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Aim: The aim of the present study was to explore  women’s view, and 

beliefs towards elective Caesarean section in an attempt to discover the role 

of these factors in increasing the CS rates. Objectives: To determine 

knowledge and Beliefs about caesarean sections among women attending 

primary health care centers in the Eastern Province. To determine the factors 

influencing their decision to undergo caesarian section. Methods: This was a 

cross sectional study, 400 women were selected randomly using systematic 

random sampling  from the attendees to the primary health care centers in the 

King Abdulaziz Airbase Primary Health Care Center  in Dhahran and were 

invited to respond to interview  questionnaire to achieve the objectives of the 

study.  Results:  It was found that 157 (58.4%) of the women had previous 

CS, and two thirds of them was done without definite medical indication. 

Furthermore, about half of the women (49.7%) indicated that they agree to 

undergo CS in the future. It was found that the percentage of those who agree 

to undergone CS in the future was significantly increasing with increased age 

of the women , and the percentage ranged between 21.6% among those <30 

years to 83.7% among those aged 40+ years. Also, the percentage was almost 

doubled among those who have university qualifications (66.9%) if 

compared to have less education level (34.7%). Similarly, the percentages 

were increasing consistently with increased monthly income, where it ranged 

between 29.9% among those with monthly income less than 5000 SR to 56% 

among those with monthly income more than 10000 SR.  Conclusions:  It 

was concluded that the rate of CS in our community come within the highest 

reported rates worldwide, and still considerable proportion agree to have 

elective CS even with absence of clinical indications. The most important 

potentiating factors for agreement to undergone CS were the age of the 

mother, educational level, monthly income and previous CS. 

Recommendations: Mothers must be fully educated about the advantages 

and disadvantages of CS, so they can take the proper decision, that could 

reduce the number of unnecessary CSs.  
 

 

Copy Right, IJAR, 2015,. All rights reserved 

  

 

INTRODUCTION 
  Cesarean section refers to the delivery of a baby through surgical incision in the mother’s lower abdominal 

wall and uterus, rather than through the vagina.
(1) 

The first successful CS was performed to deliver Julius Caesar; 

persistence of this legend gave rise to the name of the procedure. In the nineteenth century, the method of cesarean 

delivery was well-known in medical practice, yet CS was at first a major operation for high-risk pregnancy; they 

were rarely performed. 
(2)
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 However, nowadays, the incidence of caesarean sections performed on request without medical indications is 

increasing as the traditional view about caesarean sections being conducted in critical situations has changed and it 

is currently performed even when such danger is minimal. 
(3)

 More women perceive caesarean section as the “easy” 

option; therefore, babies delivered by CS have increased over the last thirty years. 
(4)

  

In Great Britain, the CS rate in 2001 accounted for 21% which raised the issue that the increasing rate of 

CS is a matter that deserves international attention.
(5) 

Nevertheless, the observed rise in Cesarean section has been 

faced with imbalance in the few studies investigating the views of women towards having CS. Moreover, few 

studies have compared the general population of women who want a CS with those who prefer vaginal delivery. 

Green et al used a hypothetical situation to see the extent, which women would prefer a CS delivery if advised by 

their physician that a vaginal delivery was unlikely or if they had only a 50% chance of a vaginal delivery;
 
women 

maintained a strong commitment to vaginal delivery. 
(6)

 

In the Kingdom of Saudi Arabia (KSA) Cesarean section deliveries account for approximately 10% of all 

births and reaching 20% in tertiary centers. 
(4)

 Repeated CS is therefore, a common phenomenon in KSA, despite the 

cultural opposition to the limitation of CS, as this would limit the size of the family.
 (7)  

This particular study may be included under the first among the three definitions of elective caesarean 

section suggested by practitioners of paediatrics.
 (8) 

The three definitions according to The Royal Australian College 

of Physicians (2001) Paediatric Policy are as: 

1. Low risk/elective caesarean section which does not indicate any immediate fetal or maternal risk. 

2. Medium risk/semi-elective/semi-emergency caesarean section that indicates that fetal or maternal factors 

have evolved in the short-term creating risk which necessitates delivery best undertaken by caesarean 

section. 

3.  High risk/emergency caesarean section which indicates a significant risk to mother and or fetus and time is 

critical.  

