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Background: Caesarean delivery is an essential obstetric intervention to reduce maternal and newborn mortality in emergencies. However, in Ethiopia, there is a high prevalence of caesarean deliveries. Therefore, this study aimed to explore the factors perceived by healthcare providers that contribute to the excessive rates of caesarean deliveries in North West Amhara referral hospitals, Ethiopia, in 2022.



Methods: A phenomenological study design was employed, utilizing semi-structured interview guide for data collection. Fifteen healthcare providers working in referral hospitals in the north-western region of Amhara were interviewed using a heterogeneous purposive sampling approach until data was saturated. Transcribed interviews were translated coded and finally thematic analyses were employed using Open Code 4.0 software.



Results: Healthcare providers observed a significant increase in the frequency of caesarean deliveries. Multiple factors were identified as contributing to this rise, including the involvement of medical students, the use of cardiotocography, a decline in instrumental deliveries, inadequate trial of labor after previous caesarean deliveries, and the absence of clear indications for performing caesarean deliveries for social or maternal requests. Notably, patients who had received care in private clinics were more likely to undergo caesarean deliveries.



Conclusion: Caesarean deliveries were observed to be performed based on subjective or approximate indications, rather than clear obstetric indications. Encouraging greater emphasis on trial of labor, instrumental delivery, and performing caesarean deliveries only when there are definitive obstetric indications, rather than for social or maternal requests, can contribute to reducing the prevalence of caesarean delivery rates.
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Introduction

Caesarean delivery (CD) refers to the delivery of a viable fetus, placenta, and membrane through an incision in the abdominal wall and uterus (1). Access to caesarean deliveries can reduce inadequate obstetric outcomes such as maternal mortality, stillbirth, newborn death, obstetric fistula, uterine prolapse, and sexual dissatisfaction (2). However, women who undergo unnecessary caesarean delivery face risks such as severe maternal morbidity, hemorrhage requiring hysterectomy or transfusion, uterine rupture, anesthetic complications, shock, cardiac arrest, acute renal failure, assisted ventilation, venous thromboembolism, surgical site infections, and wound disruption or hematoma. The long-term risks include an increased likelihood of placenta previa and morbidly adherent placenta in future pregnancies, compared to vaginal delivery. For instance the risk of placenta previa for future pregnancy was increases from 1% with one prior CD to 3% with three or more previous CD. Additionally, the risk of morbidly adherent placenta were increased from 3% with no prior CD scar to 11%, 40% and 61% with one, two and three prior CD scar accompanied with placenta previa respectively (1, 3, 4). Caesarean delivery is associated with more complications compared to vaginal delivery, occurring 6–10 times more frequently (5, 6).

Although there are different relative and absolute indications for cesarean delivery, more than 85% of cesarean deliveries were performed for the indication of prior cesarean delivery, fetal jeopardy or non-reassuring fetal heart rate pattern, arrest of labor and fetal malpresentation (1). Half of the increase in the cesarean rate can be attributed to primary cesarean births. Within the primary cesarean category, subjective reasons such as a non-reassuring fetal heart rate pattern, suspected macrosomia, preeclampsia or eclampsia, multiple gestation, maternal request and arrest of cervical dilation played a major role compared to objective reasons such as malpresentation and maternal-fetal and obstetric conditions (7). In general, this is a reflection of poor obstetric practice. The decline in the trend of vaginal birth after cesarean section (VBAC) can be attributed to revised policy statements by organizations such as the American College of Obstetricians and Gynecologists (ACOG). These policy changes, which have been partially moderated in recent years, have made it increasingly challenging for medical institutions to offer VBACs due to concerns regarding liability (8). In addition to this, non-clinical factors are equally important factors for the rise of caesarean delivery. Economic incentives, free medical resources, health care providers' opinions, informed consent, private health care setting, lack of supervision and training in public hospitals, absence of or lack of familiarity with clinical guidelines, day time delivery, liability, differences in health provider practices, fear of malpractice litigation and organizational, economic, social and cultural factors are also contributing to the increasing incidence of cesarean deliver (8–12). In light of this, the American College of Obstetricians recommends various measures to reduce the primary caesarean delivery rate, such as redefining labor dystocia, improving fetal heart rate interpretation, providing continuous labor support, attempting external cephalic version for breech presentation, allowing trial of labor for twin pregnancies with the first twin in cephalic presentation, and considering instrumental vaginal delivery during the second stage of labor (3). Moreover, to tackle the escalating global rates of cesarean sections and mitigate the potential harm inflicted upon women and newborns due to excessive utilization of this procedure, the World Health Organization (WHO) published new recommendations on nonclinical interventions to reduce un necessary CD in 2018. The intervention guideline has different targets; intervention target women (for instance, childbirth training workshops, psycho-education), health-care providers target (implementation of evidence-based clinical practice guidelines, caesarean section audits and timely feedback to health-care professionals) and health organizations or facilities targets (different payment systems for caesarean sections, collaborative midwifery-obstetrician model of care) (13).

Even though the World Health Organization recommends those non clinical interventions to achieve the population level caesarean delivery in between 10 and 15% (14), the global rate of caesarean births is increasing significantly in different regions. In Western Europe, there has been a 24.5% increase, while in North America, the increase is 32%, and in South America, it is 41% (5). In Africa, caesarean delivery rates vary widely, ranging from 3% in Burkina Faso to 15.6% in Ghana (15).

In Ethiopia, aligning with the targets of Sustainable Development Goals 3 (SDG3), the Ethiopian government has made a steadfast commitment to enhance the availability of essential and comprehensive emergency care services. This dedication aims to diminish the Maternal Mortality Ratio (MMR) and neonatal mortality rates. Nonetheless, the pace of progress remains sluggish. According to the recent Mini Ethiopian Demographic Health Survey of 2019, a significant portion (51%) of childbirths continue to transpire within the home setting, predominantly facilitated by unskilled birth attendants (16). Despite poor progress in achieving high skilled birth attendance rate, the CD rate increases rapidly and varies across regions and over time, ranging from 0.4% in Somali to 21.4% in Addis Ababa, with a national pooled prevalence of 2% in 2016 and 29.5% in 2020 (4, 17–19). Similarly, the CD rate in the Amhara region ranged from 2.3% in 2016 (4) to 30.9% in 2020 (20). Variations and the increment in CD rates within and between hospitals can be attributed to intrinsic differences in hospital factors, infrastructure, the obstetric population served, and variations in clinical management protocols among physicians (20–22). Despite numerous quantitative studies on caesarean delivery rates and factors, the rate of CD continues to rise. Exploring the health care provider's perception towards the increasing rate of caesarean delivery might be an effective way to guide policy in reducing unnecessary CD. Therefore, this study aims to explore the factors perceived by healthcare providers that contribute to the high rate of caesarean deliveries in the study area using qualitative methods.



