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Abstract
Background: Caesarean sections (CS) in Bangladesh have risen eight-fold in the last 15 years. Few
studies have explored why. Anecdotally, physicians suggest maternal request for CS is a reason. Women
and families suggest physicians in�uence their decision-making. The aim of this research was to
understand more about the decision-making process surrounding CS by exploring physician-patient
communication leading to informed-consent for the operation.

Methods: We conducted a mixed-method study using structured observations with the Option Grid
Collaborative’s OPTION5 tool and interviews with physicians and women between July and December
2018. Study participants were recruited from eight district public-sector hospitals. Eligibility criteria for
facilities was ≥80 births every month; and for physicians, was that they had performed CSs. Women
aged ≥18 years, providing consent, and delivering at a facility were included in the observation
component; primigravid women delivering by CS were selected for the in-depth interviews. Quantitative
data from observations were analysed using descriptive statistics. Following transcription and
translation, a preliminary coding framework was devised for the qualitative data analysis. We combined
both inductive and deductive approaches in our thematic analysis. 

Results: In total, 306 labour situations were observed, and interviews were conducted with 16 physicians
and 32 women who delivered by CS (16 emergency CS; 16 elective CS). In 92.5% of observations of
physician-patient communication in the context of labour situations, the OPTION5 mean scores were low
(5-25 out of 100) for presenting options, patient partnership, describing pros/cons, eliciting patient
preferences and integrating patient preferences. Interviews found that non-clinical factors prime both
physicians and patients in favour of CS prior to the clinical encounter in which the decision to perform a
CS is documented. These interactions were both minimal in content and limited in purpose, with consent
being an artefact of a process involving little communication.

Conclusions: Insu�cient communication between physicians and patients is one of many factors driving
increasing rates of caesarean section in Bangladesh. While this single clinical encounter provides an
opportunity for practice improvement, interventions are unlikley to impact rates of CS without
simultaneoulsy addressing physician, patient and health system contextual factors too. 

Plain English Summary
Bangladesh is witnessing a rapid increase in its caesarean section rates. In 2017/18 caesarean section
rates were 33%, representing an eight-fold increase from 2004. We aimed to study factors in�uencing
decision-making for caesarean sections in eight public sector hospitals of Bangladesh with a focus on
physician-patient communication between July and December 2018.

By observing 306 labour situations and interviewing 16 physicians and 32 women who underwent
emergency and elective caesarean sections, the study was able to identify that communication between
the physician and the woman in the labor situation was both minimal in content and limited in purpose.
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The study �nds that there are factors that prime the patient and the physician in favour of caesarean
section, prior to the clinical encounter. A fear of abuse and harassment by family members and general
public and resulting professional disrepute; the need to preserve leisure time, including that for their
families; and time for private practice to maximize income, seem to in�uence physicians’ attitudes
towards caesarean sections. The study has identi�ed that misinformation about childbirth is prevalent
among women and their communities. Multiple providers including those who perform Ultrasonogram in
rural areas are providing incorrect and inconsistent information, which leads women to have a false
con�dence about the safety of caesarean sections.

Health system weaknesses, particularly human resource and infrastructural challenges in providing
quality emergency obstetric care, push both the physician and the patient towards caesarean sections.
These identi�ed factors, if addressed systematically, can help improve caesarean section decision
making in Bangladesh.

Background
Bangladesh is experiencing a rapid rise in the rate of caesarean section (CS). In 2004, four per cent of all
births were by CS.[1] By 2018 Bangladesh’s CS rate had increased to 33% [2]. The 2018 Lancet series on
CS identi�ed Bangladesh as the country with the highest intra-institutional CS rate [3]. A CS can be life-
saving for mother and child when obstetric complications arise, but the risks associated with CS,
particularly when performed without a medical indication, are signi�cantly higher in low-resource settings
such as Bangladesh [4–6]. Available evidence from the global literature suggests that reasons for the
increase in CS varies from country to country [7] with a complex interaction between physician, patient
and health system factors [8]. There have been few studies investigating what is in�uencing CS rise in
Bangladesh [9, 10]. These studies were only able to establish the high CS rates in the facilities studied
and point to the lack of evidence-based practice underpinning CS decisions.