Several reasons have been pointed out with respect to this issue. These include private medical benefit, 

social, cultural and psychological factors. In the opinion of the investigator, this is not true. This research would 

support the investigator’s opinion by looking at the views of different women. The women’s views of elective 

caesarean section would be very helpful to the family medicine practice as it will determine whether to continue or  

to stop deciding caesarean section to women who have a very low risk of having any problems with vaginal delivery 

and to educate women about the safe mode of delivery. 

objectives: 

1. To determine knowledge and believes about caesarean sections among women attending primary health 

care centers in the Eastern Province.  

2. To determine the factors influencing their decision to undergo caesarian section. 

Review of literature 

Historically, caesarean section has been recorded in history since ancient times in both Western and non-

Western literature. Although the first use of the term in obstetrics was from the seventeenth century, its early history 

is obscured by mythology. The origin of the term caesarean is believed to be from the birth of Julius Caesar; 

however, this is unlikely considering his mother Aurelia Cotta lived for many years afterwards. In ancient times, it 

was performed only when the woman was dead or dying as an attempt to rescue the fetus. With few exceptions, this 

was the pattern until the era of anaesthesia in the nineteenth century.
(9) 

Currently, safer caesarean section delivery may reduce both the maternal and infant morbidity and mortality; 

however, it remains a major surgical procedure with serious implications for the health of mother and child. 

Caesarean section deliveries carry high health risks including respiratory complications and neurological impairment 

of the newborn and long-term postpartum morbidity for the mother. 
(10) 

Furthermore, caesarean deliveries require the 

use of more medical and healthcare resources compared with normal deliveries, becoming as such a real burden to 

health systems working with limited budgets. 
(11)

 

However, the number of women having babies born by caesarean section is growing rapidly in both 

developed and developing countries. 
(12) 

Evaluation of factors associated with this increase in CS rates has been 

carried out in several countries. 
(13)

 These studies have demonstrated that some of the difference in CS rates 

observed can be explained by changes in the demographic characteristics of the childbearing population. 
(14)

 

 

Many women may not be fully informed of the risks and benefits of CS compared with vaginal birth. 

Women’s acceptance of vaginal birth after cesarean may be influenced by how the options are explained by their 

physician, since rates for trial of labor may vary between hospitals from 19-70%.
(15)

 Variations in the incidence are 

attributed to the increase in defensive obstetric practice, the differences in clinical practice among obstetricians, and 
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various hospital policies with growing privatization. Cesarean section is economically more profitable in private 

hospitals. The rapidly increasing number of primary, planned or emergency and subsequent repeat planned cesarean 

birth attract the attention to be given to the women population.
 (16;17)

 Current policies on the provision of maternity 

care reflect the increasing importance attached to women’s views.
 (18) 

Many studies exhibit limitations that may have affected the reporting of women’s preferred type of birth. 

For those women who preferred CS, most studies did not examine the information provided to women by their 

physician before choosing a cesarean birth 
(19-22)

 Moreover, this view fails to acknowledge evidence about  the 

known risks of 
(23;24)

 and a higher likelihood of rehospitalization due to uterine infection, wound complication and 

cardiopulmonary and thromboembolic condition.
(17)

 Cesarean deliveries also increase the risk of future ectopic 

pregnancies and placental problems.
(25)

 Moreover, the longer postpartum stay in the hospital that is required of the 

newly delivered mother is overwhelming.
(16)

  

Similarly, Geary et al examined women’s preferred mode of birth and they reported that 98.5% of women 

preferred a vaginal birth; whereas only 1.5% of women preferred a CS
. (26) 

Graham et al
 (19)

 reported that 93% of the 

Scottish women preferred vaginal delivery. Chong and Mongelli
 (27) 

also reported that 95.1% of the Asian women 

indicated a preference for vaginal delivery. The most common reasons given for such a preference were a wish for a 

natural process (23.8%), a fast recovery (22%), and a safer mode of delivery (7.3%).  

