Open Access Original Article
Protagonist Attitude Pak Armed Forces Med ] 2020; 70 (3): 675-82

PROTAGONIST ATTITUDE OF CARE PROVIDERS IN ESCALATING THE RATES OF
CAESAREAN SECTION

Jehan Ara Rafiq Baig, Adiba Akhtar Khalil, Shehla Baqai*, Abeera Choudry, Asifa Siraj, Munnawar Jannat,
Humaira Tariq**

Pak Emirates Military Hospital /National University of Medical Sciences (NUMS) Rawalpindi Pakistan, *Combined Military Hospital
Lahore/National University of Medical Sciences (NUMS) Pakistan, **Combined Military Hospital Murree Pakistan

ABSTRACT

Objective: To assess obstetrical care providers” delivery preferences and perceptions along with attitude towards
caesarean section on maternal request and the possible effect of providers’ characteristics on decision making.
Study Design: Cross-sectional study.

Place and Duration of Study: Study was done in five hospitals, from 15t Aug to 31st Aug 2019.

Methodology: Obstetrical Care providers in hospitals with at least 4000 births per year completed a self-
administered, anonymous questionnaire. Delivery preferences and perceptions about low-risk women, opinion
about a woman'’s right to choose her delivery method and the willingness to perform caesarean section on
maternal request were assessed.

Results: Out of 109 participants, 105 (96.3%) preferred a vaginal delivery for their patients in the absence of a
medical indication for caesarean section. Majority 74 (67.8%) believed patients should be permitted to choose
their mode of delivery, while 85 (78%) were willing to perform caesarean section on maternal request. There was
significant association between perceptions and the mode of delivery. More responders were willing for
caesarean section on maternal request who were less than 35 years of age, had no biological children or had less
than 4, who had had vaginal deliveries themselves, were trainee doctors or who had less than 10 years of
obstetrical consultant experience. These associations were not statistically significant.

Conclusion: Our study revealed strong association between perceptions and personal beliefs of the practitioner
and mode of delivery. There was high level of support for caesarean section on maternal request despite the fact
that Pakistan’s caesarean section rate is already high.
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INTRODUCTION middle-income nations are 100 times higher than
The rising rate of caesarean sections is richer nations and a third of these babies diet.

worrying obstetricians globally!. The World Even then, the CS rate has rapidly increased in
Health Organization (WHO) recommended cae- Pakistan within 5 years, from 14% in 2012-13 to
sarean section rate is 10%-15%, above or below 22% in 2017-185. Sadly, CS account for only 3% of
which appears to have little maternal or perinatal births in tribal territories (formerly knowr.1 as
benefit2. The WHO Global Survey of Maternal FATA) of Khyber—Pa.khtoon-Khawa province,
and Perinatal Health (WHOGS; 2004-08) placed compared to 29% each in Islamabad and Punjab®.
the global rate at 26.4% which increased to 31.2% BOth rates don’t follpw the WHO recommepda-
by 2010-11 in the WHO Multi-Country Survey of  tions. Such vast differences in rates indicate
Maternal and Newborn Healths. evidence based medicine is clearly not being

. . racticed.
Pakistan is a poor country and the women p

tend to have multiple pregnancies. Maternal Physicians are often blamgd for increasi.ng
deaths after caesarean section (CS) in poor and the CS rates due to self-serving reasons like
working hours planned births and financial
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section on maternal request is defined as a
primary cesarean delivery on maternal request in
the absence of any maternal or fetal indications.
Physicians dealing with a CSMR must tread the
delicate line between autonomy of the patient to
have a say in decisions concerning their health
and the principle of non- maleficence.

The CSMR rate also appears to be rising’
which may be seen asan extension of the overall
increasing CS rate. Although,the exact rate is not
accurately known, reviews of literature indicates
that the CSMR rate ranges from 0.3 to 14% of all
caesarean births89. It accounts for alarmingly high
rate of 36% of all caesarean births in south-east
Chinad.

The available information comparing
planned vaginal delivery and a CSMR does not
clearly favor either mode!?. Such decisions are
frequently grounded on intricate and often non-
scientific reasons.