Health care delivery is profoundly affected by decisions jointly made by patients and their treating
physicians. The decision that is eventually made in the best interest of the patient is in�uenced by the
effectiveness of communication between the patient and the physician [11]. Informed consent to
procedures is part of the shared decision-making process. The Royal College of Obstetricians and
Gynaecologists (RCOG) de�ne consent as a “process during which the professional provides accurate
information concerning a procedure to a patient that allows them to reach a considered action” [12].

The American College of Obstetricians and Gynaecologists call for effective and compassionate
communication to strengthen the physician-patient relationship [13]. Despite the presence of several
structured models to strengthen physician-patient communication, compliance with such models remains
low [14]. Physician-patient communication has been found to be particularly weak in developing
countries and in public services [15–19].

In developed countries, patients are increasingly unwilling to be passive recipients of information and are
demanding information exchange with physicians, thereby potentially questioning their expert authority
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[20]. In contrast, physician-patient communication and hence decision-making is still dominated by the
biomedical model in developing countries [15]. Physician-patient communication, though, which is seen
as the heart and art of medicine that shapes decision-making in CSs, remains largely unexplored in the
Bangladesh context.

We aimed to a) examine the communication between physicians and patients in the period leading up to
obtaining consent for emergency CS – by direct observation of deliberations that happen during labour
between physicians and pregnant women b) to study factors in�uencing physicians and patients in the
consenting process of caesarean sections – through in-depth interviews with physicians and patients
who had undergone emergency and elective CS.

Methods
This study is reported according to the ‘Good Reporting of a Mixed Methods Study’ (GRAMMS) guidance
[21] (Additional �le 1: Annex 1).

Study design
We conducted a convergent parallel design mixed-method study [22] using structured observations, and
in-depth qualitative interviews with physicians and women, between July and December 2018. Our intent
in utilizing this design was to unite the strengths of the two methods and to compensate for weaknesses.
Both methods were given equal importance in the study. The qualitative component followed the
quantitative component of the study. This study was part of a larger study looking at multiple factors
in�uencing decision-making around CS. Details of the larger study are provided in Additional �le 2: Annex
1.

Study setting and participants
All public-sector hospitals in Bangaldesh, conducting at least 80 births every month, were eligible for
inclusion. Of the 64 district hospitals nationally, 45 met this criterion. Microsoft Excel was used to
randomly select one district hospital from each of the eight administrative divisions. This process
ensured geographic spread across the �nal eight included hospitals. All hospitals studied were in the rural
districts and on average conducted 1000 deliveries a year, sharing similarities in their catchment
population, bed capacity and human resource structure. All physicians performing CS in the selected
hospitals were invited to participate in the interview component. All pregnant women attending one of the
included hospitals during the study period, aged 18 years or older, and providing consent, were eligible for
inclusion in the observation component; primigravid women delivering by CS were eligible for the in-depth
interview component. A purposive sampling frame of 32 women was used to ensure equal numbers of
women (16 each) who had an emergency CS (in labour) and women who had an elective CS (pre-labour).
We included primigravid women only, as a previous study in Bangladesh had found near universality in
choice of elective CS amongst multigravid women. [9]. We aimed to recruit a minimum sample of 296
women but were able to reach a sample of 306 in the planned study period.
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Data collection
Labour observations happened in the labour ward and its environs where there was an interaction
between the physician and the pregnant woman (and often their companions). The communication
between client and the service provider, and the decision-making process for the mode of delivery was
recorded using the OPTION 5 tool. This is a validated tool which measures the extent clinicians involve
patients in decision making and has been used in similar studies [23]. The tool is framed around the
‘three-talk’ model of shared decision-making [24]. This model outlines the types of talk in the shared
decision-making process, namely ‘team talk’, ‘option talk’ and ‘decision talk’. Five domains in decision
making are measured, namely presenting option, patient partnership, describing pros/cons (advantages
and disadvantages), eliciting and integrating patient preference. The tool and its scoring have been
included in Additional �le 3 – Annex 1.Three experienced female physicians who had worked in a similar
study before were deployed to collect data for this component of the study. It was deemed culturally more
acceptable to have women directly observe deliveries in the context of Bangladesh. For the qualitative
interviews, separate schedules were developed for physicians and women who underwent CS. Interviews
were conducted by six trained, experienced psychologists and anthropologists in total. Teams of two
members went to each of the sites and had one supervisor to assist when needed. There were no prior
relationships between the interviewers and the participants. Physicians and women were interviewed in
the hospitals. Interviews varied in duration from 45 to 90 minutes. The interview guide is included as
Additional �le 3 – Annex 2.