Methods


Study design, period and setting

A phenomenological study design was conducted in three referral hospitals located in the North West Amhara region between January 10 and February 2, 2022. The Amhara regional state is one of the eleven regional states in Ethiopia, situated in the North West part of the country. Within this region, the North Western part comprises six zones with a total population of 13,049,742, of which 6,501,156 are females (23). There are eight public comprehensive specialized hospitals in Amhara region. Among this five were located in the North West part of the Amhara region, namely Debre Markos comprehensive specialized hospital, Felegehiwote comprehensive specialized hospital, Tibebe-Gihon comprehensive specialized hospital, Debre Tabor comprehensive specialized hospital, and the University of Gondar comprehensive specialized hospital (UOG CSH). However, this study focused only on Debre Markos, Debre Tabor, and Tibebe-Gihon comprehensive and specialized hospitals (Figure 1). Each of these hospitals serves a catchment population estimated to be between five and seven million people (23). According to recent reports from the hospitals' monthly records, the average number of mothers who give birth per month ranges from 600 to 700 for each referral hospital.
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FIGURE 1
Study area map and location of Amhara regional comprehensive specialized public hospitals.




Recruitment of study participants

The study involved healthcare providers employed in three specialized referral hospitals. A purposive sampling method was employed to select healthcare providers actively working in the labor and delivery units of each hospital. Fifteen healthcare providers participated in the study, including four senior obstetricians and gynecologists, four integrated emergency surgery and obstetrics (IESO) specialists, one senior clinical midwife, and six BSc midwives.



Data collection process

Initially, the principal investigator developed an interview guide to ensure consistent coverage of the topics in each interview. An invitation letter was sent to the participants to fix the date and time of the interview.

Upon obtaining written informed consent, face-to-face interviews were conducted by the investigator at the participants’ workplaces. The interviews aimed to explore the participants' perceptions of caesarean delivery practices and factors. To establish a rapport with the participants, the interviews began with general open-ended questions about socio-demographic information. Following this, a set of questions related to the factors, and practices of caesarean delivery were presented. Based on each individual's response, additional open-ended questions were asked to further delve into their perspectives. Data collection concluded after fifteen individual interviews, as no new or unique information emerged (24). During the interviews, audio recording was used, and notes were taken to ensure accurate documentation. The interviews typically lasted between 30 and 45 min.



Sampling procedure and technique

From the five referral hospitals in the North West Amhara region, a purposive selection was made to include only three hospitals in the study. To ensure a diverse representation, a heterogeneous purposive sampling technique was employed to select healthcare providers from each of the three selected hospitals.



Positioning

Many researchers, particularly clinical midwives, possess extensive experience and knowledge related to the topic of interest, such as cesarean delivery. This positioning serves the purpose of contextualizing the research within a broader framework. It allows us to elucidate how our personal and professional backgrounds contribute to our understanding of the research topic and inform our approach to data collection and analysis. Moreover, positioning aids in presenting the findings in a manner that is easily comprehensible and devoid of bias, ensuring clarity for readers and the scientific community. By embracing positioning, we are prompted to critically examine our own biases, assumptions, and values and how these factors may influence every aspect of the research process, including data collection, analysis, and interpretation.



Trustworthiness

To enhance the trustworthiness of the data, several strategies were employed. To ensure the credibility of the study, we used strategies such as triangulation involving the use of multiple data sources (from midwives, clinical midwives, IESOs and senior obstetricians) and researchers with different levels of experience and backgrounds to validate and corroborate the findings. We extended invitations to some participants to evaluate the study's findings and ideas, ensuring that their perspectives were accurately reflected. To enhance interobserver reliability, agreement measures were established to ensure consistency in the coding and interpretation of data between researchers. Peer debriefing and audit trials were also used to ensure the dependability of the qualitative study. Additionally, confirmability was addressed through reflexivity, peer review and transparent reporting.

Furthermore, the assessment of the transferability of data to a different set of circumstances relies on the contextual details provided by the researchers. Therefore, in this study, we included a comprehensive description of texts that aids readers in comprehending the surrounding conditions.



Data management and analysis

Thematic data analysis was employed to analyze the data. Initially, the collected data was organized separately, and themes were generated to delve into rich details that aligned with the study's objective. To facilitate this process, all recorded data from the in-depth interviews underwent transcription, converting spoken words into written text. Furthermore, language experts translated the transcriptions into English to enhance clarity and comprehension. Next, we meticulously read through the transcriptions multiple times, applying coding techniques using open code software version 4.0. The coding process involved labeling and categorizing segments of the text that shared similar concepts or ideas. By organizing these codes, synthesis was conducted to identify and articulate overarching themes. This enabled us to grasp and convey the general idea and ultimately achieve the study's objective. Finally, the findings were reported by writing a descriptive account of the text and providing interpretations of the identified themes. Direct quotes were included to offer vivid examples for readers and enhance the trustworthiness of the findings. This comprehensive approach aimed to present a clear understanding of the data analysis process and communicate the meanings derived from the themes.



Ethical consideration

The study received ethical approval from the Institutional Review Board (IRB) of the University of Gondar under reference number Ref.N/53/2014E.C. Participants were provided with a clear explanation of the study's objectives and assured of the confidentiality of their data. Informed written consent was obtained from all participants. Throughout the study, all methods adhered to the applicable guidelines and regulations outlined in the Declaration of Helsinki.




Results

In-depth interviews were conducted with fifteen healthcare providers involved in maternal and newborn care, with each interview lasting approximately 30–45 min. These interviews aimed to gather qualitative data regarding factors related to CD. The majority of participants (6 out of 15) were midwives, followed by senior obstetricians and gynecologists (4 out of 15), one senior clinical midwife, and four senior integrated emergency surgery and obstetrics (IESO) specialists from the three selected hospitals. The interviews were recorded, and the data was transcribed and summarized based on emerging themes. During the analysis process, two main themes emerged: healthcare providers’ practices and their perceived factors influencing caesarean delivery.