 

In the Arab countries, an aggregate population- and hospital-based study was conducted to compare 

caesarean section rates for 18 Arab countries, the data were extracted from previous studies conducted in these 

countries. Yemen, Mauritania, Sudan and Algeria had population caesarean section rates below 5%. Palestine, 

Oman, Morocco, Libya, Tunisia, Saudi Arabia, UAE, Egypt, Jordan, Kuwait and Syria had caesarean rates ranging 

between 5–15%. Only three countries had rates above 15%, namely, Lebanon, Qatar and Bahrain. Eleven countries 

had hospital-based caesarean rates below 15%. The rest of the countries had rates ranging between 15.3% and 

27.1%. A country like Sudan, with a population caesarean rate below 5%, was found to exhibit a hospital-based 

caesarean section rate of 20.4%, one of the highest in this category for the region. The proportion of hospital based 

caesarean rates was found to be significantly higher for women delivering in the private sector (22.6%) compared 

with those delivering in the public (19.0%) in Egypt. Older datasets for Jordan and Morocco also revealed higher 

caesarean rates in private hospitals. However, the converse was true for Yemen (4.7% and 6.6%) and Palestine 

(9.0% and 8.7%), where caesarean rates were higher in public hospitals. 
(28) 

 

Determinants of decision for elective caesarean section 

From the clinical point of view, the studies showed that although CS rates have increased over the last 

decades, the four major clinical determinants of the CS rate have not changed. These remain fetal compromise 

(22%), “failure to progress” in labour (20%), repeat CS (14%) and breech (11%). The fifth most common reason 

given for performing a CS has changed and is now reported to be “maternal request” (7%). 
(14) 

The maternal request drew the attention for a considerable number of researchers who attempted to explain 

the factors behind the escalating percentages of the women who prefer to undergone elective CS. In a study 

conducted in Germany to identify the maternal demographic factors associated with the decision for elective CS, it 

showed that the biographical data, personal birth experience and working status influence the attitude towards 

elective caesarean section. Although 90% would chose vaginal delivery for themselves or their partner as best 

medical practice, 59% of the physicians approve of the general opportunity of C-section on demand. This shows, 

that not only best medical practice, but also patient autonomy seem to play an important role. 
(29)

 Other studies also 

demonstrated that the age of the mother is considered as one of the principal factors for their decision to undergone 

CS. It was found that CS rates increase with maternal age and this association persists after adjustment for other. For 

women who have had a baby before but who have not had a CS, the rate of CS is reduced (10%) and for women 

who have had a baby before but who have had at least one previous CS the CS rate is markedly increased (67%). 
(14)

  

 

On the same line, the review of 19 observational studies that reported rates of maternal request for CS was 

conducted to elaborate the most common determinants of maternal request for CS among different nations. Within 

these studies there was a consistent relationship between women’s preference for CS and either previous CS, 

previous negative birth experience, a complication in the current pregnancy or a fear of giving birth. 
(14;30;31)

 The 

main reason given for preference for CS was that it was perceived to be safest for the baby. The main reason given 

by those who expressed a preference for vaginal birth was the experience of a natural event. One study concluded 

that maternal request for CS seems to be a marker for previously negative birth experiences and should prompt 

enquiries to address any issues or concerns. 
(30)
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Regarding fear of childbirth, it was estimated that about 6%–10% of pregnant women experience fear of 

childbirth. 
(32) 

Fears concerning childbirth such as pain, obstetric injury, emergency CS, health care staff and the 

effects on family life have been reported to be more common among primiparous compared to multiparous women, 

and among those who had not attended antenatal classes. Fear of health care workers was reported to be more 

common among women who either had problems in the current pregnancy or those who were planning an elective 

CS.
(33)

  Manifestations of this fear included stress symptoms influencing everyday life, nightmares, a wish to have 

CS and a wish to avoid the current pregnancy and childbirth. 
(32)

 

 

Fear of childbirth has been measured using different scoring systems. One case–control study found that women 

who requested elective CS due to fear of child birth were more likely to have also experienced a spontaneous 

miscarriage, a longer time between pregnancies, a longer duration of second stage of labour and a previous assisted 

vaginal birth or emergency CS. 
(34)

 

Interestingly, this randomized control trial (RCT) showed that randomised women referred to an antenatal clinic for 

fear of child birth to receive either cognitive behavioural therapy or usual care. No difference was detected in the 

proportion of women who chose to deliver by CS, however fewer women in the intervention group who had vaginal 

births reported fear of pain in labour and had shorter labours.
(34)

   

 

From another view, and provided that the economic matter play a substantial role in taking voluntary decision, the 

cost of caesarean section was studied in comparison with alternative modes of birth from the economic point of 

view. The systematic review studies identified 49 studies containing primary costs and resource use data. 
(37)

 The 

review reported overall costs of birth from a range of sources; studies reporting primary economic data, data from 

one urban teaching hospital in the UK, and a survey of European maternity units of varying size. Generally, the 

range of costs reported for all types of birth was wide. The limitation of reporting the costs only for comparison is 

that it is assumed that women who have CS are similar to those who have vaginal birth, whereas there may be 

differences.
(38)

 Not taking into account these differences may lead to overestimating the cost of CS. Different values 

were reported depending on the grade of staff attending the birth but these values did not change the costs 

significantly. The baseline spontaneous vaginal birth cost was estimated to be the lowest costly delivery, followed 

by assisted vaginal birth cost an, then emergency CS cost an additional. Emergency CS would be more if it followed 

an attempt at assisted vaginal birth. Cost analyses also need to take account of the longer term costs of alternative 

modes of birth.  