Data analysis
In accordance with the convergent parallel design, data were analysed separately prior to an integrated
interpretation of the results. Range and consistency checks were conducted on the quantitative data, and
cleaned data were transferred into Stata® v13.0[25] by FK and SS. Analysis principally used descriptive
statistics. A summary score of communication between service provider and client was calculated by
adding scores of all �ve domains of OPTION5 tool for each encounter. Mean difference of total score and
that of each domain between normal vaginal delivery (NVD) and CS clients was calculated. Independent
sample t-test was used to explore if the mean score differences between the two groups were statistically
signi�cant at a level of p < 0.05. Audio recorded in-depth interviews of both physicians and patients were
transcribed verbatim into Bangla by trained transcribers, immediately after the interviews. After
completion of transcription and translation into English, the analysis was done on line-by-line content
using thematic analysis strategies[26]. Both deductive and inductive coding techniques were combined.
In order to increase reliability, a quarter of the interviews were randomly selected and were independently
coded by another trained qualitative researcher. Integration of data was led by SD, in conjunction with
SMB, AB and CK.

Results
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333 women arrived in the labour ward of the selected facilities during the period of the study.
Subsequently, 27 participants either chose to leave the facilities themselves for care elsewhere or were
referred by the treating physician to higher level of care. This left 306 who were observed until the point of
normal delivery or consent for CS. Observation was started during their �rst stage of labor for 98 women,
and during their second stage of labor for 108 women depending on the time of their arrival at the facility.
Two hundred (65%) of these women delivered by caesarean section and 106 women had a vaginal birth
(See Fig. 1). The number of observations ranged from 27 in the least busy to 67 in the busiest hospital.

Figure 1: Flow diagram of the participants in the observation study component

Table 1 shows the characteristics of the participants whose labour situations were observed. Most of the
women were in the age group of 19–24 and had primary education or less. Out of the 306 women
observed, 111 (36.3%) women were primigravid.

Table 1
Characteristics of women,

whose labour situations were
observed

Characteristic Number (%)

Age 306(100)

18–19 32 (10.5)

19–24 116 (37.9)

25–29 100 (32.7)

30–34 52 (17.0)

> 35 6 (2)

Education  

No education 39 (12.6)

Grades 1–6 134 (43.8)

Grades 7–12 76 (24.9)

College 57 (18.6)

The OPTION 5 tool scored the �ve domains of shared decision making between the service provider and
the pregnant women in the labor setting. Each observation is given a score of 0–20 and then multiplied
by �ve to give a score out of 100. A score of 100 denotes exemplary effort in the shared decision-making
process while a score of zero implies no effort at all. The majority, 92.5% of the encounters in this study,
scored less than 25% of the maximum score. Just over ten per cent (12.1%) scored zero. The overall
mean score for OPTION 5 was 14.9 out of 100. The OPTION5 item wise mean scores for presenting
options, patient partnership, describing pros/cons, eliciting patient preferences and integrating patient
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preferences are shown in Table 2. In line with the overall score, individual scores across all the �ve
domains were very low. Since the observation data includes both CS and normal deliveries, further
analysis was done to see if there was any statistically signi�cant difference in the patterns of shared
decision-making in CS and normal vaginal deliveries (NVDs). We used the t test for independent means to
test for signi�cance. When the mean difference of the overall scores of the two groups were compared
there was no statistically signi�cant difference (p-value < 0.05). Among the individual domains, we
observed a statistically signi�cant difference only in the pros/cons domain.