This study was conducted to assess health
providers” delivery preferences, assumptions and
the willingness to perform CSMR in low risk
pregnancies in selected hospitals. These hospitals
have high CS rates so they were pertinent areas to
explore the obstetrical care providers” opinion.

METHODOLOGY

This cross sectional descriptive study was
carried out in five hospitals with at least 4000
births per year. Out of the five, four hospitals
werein Rawalpindi and Islamabad and one
was in Lahore. Hospital Ethical Review Board
permission was obtained and informed consent
taken from the participants. The different hos-
pitals were selected for their high CS rate, the
willingness of the obstetrical care providers to
participate and diversity of patients. These were
semi government hospitals with both public
and private patients. All of them have academic
affiliations. Their self-reported CS rates at the
time of the study ranged from 50-60% for all
except one hospital whose rate was 75%. The
Obstetrical care givers of different grades who
had decision power regarding mode of deliveries
of patients, were chosen for diversity and years in
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the specialty. Their responses were collected from
1st to 31st August 2019.

There was 90% response rate from each
hospital. First year obgyn trainees, trainee mid
wives and house officers were excluded because
they have no decision making power in mode
of delivery. To ensure anonymity, sealed survey
envelopes were self-administered by and retur-
ned to a respective hospital focal person. The
participant’s identity was not asked. The survey
questionnaire was based on survey of Rivo et al'?,
and was modified according to our population.

Sample size was calculated through open epi
sample size calculator. Since the sample size
was constrained due to health providers’ limited
number in each hospital, CSMR rate was used as
the minimum bench mark. Reviews of the litera-
ture shows the rate of CSMR are unclear ranging
from 0.3 to 14 percent of the overall caesarean
births89. Therefore, an average percentage of 7%
was taken as reference prevalence. A total of 109
health care providers were included. Conve-ien-
ce sampling was done. Demographics/variables
were age, grade of the provider, years of obste-
trical experience, number of biological children
of the provider, and mode of delivery of the
provider. Descriptive, bivariate and multi-variate
analyses were done to look for a link between
healthcare professional characteristics and their
preferences. Pearson chi square test and Fisher’s
exact test was used to assess for signi-ficance of
the results and associations. A p-value <0.05 was
taken as significant. Outcomes were dichotomi-
zed depending on the associations. SPSS 23 was
used for data analysis.

RESULTS

A total of 109 health care providers were
included in this study. Out of these, 60 (55%)
participants were <35 years of age and 43 (39.4%)
were from >35 year of age while 6 (5.5%) parti-
cipants were reluctant to mention their age.

Almost all of the health providers 105
(96.3%) would choose vaginal delivery for their
patients and 85 (78.7%) felt most of patients
preferred vaginal delivery, as shown in table-1.
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The reasons given for the choice of mode of
delivery by the provider is shown in table-II.

Majority of the responders 74 (67.8%)
believed patients should be permitted to choose

Pak Armed Forces Med ] 2020; 70 (3): 675-82

(78%) were willing to perform CSMR. More
health care practitioners less than 35 years of age
were willing to comply with CSMR than not: 50
vs 10. Practitioners with no biological children

Table-I: Perceptions and preferences of the obstetrical care providers.

Vaginal Caesarean

Questions delivery section p-value

n (%) n (%)
Most of my patients prefer 85 (78.7%) 23 (21.3%)
I Would choose the fc‘)llowi.ng ‘mode‘z qf delivery for the 105 (96.3%) 4 (3.7%) <0.05*
clientage of my hospital with its existing resources
If my own sister had to come and deliver in my 0 0
hospital I would choose 103 (94.5%) 6 (5:5%)
*p-value Obtained using Pearson chi square test and fisher’s exact test where cell counts <5.
Table-II: Reasons for choosing mode of delivery.

Mode of Delivery
Reasons Caesarean section Vaginal delivery
6 (5.5%) 103 (94.5%)

Safety 3 (2.8%) -
Can't watch my sister suffering 2 (1.8%) -
Danger of instrumental delivery 1 (0.9%) -
Natural is always better - 88 (80.7%)
There is adequate monitoring - 3 (2.8%)
Worried about repeat caesarean - 6 (5.5%)
No risk of transient tachypnea of newborn - 1 (0.9%)
No risk of pl.accreta in next pregnancy - 5 (4.6%)

*p-value obtained using fisher’s exact test

Table-III: Women permitted to choose their mode of delivery.