Theme 1: health care providers' obstetrical practices that increase caesarean delivery;

Healthcare providers employ various practices that influence the rate of caesarean deliveries. These practices encompass instrumental delivery, trial of labor after caesarean delivery (TOLAC), social or relative factors, caesarean delivery by maternal request (CDMR), and the consideration of primigravida with breech presentation as an indication for caesarean delivery.



Health care providers practice on caesarean delivery by maternal request (CDMR);

Although CDMR is not permitted in the country, many obstetricians and gynecologists still carry it out, particularly those who work in private clinics or both private and government hospitals. They shift the indication from false to true, using reasons such as oligohydramnios, primigravida with breech presentation, non-reassuring fetal heart rate pattern (NRFHRP), and others.

One participant explained, “Most obstetricians and gynecologists perform caesarean delivery by maternal request by changing the indication to a valid one. For example, they justify CDMR by citing oligohydramnios, primigravida with breech presentation, NRFHRP, and so on.”

Another participant mentioned, “In this hospital, caesarean delivery by maternal request is mostly done for staff, mothers with social connections, and mothers receiving antenatal care in private clinics.”



Healthcare providers' practice of instrumental delivery

Instrumental delivery, such as forceps, is rarely practiced in most hospitals due to concerns about side effects and a lack of skill among providers, including obstetricians and gynecologists. As a result, they prefer to perform caesarean deliveries instead of using forceps or vacuum. Almost all healthcare providers in most hospitals do not practice instrumental delivery, especially forceps. Participant 7 stated, “In this hospital, instrumental delivery is almost never performed due to the potential side effects associated with it.”



Healthcare providers' practice in private clinics and with social or relatives

Obstetricians and gynecologists who work in both government and private clinics sometimes perform caesarean deliveries without a valid indication or with an approximate one. This is because those with private clinics have their own clientele and prioritize their clients' requests or interests to promote and develop their businesses. Consequently, they perform caesarean deliveries without a proper indication, but falsely document a justification for the procedure.

Participant 1 explained, “I am confident that some obstetricians with private clinics use caesarean delivery as a promotional tool, fulfilling the clients’ interests and thinking that it boosts their business.”

Participant 6 also noted, “In this hospital, caesarean deliveries are performed for social reasons, but the indication is falsely documented as something other than social or related factors, such as NRFHRP.”



Healthcare providers' practice of trial of labor after caesarean delivery (TOLAC)

In most hospitals, the practice of TOLAC is often inadequate due to insufficient counseling, the desire to avoid accountability, heavy workload, and negligence. Some providers steer cases toward caesarean delivery by presenting women with a choice between CD and TOLAC, as women with a previous caesarean scar require more attention. Although some providers attempt to promote TOLAC, women often decline it due to fear of complications and labor pain, opting for repeated caesarean deliveries.

“In our hospital, most staff tend to direct women towards caesarean delivery if they have a previous caesarean scar due to fears of close follow-up and accountability for women at risk of uterine dehiscence,” shared participant 8.



Healthcare providers' practice regarding primigravida women with breech presentations

The acceptance of term breech trials varies among different obstetricians, but nearly all obstetricians and gynecologists, especially those with private clinics, currently consider primigravida with breech presentation as a direct indication for caesarean delivery. This practice aims to reduce neonatal mortality. In most hospitals, caesarean delivery is commonly performed for primigravida with breech presentation based on the belief that it prevents complications related to the baby's head descending during delivery.

Participant 3 explained, “In this hospital, experienced obstetricians and gynecologists consider primigravida with breech presentation as a direct indication for caesarean delivery because they believe it prevents complications associated with the after coming head.”

In contrast, participant 6 mentioned, “In this hospital, the mode of delivery for primigravida with breech presentation is determined based on the women's decision after brief counseling about the advantages, disadvantages, and available delivery options.”



Theme 2: perceived factors of caesarean delivery

Healthcare providers or participants identified numerous factors that were perceived to contribute to the increase in caesarean delivery rates.



Case misdiagnosis or a lack of early detection and intervention

Delayed care-seeking by pregnant women often resulted in obstetric complications, such as uterine rupture, cephalopelvic disproportion (CPD), unnecessary caesarean delivery, hysterectomy, and maternal and fetal mortality. Participants believed that early detection and timely intervention could prevent complications and unnecessary caesarean deliveries.

“Women waiting in healthcare facilities with inadequate infrastructure, such as health centers or primary hospitals, without timely detection and intervention were more likely to experience complications like obstructed labor and require referrals.” participant 3 stated.

Diagnosis problems, especially among students and some cardiotocography (CTG) staff were identified as another factor contributing to incorrect decisions and the increase in unnecessary caesarean deliveries.

“Currently, most of the indications for CD are NRFHRP. This may be due to a diagnosis problem or may be a diagnosis by less experienced staff.” Participant 1 said.



The presence of medical students in labor and delivery ward

The presence of medical students in the labor and delivery ward was perceived by almost all participants as a factor that contributes to an increase in the caesarean delivery rate. This increase was attributed to two main reasons: fear of accountability from obstetricians and gynecologists and the students' interest in practicing the skill of caesarean delivery.

Participants noted that most medical students, including interns, IESOs, clinical midwives, and residents, lacked experience and knowledge in various aspects related to childbirth, such as reading and interpreting cardiotocography machine readings, understanding the properties of older CTG machines, and implementing supportive measures like resuscitation, oxygenation, or using fetoscopes. Instead, these students tended to rely on a single episode of fetal heart rate (FHR) reading and based their conclusions solely on that, without considering the overall FHR pattern. This overreliance on non-reassuring fetal heart rate patterns (NRFHRP) often led to the indication for caesarean delivery, contributing to the increased rate. One participant explained that;

“When medical students encounter an NRFHRP during their observations of the mother, some students consult the obstetricians early due to fear and frustration associated with being students. These students may not give enough time or consider interventions to address the NRFHRP but quickly consult the obstetricians, who then accept or decide based on that consultation without thoroughly evaluating whether the NRFHRP is genuinely non-reassuring or if it can be corrected with interventions. The participant further mentioned that this situation is more common among interns and less likely among clinical midwives, suggesting that experience plays a role in student decision-making.”