Table 2
Mean OPTION 5 scores

Item All encounters
(N = 306)

NVD (n 
= 106)

CS (n = 
200)

Mean difference (95%
Con�dence Interval)

Item 1 (presenting
options)

5.03 (± 2.38) 5.24 (± 
2.88)

4.93(± 
3.03)

0.31(-1.01,0.39)

Item 2 (patient
partnership)

4.02 (± 2.15) 3.96(± 
2.82)

4.05(± 
2.62)

0.09(-0.55, 0.72)

Item 3 (describing
pros/cons)

2.48 (± 2.20) 1.84(± 
2.70)

2.83(± 
2.73)

0.99(0.34, 1.63)*

Item 4 (eliciting patient
preferences)

1.90 (± 2.34) 1.32(± 
2.42)

2.20(± 
3.12)

0.88(0.19, 1.56)

Item 5 (integrating patient
preferences)

1.49 (± 2.0) 1.13(± 
2.32)

1.68(± 
2.57)

0.55(-0.04, 1.13)

Total score 14.92 (± 10.5) 13.49(± 
10.15)

15.69(± 
10.64)

2.20(-0.29, 4.66)

*p value < 0.05

Contextual factors in�uencing how physicians
communicate during decision-making for caesarean
section
Sixteen interviews were conducted with physicians. At selected study sites all the physicians performing
CSs were female. Consequently, all the physician interviewees were female. The ages of participants
ranged from 30 to 47 years (mean 39 years), with years of obstetric experience ranging from 4–28 years
(mean 11 years). All participants had a degree or a diploma in obstetrics. Six participants had one child
and ten had two children. Fourteen out of sixteen physicians, had their children by CS.

Additional File 3: Annex 3a shows the codes, categories, emergent themes and organizing themes from
which the principal �nding the importance of wider contextual factors on decision-making emerged.
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The �rst organizing theme from within encapsulates factors that were intrinsic to the physician; namely,
work-life balance and personal preferences. Physicians reported being overworked. They were balancing
wide-ranging public-sector roles with private practice, which meant long hours, and an ongoing struggle
to �nd time for their own families. They identi�ed these competing demands as preventing them from
spending time communicating with pregnant women and their relatives. “I always used to work with
normal deliveries… but here in this centre, I have to perform C-sections, ward rounds, and even some o�ce
work as well. It is not possible for one person to do everything, so we have to make a balance… a
physician cannot attend everywhere.” - Physician 10; “I have to see sixty patients daily. If I have to counsel
attendants of every one of them, then I won’t have time for doing operations.” Physician 7 “My child is
very young, so I can’t afford much time.” - Physician 1

As alluded to in the quote from Physician 10, participants acknowledged that labour and vaginal
deliveries take time. Time that they do not have. Participants were open about the demands on them as
professionals, and as women. Working at night engendered speci�c concerns about personal security,
lack of transport and childcare. Personal preferences informed by personal and professional experiences
were also reported as important in�uencing factors, overriding international and national guidelines,
which they perceived as irrelevant to their local situation. “Sometimes we couldn’t follow the protocol
exactly. We do it from our experience.”- Physician 4

Some physicians discussed feelings of uncertainty surrounding indications for CS and inconsistencies in
practice. They were not aware of their own or their institutional CS rate, but as previously reported 14 of
the 16 physicians had CSs themselves. While these participants were insistent that their CSs were for
valid medical indications, there were contradictions in their accounts which suggest it was also their
preference. “It was my fault. I was a high-risk mother. I had a bad obstetric history. I had two abortion
experiences. So, we didn’t want to take any risk. Though the next issue came within 13 months after the
�rst delivery, I have to go for C-section.” - Physician 4

