
T he attitudes of women who perceive their
experience of giving birth by cesarean section

(CS) differ significantly from those of women who
deliver vaginally.1-2 The former are often less
satisfied with their experience, and with themselves.
The magnitude of the impact of cesarean delivery
on the woman varies tremendously according to the
interplay of a number of variables, such as the
integration of the individual skills of the doctor, and
ego strength.3  Most women who undergo cesarean
birth experience a feeling of resentment towards the
physicians, profound disappointment at treatment
expectation, and the loss of the happy moment of
natural birth.4  This has been known to lead to
depression postpartum in such women, and the
rejection of their babies.5   There is a need, therefore,
for a review of the increased incidence in cesarean
births; and to investigate the impact of this on the
women, the ultimate recipient of this mode of
delivery.  This article is a review of various studies
describing viewpoints of women worldwide who
had delivered by CS and of observations made on
such women in our environment in Saudi Arabia.
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ABSTRACT

Incidence of cesarean section. Babies
delivered by CS have increased steadily over the
last 30 years.6-7 Cesarean birth accounts for
approximately 10% of all births in the Kingdom of
Saudi Arabia (KSA), reaching 20% in tertiary
centers.7  The CS rate in Great Britain is currently
21%.8 Repeat CS is therefore, a common
phenomenon in KSA, probably due to its cultural
opposition to the limitation of CS, as this would
limit the size of the family.9  Variations in the
incidence are attributed to the increase in defensive
obstetric practice, the differences in clinical practice
among obstetricians, and various hospital policies
with growing privatization. Cesarean section is
economically more profitable in private sectors. 

Review of studies investigating the views of
women who had cesarean section. This rapidly
increasing number of primary, planned or
emergency and subsequent repeat planned cesarean
birth mandates that attention be given to the client
population.   For the woman who is about to give
birth, CS carries considerable disadvantages when
compared with normal vaginal delivery.  This is not
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Women who deliver by cesarean section (CS) differ significantly from those who deliver vaginally regarding their
childbirth experience. Those who deliver by CS are often less satisfied with their experience, and with themselves.
They experience a feeling of resentment towards the physician, profound disappointment at the treatment expectation
and loss of the happy moment of natural birth leading to postpartum depression. Cesarean delivery carries considerable
disadvantages in terms of pain and trauma of an abdominal operation and complications associated with it. However,
the CS rate is constantly on the rise. Hence, there is a need to evaluate the views of women undergoing cesarean
deliveries and to ascertain the role of women in decision making regarding mode of delivery. This is a review of studies
investigating the views of women from different countries towards CS and presents the view points of Saudi women
regarding this.

Saudi Med J 2004; Vol. 25 (6): 707-710



       
 708     Saudi Med J 2004; Vol. 25 (6) www.smj.org.sa    

Views of women towards CS ... Al-Nuaim

Medical, legal and ethical issues of cesarean
delivery. This controversy encompasses medical,
legal, and ethical issues.  The legal and ethical
aspects include woman’s right to choose the mode
of delivery, what is a real informed consent, and
should doctors perform surgery in the absence of
medical indication.   A survey conducted by Gonen
et al25 concluded that the vast majority of
obstetricians (91%) indicated that vaginal delivery
was preferable and a better option to CS.  However,
half of the responders were willing to perform
cesarean on request of their support of women’s
autonomy.  It was not possible from the study by
Mould et al18 to ascertain the extent which each
request for CS was primarily the woman’s decision
and in what extent it was influenced by the
attending obstetrician. Other studies have noted the
expectation for woman to be passive in the
decision-making process.26  In any country, an
increase in client expectation in the quality of child
birth is evidenced by the attention paid to delivery
in social gatherings and the media. In view of this
social pressure, it is not surprising that the reactions
of women who anticipate natural birth but deliver
via CS range from disappointment at best, to
postpartum depression.1-2,27  The emotional impact of
cesarean  childbirth has been long addressed in the
professional and popular literature.28 An association
between women’s lack of involvement in decisions
and subsequent litigation against attending staff has
long been established.29-30  Increasing number of
health care consumers, particularly expectant
mothers who invest a lot of time preparing for
normal delivery, are demanding a more humane
approach to obstetric care and a greater share in
decision-making, and the responsibility for the
events surrounding birth.16 Childbirth however, is a
social and personal experience as well as a medical
event.  The woman’s expectation is channeled
towards a natural outcome of labor when the mother
is in control throughout and experiences a sense of
fulfillment at the time of labor.  However, women
with an anticipated cesarean birth, view the
experience less positively than women delivering
vaginally.12 Cranley et al27 replicated and extended it
to include a group of women who are planning to
have a cesarean birth.  The emergency cesarean
group had a more negative perception of the birth
experience than the vaginally delivered or planned
cesarean groups. An observational study by Graham
et al16 showed that women are dissatisfied if they are
not involved in the decision to deliver by CS, and
confirmed the findings of previous studies on
women’s satisfaction with their child birth
experience.  Eleven women undergoing elective CS
generally received adequate information, however,
with emergency CS, half of the women had not
received enough information.16  Many mothers
delivered by cesarean method expressed a lack of
awareness that cesarean birth was an alternate