 

A systematic review identified 19 studies that reported data on postnatal length of stay, but these only focus on the 

first week of the postnatal period. 
(37)

 For CS, the data ranged from 1.8 days to 8.3 days, which are clustered around 

4–5 days. For vaginal birth, the stay ranged between 1.2 days to 5.1 days, 89% of women were discharged within 

three days following spontaneous vaginal birth and 12% in the same period following CS.  Cost data on their own 

provide few insights since they do not take account of the effectiveness of each mode of birth. However, these more 

inclusive costs of care are closer to the opportunity cost of birth and can be used as the cost values in the assessment 

of the overall cost effectiveness (taking into account the benefits and harm of each mode of birth). 
(38)

 

 

2.Material and methods: 
This is a Cross sectional study both descriptive and analytic. This study was conducted in primary health care 

centers (PHCC) in the military hospital (Air base hospital in Dhahran), Eastern Province, Kingdom of Saudi Arabia 

(KSA). The study population consists of women attending the airbase PHCCs. There  are two main female waiting 

areas for the clinics, one in the family medicine clinics side and the other one in the side of the two OB/GYN clinics. 

In addition there are two waiting rooms in the side of the pediatric clinic which are run by family physicians. 

Inclusion criteria ( All women in the reproductive age 15-49 years old, Pregnant and non-pregnant Women. ,single 

ladies, ladies with infertility . Exclusion criteri ( Women in postmenopausal age.  ,Women who undergo emergency 

caesarian section. 

The sample size was calculated as 306 and was modified by adding 30% of the estimated number to compensate for 

the non response and the incompleteness of the returned questionnaires. Ultimately, the total number of participants 

in our study and after exclusion of incomplete questionnaires accounted for 386 women. Data was collected using a 

pre designed self administered questionnaire (Appendix). Based on the objectives of the study, the questionnaire 

includes the following variables:-Independent variables:-Socio-demographic characteristics: Age, educational level, 

occupation, monthly income, marital status and number of children. Dependent variables:- Items and statements 

reflecting knowledge and believes of the women towards the elective Caesarean section. The researcher interviewed 
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the respondents in the described session, and she was available at the time of completing the questionnaire to explain 

the objectives of the study to the interviewees and clarify any possible ambiguity, in addition to ensure completeness 

and adequate feed back of the questionnaires. A pilot study was conducted in the same clinics to test the validity and 

reliability of the questionnaire. Feedback taken from the women after administering the questionnaire and questions  

modified according to the results of the pilot study. 

Data were coded and checked for accuracy then entered into SPSS statistical software version 16 in a personal 

computer. Analysis was performed by using the same statistical software package. Data were presented using 

descriptive statistics in the form of frequencies and percentages for qualitative variables, and mean and standard 

deviation for quantitative variables.  Qualitative variables were compared using chi-square test.  logistic regression 

was conducted to test the predictors for the decision of the women to undergone elective Caesarean section and 

Odds ratio was used to quantify the strength of the tested predictors. P value less than 0.05 was considered 

significant throughout the study. 

 

Study was approved by the Local Training Committee of the Saudi Board Program, Eastern Province. 

Approval for conducting the study was taken from the authority of Primary Health care center in Airbase Military 

Hospital in Dhahran. Women were invited to participate in the study after the objectives of the study had been 

explained to them and their consent was considered as a prerequisite for inclusion in the study. Anonymity of the 

questionnaire was adopted to ensure confidentiality of the response. Moreover, collected data would be kept 

confidentially and would not be used except for the study purpose. 

 

3. Results 
1. Characteristics of the study group:- 

Table 1:- Socio-demographic characteristics of the 

study group (n=368).  

