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Abstract

Objective: Cesarean Section (CS) is a commonly performed procedure for women, with almost a third of women
in many developed countries experiencing when they give birth. CS is still being perceived as an abnormal means
of delivery by many antenatal women in remote areas of Pakistan. Aim of the study is to determine the perceptions
of antenatal clients in the North West of Pakistan on CS.

Materials and methods: A self-administered questionnaire based survey was designed. Subjects were enrolled
from September 2009 to December 2009 in Women and Children Teaching Hospital Bannu, Pakistan. Pre-validated,
self-developed questionnaire was used for study data. The data was fed to Statistical Package for Social Sciences
(SPSS 16°) to analyze and presented in a simple frequency table.

Results: Of 450 pregnant patients, 402 responded the questionnaire. Age of the respondents ranged between 16
and 44 (27.21 £ 4.04) years. Only 7 (1.7%) viewed CS as feasible and elected to undergo CS. Seventy one (17.6%)
considered CS good in case of threat to their lives, whereas 195 (48.6%) didn’t accept CS in any circumstances.
Only 35 (8.7%) women viewed CS uncomfortable in context of cultural barrier and a curse for women.

Conclusion: Present study affirms previous suspicion that a significant proportion of antenatal clients are averse

L

to CS and the negative cultural perception of the people to CS reinforced present aversion.
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Introduction

Caesarean section (CS) is a common operative surgical procedure
worldwide [1] where fetus is delivered through an abdominal and
uterine incision [1,2]. The indications can either be based on maternal
or fetus associated complications. The proportion of women giving
birth by CS has increased with time in all developed countries over the
past several decades [3]. Moreover, the level of CS is well above the
WHO (1985) mentioned 15% mark for many of the countries and is
still increasing.

In 1998, 21% of Australian women gave birth by CS that increased
to 30.9% by 2007 [4]. Same trend were observed in the USA where
31.1% of all births were carried by CS in 2006 which was once 20.7%
in 1996 [5]. While the overall rate of cesarean birth is lower in the
UK, accounting for almost 25% of all births from 2007 to 2008, it
has however increased by approximately 50% from 1995-1996 [6].
Birth rates via CS vary considerably across Europe, ranging from 15%
in Norway and the Netherlands, 17% in Sweden and Finland and
increasing to 37.8% in Italy [7].

The estimates for the CS rate in East Asia also show that it is well
above the 15 percent mark. Even the rate of caesarean delivery in
Pakistan was 20%, whereas in Taiwan (China) it was 35.15 percent in
2007 [8]. The estimates of CS rates in India is 7.1 per cent in the year
1998 and there is 16.7 percent change in the rates annually in India,
which is one of the highest among the countries.

The change in CS rate in the developing countries has been less
dramatic during the same period. CS is still being perceived as an
abnormal means of delivery by some women in the developing
countries based on some factors like inadequate facilities and medicine
[9]. Therefore the CS rate in some sub-Saharan African countries (like
Burkina Faso and Niger) is as low as 2% [10]. The negative view and

perception of CS by women in the developing countries has led to
gross underutilization of the procedure compared to the large burden
of obstetric morbidity requiring resolution by CS [11].

CS is often perceived to be safer than vaginal delivery for mothers
and their infants, and has become increasingly common around the
globe [12]. Awareness and acceptance for labor analgesia was relatively
low among the prospective parturient. A higher level of education had
a significant impact on the decisions regarding delivery [13].

The factors associated with caesarean section are age, parity,
multiple pregnancy, maternal weight gain, and birth weight [14].
Including these factors, the caesarean section is justified under certain
circumstances such as cephalo pelvic disproportion and contracted
pelvis; dystocia due to soft parts; inadequate uterine forces, antepartum
hemorrhage, pre-eclamptic toxaemia, eclampsia; fetal distress and
prolapse of the cord, malpresentation; maternal distresses such as
heart problems, bad obstetric history, habitual intrauterine death of
the fetus and elderly primigravida. Except these demographic and
medical reasons, patient’s request and decision of physician also play a
major role in increasing caesarean section rates [14]. Patients request
the obstetricians to perform the caesarean section as it is less painful
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and consumes less time. Physicians prioritize CS due to convenient and
quick handling than attending a normal vaginal delivery [15].

Due to limited data on the perceptions of women in the country
about CS, and their views about women who had the procedure have
not been explored. Therefore, present study aims at the determination
of the perceptions of women in the northwest area of Pakistan on CS
and their views about other women who have had CS in the past.