only in terms of the pain and trauma of an
abdominal operation, but also due to its
complication that may be associated with it.  The
United Kingdom Confidential Enquiries Into
Maternal Deaths10 and numerous other studies have
shown that cesarean deliveries carry a higher risk of
maternal morbidity and mortality compared with
vaginal deliveries.11-12  Current policies on the
provision of maternity care reflect the increasing
importance attached both to women’s views and to
women being at the center of decisions on their
intrapartum care.13  The rise in CS is a matter that
deserves international attention. Cesarean section
marked an imbalance between the few studies
investigating the views of women towards having
CS. Few studies have compared the general
population of women who want a CS with those
who prefer otherwise. Green et al14 used a
hypothetical situation to gauge 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.14 Women maintained a strong commitment
to vaginal delivery. Similarly, Geary et al15

examined women’s preferred mode of birth and
reported that 98.5% of women preferred a vaginal
birth, whereas only 1.5% of women preferred a
CS.15  Graham et al16 reported that 93% of the
Scottish women preferred vaginal delivery. Chong
and Mongelli17 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%). 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 negative
caregivers before choosing a cesarean birth.16,18-20

Moreover, this view fails to acknowledge evidence
about the known risks of elective CS, such as the
increased risk of Persistent Pulmonary Hypertension
and Respiratory Distress syndrome in the
newborn,21-22 and a higher likelihood of
rehospitalization due to uterine infection, wound
complication and cardiopulmonary and
thromboembolic condition.12  Cesarean deliveries
also increase the risk of future ectopic pregnancies
and placental problems.23  Moreover, the longer
postpartum stay in the hospital that is required of the
newly delivered mother is overwhelming.11

Thus, 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 caregivers, since rates for trial of labor
may vary between health care agencies from
19-70%.24
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delivery should be given to all parents, irrespective
of whether or not a CS was actually planned.
Though knowledge in this matter in the prenatal
period may evoke unnecessary fear or anxiety, it is
the way in which this information is given to the
prospective parents that could determine on how
they accept the possibility of cesarean delivery to
effectively prepare themselves physically and
mentally.   For the outcome of cesarean deliveries to
be acceptable, a protocol should be designed to
allow the parents to be fully informed. They should
also participate in the decision-making process.35

Elkin states, “the decision to perform a CS is one
which the physician can make.34  The decision to
have a cesarean birth is one which the parents
should make.”  Finally, it must be stated that
informed consumers are powerful consumers.      

Ongoing prospective study in our hospital in
Riyadh, Saudi Arabia. Structured questionnaires
have been launched among women who were
delivered by CS  in our hospital to assess their own
perception towards having CS, compared to vaginal
delivery.  The questionnaires have been distributed
at 3 different time events, within the immediate
postpartum period, after 3 months of birth and in the
few weeks of the next pregnancy.   The result of this
prospective study is underway.  