Characteristics % 

Age (years)  

15-29 41.6 

30-44 46.7 

45-55 11.7 

Mean+SD 

Marital status  

Married 73.4 

Single 22.3 

Divorced or 

widowed 

4.3 

Monthly income  

<5000 SR 12.2 

5000-10000 SR 64.9 

>10000 SR 22.8 

Education level   

Illiterate or read 

and write 

2.4 

Primary or 

intermediate 

1.4 

Secondary or 

Diploma 

49.5 

University or above 46.7 

Working status  

Housewife 46.7 

Teacher 11.4 

Physician, 

engineer, 

pharmacist 

4.1 

Self employed 10.9 

Student 8.2 

Others 18.8 

 

Table 2:- Obstetric characteristics and purposes of 

current visit (n=368).  

Characteristics % 

Currently pregnant  

Yes 24.5 

No 75.5 

Have children  

Have less than six 

children 

54.3 

Have six or more 

children 

16.6 

Have no children. 29.1 

Purpose of current visit  

Antenatal care 22.8 

Postnatal care  8.2 

Medical 

consultation 

40.5 

Accompanying a 

patient or child 

27.7 

Others .8 
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Figure  1:- Self reported level of knowledge about caesarean section . 

 
Figure 2: Sources of information about caesarean section 

 
Figure 3: Support for the women in taking the decision of undergoing caesarean section. 
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 Previous caesarean sections without medical 

reason  

 

 

Table 3:- Agreement of the women with the factors favoring the choice of caesarean section (n=368).  

Factors No.* % 

Previous history of CS among relatives is encouraging. 281 76.4 

Experience of the physician determines the choice. 274 74.5 

CS is better because of less pain than NSVD. 253 68.8 

CS is better when there is previous CS. 226 61.4 

CS is easy (no efforts). 213 57.9 

CS keeps marital relationship. 71 19.3 

* Not totally exclusive 

 

Table 4:- Beliefs of the women about the factors precluding the choice of Caesarean section for delivery (n=368).  

Factors No.* % 

CS has more complications for the mother. 277 75.3 

NSVD is preferable because it is rewarding. 269 73.1 

CS leaves unpleasant skin mark. 222 60.3 

CS necessitates long hospital stay. 188 51.1 

CS prevents breast feeding. 136 37.0 

CS is expensive. 130 35.3 

CS determines birth. 103 28.0 

CS has more complications for the baby. 61 16.6 

* Not totally exclusive 

 

Table  5:- Agreement of the women about the statement that caesarean section is easier than vaginal delivery 

according to their characteristics. 

  CS is easier than NSVD   

Characteristics Yes No  X
2
 P value 

From 
family

30
54.5%From 

friends
14

25.5%

From 
husband

8
14.5%

From 
treating 

physician
3

5.5%

No; (54); 
32.0%

Once; 
(105); 
62.1%

More 
than 
once; 
(10); 
5.9%

  Previous CS   

Number of children Yes No 
X

2
 P value 

 No. % No. % 

Less than six children 111 55.5% 89 44.5% 
26.733 <0.001 

Six or more children 56 91.8% 5 8.2% 
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 No. % No. % 

Age group        

<30 years 82 53.6% 71 46.4% 

19.721 <0.001 30-44 years 117 68.0% 55 32.0% 

45+ years 14 32.6% 29 67.4% 

Education level        

Less than university 124 63.3% 72 36.7% 
4.988 0.026 

University or above 89 51.7% 83 48.3% 

Monthly income       

<5000 SR 34 75.6% 11 24.4% 

12.590 0.002 5000-10000 SR 142 59.4% 97 40.6% 

>10000 SR 37 44.0% 47 56.0% 

Working status       

Housewife 83 48.3% 89 51.7% 
12.271 <0.001 

Working 130 66.3% 66 33.7% 

Have previous CS       

YES 99 58.6% 70 41.4% 
0.063 0.802 

NO 114 57.3% 85 42.7% 

Have children       

YES 169 64.8% 92 35.2% 
17.381 <0.001 

NO 44 41.1% 63 58.9% 

 

Table 6:- Agreement of the women about the statement that caesarean section is less painful than vaginal delivery 

according to their characteristics. 

