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Abstract
Background: Bangladesh has experienced an alarming increase in birth through caesarean. In this article,
we unpack women’s interpretation on why they underwent caesarean, with whom they locate the
proposition of the caesarean and when the decision was made in rural Bangladesh.

Methods: We conducted a cross-sectional household survey of 2,299 women in Kushtia district. Of these,
1,233 who gave birth through caesarean completed a supplementary questionnaire. Descriptive statistics
were used to report caesarean rates which were disaggregated by sociodemographic characteristics and
contact with the health services. We analysed women’s reported reasons for having caesarean, when the
decision was taken and who proposed the intervention.

Findings: Over half (54%) of women gave birth through caesarean. The proportion of caesareans was
signi�cantly higher among women with higher educational attainment, higher socioeconomic status, and
increased antenatal care during pregnancy, particularly if this care was sought in private facilities
(p<0.05). Women reported that health service providers primarily proposed the caesarean (73%), followed
by family members (21%) and �nally, the woman herself (6%). Regarding the reasons for caesarean, 34%
of women reported non-medical reasons (convenience and avoidance of labour pain), and 66%
mentioned medical reasons. Over half of the women reported that the decision to undergo a caesarean
was taken on the day of birth.

Conclusion: Women in rural Bangladesh often report avoidable reasons for caesarean. Better regulation
of caesarean services in both public and private health services, as well as improved counselling of
women regarding caesarean indications and its consequences, is recommended.

Background
While caesarean can be an important intervention for averting morbidity and death when women or their
unborn child experience life-threatening complications during pregnancy or childbirth (1), it is an invasive
procedure which carries iatrogenic risks (2, 3). The procedure has been on the rise over the past decades
in both high-income and low- and middle-income settings and there is now widespread concern regarding
its unnecessary use (4, 5). This concern is re�ected in the stepping back of the World Health Organization
(WHO) from their long-standing recommendation of a 10–15% caesarean rate at country level, but rather
recommending that caesarean be performed only when medically indicated and for women who actually
need it (6).

Bangladesh is a particularly interesting case embedded in this global story, as caesarean rates increased
dramatically from 12% in 2010 to a staggering 31% in 2016 (7). The rates are high in both urban (39%)
and rural (28%) settings, particularly among private facility-based births, where approximately 83% of
births are conducted through caesarean (7). These rates are extremely high and raise questions and
concerns regarding their necessity and appropriateness. The caesarean trends in Bangladesh suggest a
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worrisome over-medicalisation of childbirth which may pose increased risks to women (2, 4, 6),
particularly as such services are only minimally regulated and monitored (8, 9).

Avoiding unnecessary caesarean has risen to be a critical priority among policy-makers and other key
stakeholders in Bangladesh, an interest which is re�ected in national initiatives, including the Bangladesh
Maternal Health Strategy and the 'Stop Unnecessary C-Section in Bangladesh' movement (2, 10–17).
Many have sought to understand the rates, trends, determinants and clinical perspectives of having
caesarean in Bangladesh and similar settings (11). However, it is essential to keep in mind that behind
rates, trends, determinants and medical indications, there are women whose bodies reside at the
intersections of these statistics and policy level debates. Unfortunately, very few studies thus far have
tried to understand women's accounts and voices in this regard (18). In the paper, we aim to address this
key evidence gap by unpacking women's perspectives regarding with whom they locate the proposition
for caesarean, when the decision was made and their accounts of the reasons for undergoing caesarean
in rural Bangladesh.

Methods

Study design
This study adopted a cross-sectional design employing a quantitative method of data collection. We
conducted four rounds of rolling surveys between December 2015 and February 2017, where each round
of data collection required approximately three months. An additional module on women’s perspectives
on caesarean was introduced in rounds 3 & 4 (June 2016 and February 2017). A detailed description of
the umbrella study is available elsewhere (19), and the methodology is presented as an annex to this
paper.

Study context and settings
This study was implemented in thirty unions (the smallest administrative unit in Bangladesh, each with
approximately 30,000 population) from three rural sub-districts of Kushtia district, approximately 200
kilometres west of Dhaka, Bangladesh's capital.

Study population
The study population included women with a history of birth within 90 days of the date of the interview.
The recall period was chosen to avoid enrolment of the same participant in consecutive rounds.