The second organizing theme from without encapsulates factors that were extrinsic to the physician
which they reported exerted an external in�uence on how they communicated with patients in the context
of CS decision-making. These external in�uences included co-workers, family members, local politicians
and journalists/ mass-media professionals. “Of course, the patient of a journalist is like the political
person. They force me to do caesarean at 3 a.m. They are very dangerous. Nowadays, there are so many
journalists. Easily they become a journalist. It’s become a phobia to us.” - Physician 11

The third organizing theme system and skills encapsulates three emergent factors; risk aversion,
communication skills and health system factors. Risk aversion is viewed as defensive obstetrics,
speci�cally thinking of the worst possible outcome in each instance and protecting one’s self from blame
and repercussions. This is seen as a critical factor behind the CS decision-making process. The risk and
fear come less from litigation [27], unlike in the Western world, and more from physical threats and
professional disrepute. The physicians seem to acknowledge their limitations in communication skills.
They experience minimal training during their medical education and learning from teachers during ward
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rounds, but they wanted more formal communication training. The physicians cited many challenges in
the physical infrastructure, manpower, availability of supplies and support personnel. These constraints
also had a bearing on their CS decision-making. “We do not have enough anaesthetists. So, it has
become a kind of o�cial order that sirs (anaesthetists) are to inject anaesthesia only in the morning, not
in the evening or at night. So, we do not have an operation theatre in the evening or at night.” - Physician
1; Counselling is a part of our academic study. That’s what we call communication part. Communication
with patients is very important and if there is any training in this regard, then it is easy to handle the
patients. – Physician 7

In summary, the physicians were under pressure from within, without and the systems they operate
within. All these factors have rendered the physicians ‘risk averse’ and had a major impact on their
communication with women and their families.

Contextual factors in�uencing how women perceive their
role in decision-making about emergency CS
The majority of women interviewed (7/16) were in the age group of 19–24 (mean age 22.9 years). The
majority of women (7/16) had 1–6 years of schooling only. All women were primiparous. Additional File
3: Annex 3b shows the codes and themes from which the principal �nding of the broader in�uential
factors on patients had emerged.

The �rst organizing theme of guilt comprises the reasons behind the women yielding to local pressure
exerted by the healthcare environment they found themselves in. One explanation for such feelings of
guilt was in the current, as expressed by this woman; “We were bound to take the decision to have a CS.
We wanted to have a normal delivery at home. We tried by the traditional birth attendant at home and it
failed; we were afraid” - Emergency CS patient 15. Feelings of guilt were also future orientated, faced with
the prospect of not consenting to CS and their baby subsequently dying.

The second organizing theme of powerlessness was driven by a lack of trust between the patient and the
physician. In most instances, the women had visited multiple health facilities and had seen many health
care providers before they arrived in the health facility where the CS happened. A sense of mistrust was
perpetuated by a lack of respect, empathy and care from the staff in the short time the women were there.
The women were rendered powerless to express their preference either in fear to speak up or believed that
it was pointless communicating their wishes to the staff. “How could we (discuss our preferred mode of
delivery)? Is it possible to tell physician everything? Why didn’t we tell? We were afraid; it’s not possible to
say so many things” – Emergency CS patient 10

The third theme that emerged was women’s knowledge about indications for CS. Women and their
families seemed pre-sensitized to some common reasons’ physicians performed CS and appeared
agreeable to CS when they heard these indications from their physician. Variations in blood pressure, no
�uid in the baby sac (oligohydramnios), big baby, baby in the foot or bottom presentation (breech) and
short stature of mother are some of the indications that appeared frequently in discussions. Women
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obtained this information prior to coming to the hospital from various sources including the internet,
those who had a past CS, from their radiologists who did ultra-sonograms at various stages of their
pregnancy, traditional healers and others community members. While it is a well- established fact that
breech presentation is common in the early stage of pregnancy and the baby’s position can change later,
in the mind of the mother, this remained deep-rooted and set an expectation on the need for CS. “Then I
did ultra-sonogram on 7th month to know baby’s condition. After going there, they reported baby’s
position was breech then.” – Emergency CS patient 6