  CS is less painful than NSVD   

Characteristics Yes No  
X

2
 P value 

 No. % No. % 

Age group        

<30 years 93 60.8% 60 39.2% 

9.889 0.007 30-44 years 132 76.7% 40 23.3% 

45+ years 28 65.1% 15 34.9% 

Education level        

Less than university 125 63.8% 71 36.2% 
4.830 0.028 

University or above 128 74.4% 44 25.6% 

Monthly income       

<5000 SR 21 46.7% 24 53.3% 

22.031 <0.001 5000-10000 SR 184 77.0% 55 23.0% 

>10000 SR 48 57.1% 36 42.9% 

Working status       

Housewife 131 76.2% 41 23.8% 
8.260 0.004 

Working 122 62.2% 74 37.8% 

Have previous CS       

YES 125 74.0% 44 26.0% 
3.955 0.047 

NO 128 64.3% 71 35.7% 

Have children       

YES 181 69.3% 80 30.7% 
0.150 0.699 

NO 72 67.3% 35 32.7% 

 

Table  7:- Agreement of the women about the statement that caesarean section is causes more complications to 

mothers than vaginal delivery according to their characteristics. 

  
CS has more complications on mothers 

than NSVD 
  

Characteristics Yes No X
2
 P value 
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 No. % No. % 

Age group        

<30 years 111 72.5% 42 27.5% 

1.143 0.565 30-44 years 132 76.7% 40 23.3% 

45+ years 34 79.1% 9 20.9% 

Education level        

Less than university 144 73.5% 52 26.5% 
0.732 0.392 

University or above 133 77.3% 39 22.7% 

Monthly income       

<5000 SR 23 51.1% 22 48.9% 

28.641 <0.001 5000-10000 SR 200 83.7% 39 16.3% 

>10000 SR 54 64.3% 30 35.7% 

Working status       

Housewife 144 83.7% 28 16.3% 
12.386 <0.001 

Working 133 67.9% 63 32.1% 

Have previous CS       

YES 133 78.7% 36 21.3% 
1.971 0.160 

NO 144 72.4% 55 27.6% 

Have children       

YES 202 77.4% 59 22.6% 
2.173 0.140 

NO 75 70.1% 32 29.9% 

Table 8:- Agreement of the women about the statement that caesarean section prevent breast feeding according to 

their characteristics. 

  CS prevent breast feeding   

Characteristics Yes No 
X

2
 P value 

 No. % No. % 

Age group        

<30 years 29 19.0% 124 81.0% 

36.477 <0.001 30-44 years 86 50.0% 86 50.0% 

45+ years 21 48.8% 22 51.2% 

Education level        

Less than university 66 33.7% 130 66.3% 
1.940 0.164 

University or above 70 40.7% 102 59.3% 

Monthly income       

<5000 SR 10 22.2% 35 77.8% 

5.499 0.064 5000-10000 SR 90 37.7% 149 62.3% 

>10000 SR 36 42.9% 48 57.1% 

Working status       

Housewife 52 30.2% 120 69.8% 
6.267 0.012 

Working 84 42.9% 112 57.1% 

Have previous CS       

YES 77 45.6% 92 54.4% 
9.934 0.002 

NO 59 29.6% 140 70.4% 

Have children       

YES 121 46.4% 140 53.6% 
34.069 <0.001 

NO 15 14.0% 92 86.0% 

 

Table 9:- Agreement about undergoing caesarean section in the future according to characteristics of the women. 

  Agreement to do CS   

Characteristics Yes No 
X

2
 P value 

 No. % No. % 

Age group        
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<30 years 33 21.6% 120 78.4% 

87.253 <0.001 30-44 years 114 66.3% 58 33.7% 

45+ years 36 83.7% 7 16.3% 

Education level        

Less than university 68 34.7% 128 65.3% 
37.916 <0.001 

University or above 115 66.9% 57 33.1% 

Monthly income       

<5000 SR 13 28.9% 32 71.1% 

9.407 0.009 5000-10000 SR 123 51.5% 116 48.5% 

>10000 SR 47 56.0% 37 44.0% 

Working status       

Housewife 80 46.5% 92 53.5% 
1.337 0.248 

Working 103 52.6% 93 47.4% 

Have previous CS       

YES 134 79.3% 35 20.7% 
109.248 <0.001 

NO 49 24.6% 150 75.4% 

Have children       

YES 165 63.2% 96 36.8% 
65.345 <0.001 

NO 18 16.8% 89 83.2% 

 

Table 10:- Best fit binary logistic model for factors predicting the decision in undergoing caesarean section.  