Observations in our hospital regarding cesarean
section. From the observation of the information
obtained in the questionnaires made at our
University hospital which is yet to be analyzed after
completion of the study, it appears that some
mothers state that the physicians and nurses were
not sensitive to their special needs during the
cesarean experience, and they feel that their needs
were not being met by professional caregivers.
They stated that they expect a brief explanation that
can help alleviate their concern. The fathers were
left with feelings of disappointment and frustration,
especially when the reasons for the CS are not made
clear.   While they may lack sufficient information
on the rationale and their wife’s progress, they are at
the same time expected to support their wives and
notify relatives of the birth and the mother’s
postoperative condition. The fathers therefore have
many unmet needs throughout the entire cesarean
birth experience, although they are also a legitimate
client of nursing staff. Nurses are the bridge
between the client and the health care system. But,
the fact that the nursing staff is non-Arabic speaking
therefore, the nursing personnel need
well-developed communication skills to elicit
information related to the mothers and to help them
effectively integrate the pre-operative procedural
events. Unhurried attitude, simple explanation
regarding the need for CS is advised.   A clear
concise explanation of procedures should be given
in terminology easily understood by both parents.
Complicated medical jargon only serves to

birthing method. It was found that, positive feelings
on the birth experience and maternal self-esteem are
directly proportional to the degree which control is
maintained.3 In attempting to instill a positive
attitude in the minds of women, the topic of
cesarean is often downplayed or even ignored by
health care providers

Impact of cesarean delivery. The interplay of a
number of variables produces unfavorable response
in adjustment to cesarean birth. Pregnancy and
childbirth in themselves require massive
physiological and psychological adjustments on the
part of the woman.  Moreover, the transition to
motherhood constitutes a developmental crisis.5

Therefore, the magnitude of the impact of a
cesarean delivery on the woman varies
tremendously, depending on the individual coping
skills, and ego strength. These mothers have to cope
with the physical and psychological impact of
anesthesia and major abdominal surgery, which may
have occurred after a long and exhausting labor.
Most women who undergo cesarean birth
experience a feeling of resentment towards the
physician, profound disappointment at the
unfulfilled expectation and the loss of the happy
moment. These women also admit feeling of failure
and guilt.3,4,31  Great concern evolves when a mother
learns that emergency cesarean delivery is
imminent. This is mainly about the loss of control
over their own welfare and bodily function and fear
for the safety of the unborn infant.   It is not an
overstatement that they are overwhelmed by the
sensory bombardments. Moreover, they are
expected to accept the news and assimilate the
happenings. They must make rapid psychological
adjustment to the frantic rush of procedural
preoperative events. Invasive procedures such as,
intravenous lines and retention catheters are
inserted.  Blood is drawn by unfamiliar personnel.
The abdomen is thoroughly scrubbed and shaved.
Orders are issued and implemented, and the hike to
the operating room begins with all the lights, sounds
and so on.  Women who feel in control of events
during labor and delivery are more satisfied and
have greater emotional well-being postnatally.32

However, women also clearly vary in the extent
which they desire to feel in control and some are
happy to leave making decisions entirely to
obstetrics and midwives saying, "they know best".33

Thus, the challenge to the providers of care is to be
responsive to the varying degrees, which individual
women want to be actively involved in
decision-making.   

Involvement of women in decision making
process. Since it is impossible to predict all those
women who may require CS prior to the onset of
labor, it is difficult to determine when information
on cesarean should be given.  Cohen28 and Elkin34

both felt that the information concerning cesarean
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13. Scottish Office Home Health Department Provision Of
Maternity Services in Scotland. A policy review. Edinburgh
(UK): HMSO; 1993.

14. Green JM, Coupland VA, Kitzinger JV. Great expectation:
A prospective Study of women’s expectations and
experiences of childbirth. Cheshire (UK): Books for
Midwives Press; 1998. p. 114-115.

15. Geary M, Fanagan M, Boylan P. Maternal satisfaction with
management in labor and preference for mode of delivery. J

Perinat Med 1997; 25: 433-439.
16. Graham WJ, Hundley V, McCheyne AL, Hall MH, Gurney

E,  Milne J.  An investigation of women's involvement in
the decision to deliver by caesarean delivery. BJOG 1999;
106: 213-220.

