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Should patients be entitled to 
cesarean section on demand?	
Alain Demers MD CMFC

  NO

For some time now, there has been a lot of debate 
around the constant increase in the rate of cesarean 

sections in industrialized counties. Canada is no excep-
tion to this trend, with a rate that increased from 17.6% 
in 1993 to 26.3% in 2008. More than 1 in 4 children are 
now born by cesarean in Canada. Paradoxically, dur-
ing this same period, both physicians and members of 
the public have said that this rate is too high and they 
want it to decrease. The Society of Obstetricians and 
Gynaecologists of Canada continues to promote natural 
childbirth and has even developed strategies to optimize 
obstetric practices and make them safer for Canadian 
women (ALARM, MORE). In light of this, how have we 
reached a point where we simply accept cesarean sec-
tions on demand?

Maternal morbidity
Liu et al1 compared delivery by elective cesarean with 
planned vaginal delivery. I say “planned” because they 
included in the vaginal delivery group the risks related 
to emergency cesareans performed during labour on 
women who had wanted vaginal delivery. The study 
demonstrated an increase in the risk of severe maternal 
morbidity with elective cesarean section: postpartum 
hemorrhage requiring a hysterectomy, cardiac arrest, 
wound site hematoma, venous thromboembolism, and 
major infections were all higher in the elective cesar-
ean group.1,2 While this increase in risk is low, with more 
than 3 million study patients, the study carries enough 
weight that such conclusions can be drawn. I find it 
interesting that this study is Canadian.

Complications for subsequent pregnancies, mostly 
risks relating to placentation, must not be overlooked. 
The incidence of placenta previa and placenta accreta 
increase, with direct consequences for the risk of hyster-
ectomy. Multiple surgeries result in adhesions, increas-
ing the risk of laceration of the bladder and intestine.

Some will say that cesareans on demand should be 
limited to women who do not want large families. As 
if one could be absolutely sure of such a decision! Tell 
me, how many men who have had a vasectomy want a 
reversal? Even after deciding, once and for all, that they 
didn’t want any more children.

Neonatal morbidity
The debate over neonatal morbidity has been put to bed. 
Several studies have demonstrated that babies born 
by cesarean are more likely to experience respiratory 
issues, both transitory tachypnea and respiratory dis-
tress syndrome.3,4 Of course, critics will say that respi-
ratory distress associated with prematurity is, for all 
practical purposes, eliminated when a cesarean is per-
formed after 39 weeks of gestation, a date that must be 
documented by ultrasonogram before the 20th week.3,4 
Yet transitory tachypnea in newborns is more com-
mon. If you don’t think that this is serious, just ask a 
mother who has had her baby taken away from her 
and placed in a neonatal unit or whisked away by air 
ambulance owing to a lack of quality obstetric neona-
tal care resources, and who is now unable to breast-
feed her baby. Not to mention all of the risks associated 
with “overzealous” iatrogenic treatments ranging from 
intravenous therapy and intubation (pneumothorax) to 
empiric antibiotic therapy and admission to neonatal 
intensive care.

Neonatal mortality
What should we take away from a recent study that doc-
uments over 8 million births and demonstrates a 69% 
increase in neonatal mortality in babies born by elective 
cesarean without active labour versus planned vaginal 
birth amongst women deemed to be at low risk?5 We 
could criticize this study for not providing us with the 
causes of the neonatal deaths or for its lack of informa-
tion on the indications for cesareans, but, even so, there 
is enough there to make us think. Unless other data are 
able to invalidate this study, it seems clear to me that, 
at present, in order to have counseled a patient appro-
priately, we must communicate this information to any 
woman who asks for a cesarean without a medical indi-
cation for one.

Psychological and social effects
I had a lot of trouble finding conclusive evidence in the 
literature regarding the long-term effects of cesareans 
on newborns and the mothers of newborns born by 
cesarean. But there are questions we must ask. Babies 
born by cesarean do not have the same benefit of con-
tact with their mothers as their vaginally born counter-
parts. The contact is different, the feeling is different, 
contact with the breast is delayed, light is more intru-
sive, the ambient temperature is different. In short, it 
is not the same. To think that all of these differences 
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do not affect newborns is wishful thinking. Simply put, 
there must be an effect. How strongly and for how long, 
we don’t know. It is high time that someone determined 
these effects before our rate exceeds 50%.

Conclusion
Cesarean section on demand is a new obstacle 
to the demedicalization of childbirth and will cer-
tainly result in an even greater increase in the rate 
of cesareans in the future. It carries risks for both 
mother and baby, not to mention increased health 
care costs and longer hospital stays.6 Clinicians 
should instead learn what is behind patients’ requests 
and offer solutions, instead of simply acquiescing. 
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CLOSING ARGUMENTS
• Liu et al have demonstrated an increased risk of maternal 
morbidity with elective cesareans. Several studies show that 
cesarean delivery increases neonatal morbidity. 

• Cesarean section on demand is an obstacle to the demedical-
ization of childbirth.

• We need to ask questions and offer solutions instead of simply 
acquiescing to patient requests for cesarean section.

Join the discussion by clicking on Rapid Responses at www.cfp.ca.
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the pregnancy, delivery, and postpartum period unfold 
safely for the family and care staff. 
Dr Duperron is an obstetrician-gynecologist in Montreal, Que.
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CLOSING ARGUMENTS
• The principle of a patient’s right to actively participate in his 
or her choice of medical treatments should be extended to 
cesarean section on demand.

• Maternal morbidity with planned cesarean is the same as with 
planned vaginal delivery. 

• The costs of a cesarean section on demand are the same as 
those incurred for a vaginal delivery with oxytocin.

Join the discussion by clicking on Rapid Responses at www.cfp.ca.
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