Additionally, some students, particularly IESOs, may influence the decision for caesarean delivery by approximating indications and presenting them as absolute indications, even in cases that are not complicated or require immediate intervention. These students aim to gain experience in the skill of caesarean delivery and consult seniors, who may approve the procedure without thoroughly assessing the situation. This practice further contributes to the increase in the caesarean delivery rate.

“Students, especially IESO students, want to do, learn, or know the skill of caesarean delivery. So, they approximate the indication and consult for the senior, telling the relative indication as an absolute indication and the cold case as a complicated case, and the senior said prepare for CD without checking, and they perform caesarean delivery. So, this increases the CD rate.” Participant 1 said.



Lack of skill or fear of side effects of using instrumental delivery

The lack of proficiency or concerns regarding the potential side effects associated with instrumental delivery is a contributing factor to the rise in caesarean delivery rates. Healthcare providers, including obstetricians and gynecologists, may exhibit a fear of complications such as neonatal issues, maternal complications, and genital tears, which subsequently leads to an increased preference for caesarean delivery over instrumental delivery. Furthermore, the inadequate skill in correctly utilizing instruments, particularly forceps, by these providers further contributes to the higher rate of caesarean deliveries.

Participant 2 provided an explanation, “stating that when a staff member encounters a prolonged second stage of labor, they are often hesitant to opt for instrumental delivery due to apprehension about potential complications and the fear of being held accountable. In such situations, healthcare professionals may prioritize caesarean delivery as a safer alternative, driven by concerns related to accountability and the perceived side effects associated with instrumental delivery.”

In summary, the lack of proficiency in instrumental delivery techniques and the fear of adverse effects are factors that contribute to the increased utilization of caesarean delivery over instrumental delivery.



Decreased vaginal birth after caesarean delivery (VBAC) or trial of labor after caesarean delivery (TOLAC)

The reduction in VBAC or TOLAC was perceived by most participants as a factor that contributes to the increased caesarean delivery rate among women with previous caesarean delivery scars. While decreasing primary caesarean delivery is a primary strategy to reduce the overall caesarean delivery rate, encouraging VBAC or TOLAC is another approach. However, inadequate counseling regarding the advantages and disadvantages of TOLAC and repeated caesarean delivery, as well as inadequate explanation of the meaning of consent and the potential future complications associated with TOLAC and repeated caesarean delivery, contribute to the increased rate of repeated caesarean deliveries. This lack of comprehensive counseling is observed in both government and private clinics.

Participant 7 explained that “the success of VBAC or TOLAC depends on the quality of counseling provided. During antenatal care follow-up, if healthcare providers briefly discuss the risks, benefits, and anticipated complications of TOLAC and repeated caesarean delivery with women, tailoring the information to their level of education, women are more likely to consider TOLAC. However, if counseling lacks detailed information about the benefits of TOLAC and the percentage of complications, especially for women coming from rural areas, they may only hear about the potential complications and decline TOLAC.”

Participant 8 also mentioned that “poor counseling for TOLAC, both in government and private clinics, particularly among obstetricians and gynecologists working in private clinics, contributes significantly to the preference for caesarean delivery over TOLAC. Inadequate counseling practices have played a substantial role in the increasing trend of caesarean deliveries compared to the past.”

Furthermore, some providers hold the perception that midwives tend to push women with previous caesarean delivery scars towards repeated caesarean delivery. This perception arises from the fear of the additional close follow-up required for mothers attempting TOLAC, as women with previous caesarean delivery scars often need more diligent monitoring. Consequently, certain providers may counsel women towards caesarean delivery during admission to avoid the challenges associated with strict follow-up.

“Mother who has previous CD scar needs more proper follow up. However, in our hospital due to fear of this follow up most staffs push such women towards CD.” Participant 8 explained.



Poor knowledge of cardiotocography (CTG) and its interpretation

Insufficient knowledge regarding CTG and its interpretation is perceived by most healthcare providers as a contributing factor to the increased caesarean delivery rate. This lack of knowledge leads to the inappropriate use of CTG, with decisions being based solely on the CTG number without considering its properties. Despite the recommendation for continuous intrapartum follow-up using CTG, providers often lack comprehensive understanding of the machine's properties, operation, and how to interpret the CTG tracings. Consequently, many providers solely rely on the CTG record number to diagnose non-reassuring fetal heart rate patterns (NRFHRP), regardless of whether that number accurately reflects the fetal heart rate (FHR). Additionally, most CTG machines do not print the complete FHR pattern but only consider short patterns. Moreover, older CTG machines may produce false FHR readings even in cases of intrauterine fetal death or without proper connection to the maternal abdomen. These factors collectively contribute to an increased rate of caesarean deliveries based on the indication of NRFHRP.

Participant 4 best explained the issue by highlighting that “while continuous fetal monitoring is recommended, the problem lies in the inadequate training on the proper usage, operation, and interpretation of CTG results, rather than simply relying on the machine itself. For instance, the participant pointed out that although there may be a fetal heartbeat tracing on the CTG, healthcare providers may lack the necessary experience to accurately interpret it. Moreover, the CTG itself is highly sensitive, and factors such as maternal ambulation, changes in position, or incorrect placement of the CTG on the abdomen can result in erroneous readings. These incorrect readings could potentially influence the decision towards caesarean delivery, particularly if providers are unaware of these limitations.”

In summary, the poor knowledge of cardiotocography and its interpretation contributes to the increased caesarean delivery rate. Inadequate training on how to properly use, operate, and interpret CTG results, along with the sensitivity of the CTG and the limitations of older machines, leads to decisions based on incomplete or inaccurate information. As a result, caesarean deliveries are often performed based on the indication of NRFHRP.



The presence of social or relatives and the expansion of private clinics

The presence of social factors or relatives, particularly in private clinics, is widely perceived by healthcare providers as the primary factor contributing to the increase in CD rates. Obstetricians working in private clinics, driven by business considerations and the desire to satisfy their clients, tend to perform CDs for women who receive ANC follow-up in their clinics, even without clear medical indications. This practice involves providing undiagnosed indications for CD to gain social acceptance and accommodate the preferences of their clients.