Materials and Methods
Study design and location

Study was based on a descriptive review conducted to evaluate
the perception towards CS. It was carried out from September 2009
to December 2009 at Gynae unit of Women and Children Teaching
Hospital Bannu, Pakistan. District Bannu is centre in south part of
Khyber Pakhtun-Khawa (North West Frontier) province of Pakistan
with 942,230 population and male to female ratio of 1:1.08 [16].
Women and Children Teaching Hospital Bannu is secondary level
referral hospital. Gynae unit of the hospital is largest in the area where
emergency obstetric surgery is performed. Annually, 7000 to 8000
patients are being attended in labor room regarding different Gynae
& Obstetrical problems with 13 to 15 deliveries being conducted on
daily basis.

Ethical consideration

A verbal consent was taken from all participants prior to the survey.
The collected information was kept confidential. Furthermore, study
was reviewed by hospital review committee.

Inclusion criteria
1) Voluntariness was required for the survey of knowledge.
2) Participant was enrolled with age 15 years and above.
3) Completed questionnaire were included.
Exclusion criteria
1) Respondents with age less than 15 years.
2) Failing to provide with consent.
3) Incomplete questionnaires.
Sampling technique

Convenient sampling technique was used to explore the perception
among the pregnant women regarding CS in Gynae unit of Women
and Children Teaching Hospital Bannu.

Sample size calculation

The sample size was determined by using the sample size calculator
at Raosoft® web site [17], being ensured that the minimum number of
respondents represented maximum population of District Bannu. The
parameters given consideration in the sample size calculation included
indicator percentage, margin of error, confidence level, population size
and critical value for the confidence level in this study. The indicator
percentage was assumed (0.50) with the confidence level of 95%. The
amount of admissible error i.e. margin of error was kept (5%), which
requires a larger sample size.

After calculating the sample size the minimum sample size required
was 377 and the participants were to participate in order to achieve
95% of confidence level in our study. In current study a total of 402

respondents were surveyed to make the results more accurate and to
provide maximum opportunity for the general people to participate in
the study.

A self-administered questionnaire was used to collect the data from
the pregnant women and to evaluate people’s perception on CS. The
questionnaire was designed on the basis of literature survey carried
out for knowledge and perception of patients regarding CS [4,9,11,13].
Validation of the questionnaire was done on 30 pregnant women which
resulted in Cronbach's Alpha of (0.73).

The interviewer sought the personal perception of the clients about
CS using four grades: very bad, bad, good, very good, as shown in table
1. The clients’ general perceptions related to CS were also explored and
the communications were made into local language by nursing staft
co-operation. The data obtained was entered and analyzed using the
Statistical Package for Social Sciences version 16.0 (SPSS In., Chicago,
IL, USA).

Results

Of 450 questionnaires administered, 402 were fully completed and
were included in this analysis. Mean age of all respondents was 27.2 +
4.0 years that ranged between 16 and 44 years.

Among the study population, 41 (10.2%) had a previous history of
CS, 97 (24.1%) had delivered at least once by the vaginal route and 41
(10.2%) were nulliparous. Out of the 41 women with a CS in the past,
36 (87.8%) were favorably received at home following the CS, while
5 (12.2%) patients did not have good reception at home from their
relatives.

Table 1 reveals views of pregnant women regarding CS during the
current pregnancy period. It shows that CS was considered very bad by
195 (48.6%) women, whereas only 71 (17.6%) of the women viewed CS
as positive procedure either for themselves or the baby. Seven (1.7%)
participants viewed CS as very good and elected to undergo CS to avoid
the labor pain and complications of delivery. Meanwhile, 129 (32.1%)
respondents considered CS as a negative procedure and were reluctant
to undergo the procedure, ever if the doctors thought it was necessary
to save their lives or their baby. Three respondents viewed CS as being
very bad and did not want to undergo CS at any cost.

Table 2 reflects the cultural perception of the respondents about
CS. Out of 402 participants, 267 (66.4%) indicated CS as a normal

Views Description of Views Number | Percentage

Very Good | Will accept CS by choice to avoid the 7 1.7
complications of labor

Good Will accept CS in case of threat to their 71 17.6

lives
Bad Will reluctantly accept CS if the doctors 129 321
communicate & convenes

Very Bad Will not accept CS under any of the 195 48.6
above circumstances

Total 402 100

Table 1: Views about Cesarean Section (CS) in their Index Pregnancy.