At the same time as women were familiar with some of the common justi�cations for CS, the fourth
theme of language comprised how the negative and technical language used by health care providers
caused distress to women and their families. The language in the health care settings was either too
intimidating or too technical for the women, who were young and often came from poor and low-literacy
backgrounds. Agreement to the CS procedure sometimes occurred due to fright or technical intimidation.
As evident in this quote, some technical messages were not given directly to the woman in labour, but
rather to their relatives, or in discussion between physicians and other healthcare providers, which the
women sometimes overheard; “She told my sister, asking me to go out of the room, that it would be
di�cult to save my baby and me. She frightened my sister by saying this.” - Emergency CS patient 13.

This, in turn, led to the �nal theme of decision under pressure, which included a sense of fatalism due to
either from lack of �nancial resources to explore alternates or to simply get relief and bring a quick end to
the immense pressure generated by the situation. The quote from the woman below encapsulates both
the pre-existing knowledge women brought to bear and the pressure they were under in the moment. “I
was afraid of it. I always prayed to Almighty to have a normal delivery at home instead of having a
hospital delivery. But Allah has brought me here to have this baby” – Emergency CS patient 3; “That
physician suggested to do C-section and told us to let them know our decision within 5 minutes. I prayed
to the Almighty for whatever was better to happen. If C-section is required, why delay? We proceeded.” -
Emergency CS patient 10:

Contextual factors in�uencing how women perceive their
role in decision-making about elective CS
Half the (16) women interviewed were in the age group of 19–24 and had completed their primary
education. All women were primiparous. Detailed codes, categories, themes and contexts are provided as
Additional �le 3: Annex 3c.

The �rst organizing theme among women who underwent elective CS surrounded the perceived safety of
CS. This theme encompassed emergent themes of con�dence in safety of CS, ultrasonogram (USG) and
its universality and faith. It was observed that some of the women had derived their con�dence in the
safety of CS by witnessing their friends and relatives have a CS and recover fully. As one woman
reported; “My friends also had a CS operation, it was safe and for this reason, I had the desire of doing
mine”- Elective CS patient 5. Some women reported that the only risk they knew of as associated with CS
were the challenges in doing daily chores for some time. The women’s con�dence that CS was safe was
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linked to their faith and sacri�cial attitude towards motherhood. “Almighty knows everything that would
save (my) baby” - Elective CS patient 6.

Alongside women’s religious beliefs was a belief in technology. Ultrasound scans (USG) in particular. USG
was found to play a crucial part in convincing women of the need for CS. There was near universality in
the use of USG among the interviewed women. Some women had up to four USGs during the course of
their pregnancy. Breech presentation during the early stages of pregnancy, low amniotic �uid index, big
baby and other similar indications seem to be planted in the minds of the women as ‘high risk’ for their
babies, which was ampli�ed as they approached term. “In the one and half month of my pregnancy once
I did ultrasonography in private (private clinic). Again, I did it in the third month and made a card, again, in
the eighth month and in the ninth month after getting admitted. Total four times – baby was upside down
and I knew I will need CS.”- Elective CS patient 9

Above all, the con�dence in safety was derived from various forms of faith, mostly religious but also
some traditional beliefs, making it a recurrent theme. This gave them con�dence in the CS decision as
they had resigned themselves to the fact that what was happening was due to divine will or as a counter
to evil forces as indicated by some traditional healers. “When I was pregnant, then the Kobiraj (traditional
healer) warned me that some evil spirit wanted to harm me any time in the dusk. He also told me that the
evil spirit passed over the roof of my house. He also could foretell that once I had gone to my relative’s
house and during my pee, I did not cover my head. And since then, that the evil spirit had been after me to
harm my body.” - Elective CS patient 3

The second theme that emerged from this group was placing the physicians in control of �nal decision-
making. The act of giving consent was seen more as a formality by most women as they were not even
aware of the purpose of signing the consent form. As one woman said, “I don’t know for which reason
they took signature. I just signed.” - Elective CS patient 4