Participant 2 explained that “the current rise in CD rates is largely influenced by social factors. When a mother receives ANC follow-up in a private clinic, the obstetricians working there may perform unjustified CDs by providing undisclosed indications, solely to gain social acceptance within that hospital.”



Number of seniors or surgeons

Most participants believed that an increase in their numbers does not directly lead to an increase in the overall CD rate, especially in emergency cases. However, they acknowledged that the number of seniors may impact the CD rate in elective cases, particularly in social or private clinics. In emergency situations, if a mother is a candidate for CD due to complications, it becomes necessary regardless of the number of seniors available.

Participant 7 expressed this by stating that “CD rates are not affected by the increment of seniors, but the number of seniors may have an influence on elective cases, especially in social or private clinics.”

Contrarily, some providers believe that an increase in the number of seniors or surgeons does contribute to the higher CD rate. This perspective arises from the fact that different seniors have varying references, experiences, and practices acquired from different universities or hospitals. For example, one senior may consider primigravida with breech presentation as an indication for CD, while another senior may argue that it is not a valid indication unless scientifically justified. Participant 1 illustrated this by highlighting that “different seniors come with different indications and experiences based on their training institutions.”

Other perceived factors contributing to the increased CD rate include poor adherence to the use of the partograph, limited community awareness regarding the complications of CD, variations in senior experience, skill gaps among midwives, community acceptance or adaptation of CD, the practice of CD for primigravida with breech presentation, fear of labor pain, and the workload of seniors.




Discussion

This study provided valuable insights into the perceived factors and practices surrounding caesarean delivery. Instead of being performed solely based on absolute medical indications, caesarean deliveries were found to be influenced by various factors and relative indications such as caesarean delivery on maternal request (CDMR), social or family influences, and primigravida with breech presentation. Although caesarean delivery by maternal request is not permitted in our country, the results of this study indicated that it was still being performed based on this indication. These findings are consistent with previous studies (25–27) and align with research conducted in Argentina (25) which also reported caesarean deliveries being performed for social or family-related reasons without obstetric indications.

According to established guidelines, indications for caesarean delivery in cases of breech presentation include estimated fetal weight less than 1,500 g or greater than 4,000 g, hyperextended head, and footling breech (1). However, in this study, most healthcare providers in all hospitals acknowledged that, as the term breech trial approaches, breech presentation is considered an indication for caesarean delivery by most senior professionals, especially in primigravida mothers. This finding is supported by a study conducted in Iran (28). The study provided valuable insights into the healthcare providers' deviations from following the scientifically established indications for caesarean delivery. Identifying the barriers that prevent the adherence to absolute or scientific indications for caesarean delivery would be beneficial for leaders and healthcare providers in promoting adherence to these guidelines.

This study identified several factors perceived to contribute to the rise in caesarean deliveries. The presence of social or family members and the expansion of private clinics emerged as the most significant factors driving the increase. Particularly in private obstetrics and gynecology specialty clinics, social or familial factors played a major role in the increment of caesarean deliveries. This aligns with findings from previous studies, which reported that seniors working in both government and private clinics often performed caesarean deliveries for their clients without a medical indication based solely on maternal preference (28–30). Another factor identified in this study was the poor knowledge and interpretation of cardiotocography. Despite the recommendation for continuous intrapartum fetal monitoring for high risk pregnancies (31, 32), inadequate understanding of CTG and its interpretation led to inappropriate decisions and a higher rate of caesarean deliveries. The widespread use of electronic fetal monitoring, coupled with suboptimal CTG interpretation, was associated with an increased incidence of non-reassuring fetal heart rate patterns, leading to unnecessary caesarean deliveries. This is supported by different studies (33–35). Therefore, it is important for healthcare providers to understand the fundamental patterns of fetal heart rate that indicate concern and interpret them correctly. This knowledge can help decrease the rate of unnecessary caesarean deliveries. One effective non-clinical measure to reduce caesarean births is the implementation of evidence-based clinical practice guidelines. Additionally, it is recommended to have a structured and mandatory second opinion process for determining the need for caesarean sections. This approach is particularly beneficial in settings with sufficient resources and experienced senior clinicians who can provide the required second opinions, as recommended by the World Health Organization (13).

The presence of various medical students, including interns, clinical midwives, integrated emergency surgeons (IESO), and residents in labor and delivery wards, was identified as another contributing factor to the increase in caesarean delivery rates in this study, primarily due to the influence and frustration of their senior colleagues. Some students, like interns, made early decisions and sought consultation with their seniors, while others, such as IESO, clinical midwives, and residents, had a strong interest in practicing caesarean delivery skills. As a result, they sometimes misinterpreted indications and made inappropriate decisions, leading to unnecessary caesarean deliveries. A study conducted in Iran supports these findings (36).

Fear of the potential side effects associated with instrumental delivery, such as perineal tear and cephalohematoma, was identified as another contributing factor to the rising caesarean delivery rates. Many healthcare providers perceived that instrumental delivery, particularly forceps delivery, was not commonly practiced in all hospitals due to insufficient skills and concerns about complications. Consequently, the reduced use of instrumental delivery contributed to an increase in the overall caesarean delivery rate. Similar findings have been reported in studies conducted in different countries (1, 37). The number of senior professionals or surgeons was also perceived as a factor contributing to the rise in caesarean deliveries by the majority of participants. They believed that an increased number of seniors led to practice and reference variations, ultimately resulting in higher caesarean delivery rates. This observation is supported by studies conducted in the Wolayta Zone and Iran (38, 39). However, some participants held the view that the number of surgeons or seniors alone was not a significant factor in the increase of caesarean deliveries. Instead, they emphasized that the growth of private clinics and social factors associated with the number of seniors or surgeons played a more influential role (30).