Perception Number Percentage
Normal obstetric decision 267 66.4
Women with abnormal pelvis 63 15.6
Women who are obstetric failure 37 9.2

CS strongly disliked OR even Cursed women 35 8.7

Total 402 100

Table 2: Cultural Perception about Cesarean Section.
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Fear Number Percentage
Fear of Death 145 36.1

No Fear 124 30.9

Fear of postoperative pain 93 23.1

Fear of subsequent infertility 26 6.5

Fear of Doctor’s incompetency 14 3.4

Total 402 100

Table 3: Fears of Antenatal Clients about Cesarean Section.

obstetric decision while 37 (9.2%) viewed CS as the woman's failure of
her obstetric responsibility. Only 35 (8.7%) women strongly disliked
and/or even reported their culture i.e. CS being a curse for women.

Majority of the respondents (145 (36.1%)) were afraid of death
as a complication of CS while 93 (23.1%) were terrified from the
postoperative pain associated with CS. However, notable number
of respondents (30.9%) did not have any fear about CS. Some of the
patients were frightened by subsequent infertility. Table 3 shows the
expression of the study group's fear about CS.

Discussion

Vaginal birth has been considered safer but painfull way of delivery
throughout the history [18]. Women’s health is a great challange
especially in developing nations where awareness is very limited.
While perceptions are getting changed with scientific and research
advancement, awareness in same scenario depicts huge difference in
developed and developing country. Delivery is a natural procedure
in majority of women, while the maternal mortality in this area was
204/100,000 [19]. In new era, CS reasonably safer in selected women as
shown in present study.

Current study shows that 129 (32.1%) of the study population was
not favorably disposed to CS. The respondents unwillingly agreed to
have a CS only after doctor’s referral or responded not to accept it at all,
otherwise. Current findings show slightly higher rate than reported from
Nigeria, where 11.6% of patients rejected CS in a tertiary level hospital
and 12.1% of women did not accept CS under any circumstances [8].
Only 7 (1.7%) were reported to be willing to accept CS as a method
of delivery to avoid the pains of labor and complications of delivery.
Moreover, 71 (17.6%) would only accept CS if needed to save their lives
or that of their babies without any other option. Such findings are in
pipeline with published literature either from developed country or
developing country [4-7,20].

The number of women that unfavorably disposed to CS was
significant. It provided an insight of the factors responsible for the
unacceptably high maternal and perinatal mortality ratio. It may seem
similar to the trend and factors observed in Nigeria i.e. type one delay
in accessing formal obstetric care [21]. Furthermore, fear of CS was
also one of the most common hindrance for which women proffered
utilizing formal maternity services [16]. This offers an explanation for
women presenting late to the center with complications, resulting in an
unacceptably high mortality ratio.

The major concern expressed by the respondents in present study
was the fear of death during the procedure. This was found a genuine
concern considering the high rate of maternal death associated with
CS in African countries like Nigeria [22]. The other concerns of the
respondents include fear of error during the surgery, fear of subsequent
infertility and postoperative pain. These also were notable fears as
postoperative pain, infertility, and iatrogenic fistula are complications
that can follow CS.

Significant (33.6%) respondents indicated negative cultural
perception of their communities about CS. The CS was perceived by
respondents as a procedure carried out on unfaithful and cursed women
as well as women who were viewed as weaklings. As the observed trend
is a great reluctance among women and their relations to accept the
procedure, cultural perception of the individual communities is vital to
the acceptance of the procedure. Such cultural perception may possibly
“partly explain” why the number of women who booked for antenatal
care in the center is significantly different from the actual number
who delivered in the center. Some clients may choose to deliver at
home or with a maternity center after receiving antenatal care in the
center because of fear for CS. The study further shows that clients who
have had a previous CS would have had some of their fears about the
procedure either confirmed or disabused; thus, they are likely to have a
more informed view of the procedure than those who were yet to have
their fears tested.

About 10.2% of the study population had a previous history of
CS and 36 (87.8%) patients of this group were favorable while 12.2%
were not well received at home following the procedure. The negative
reception athome from family and community members may negatively
affect the client's acceptance of a CS in the index pregnancy may be a
valid factor adversely affecting maternal and perinatal outcome.

Conclusions

Current study strengthens the fact that significant proportion of
antenatal clients are reluctant to CS with negative cultural perception
as a reinforced hatred. The intolerable maternal mortality rate
(204/100,000) in Bannu and or these areas of Pakistan may partly be
attributable to type one delay in accessing formal maternity services.
This however, may be related to the fear of CS which earlier studies
have also documented as a cause of underutilization of formal
maternity services. The concerns and doubts expressed by the patients
should be addressed to improve underprivileged utilization of health
services for delivery. Moreover, proper programs to modify the
negative perception of the local population about CS should also be
adopted. These measures will ensure reduction in type one delay to a
more tolerable level and accordingly, reduction in maternal mortality.

Limitation of the Study

There are some limitations of the study like social, cultural and
economic status of women.
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