationale or motivation, the

majority of women in this and other similar studies, both

domestic and foreign, would choose a vaginal delivery if

offered the option. Although the rate of cesarean is on the

rise nationally (24% in 1994) and is even higher in some

other countries, it seems that the majority of patients would

not willingly choose this option even if they believe

CDMR should be a matter of informed choice.

Further, a small majority of women who previously

delivered via cesarean also desired a vaginal delivery,

primarily to experience the ‘‘natural method’’ of birth.

With the NIH’s new consensus statement reflected in

ACOG’s new guidelines for a trial of labor after cesarean

(TOLAC), more women may be able to fulfill these desires

[41]. While our study sought to give a voice to women of

western North Carolina in the national debate on CDMR, it

may be that this particular ‘‘great debate’’ is largely an

academic one.

It is important to note that our findings are limited to

voluntary participants, primarily white and low income,

seeking care in a resident clinic in the southern Appala-

chians. Our response rate of 63.2% and the 6.3-grade

reading level of the survey excluded the opinions of some

of our patients especially immigrant women who may be

illiterate or speak other languages. Additionally, some

women attend their prenatal care visits with small children

or other family member and may have been unable to

complete the survey as administered. Furthermore, we did

not gather data on race, thus we were unable to ascertain

the influence of race, ethnicity, or socio-economic status on

delivery preference or opinions about CDMR.

Nevertheless, our findings suggest that physicians and

other obstetrical care providers must be cognizant of their

own biases as well as their patients’ understanding of the

risks and benefits of delivery options, their desires for the

delivery, and their underlying rationales. Furthermore,

providers need to understand that the decision making

factors are multifaceted, confounded with worries, influ-

enced by friends and families, and driven primarily by a

desire to prevent harm to their babies.

ACOG recognizes CDMR may be an individualized,

informed choice option for some women [8]. In counseling

patients, the main objective should always be informed

consent. It may be helpful to start off the conversation about

patients’ birth plans by asking them which delivery mode

they would prefer. After carefully reviewing the medical

history and risk factors, the provider could then engage the

patient in a discussion about the ramifications of this choice.

For example, in our particular population, knowing that fear

is a factor for some who would choose cesarean, counseling

could be directed at allaying fear and familiarizing the

patient with the birth process and what to expect in labor. If

conversely, cesarean is the indicated delivery route for a

patient who would prefer a vaginal delivery, then reviewing

the reason for that recommendation and educating the
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patient about cesarean birth may make her more comfort-

able with that option.

The optimal birth experience is defined differently for

each patient and provider. An open and ongoing discussion

about birth expectations and desired route of delivery is an

important piece of optimizing birth. Ultimately, patients

and providers share the same goal: healthy mothers with

healthy babies.
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