In this study, the decrease in vaginal birth after caesarean delivery (VBAC) was identified as a significant contributing factor to the increase in the caesarean delivery rate. This decrease was attributed to the fact that women with previous caesarean delivery scars require strict and frequent monitoring. As a result, healthcare providers often push these women towards repeated caesarean deliveries instead of offering them a trial of labor, as the women themselves may be hesitant to attempt vaginal birth. A study conducted in Bangladesh supports these findings (30). Despite the recommendation by the American obstetrics and gynecology guidelines to allow women to undergo a trial of labor to reduce the caesarean delivery rate, the current trend shows a decline in VBAC rates and an increase in repeated caesarean deliveries (1, 3). This can be attributed to inadequate counseling provided to women about the risks and benefits of both repeated caesarean delivery and trial of labor, starting from antenatal care (39, 40). Thus, it is crucial for healthcare providers to adopt the non-clinical intervention recommendation from the World Health Organization (WHO) that targets on women. This recommendation involves conducting childbirth training workshops that cover various topics such as childbirth fear and pain, pharmacological pain-relief techniques and their consequences, non-pharmacological pain-relief methods, the pros and cons of caesarean sections vs. vaginal delivery, as well as indications and contraindications of caesarean sections, among other relevant subjects. The goal of these workshops is to reduce the rate of unnecessary caesarean deliveries (13).


Strength and limitation of the study

As far as we know, this is the initial qualitative study conducted in Ethiopia to explore the factors perceived by healthcare providers that contribute to the rise in caesarean deliveries. Therefore, it provides valuable understanding regarding the practice and factors associated with caesarean deliveries by healthcare providers.

However, there are certain limitations to this study. Although data saturation was achieved early on, the ability to generalize or transfer the results from interviews with a small sample size to the larger population may be compromised. All interviews were conducted by the investigators, which could introduce some bias. However, to mitigate this, transcription was carried out by professional colleagues who possess extensive experience in qualitative research.



Implication of the study

This study provides valuable insights into the factors contributing to the increased caesarean delivery rate and highlights the possible non-clinical interventions to reduce the unnecessary caesarean delivery, which supports the world health organization recommendation on non-clinical interventions to reduce unnecessary caesarean sections. It highlights the need for hospital managers to prioritize training on cardiotocography due to the demonstrated lack of knowledge among healthcare providers regarding CTG machines and their interpretation, which leads to an increased incidence of non-reassuring fetal heart rate pattern (NRFHRP) indicated caesarean deliveries. Additionally, the study sheds light on poor practices, such as inadequate trial of labor after cesarean (TOLAC) practices, inappropriate caesarean delivery for hospital staff, and a decline in instrumental delivery practices, calling for efforts to strengthen and improve these areas of care. Furthermore, the study raises an important question for future researchers, healthcare providers, and regional and federal health ministry's regarding caesarean deliveries performed upon maternal request, repeated caesarean delivery and breech presentation.




Conclusion

This study revealed that caesarean deliveries were often performed based on relative indications or approximations, particularly for women with social or family connections and those receiving care in private clinics. The identified factors contributing to the increase in caesarean delivery rates included the presence of medical students, a growing number of senior professionals, the expansion of private clinics, inadequate knowledge or training on cardiotocography (CTG) and its interpretation, fear or lack of skill in instrumental delivery, reduced rates of vaginal birth after caesarean (VBAC) due to inadequate counseling and fear of complications, the influence of social or family members, and caesarean delivery on maternal request.

Based on these findings, we recommend that hospital managers and maternal and child health (MCH) coordinators focus on reviewing the practice of trial of labor and caesarean delivery, particularly in cases involving social or maternal requests, to prevent unjustified caesarean deliveries. It is crucial to provide training on the usage and interpretation of CTG for both medical students and healthcare staff. Obstetricians and other healthcare providers should actively promote the practice of VBAC through effective counseling in both government and private clinics.



Data availability statement

The original contributions presented in the study are included in the article/Supplementary Material, further inquiries can be directed to the corresponding author.



Ethics statement

The studies involving humans were approved by Institutional Review Board (IRB) of the University of Gondar. The studies were conducted in accordance with the local legislation and institutional requirements. The participants provided their written informed consent to participate in this study.



Author contributions

MA: Conceptualization, Data curation, Formal Analysis, Investigation, Methodology, Project administration, Software, Supervision, Validation, Visualization, Writing – original draft, Writing – review & editing. MB: Formal Analysis, Investigation, Methodology, Software, Writing – original draft, Writing – review & editing. AZ: Data curation, Formal Analysis, Methodology, Software, Writing – original draft, Writing – review & editing. ES: Software, Supervision, Validation, Writing – original draft, Writing – review & editing. GY: Methodology, Supervision, Validation, Writing – original draft, Writing – review & editing. BT: Software, Supervision, Visualization, Writing – original draft, Writing – review & editing. MA: Software, Supervision, Validation, Writing – original draft, Writing – review & editing.



Funding

The author(s) declare that no financial support was received for the research, authorship, and/or publication of this article.



Acknowledgments

We would like thank the University of Gondar for the opportunity to conduct this research. In addition to this, we would like to thank study participants or health care providers for their unlimited information and ideas.



Conflict of interest

The authors declare that the research was conducted in the absence of any commercial or financial relationships that could be construed as a potential conflict of interest.



Publisher's note

All claims expressed in this article are solely those of the authors and do not necessarily represent those of their affiliated organizations, or those of the publisher, the editors and the reviewers. Any product that may be evaluated in this article, or claim that may be made by its manufacturer, is not guaranteed or endorsed by the publisher.



Abbreviations

CD, caesarean delivery; CDMR, caesarean delivery by maternal request; CTG, cardio-tocograph; IESO integrated emergency surgeons; NRFHRP, non-reassuring fetal heart rate pattern; TOLAC, trial of labor after caesarean delivery; VBAC vaginal birth after caesarean Delivery.



References

1. Burman WJ. Williams obstetrics. 25 ed. Vol. 4, McGRAW-HILL EDUCATION. 1392. 1247 p. Available online at: http://marefateadyan.nashriyat.ir/node/150  (Accessed February 23, 2022).

2. Minkoff H, Powderly KR, Chervenak F, McCullough LB. Ethical dimensions of elective primary cesarean delivery. Obstet Gynecol. (2004) 103(2):387–92. doi: 10.1097/01.AOG.0000107288.44622.2a

3. Edwards N. Safe prevention of the primary cesarean delivery. AIMS J. (2014) 26(2):20.

4. Csa I. Central statistical agency (CSA)[Ethiopia] and ICF. Ethiop Demogr Heal Surv Addis Ababa, Ethiop Calverton, Maryland, USA. (2016).

