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Abstract
The impact of the mode of birth on the mother and fetus has been a popular
topic for a long‐standing debate. Several morbidities have been associated with
one mode of delivery or another. When this debate focuses specifically on the
effects of vaginal birth or cesarean delivery on pelvic floor function and
dysfunction, current research‐based evidence fails to provide clear answers as
many contributing and confounding factors, and other limitations inherent to
the evidence itself blur the links between causes and outcomes.
This debate article provides and overview of the biopsychosocial gaps on this
subject and raises questions to the current state in patient counselling on labour
and delivery.
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INTRODUCTION

The impact of the mode of birth on the mother and fetus
has been a popular topic for a long‐standing debate. Several
morbidities have been associated with one mode of delivery
or another. When this debate focuses specifically on the
effects of vaginal birth or cesarean delivery on pelvic floor
function and dysfunction, current research‐based evidence
fails to provide clear answers as many contributing and
confounding factors, and other limitations inherent to the
evidence itself blur the links between causes and outcomes.
Taking a step back, we realize that this area is only one
aspect of a number of considerations to be taken when
choosing the mode of delivery as an elective choice or in the
context of an emergency, where factors, such as suspected
fetal distress, obstructed labor or other acute events may
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eventually dictate the decision on timing and mode of
delivery. In addition, the umbrella term “vaginal birth”
covers a series of different modes of delivery (forceps,
vacuum, spontaneous, vaginal breech, and waterbirth) with
different risk profiles with regard to pelvic floor sequelae.
This commentary aims to contribute to the ongoing debate,
with viewpoints that may add insights into the decision‐
making processes on a day to day clinical practice, and
hopefully add aspects to the wider perspective.

2 | THE MOTION IN SUPPORT
OF CE SAREA N D EL I VE RY
Pregnancy and delivery have always been surrounded (or
haunted) by dogmas. Naming vaginal delivery as
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“Normal” or “Natural” is one of such.1 Some groups even
accuse women choosing an elective C‐Section of being
“too posh to push”, claiming that to be a real mother a
woman needs to feel the pain of natural delivery1 and if
she fails to do so, she is actually delegating the act of
giving birth to “the cut” or to “the surgeon” or to “the
male.”2 Such arguments are eloquently voiced as an act
of women empowerment, but what empowerment comes
out of denying women the right of choice?
C‐Section rates have been imposed since 1985, based
on the mere statement that countries with some of the
lowest perinatal mortality rates in the world have
cesarean section rates of less than 10%.3 Unfortunately,
this analysis is too shallow both at limiting the only
predicting factor of maternal and perinatal mortality to
mode of delivery and at failing to acknowledge that the
role of obstetrical and perinatal care is to provide not only
survival but also long term quality of life to both the
mother and the infant.
It is the duty of an evidence‐based health care system
to prevent cultural dogmas from unduly influencing
women’s decisions. Women must be informed on their
first antenatal consult that mode of delivery is a decision
they will need to make in the near future and all available
data should be explained to them in an unbiased manner.
This means that they need all the information relevant to
their case, including that the risks associated with
C‐sections nowadays are much lower than in the past,
yet they still exist.
They must be informed that vaginal delivery is not
“harmlessly natural”. When compared with C‐Section, it
is associated with a higher risk of pelvic organ prolapse4
perineal tears and fecal incontinence5; and that there is a
5.2 odds ratio of developing these three types of pelvic
floor dysfunction combined6; that C‐Section has a
protective effect, especially in women with high body
mass index, less than 160 cm of height or more than 40
years of age and/or when fetuses weight ≥4 kg.7 They
should also be informed that the available treatment of
these conditions is not very effective and often multiple
surgical interventions are required.8 Moreover, women
with these conditions face a higher risk of social isolation,
depression, and institutionalization.9,10

3 | THE MOTION IN SUPPORT
OF VAGINAL CHILDBIRTH
On the other hand, pelvic floor damage may occur in the
first stage of labor or even during pregnancy. Therefore, a
cesarean section is not necessarily protective, even if
electively performed before labor, especially with regard
to urinary and anal incontinence. In the Term Breech