 B S.E. Wald df P value Exp(B) 

Age group (reference age group 

<30 years)   
32.188 2 0.000 

 

Age group(30-44 years) 2.066 0.57 13.123 1 0.000 7.895 

Age group(45+ years) 0.555 0.547 1.03 1 0.31 1.742 

Previous caesarean sections 2.034 0.278 53.404 1 0.000 3.222 

Constant 0.164 0.492 0.111 1 0.739 1.178 

Model Chi square: =156.280, p<0.001 

Variables excluded by model (non-significant): education, income and having children 

 

Discussion 
The current study was conducted to elaborate the women’s view, knowledge and believes towards elective 

caesarean section. Accordingly 368 women were selected randoly from the attendants to the primary health care 

centers in the airbase in Dhahran, and they were invited to fill up a questionnaire designed to achieve the onjectives 

of the study.  

The results showed that 157 (58.4%) of the respondents reported that they had previous caesarean section, 

and two thirds of them 105 (68%) addressed that it were done without definite medical indication. On the same line 

and regarding the future perspectives of our respondents, it was found that half of the participating women (49.7%) 

indicated that they agree to undergone CS in the future. In the following part we will discuss the relevant factors that 

might play important role in formulating the decision of undergoing CS. 

One of the factors that were assumed to have its impact on the knowledge, beliefs and making the decision 

of undergoing CS is the educational level. The current study showed that percentage of the participants who have 

low educational level (3.8%) is very close to the percentage of those who rated their level of knowledge about CS 

poor (2.7%), this coincidence might reflect the association between the education level and the level of knowledge 

about CS. This notion is supported by the findings of the study which was conducted in Nigeria, where it was stated 

that the education level of the attendants to the antenatal care clinics was one of the main predictor for their 

knowledge and consequently their decision on undergoing CS. 
(40)

 The same was also observed in our study which 

showed that a significantly higher percentage of those who have higher education levels agree to undergone CS in 

the future. This notion was explained by Gilbert et al (2003) who addressed that illiterate women have usually 

inadequate information about the adverse perinatal outcome of vaginal delivery in some situations for example 

breech delivery due to inadequate or no antenatal care. On the other side, mothers who are better educated are more 

likely to having adequate antenatal care and being assigned to planned caesarean section by their obstetrician. 
(41)
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The role of the obstetrician or the physicians responsible for antenatal care as being source of information 

for our respondents was not valuable if compared to other sources reported by the interviewed women. It was found 

that only 7.6% of them who pointed out their physicians as the main source of their information about CS.  

Meanwhile, the main source of information for the majority of the women was either the family and friends or self 

experience. This remark can be viewed as a reflection of the relatively high percentage of previous caesarean section 

among our respondents (58.4%) that could provide a rough estimate for the real percentage among the whole 

community.  

Awareness of the mothers about the capabilities and experience of the operating physicians seems to play 

an important role in their decision for undergoing caesarean section even when there are no medical indications for 

it. The majority of our respondents (74.5%) agreed that the experience of the operating physician favor their choice 

for elective caesarean section. Almost similar findings were found in a study conducted in Mexico to describe the 

reasons for increasing trends in caesarian sections (CS) associated with non-clinical factors, where they found that 

the size of the hospital and experience of the physicians are directly related with the incidence of CS. 
(42)

 

Generally, the observed percentage of women who had previous sections in absence of medical education 

was comparable with what was found in a study conducted in England to compare caesarean on request in eight 

European countries, where it was reported that elective caesarean section conducted simply because it was 'her 

choice' was lowest in Spain (15%), France (19%) and Netherlands (22%); highest in Germany (75%) and UK (79%) 

and intermediate in the remaining countries. 
(43)

 The author attributed these variations to the differences in 

motivation, values and fears underlying a woman's request for elective caesarean delivery.  

In Iceland it had been reported that the increased caesarean section rates over the past decades was not 

accompanied by significant changes in the perinatal mortality rates, 
(44)

 which means that CS don’t cause additional 

fatal complications for the delivered babies. This concept showed itself in our study where it was noticed that only 

few minorities of the respondents (16.6%) believed that CS has more complications for the babies. Nevertheless, it 

is crucial to acquaint the mothers that CS is not totally free of complications for the babies. 
(45)

 

In a study conducted in England to explore the outcome of caesarean section for non medical reason at term, it was 

reported that the benefits of planned caesarean section included greater safety for the baby, less pelvic floor trauma 

for the mother, avoidance of labour pain and convenience. The potential disadvantages, from observational studies, 

included increased risk of major morbidity or mortality for the mother, adverse psychological consequences, and 

problems in subsequent pregnancies, including uterine scar rupture and greater risk of stillbirth and neonatal 

morbidity. 
(46)

 

Presumably, we could assume that neither the women in our study nor those in other settings who are asking for 

elective caesarean for non medical reasons are adequately informed about this list of advantages and disadvantages 

while they are taking the decision of undergoing caesarean section according to their wish. Otherwise, and if they 

are well acquainted about the full scope of outcome of CS, it is expected that the percentage of those who agree to 

undergone CS in absence of sensible medical reasons would decline significantly. 