I believe women should be permitted to choose their mode

Reason — of delivery -

74 (67.8%) 35 (32%)
Women empowerment 13 (17.6%) -
Patient autonomy 57 (77.0%) -
Other 4 (5. 4%) 3 (8.6%)
Patient inadequate knowledge 30 (85.7%)
No vision - 2 (5.7%)

their mode of delivery, 57 (52.2%) of them
mentioning patient autonomy as their overriding
reason. Conversely, 30 (27.5%) providers felt

patient had inadequate knowledge as shown in
table-III.

Table-IV showed the associations between
demographics and CSMR willingness. Bulk 85
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were more willing for CSMR than not: 22 vs 5.
More participants with biological children were
also willing for a CSMR than not but the ratio
was lower as compared to participants with no
biological children. More practitioners with less
than 4 children were willing for CSMR than not:
56 vs 15. More health care providers who had had
a vaginal delivery were more willing than not for
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CSMR: 31 vs 5. Trainee doctors were more
willing towards a CSMR than not: 39 vs 10.
Similarly, consultants with less than 10 years

Table-IV: Associations between demographics and willingness for CSMR.

Pak Armed Forces Med ] 2020; 70 (3): 675-82

and enough. Furthermore, 16 felt scar dehiscence
incidence of 1-2% too low and 7 felt it was too
high (table-V).

Willing for Not willing
Parameters CSMR for CSMR p-value
85 (78%d) 24 (22%)
<35 Years 50 (58.8%) 10 (41.6%)
Age >35 Years 31 (36.5%) 12 (50.0%) 0.17
Age not mentioned 4 (4.7%) 2 (8.3%)
Biological None 22 (25.9%) 5 (20.8%) 0.61
children yes 63 (74.1%) 19 (79.2%) '
Number of children ii 576 ((181819%/0)) 145 ((2718190/0/0)) 0.26
Spontaneous vaginal delivery 31 (50.0%) 5 (26.3%)
i o 0.29
Mode of delivery of instrumental ' 2 (3.2%) -
d Emergency caesarean section 11 (17.7%) 5 (26.3%)
provicet Planned caesarean section 12 (19.4%) 7 (36.8%)
Vaginal/caesarean section 6 (7.1%) -
Midwife nurse 13 (15.3%) 6 (25.0%)
. Trainee doctors 39 (45.9% 10 (41.7%
Grade of provider Junior Consultant <10 years 18 521.2%; 2 28.3%) ! 034
Senior consultant >10 years 15 (17.6%) 6 (25.0%)
Table-V: Offer of Trial of Labor After Caesarean Section (TOLAC) to Patients.
I would offer Trial of Labor After
Caesarean Section (TOLAC) to each
. . p-value
Reason and every appropriate patient
Yes No No answer
82 (75%) |18 (16.5%) 9 (8%)
Facilities and staff 24 /7 availability 62 (75.6%) | 1(5.6%) -
To decrease transient tachypnea of newborn 3 (3.7%) - -
Risk of scar rupture is only 1-2% 16 (19.5%) - -
Junior staff availability during out of working hours - 6 (33.3%) - <0.05*
Risk of scar rupture is significant 1(1.2%) 7 (38.9%) -
Doctor will be criticized if trial fails - 1(5.6%) -
Risk of birth asphyxia - 2 (11.1%) -
Difficult to counsel uneducated women regarding ) 1(5.6%) i
risk of trial of labor after caesarean section '
*p-value using fisher exact test
experience more willing for a CSMR than not: 18  DISCUSSION

vs 2 as compared to senior consultants: 15 vs 6.

Midwives stood at 13 vs 6. Using p-value results
were not statistically significant.

For trial of labor after caesarean section
(TOLAC) 62 (75.6%) felt monitoring was 24/7
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A caesarean delivery hasimmediate, long

term and lifelong effects on the patient and the
baby. Some of the effects are just being recog-
nized. The addition of an impove rish, traditional
society like Pakistan into the cocktail increases
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the complexity. Health services are not consistent
or easily accessible across the country. Women
are expected to produce multiple children due to
a myriad of reasons. It is important to analyze if
the obstetrical care provider’s perceptions and
decision making is one of the reasons for a rise in
caesarean section rates in a society least able to
bear the consequences.