5. Keag OE, Norman JE, Stock SJ. Long-term risks and benefits associated with cesarean delivery for mother, baby, and subsequent pregnancies: systematic review and meta-analysis. PLoS Med. (2018) 15(1):e1002494. doi: 10.1371/journal.pmed.1002494

6. Gulati D, Hjelde GI. Indications for cesarean sections at korle bu teaching hospital (thesis). University of Oslo, Accra, Ghana (2012). p. 20–3.

7. Barber EL, Lundsberg LS, Belanger K, Pettker CM, Funai EF, Illuzzi JL. Contributing indications to the rising cesarean delivery rate. Obstet Gynecol. (2011) 118(1):29–38. doi: 10.1097/AOG.0b013e31821e5f65

8. Nakinobe FG, Lwanga C, Ojiambo Wandera S, Kalule-Sabiti I, Mangombe K. Caesarean delivery in Uganda: do non-clinical factors explain the trend? J Biosoc Sci. (2023) 55(5):980–93. doi: 10.1017/S0021932022000359

9. Hamilton ARL, Drzymalski DM. A retrospective review of clinical and non-clinical factors associated with unscheduled cesarean deliveries at one urban medical center. Int J Gynecol Obstet. (2022) 157(1):154–8. doi: 10.1002/ijgo.13727

10. Elnakib S, Abdel-Tawab N, Orbay D, Hassanein N. Medical and non-medical reasons for cesarean section delivery in Egypt: a hospital-based retrospective study. BMC Pregnancy Childbirth. (2019) 19(1):1–11. doi: 10.1186/s12884-019-2558-2

11. Niino Y. The increasing cesarean rate globally and what we can do about it. Biosci Trends. (2011) 5(4):139–50. doi: 10.5582/bst.2011.v5.4.139

12. Strambi N, Sorbi F, Bartolini GM, Forconi C, Sisti G, Seravalli V, et al. Non-clinical variables influencing cesarean section rate according to robson classification. Medicina (B Aires). (2020) 56:180. doi: 10.3390/medicina56040180

13. Hasdiana U. WHO Recommendations non-clinical interventions to reduce unnecessary caesarean sections. Anal Biochem. (2018) 11:1–5. http://dx.doi.org/10.1016/B978-0-12-420070-8.00002-7%0Ahttp://dx.doi.org/10.1016/j.ab.2015.03.024%0Ahttp://dx.doi.org/10.1080/07352689.2018.1441103%0Ahttp://www.chile.bmw-motorrad.cl/sync/showroom/lam/es/

14. Betran AP, Torloni MR, Zhang JJ, Gülmezoglu AM. WHO Statement on caesarean section rates. BJOG An Int J Obstet Gynaecol. (2016) 123(5):667–70. doi: 10.1111/1471-0528.13526

15. Yaya S, Uthman OA, Amouzou A, Bishwajit G. Disparities in caesarean section prevalence and determinants across sub-Saharan Africa countries. Glob Heal Res Policy. (2018) 3(1):1–9. doi: 10.1186/s41256-017-0056-5

16. EPHI and ICF. Ethiopia Mini Demographic and Health Survey 2019: Final Report. Rockville, Maryland, USA: EPHI and ICF (2019). p. 1–207.

17. Yisma E, Smithers LG, Lynch JW, Mol BW. Cesarean section in Ethiopia: prevalence and sociodemographic characteristics. J Matern Neonatal Med. (2019) 32(7):1130–5. doi: 10.1080/14767058.2017.1401606

18. Gedefaw G, Demis A, Alemnew B, Wondmieneh A, Getie A, Waltengus F. Prevalence, indications, and outcomes of caesarean section deliveries in Ethiopia: a systematic review and meta-analysis. Patient Saf Surg. (2020) 14:1–10. doi: 10.1186/s13037-020-00236-8

19. Fesseha N, Getachew A, Hiluf M, Gebrehiwot Y, Bailey P. A national review of cesarean delivery in Ethiopia. Int J Gynecol Obstet. (2011) 115(1):106–11. doi: 10.1016/j.ijgo.2011.07.011

20. Ayalew M, Mengistie B, Dheressa M, Demis A. Magnitude of cesarean section delivery and its associated factors among mothers who gave birth at public hospitals in Northern Ethiopia: institution-based cross-sectional study. J Multidiscip Healthc. (2020) 13:1563–71.33235456

21. Wondie AG, Zeleke AA, Yenus H, Tessema GA. Cesarean delivery among women who gave birth in Dessie town hospitals, Northeast Ethiopia. PLoS One. (2019) 14(5):1–13. doi: 10.1371/journal.pone.0216344

22. Meless MB, Geremew AB, Abebe SM. High prevalence of caesarean birth among mothers delivered at health facilities in Bahir Dar city, Amhara region, Ethiopia. A comparative study. PLoS One. (2020) 15(4):1–15. doi: 10.1371/journal.pone.0231631

23. CSA (CENTRAL STATISTICAL AGENCY). Population Size by Sex, Region, Zone and Wereda: July 2021. Csa. 2021;39. Available online at: https://www.statsethiopia.gov.et/our-survey-reports/ (Accessed February 23, 2022).

24. Saunders B, Sim J, Kingstone T, Baker S, Waterfield J, Bartlam B, et al. Saturation in qualitative research: exploring its conceptualization and operationalization. Qual Quant. (2018) 52(4):1893–907. doi: 10.1007/s11135-017-0574-8

25. Rivo JC, Amyx M, Pingray V, Casale RA, Fiorillo AE, Krupitzki HB, et al. Obstetrical providers’ preferred mode of delivery and attitude towards non-medically indicated caesarean sections: a cross-sectional study. BJOG An Int J Obstet Gynaecol. (2018) 125(10):1294–302. doi: 10.1111/1471-0528.15122

26. Vallejos Parás A, Espino y Sosa S, Jaimes Betancourt L, Zepeda Tena C, Cabrera Gaytán DA, Arriaga Nieto L, et al. Obstetrician’s attitudes about delivery through cesarean section: a study in hospitals at Mexico city. Perinatol y Reprod Humana. (2018) 32(1):19–26. doi: 10.1016/j.rprh.2018.03.012

27. Bettes BA, Coleman VH, Zinberg S, Spong CY, Portnoy B, DeVoto E, et al. Cesarean delivery on maternal request: obstetrician–gynecologists’ knowledge, perception, and practice patterns. Obs Gynecole. (2007) 109(1):57–66. doi: 10.1097/01.AOG.0000249608.11864.b6