The women believed that physicians know best and are too powerful for them to discuss preferences.
Only one of the women’s comments led to the theme of collateral bene�ts. She spoke of the �nancial
advantages of being able to combine CS and tubal ligation in one care episode. This decision seemed to
have been made early in their pregnancy. Lack of adequate privacy was the �nal theme that emerged, as
women were forced to consent to CS seeing other women experience labour pain in the facilities. “A girl
became very sick at the time of having a normal delivery. Everyone got afraid after seeing it. I will not be
able to tolerate it. Then the physician examined me and was having an angry mood. She said, “We are
trying to have a normal delivery. Hmmm, if you all have so much problem and want to have caesarean
delivery, then we will do it” - Elective CS patient 5.

Looking closely at the themes that emerge from the interviews with women who underwent emergency
and elective CS, there is a dominance of the underlying anxiety among the patients making them consent
for C-sections. In addition, the interviews with both the physicians and the patients demonstrate the
limitations of the health system, leading to further constraints in their communication.
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Integration of patient, physicians and health system factors
We have adapted and summarized the themes from the physician and patient interviews in Fig. 2 and call
them as priming factors. Collectively, these ‘priming factors’ have dominated the context in which the
decisions on the observed CS were made. Figure 3 provides a summary schematic representation of this
�awed decision-making process for CS. This suggests the risk perception of the physician of the harm of
not performing a CS, the anxiety and lack of trust of the patient in the willingness of physicians to
perform normal vaginal deliveries, in the context of a constrained health system, are contributing to
�awed CS decision-making in public sector hospitals of Bangladesh and hence driving the high CS rates.

Figure 2: Factors in�uencing CS decision-making - The priming factors

Figure 3: Factors directly impairing communication

Discussion
This study sought to understand more about the decision-making process surrounding CS by exploring
physician-patient communication leading to informed-consent for the operation. We found these
interactions were both minimal in content and limited in purpose, with consent being an artefact of a
process involving little communication. The consent form is the key document around which the decision
of informed consent by the patient after a discussion with a physician is supposed to pivot. The study
�nds, through the very low OPTION 5 scores in all domains, that the consenting process neither involves
provision of accurate information nor is there a considered decision taken on the part of the patient. The
statistically sign�cant difference we found in the discussing pros and cons domain is not surprising
given the effort that physicians seem to putting in convincing patients to undergo CS This effort has no
value without offering options and elicting patient preferences. The evidence supports existing research
that informed consent is used as a means for preserving physician’s reputation and not primarily as a
tool for shared decision making[28]. The study �nds that there are multiple non-clinical factors that prime
the patient and the physician in favour of CS even before the clinical encounter and there is very little
evidence of any remodelling of these primed decisions during the encounter to change course. Instead
the clinical encounter and the poor communication that was found to happen during it, risks setting up a
vicious cycle, exaggerating the priming into a dominant form of practice with the consequence of further
increasing C-section rates in Bangladesh. This review adds new detail about what those non-clinical
factors are in Bangladesh.

An unexpected �nding is the universality of ultrasonogram (USG) investigation. All women interviewed
had at least one USG done during their pregnancy, and some of them had up to four USGs during the
course of their pregnancy. USG at the early stages can identify presentations such a breech (though the
purpose of USG in those stages is for determining viability of fetus and to detect fetal anomalies only),
which is likely to correct itself during the course of the pregnancy. A sense of fear seems to be instilled in



Page 13/19

the minds of women based on such �ndings in the USG and women tend to carry this as a high risk all
the way up to delivery, and it seems to in�uence their eventual decision-making.