Caesarean section on maternal request
(CSMR) is another dilemma adding to the quag-
mire. Numerous studies worldwide have been
done to assess this problem. The results are
diverse and often a reflection of a cohort’s current
practices as well as a physician’s personal
opinion.

Starting on an optimistic note, it was
observed in our study that 85 (78.7%) obstetrical
care providers felt their patients have preference
for vaginal delivery and similarly 105 (96.3%) of
those surveyed felt they would choose the same
for their patients and 103 (94.5%) would make the
same choice for their own sister in their hospital.
While the responders in our survey seem to
prefer vaginal delivery, their self-reported CS
rates in their respective hospitals were 50-60%
(one hospital CS rate was up to 75%).

Rivo et al in Argentina observed in their
survey that 155 (92.3%), providers expressed a
preference for a vaginal delivery for their patients
butonly 72 (42.9%) of providers thought that
women prefer a vaginal delivery and 60 (35.7%)
actually believed that women wanted a CS.
Whereas, infact, >89% of nulliparous Argentine
women surveyed in their third trimester
preferred a vaginal delivery!!. Similarly, Potter et
al surveyed pregnant women attending public
and private institutions in Brazil and found that
preferences were similar in both sectors, with
more than 80% of women in favor of vaginal deli-
very'2, but the perception among the physiciansin
Brazil is that it is women’s demand for a cesarean
that is behind the high rates!®. There appears to
be a gap between physicians assumptionof what
patients prefer and the patient’s actual choice of
mode of delivery.
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All of the above results reflect multi farious,
conflicting reasons for decision-making for the
eventual mode of delivery of the obstetrical
patient. Further data giving credence to this
inference is that 88 (85.4%) obstetrical care
givers who preferred a vaginal delivery for their
patients in our survey, did so because “nature
was better”. Very few of them chose scientific,
evidence based reasons like labor monitoring,
transient tachypnea of newborn, repeat CS and
risk of placenta accreta?. Care provider seven
chose a CS because they couldnot see their sister
suffer.

Further into the survey, when the obstetrical
care givers were asked if they agreed to women
choosing their own mode of delivery, 74 (68%)
agreed citing patient autonomy and women emp-
owerment. NONE felt the patient had inadequate
knowledge. This is a little incredulous because
Pakistani obstetrical clinics are notoriously busy
and the clientele is generally not well educated.
Additionally, 35 (32%) of the responders did not
agree to women choosing their mode of delivery
and 30 (27.5%) mentioned inadequate knowledge
of patients as their reason.

Clearly, physicians’ perceptions and perso-
nal opinions are playing a role. Majority 85 (78%)
were willing to perform CSMR. Interestingly, this
included 11 participants who did not believe
patients should choose their mode of delivery but
were still willing to perform a CSMR.

The International Federation of Gynecology
and Obstetrics labels CSMR as unethicalé, wher-
eas the american congress of obstetricians and
gynecologists states that CSMR should not be
performed before 39 weeks and that it is not
recommended for women desiring several
children?0.

Rivo et al found that 125 (74.4%) of providers
believed that their patients should have the
option for CS and 112 (66.7%) of providers would
perform a CSMR; however, only 51 (30.4%) of
providers would consider a non-medically
indicated CS for themselves or their partner!!.
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Chigbu et al, in Nigeria observed in their
study thatthe majority (53.1%) of the respondents
would agree to CSMR on the basis of maternal
autonomy especially with history of previous
childlessness anda negative labor experience
(»<0.0001)4.

Obed et al, also in Nigeria found that 88
(97.8%) of the obstetricians sampled knew the
FIGO stand on CSMR but 80 (88.9%) of them still
felt the patient's autonomy was important’>. In a
cohort of obstetrical providers in China, 49% of
them had had a CSMR¢. Over 50% of a sample of
obstetricians in Turkey were reported to have
chosen a CSMR for themselves or their partner!?
By contrast, in Norway and Sweden, CSMR is
officially not available. CS is considered only as
indicated by an obstetrician. Maybe it’s telling
that their CS rate is only 16%! and 17%?"
respectively.