28. Faisal I, Matinnia N, Hejar AR, Khodakarami Z. Why do primigravidae request caesarean section in a normal pregnancy? A qualitative study in Iran. Midwifery. (2014) 30(2):227–33. doi: 10.1016/j.midw.2013.08.011

29. Peel A, Bhartia A, Spicer N, Gautham M. “If i do 10–15 normal deliveries in a month i hardly ever sleep at home.” A qualitative study of health providers’ reasons for high rates of caesarean deliveries in private sector maternity care in Delhi, India. BMC Pregnancy Childbirth. (2018) 18(1):1–11. doi: 10.1186/s12884-018-2095-4

30. Begum T, Ellis C, Sarker M, Rostoker JF, Rahman A, Anwar I, et al. A qualitative study to explore the attitudes of women and obstetricians towards caesarean delivery in rural Bangladesh. BMC Pregnancy Childbirth. (2018) 18(1):1–11. doi: 10.1186/s12884-018-1993-9

31. Chandraharan E. Updated NICE cardiotocograph (CTG) guideline: is it suspicious or pathological? J Clin Med Surgery. (2023) 3(2):1129.

32. World Health Organization. Intrapartum care for a positive childbirth experience. (2018). 212 p. http://apps.who.int/iris/bitstream/10665/260178/1/9789241550215-eng.pdf?ua=1%0Ahttp://www.who.int/reproductivehealth/publications/intrapartum-care-guidelines/en/ (Accessed February 23, 2022).

33. Kale I. Does continuous cardiotocography during labor cause excessive fetal distress diagnosis and unnecessary cesarean sections? J Matern Neonatal Med. (2021) 0(0):1–6. doi: 10.1080/14767058.2021.1906220

34. Kamala BA, Ersdal HL, Dalen I, Abeid MS, Ngarina MM, Perlman JM, et al. Implementation of a novel continuous fetal Doppler (moyo) improves quality of intrapartum fetal heart rate monitoring in a resource-limited tertiary hospital in Tanzania: an observational study. PLoS One. (2018) 13(10):1–14. doi: 10.1371/journal.pone.0205698

35. Kebede TN, Abebe KA, Chekol MS, Moltot Kitaw T, Mihret MS, Fentie BM, et al. The effect of continuous electronic fetal monitoring on mode of delivery and neonatal outcome among low-risk laboring mothers at Debre Markos comprehensive specialized hospital, Northwest Ethiopia. Front Glob Womens Health. (2024) 5:1385343. doi: 10.3389/fgwh.2024.1385343

36. Yazdizadeh B, Nedjat S, Mohammad K, Rashidian A, Changizi N, Majdzadeh R. Cesarean section rate in Iran, multidimensional approaches for behavioral change of providers: a qualitative study. BMC Health Serv Res. (2011) 11:6–11. doi: 10.1186/1472-6963-11-159

37. Gei AF. Prevention of the first cesarean delivery: the role of operative vaginal delivery. Semin Perinatol. (2012) 36(5):365–73. doi: 10.1053/j.semperi.2012.04.021

38. Tenaw Z, Yohannes Z, Siyoum M, Mekonnene S, Bekele G, Astatkie A, et al. Prevalence, indications and associated factors of cesarean section delivery at public hospitals in Wolayta Zone Southern, Ethiopia. [Preprint]. (2020):1–13. doi: 10.21203/rs.2.21195/v1

39. Lotfi R, Tehrani FR, Dovom MR, Torkestani F, Abedini M, Sajedinejad S. Development of strategies to reduce cesarean delivery rates in Iran 2012–2014: a mixed methods study. Int J Prev Med. (2014) 5(12):1552–66.25709791

40. Tsega F, Mengistie B, Dessie Y, Mengesha MM. Prevalence of cesarean section in urban health facilities and associated factors in Eastern Ethiopia: hospital based cross sectional study. J Preg Child Health. (2015) 2:169. doi: 10.4172/2376-127X.1000169



OPS/xhtml/Nav.xhtml




Contents





		Cover



		Health care provider's perceived factors for the increased practice of caesarean delivery in North West Amhara referral hospitals, Ethiopia, 2022: a qualitative study

		Introduction



		Methods



		Study design, period and setting



		Recruitment of study participants



		Data collection process



		Sampling procedure and technique



		Positioning



		Trustworthiness



		Data management and analysis



		Ethical consideration











		Results



		Theme 1: health care providers' obstetrical practices that increase caesarean delivery;



		Health care providers practice on caesarean delivery by maternal request (CDMR);



		Healthcare providers' practice of instrumental delivery



		Healthcare providers' practice in private clinics and with social or relatives



		Healthcare providers' practice of trial of labor after caesarean delivery (TOLAC)



		Healthcare providers' practice regarding primigravida women with breech presentations



		Theme 2: perceived factors of caesarean delivery



		Case misdiagnosis or a lack of early detection and intervention



		The presence of medical students in labor and delivery ward



		Lack of skill or fear of side effects of using instrumental delivery



		Decreased vaginal birth after caesarean delivery (VBAC) or trial of labor after caesarean delivery (TOLAC)



		Poor knowledge of cardiotocography (CTG) and its interpretation



		The presence of social or relatives and the expansion of private clinics



		Number of seniors or surgeons











		Discussion



		Strength and limitation of the study



		Implication of the study











		Conclusion



		Data availability statement



		Ethics statement



		Author contributions



		Funding



		Acknowledgments



		Conflict of interest



		Publisher's note



		References



















OPS/images/cover.jpg
& frontiers | Frontiers ciosat womers Heattn

Health care provider's perceived
factors for the increased practice
of caesarean delivery in North
West Amhara referral hospitals,
Ethiopia, 2022: a qualitative study









OPS/images/crossmark.jpg
(®) Check for updates.





OPS/images/logo.jpg
& frontiers | Frontiers in Global Women's Health





OPS/images/fgwh-06-1401710-g001.jpg
Study area map and location of hospitals

Legend
[l List of Hospitals

D. Markos Hospital
H

— — K
0 5w 180 Ed

Shape file source: Centeral Stastitics of Ethiopia, 201