The role of power differentials and stakeholder commitment has been well documented in the existing
literature[30]. The results from the study also resonate with existing literature [31] on the complexity of
communication between the physician and the patient (in most cases, the pregnant woman and her
family) in the context of consent for CS. In this study, it has been possible to delineate these factors and
group them under physician, health system and patient factors. The risk aversion of doctors and a
practice of defensive obstetrics has been documented in other studies [32]. The growing risk of violence
for physicians at the hands of patients and their relatives is a growing phenomenon worldwide [33, 34]
and has been well documented in China [35, 36]. The study agrees with many women and communities,
health professional and health organization related factors identi�ed by Betran et.al (2018) in their
contribution to the Lancet series on CS [8]. For women, these factors include considering CS as safe
procedure for themselves and their babies and the fear of suboptimal quality of care and fear of
disrespect and abuse in the health facilities. In our study, we did not �nd fear of labour pain to be one of
the reasons for women agreeing to CS. Also novel in our study is the identi�cation of ‘guilt’ as a
consequence to attempting delivery at home as one of the reasons for women agreeing to CS. It is to note
that Bangladesh experiences a high home delivery rate of around 50%[2]. Lack of adherence to standard
guidelines and the role of external pressure on physicians have been identi�ed as the reasons for CS in
similar studies in Bangladesh [10]. This would be an important focus for future research.

The 306 women who were observed in the labour ward included 111 (36.3%) nulliparous women and 205
(63.7%) multiparous women. This proportion is similar to what Begum et al. [22] found in their
population-based study in Matlab, Bangladesh (41.3% nulliparous vs 58.6% multiparous). The observed
intra-institutional CS rate in our study was 65% (the proportion of live births by CS within health
institutions). This CS rate is similar to the �gure cited for Bangladesh in the global analysis of CS rates by
Boerma et al. [3].

Strengths and Limitations:
The study draws its strengths from its mixed-methods research design, through triangulation and
complementariness of the two forms of data. The study did its best to distinguish emergency and
elective CS to see if there are any differences in decision-making, although it was recognized that in
practice this distinction was di�cult to make, and a few cases might have been wrongly categorized. It is
a limitation of this study that records of medical indications for CS were not triangulated with the
interview data. The study only focused on primary CS. The eight target hospitals are representative of all
district hospitals in the country and represent all administrative divisions of the country. The study only
explores the perspectives of women who had undergone CS, and how decisions were fashioned, and it
did not deal with the preferred modes of delivery or the views of women experiencing labour and vaginal
birth.
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All the clinicians interviewed were women and mothers, most of whom (14/16) delivered by caesarean
section. This may be considered a limitation. Furthermore, the study does not obtain perspectives of
nurses, who seem to play an important role in the communication that happens in labor situations.
Midwives are a new profession in Bangladesh and can be expected to play a dominant role in the future.
Quality of care, women’s experiences of vaginal birth and the role of midwives are important areas for
future research.

Conclusion
The study has established that the physicians and patients arrive at the clinical counter with their minds
already primed for CS. CS has established itself as a dominant form of practice in Bangladesh. The
consent form has become an artefact of a prior process, and the data in this study demonstrates that the
decision comes about through factors outside of the formal consent process, though the clinical
encounter and the physician-patient communication provides an opportunity to reduce the priming
effects. Lack of meaningful communication is a lost opportunity for reducing these priming effects.
Greater investment is needed to sensitize women and communities about the risks of CS that are not
medically indicated and the bene�ts of adhering to expert medical advice only. Efforts should be made to
dispel myths and misconceptions around services provided in public sector facilities, to empower the
communities to know their rights and to be con�dent in discussing options with physicians. The gaps in
the health system with respect to human resources, physical infrastructure, equipment, and supplies,
ensuring physical safety of physicians, need to be addressed for physicians to be able to provide
evidence-based care and to increase the trust of women and communities in the public health system of
the country. Policies should be made to provide both quality pre-service and in-service clinical and
communication training to improve the skills of physicians and to develop greater con�dence in their
decision-making. Local opinion leaders such as the Obstetrics and Gynaecologic Society of Bangladesh
need to play a proactive role in the introduction of standardized guidelines for CS decision-making. Audits
and feedback should be routinely provided across facilities. Physicians who exhibit a high degree of
compliance to standard practice and keep the institutional CS rate at an optimum level should be
encouraged as role models and well-rewarded.
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Figure 1

Flow diagram of the participants in the observation study component

Figure 2

Factors in�uencing CS decision-making - The priming factors
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Figure 3

Factors directly impairing communication
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