Another aspect of our survey was to see
responses to ‘trial of labor after CS" (TOLAC).
Out of 109, 62 (56.8%) responded that they will
offer TOLAC to appropriate patients because
staff and facilities were available 24/7. However,
16 thought risk of scar dehiscence was low
enough for TOLAC and at the same time, 7 felt
it was high enough to not offer TOLAC to each
appropriate patient. A p-value <0.05 obtained
which meant significant association existed
between reason and mode of delivery offered.

Associations between demographics and
mode of delivery choice of the practitioners and
care givers were also sought. The p-values were
not significant. However, some obvious differen-
ces are present. Providers under the age of 35
years, with no biological children, or less than
4 children, obgyn trainees and junior consultants
with less than 10 year experience were more
likely to accept CSMR. This was somewhat simi-
lar to a sample where Scottish providers with
children were significantly less likely than pro-
viders without children to prefer non-medically
indicated CS2. In contrast, Rivo et al found that in
their sample, providers with children were more
willing to perform CSMR''. However, a sample of
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German providers was almost equally supportive
of CSMR whether nulliparous or with history of
cs2,

In our survey, there seems to a significant
association between perceptions and personal
beliefs of the obstetrical care giver and patient’s
mode of delivery. This appears to support the
prevalent view that providers decisions which
are not even based on obstetrical reasons, are
ratcheting up the CS rates .

CS is associated with numerous adverse
effects. Some are common knowledge like uterine
rupture, abnormal placentation, ectopic preg-
nancy, higher maternal mortality and transient
tachypnea of newborn while others are recent
recognitions like stillbirth, preterm birth, altered
immune development of the new born andlate
childhood obesity and asthma. These risks
increase with increasing number of caesarean
deliveries in the individual. There are few studies
on CS effects on cognition and educational
outcomes?2. Children delivered on CSMR prior to
39 gestational weeks ,appear to have an increased
risk for emotional and behavioral problems at
preschool age?.

So despite the above mentioned risks and its
long term effects on a low income society like
Pakistan, the CS rates are still rising. In Iran like
Pakistan, there are no monitoring policies for
mode of deliveries. The obstetricians surveyed
rationalized that in case of complications during
a birth, they would be sued on why a CS had not
been performed?. Obstetrical practice in the best
of places is very trying but in a third world, low
resource health system, it's particularly a battle
of nerves. Convenient time of delivery, monitory
motivations and a supposed safety from a lawsuit
seem to override medical and societal benefits
of a vaginal delivery. Additionally, increased
post-traumatic stress symptoms have been docu-
mented in women who preferred CS but gave
birth vaginally compared with women who
both preferred vaginal delivery and delivered
vaginally?. This has lead NICE guidelines for
CSMR to be more accommodating. A referral to
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healthcare expert in perinatal mental health has
been advised, along with an opinion of a second
obstetrician if the index obstetrician cannot
comply to a CSMR from a patient who has been
counselled to the contrary®. There are no easy
answers but most of the reasons for a CS without
medical indication can be addressed and ways
found to lower the CS rate.

LIMITATION OF STUDY

Participants represented a diversity of
obstetrical care providers but organization
policies and work environment could have biased
results. Different care providers like midwives
and doctors gave different responses. Sample size
prevented deeper exploration of the responses of
these different cadres. Responses for private and
public clientele could not be separately probed.

CONCLUSION

The varied Obstetrical care giver’ answers
were not based on solid medical evidence but
there was a strong association between percep-
tion and preferences of practitioners and mode of
delivery. The CSMR dilemma presents a very real
risk of demoting the obstetrician to mere techni-
cians in our haste to respect patient autonomy.

In low income societies, CSs are linked with
perceived improved careal though paradoxically
CSs in low income countries pose a far greater
risk to a patient compared to CSs in richer
countries. The reasons for the rise of CS are not
evidence based and a sincere effort to help the
obstetrical care provider and the patient reach a
mutually supportive system is the need of the
hour.
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