Sampling strategy and sample size
A strati�ed sampling technique was used to ensure equal representation of all selected unions. Villages
were considered as the primary sampling unit. Probability proportional to size sampling was used to
select 17 villages from each union. From the selected villages, all eligible women were identi�ed, and a
total of 4,436 women were interviewed in four rounds (non-response rate 3%). Among them, 2,299 women
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were interviewed in rounds 3 and 4. Of these, 1,233 who gave birth through caesarean completed a
supplementary questionnaire.

Data collection instruments and procedures
The household survey was conducted by trained data collectors with an interviewer-administered
structured questionnaire. The questionnaire included questions on background characteristics, socio-
demographic information and information related to pregnancy and birth, including caesarean.

Data analysis methods
Data were analysed using STATA 14.0. Socio-demographic characteristics such as age and educational
attainment and pregnancy-related information such as parity and antenatal care (ANC) contacts were
transformed into categorical variables. For each household, an asset score was generated based on the
principal component analysis using household possession data on durable goods, use of fuel, household
materials, ownership of animals and homestead and land ownership. The socio-economic status of
households was determined by allocating them to �ve categories (quintiles) based on their respective
asset scores (20). Doctors, nurses, midwives, paramedics (sub-assistant community medical o�cer and
family welfare visitor) and community-based skilled birth attendants were considered as formal providers
for providing ANC, attending birth and postnatal care. Place of birth was re-categorised as home
(including on the way to a facility), public facility and private facility (including NGO clinics, representing
less than 3% of the total births).

Descriptive statistics were used to report caesarean rates which were disaggregated by the following
characteristics: age, education, wealth quintile, parity, attending ANC with a formal provider, attending
ANC at the private sector and place of birth. Additionally, women's reported reasons for undergoing
caesarean, when the decision was taken and the person who proposed the caesarean were also reported.
The reasons reported by women were categorised into four broad categories, i.e. avoiding labour pain and
convenience of time, medical reasons, history of the previous caesarean and other unspeci�ed reasons.
Medical reasons included premature labour, cord prolapse, malpresentation, prolonged labour, obstructed
labour, pre-eclampsia, diabetes, multiple pregnancies, and other complications during birth.

Quality control and assurance
The data collectors received one week of training before commencing data collection. Biweekly refresher
training was held to discuss data quality issues. Field supervisors conducted regular spot checks.
Additionally, monthly supervisory visits and random spot checks were conducted by investigators. Finally,
all completed questionnaires were reviewed by �eld supervisors before data entry.

Findings
Figure 1 presents the proportion of women giving birth through caesarean. Among all the women
surveyed, over half (54%) gave birth through caesarean. The rate varied based on socio-demographic
factors and women's contact with the formal health systems (p < 0.05). Among women with four or fewer
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years of education, 34% had a caesarean, while 72% of women with 10 or more years of education gave
birth through caesarean (p < 0.0001). Similarly, 41% of women from the lowest wealth quintile had a
caesarean, which increased among wealth quintiles, with 70% of women from the highest quintile
undergoing caesarean (p < 0.0001). Nearly two-thirds of �rst-time mothers gave birth through caesarean,
while around one-third of women having a subsequent birth with no history of previous caesarean gave
birth through caesarean. Among women who attended no ANC contacts during pregnancy, only 15% gave
birth through caesarean, compared to over two-thirds of women who attended four or more ANC contacts
(p < 0.0001). This was particularly pronounced when this care was sought in the private health sector:
while only one-�fth of women attending no ANC in a private facility underwent caesarean, this increased
steadily with each ANC contact in the private sector, with four-�fths of women attending four or more
ANC contacts in a private facility giving birth through caesarean (p < 0.0001). Finally, while less than one-
�fth of women giving birth in a public facility delivered through caesarean, 86% of those giving birth in a
private facility did so (p < 0.0001).

Three-quarters of women surveyed reported that the doctor �rst proposed the caesarean (Figure-2). After
doctors, women were most likely to mention that a family member had proposed the caesarean (20%),
whereas very few (6%) mentioned themselves as having proposed it. This varied only minimally across
socio-demographic characteristics and health service utilisation patterns.

Half of women reported that the decision to have a caesarean was taken on the day of birth. These
proportions were somewhat more pronounced among women of lower socioeconomic status (58% of
women from the lowest wealth quintile vs 41% of women from the highest wealth quintile, p-value
0.0003). Women attending four or more ANC contacts in the private health sector were also more likely to
make this decision well in advance, more than 30 days before caesarean. (23% of women having
attended four or more ANC in the private sector vs 11% of women having attended 1 ANC in the private
sector, p-value 0.0006).