LEMOS

AND

DOUMOUCHTSIS

Trial, irrespective of whether primarily a vaginal delivery
mode or an elective cesarean section was planned, 2 years
after delivery stress urinary incontinence (planned
cesarean 17.8% vs planned vaginal delivery 21.8%), fecal
incontinence (2.4% vs 2.2%), and flatus incontinence
(13.1% vs 11.5%) were observed in approximately equal
numbers in both groups.11 Another study showed similar
findings 6 months after birth.12 Even in studies with
longer follow up, cesarean delivery provides only partial
protection from urinary incontinence—eight or nine
cesarean sections need to be performed to prevent one
case of urinary incontinence.13
Elective cesarean section can certainly prevent
mechanical trauma to the anal sphincter but not
neurological trauma. A large US population‐based study
indicated that 29.3% of postpartum women suffer from
fecal incontinence (including flatus) when assessing for
immediate postpartum symptoms and one in five of these
women had undergone a cesarean delivery.14 This
problem is clearly prevalent not only after vaginal
delivery but also following cesarean delivery.

4 | RE B UTTAL I N SU P PO R T O F
CESAREAN DELIVERY
While the provision of information is important, it needs
to be delivered in an accessible manner and should be
combined with impartiality and procedural guarantees to
make sure women are making a free and informed
choice. This is where striking the right balance becomes a
complicated issue; several factors may impact/bias the
information women receive, knowledge transfer, and
decision‐making process.
The first of these factors are provider beliefs, as many
advocates toward one or the other mode of delivery.
Women cannot be deprived from information because
healthcare providers are afraid they are going to opt for a
C‐Section if they know about the risks15 or be led to
choose a C‐Section for believing that this is a safer mode
of delivery.16
Another factor is the social one. Many women choose
to undergo an elective C‐Section due to fear of
preventable problems of vaginal delivery, such as fear
of labor pain,16 while others will be coerced into vaginal
delivery by ideological pressures of the society.1
With so many variables at stake, “better” becomes an
extremely relative concept, which will demand a lot of
introspection and reflection from the woman to weigh
each piece of information individually, and this is where
the third influencing factor comes into play: timing and
quality of consent. It is not unusual for women to only be
offered a C‐Section during delivery and if they ask for one
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—there could be no worse timing for that. In this
situation, consent is usually based on informing the risks
of the most invasive procedure,17 leaving the impression
that a “natural” delivery is free of risks.

5 | R EB U TTAL IN S UP P O RT OF
V A G I N A L CH I L D B I RT H
In most cases, the mode of delivery is not a matter of a
woman’s choice, given the unpredictable nature of
pregnancy and labor. Therefore, taking into account the
rights of the fetus, the mode of birth—be it an assisted or
unassisted vaginal birth or a cesarean section—may be
decided upon a true emergency or unpredictable factors.
The World Health Organization states that Cesarean
sections can cause significant and sometimes permanent
complications, disability or death particularly in settings
that lack the facilities and/or capacity to properly conduct
safe surgery and treat surgical complications. Cesarean
sections should ideally only be undertaken when
medically necessary.18
More recently, International Federation of Gynecology and Obstetrics published a position statement on
“how to stop the cesarean epidemic”19 acknowledging
the increasing cesarean section rates worldwide and the
mortality and morbidity associated with cesarean
deliveries.
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F IN A L R E M A R K S

Women must be informed at their first antenatal
consult that mode of delivery is a decision they will
need to take in the near future and all available data
should be explained to them in an unbiased manner
throughout antenatal care. This process should also
include information about long term risks and future
pregnancy and childbearing implications, such as
risks of the morbidly adherent placenta and ectopic
scar pregnancy in pregnancies after cesarean delivery,
or risks of recurrent anal sphincter injuries and
associated anal incontinence after a vaginal birth
with an obstetric anal sphincter injury.
Psychometrically assessed tools must be developed
and will certainly play a crucial role in the effective and
unbiased transmission of information about the different
modes of delivery, as well as women’s freedom to choose
between any of these.
The UK Supreme Court decision on the Montgomery Case has brought attention to how biased this
process is. Rather than waiting for courts, health care
systems and healthcare providers can do a better job

3

in dispelling myths, challenging dogmas, and proactively enabling women to exercise their right to
choose, while providing the best possible care to
ensure safety and optimal outcomes for both mothers
and newborns.
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