17. Chong ESY, Mongelli M. Attitudes of Singapore women
toward caesarean and vaginal deliveries. Int J Gynecol

Obstet  2003; 80: 189-194.
18. Mould T, Chong S, Spencer J, Galliuan S. Women's

involvement with the decision preceding their caesarean
section and their degree of satisfaction. BJOG 1996; 103:
1074-1077.

19. Quinlivan J, Peterson RW, Nichols CN. Patient preference:
The  leading indication for elective caesarean section in
public patients; Result of 2-year prospective audit. Aust

NZJ Obstet Gynecol 1999; 39: 207-214. 
20. Turnbull DA, Wilkinson C, Yaser A, Carty V, Svigos JM,

Robinson JS. Women’s role and satisfaction in decision to
have a caesarean section. Med J Aust 1999; 170: 580-583.

21. Kirin TF. Elective caesarean section may suppress onset of
PPHN. Ob Gyn News  2000; 35: 13.

22. Madar J, Richmond S, Hey E. Hyaline membrane disease
alter elective delivery at "term". Acta Pediatr 1999; 88:
1244-1284.

23. Hemminki E, Merilainen J. Long-term effects of caesarean
sections: Ectopic pregnancies and placental problems. Am J

Obstet Gynecol 1996; 174: 1569-1574.
24. Flamm B, Quilligan E. Caesarean section: Guidelines for

Appropriate Utilization. New York (NY): Springer-Verlag;
1995.

25. Gonen R, Tamir A, Degani S. Obstetrician’s Opinions
Regarding Patient’s Choice in Caesarean Delivery.  Obstet
Gynecol 2002; 99: 577-580.

26. Churchill H.  The conflict between lay and professional
views of labour.  Nurs Times 1995; 91: 32-33.

27. Cranley MS, Hedhal KJ,  Pegg SII.  Women’s perception of
vaginal and caesarean deliveries.  Nurs Res 1983; 32:
10-15. 

28. Cohen N.  Minimizing emotional sequelae of caesarean
childbirth.  Birth Fam J 1977; 4: 114-119.

29. Robinson Consumer Comments. Do a caesarean and I will
sue. Br J Midwife 1997; 5: 509.

30. Localio AR, Lawrther's AG, Bengston JM, Hebert LE,
Weaver SL, Brennan TA, et al. Relationship between
malpractice claims and  caesarean delivery. JAMA 1993;
269: 336-373.

31. Marut JS.  The special needs of the caesarean mother.  Am
J Matern Child  Nurs  1978; 3: 202-206.
32. Brown S, Lumley J.  Satisfaction with care in labour and

birth: a survey of 790 Australian women.  Birth 1994; 21:
4-13.

33. Bluff R, Holloway I.  They know best: women’s
perceptions of midwifery care during labour and childbirth.

Midwifery 1994; 10: 157-160.
34. Elkin M.  Having a section is having a baby.  Birth Fam J

1977; 4: 2.
35. Rossi  A.  Transition to parenthood.  J Marriage Fam

1968; 30: 26-39.
36. Affonso DD,  Stichler JF.  Caesarean birth.  Women’s

reactions.   Am J  Nurs 1980; 80: 468-470.

aggravate anxiety in the client.  Moreover, parents
need to be informed and prepared for every stage of
management, with rationale given for each
procedure.  Role failure was a common response of
the mothers who had CS. For some, the discomfort
during the postpartum interfered with their role as a
mother. Most women expressed the desire to care
for their babies, and their concern about their
inability to respond promptly to the babies’ crying.
Thus in the early postpartum period the CS mothers
need nursing support and guidance in assuming the
maternal role. Clearly good nursing care has a
significant impact on a woman’s experience and it is
the key factor in facilitating postpartum adjustment
and emotional recovery after a cesarean birth.  Some
women viewed cesarean as “God’s will” and thus
outside any personal control. The pain and
discomfort, and their negative feelings, were
relieved when they found out they had a healthy
baby, especially if CS followed a prolonged labor.
Similar view points have been reported in earlier
studies.4,31,34,36 However, most CS women thought
their childbearing capabilities were threatened. They
expressed sadness, disappointment and sometimes
even anger, that their family size has to be limited.
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