Figure 4 presents women's reported reasons for having a caesarean. Two-thirds of women reported at
least one medical reason for the caesarean, while one-third mentioned the convenience of timing or
avoiding labour pain as a reason. The most reported medical reasons included mal-presentation (28%),
prolonged labour (21%) and obstructed labour or cord prolapsed (14%) (not presented in the tables and
�gures). Seventeen percent of women mentioned the previous caesarean as a reason, while 10%
mentioned other reasons. It is also worth noting that 31 women (2.5%) reported that they did not know
the reason that they had a caesarean.

Figure 5 presents the overlaps between reasons for caesarean as reported by women. Among women
surveyed, 14.5% mentioned the convenience of timing or avoiding labour pain as the only reason for
having undergone caesarean. Among these, 48% of women mentioned that the decision was taken the
day or the day before birth. Half reported that it was the doctor who had proposed the caesarean and only
10% mentioned that they had proposed it �rst. Of the women who reported the previous caesarean as the
reason (9%), only 52% reported that the decision was taken a month prior to the procedure and 20%
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reported that the decision was taken on the day of or the day before surgery. Among the surveyed women,
44% mentioned medical reasons as the only reason for having the procedure. Of them, 65% reported that
decision was taken on the day of the birth.

Discussion
This study adds an important contribution of women's perspective to the debate around caesarean trends
in Bangladesh, which remains under-examined. This study found that even in rural Bangladesh, the rate
of caesarean has skyrocketed. Moreover, the decision for undergoing caesarean is often taken at the last
minute, even when convenience and avoiding labour pain are mentioned as reasons. Finally, women are
primarily locating the proposition of the caesarean outside of themselves, generally with health care
providers, and in some cases with family members.

Among women in our study, we found some patterns across socio-demographic characteristics and
caesarean rates. Consistent with other studies, we found increasing proportions of women having
caesarean as educational attainment increased (11, 21, 22). Although not surprising, it is important to
consider what this may indicate regarding the social meanings of caesarean in the rapidly transforming
context of Bangladesh. Moreover, while women from the highest wealth quintile had the highest
proportion of birth through caesarean, still 40% of women from the poorest wealth quintile did so. It may
be re�ecting the aspiration of poorer women toward having a caesarean as a marker to class status (23,
24). Further examination of these trends are required as high out of pocket expenditures reported in
various studies may expose women and their family members toward catastrophic expenditure and
impoverishment (7, 14, 25–27).

Not surprisingly, we found that women were most likely to give birth through caesarean when giving birth
in a private health facility. While this point has been well documented in Bangladesh, it is important to
consider the extent to which women are aware that a decision to give birth in a private health facility will
almost incontrovertibly translate into a caesarean (20). In addition, we also found that increased contact
with the formal health system during pregnancy through routine ANC increased the likelihood of
caesarean - particularly when this care was sought in the private sector. This is consistent with �ndings in
other settings, where a higher number of ANC contacts was associated with a higher incidence of birth
through caesarean (28). This may indicate that health service providers are promoting the caesarean
during ANC, or at a minimum that women are not adequately counselled regarding the potential risks and
bene�ts of caesarean during these contacts. The coverage of ANC is increasing rapidly in Bangladesh (7,
27), but there are major gaps in the quality of counselling (21, 27). Therefore, the health system may be
missing this opportunity to utilize ANC contacts as a platform to provide options to the women regarding
various modes of birth, including caesarean, and discuss their consequences to promote informed
decision-making.

The proportion of women giving birth through caesarean in our study was the highest among �rst-time
mothers. This is consistent with �ndings from studies conducted in Australia and India, in which �rst-time
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mothers were signi�cantly more likely to give birth through caesarean (29, 30). This may be because
women who have gone through one vaginal birth may have more con�dence in their ability to go through
the process again and may be less in�uenced by others' nudges toward caesarean. This is a critical point
as most women in this context will give birth more than once, indicating that they will likely have multiple
caesareans. Indeed, vaginal birth after a caesarean places women at increased risks for complications at
the time of birth, including uterine rupture, thus requiring higher level of health service readiness which is
rarely available in resource-limited settings, including Bangladesh (7, 31, 32).

The convenience of time and avoidance of labour pain were reported by women as among the main
reasons for caesarean. While some women also mentioned these along with other medical reasons, it
suggests that these are still important considerations for women and should be taken seriously. In the
context of Bangladesh, it is important to grapple with the idea that women may be considering caesarean
as a legitimate pain management strategy. Moreover, Bangladesh Maternal Health Strategy does not
acknowledge pain management as a critical issue in maternal health (17). While some studies had
demonstrated the fear of caesarean to serve as a barrier to seeking birth in a health facility (18, 33), this
may suggest the option of caesarean as attracting women to facility birth as a means to access this form
of pain management.