Despite the financial aspect is considered as one of the determinants for taking the decision of elective 

operative procedure as it was shown in a study conducted in Nigeria, where it was found that the main reason for 

refusal of the mothers to undergone caesarean section was  related to economic reasons. 
(47)

 Nevertheless, only one 

third of our respondents (35.3%) indicated that they would refuse to undergone elective CS because it is expensive.  

This discrepancy could be explained by the differences in the economic status between our community and that in 

Nigeria, while in Nigeria, they reported that the majority of women are poor, the contrast was found among our 

respondents, where the great majority (87.8%) addressed that they have monthly income more than 5000 SR. This 

explanation ascertains the argument that the financial aspect is crucial for taking the decision of CS. 

This assumption was typically clarified in our study where it was found that the percentages of those who agree to 

undergo CS in the future were increasing consistently with increased monthly income. This concept was asserted in 

Brazil where they consider themselves the world champion of caesareans, and they attributed this phenomenon 

partially to the increased level of development and socio-economic status. 
(48)

 

Experiencing previous caesarean section seems to give the mothers full idea about the procedure and its 

consequences, and if we put into consideration the substantial improvement in the modern medicine and skills of the 

operating physicians that minimized the probabilities of occurrence of complications, therefore, the possibilities of 

getting safer delivery with less pain is higher for CS. Moreover, the presence of medical conditions that mandate the 

Cs, all these factors interact with each other and showed itself in the current study where it was found that those who 

had previous caesarean sections are more likely to agree for future caesarean sections than those who haven’t. 

Similar findings were reported among Chinese women where it was reported that previous caesarean section is a 

main determinant for women preferences for elective caesarean section. 
(49) 

However, this concept should be taken 

cautiously, as it had been cited that CS is not the exclusive safe mean of delivery for those who had previous CS, 
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and still vaginal delivery is safe and should be considered provided that appropriate strict selection for eligible 

mothers is followed.  
(50) 

In the same way, a study was conducted in England to explore women's experiences of decision making about mode 

of delivery after previous caesarean section. It showed that women were often making the decision depending on 

their personal experience without being provided with comprehensive and specific information about possible health 

risks and benefits, therefore, and according to their findings it was asserted that access to a decision aid is beneficial 

to women in this situation. 
(51)

 

It was expected that age of the mother play an important role in her decision for undergoing elective 

caesarean sections, accordingly we used bivariate and multivariate analyses to assess the association between 

maternal age and her decision in the future for being delivered by CS. It was obvious that the older the women, the 

more likely she will prefer to choose CS as mode of delivery. In addition, it was found that previous CS is an 

independent predictor for taking this decision. These findings translate the basic scientific notions stated in a 

research conducted recently in USA where it was stated that as women increase in age, they are less likely to attempt 

vaginal birth after caesarean (VBAC) as they are more likely to have an unsuccessful labour trial, and this statement 

was reached after it had been proven through a retrospective analysis of data for 5 years revealed that attempts to 

have VBAC in older women (>or=35 years) is more frequently associated with unsuccessful trial of labour and more 

related operative complications. 
(52) 

Caesarean section is associated with significantly lower postpartum prolactin PRL, which is in line with the 

longer breastfeeding initiation and lower rate of successful breastfeeding. 
(53)

 In a study conducted in China, it was 

found that mothers who had a caesarean section were less likely to be exclusively breastfeeding on discharge 

compared to vaginal delivery where the rates were 45% and 74.4% respectively. 
(54) 

Accordingly, it was found in our 

study that the percentage of women who agree about the claim that CS prevents breastfeeding was significantly 

higher among those who had previous caesarean, because they are more likely experienced problems with 

breastfeeding after their previous caesarean section.  Therefore, it had been recommended that necessary measures 

including promoting the secretion of postpartum PRL such as early contact, early sucking and analgesic method 

should be taken to improve the successful breastfeeding rate mothers.
 (53;54) 
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