In our study, women were primarily locating the proposition of the decision with the health service
provider, even when the convenience of time or avoidance of labour pain was mentioned as a reason.
Given this, it is also important to consider the extent to which women are fully informed about the reason
for their caesarean and consenting to the procedure. This calls into question whose convenience was
being prioritised in this decision, and whose discomfort was being averted in avoiding labour pain.
Indeed, doctors often have limited work hours in both public and private health facilities and are often not
inclined to stay after hours. Moreover, women are unlikely to receive continuous care during labour and
birth, which may contribute to supporting women in pain management during labour and birth.

We asked women about medical reasons from their perspective and did not verify these with medical
records. It is interesting that the most common medical reason reported by women was malpresentation
(28%), which is notable as it is one of the medical reasons which women are least likely to be able to
verify and con�rm themselves, therefore they are entirely reliant on the health service provider's opinion
regarding the presentation of the baby (37–38). Indeed, this reporting would suggest a much higher
occurrence of caesarean as a result of malpresentation compared to other settings, which could indicate
supplier-induced demand (29, 37, 39). It is critical to highlight that around 3.5% of women in our sample
who were not able to mention any reason for their caesarean. Though this pool represented a small
number of women, all woman should be fully informed regarding the reason for which they are
undergoing such an invasive procedure.

In addition, among the reasons which we explored, 1 in 10 women mentioned other reasons which we
were not unable to assess through this study. However, future studies should consider examining these
other reasons These could include how caesarean may be a manifestation of women exercising their
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agency and achieving their own goals (24), serving as a way to manage birth pollution which has long
�gured in the construction of birth in South Asia (24, 40–43), or how it is articulated within broader ideas
about sexual aesthetics (44, 45).

Finally, in this study, we found that half of the caesarean decisions were taking on the day of birth. This
was the case regardless of whether women reported non-medical reasons or medical reasons, or even
when they reported that the previous caesarean as the reason. This indicates a disconnect as all previous
caesarean and many non-emergency medical reasons can be anticipated in advance. This suggests a
need for better counselling during health contacts during pregnancy (46, 47).

Strengths and Limitations
The study accepted a maximum recall period of 90 days which can potentially minimise the recall errors.
Moreover, the overall design employed in our study added strengths to this paper. However, it should be
acknowledged that the reasons for a caesarean, reported in this paper, are women’s perspective and
interpretations instead of biomedical indications as found in other studies (10, 48–50). Similarly, the
timing of when the caesarean decision was taken and who proposed it �rst are women's account of
locating the proposition instead of the overall decision-making dynamics. We also did not have data to
disaggregate the timing of decision making by pre-labour and intrapartum periods.

Conclusion
For years, the promotion of facility birth has been central to the maternal health strategy of the
Government of Bangladesh and development partners. While facility birth has been increasing over the
past decade, Bangladesh is now suffering from an epidemic of caesarean delivery. Based on the �ndings
of this study, we suggest that health services supporting normal vaginal births be expanded throughout
Bangladesh which place women at the centre and respond to their need and desires. This includes taking
their desire for pain management seriously by emphasizing pain management in policy and making
these options accessible to all women at the times of birth. Additionally, in many cases, decisions around
having a caesarean, even for non-emergency reasons, are made at the last minute, that is, on the day of
birth. Therefore, better pre-birth counselling for high risk women regarding having a caesarean is essential
to avoid this phenomenon.

Moreover, very few women are primarily locating the proposition of having a caesarean with themselves;
the majority of them located this proposition with a medical doctor. Meaningful dialogue during ANC
visits should be established between the health-worker and women by promoting person centred-care. By
promoting a culture of participation, women can be the centre of the decision-making around their own
bodies and childbirth experiences. Finally, we recommend a policy response to better regulate the
caesarean services in both public and private health facilities.
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Figures

Figure 1

Proportion of women having undergone caesarean (n=2299)
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Figure 2

Person who proposed to have a caesarean as reported by women (n=1233)
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Figure 3

When the decision to have a caesarean was made (n=1233)

Figure 4

Women's reported reasons for caesarean (n=1233; multiple responses possible)
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Figure 5

Women's reported reasons for having a caesarean - by cluster (n=1233)


