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Abstract 

Objective: Literature suggests that the CS rate higher than 10% is not associated 

with maternal and neonatal death reductions. Despite this evidence, the CS rates in 
Bangladesh are increasing rapidly, with 42% in 2022 according to the national survey. 
Understanding the key reasons behind high CS rates is therefore important to identify 
potential interventions to reduce CS rates. This systematic literature review aimed to 

identify key driving factors influencing decision-making for CS in Bangladesh.   

Design: Systematic literature review  

Types of studies: Qualitative studies conducted in Bangladesh  

Data sources: Five electronic databases (Global Health, PsycINFO, EMBASE-via 

Ovid, Medline-via Ovid, and PubMed) and relevant websites.  

Main outcome measure: Key actors and their motivations for CS.   

Data synthesis: Meta-synthesis, a form of qualitative synthesis, was performed to 
identify key factors. Bronfenbrenner’s model (a socio-ecological theory) was further 
applied to categorize the district cluster of factors at multiple levels: individual 
(woman), microsystem (people), mesosystem (clinicians), exosystem (healthcare 
systems) and macrosystem (culture and tradition).     

Result: Of 380 publications, six studies met inclusion criteria. Participants were 

pregnant women, women who had experienced elective and emergency CS, family 
members and clinicians from public and for-profit private healthcare facilities. A total 
of 13 factors were identified. Women prefer CS over vaginal delivery due to fear of 
labour pain, fear of vaginal delivery outcomes, and previous traumatic birth. Women’s 
decisions around CS are also influenced by family and community members’ news 
and experiences of CS. Clinicians influence women to have a CS due to previous CS, 
maternal request CS, lack of accountability and fear of litigation. The health system 
influences CS decisions because of a lack of resources, financial incentives, and 
disrespectful obstetric care. Finally, traditional home birth practices influence rural 
women to undergo an emergency CS in the hospital following the experience of 

labour complications.  

Conclusion: The findings of this review suggest several clinical implications for 
reducing CS in Bangladesh. Women need proper psychoeducational intervention to 
reduce their fear of childbirth. Moreover, women need proper evidence-based written 
and oral information from clinicians to make an informed choice about their childbirth 
modes. Bangladesh’s maternity setting needs to develop a national guideline on CS 
management to promote evidence-based CS care. The guideline should also provide 
clinicians with clear information about planned and emergency CS indications for 
women with a history of previous CS. The health system in Bangladesh needs to 
increase maternity staff, including midwives to promote safe vaginal delivery in 
facilities and home settings for women who prefer home childbirth. Finally, there is an 
urgent need to reform payment models (for instance equal fees for vaginal and CS 
deliveries) in maternity care settings in Bangladesh.      
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1. Introduction  

1.1 What is a caesarean section?  

A caesarean section (CS), is a surgical procedure done on the mother’s abdomen 

and uterus to deliver a baby. It was developed as a life-saving intervention for women 

and their babies during childbirth complications such as prolonged labour, fetal 

distress or an abnormal baby position (ACOG, 2022). While CS is often performed as 

an emergency procedure, CS can be planned (elective CS) before childbirth begins 

when vaginal delivery appears to be risky due to conditions such as multiple 

pregnancies, an abnormal position of the baby, a history of previous caesarean 

section, placenta previa or the mother’s medical problems (Antoine & Young, 2020). 

1.2 What is the optimal rate of CS?  

The optimal rate for CS is unclear and depends on the definition of ‘optimal’ with 

respect to maternal and newborn outcomes. In April 1985, the World Health 

Organization (WHO) regional office in Europe, the WHO regional office of the 

Americas, and the Pan American Health Organization held a conference on 

appropriate birth technology. One of the conference’s statements as per specific 

recommendations was that “there is no justification for any region to have a (CS) rate 

higher than 10-15%” ("Appropriate technology for birth," 1985). This statement was 

made based on evidence at the time that Northern European countries with some of 

the lowest perinatal mortality rates in the world had CS rates of less than 10%.  

However, In 2015, the WHO recommendation changed, such that “every effort should 

be made to provide caesarean sections to women in need, rather than striving to 
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achieve a specific rate” (World Health Organization Human Reproduction 

Programme, 2015). At the same time, Professor Ana Pilar Betran who leads the 

WHO CS campaign, emphasised that there is no benefit to mothers and their babies 

when CS is performed without a proper medical reason (Betran et al., 2016). Betran 

argues that CS is associated with risks, particularly where there is a lack of necessary 

facilities to conduct safe CS operations and properly treat any operational 

complications. 

Molina et al. (2015) performed a cross-sectional study using CS data from 194 

countries (WHO member states) in 2012. Their analysis indicated that CS rates of up 

to 19% were associated with lower maternal and neonatal deaths, suggesting that the 

previously recommended CS rate may have been too low (Molina et al., 2015). 

Conversely, Ye et al. (2016) performed a longitudinal study using CS data from 121 

counties between 2000 and 2012. Their analysis found that CS rates higher than 

10% were not associated with decreases in maternal and neonatal death (Ye et al., 

2016).  

1.3 What is the prevalence of CS rates globally?  

The proportion of caesarean deliveries has increased across all global regions with 

different ranges. A study obtained data from 154 countries (2010-2018) covering 

94.5% of global live births indicates that slightly more than one in five (21%) babies 

are born by CS (an estimated 28 million CS births per year) (Betran et al., 2021). The 

average CS rates in the least, less and more developed regions were 8.2%, 24.2%, 

and 27.2%. The study also shows that caesarean births have significantly increased 

in the three sub-regions of East Asia (45%), West Asia (32%), and North Africa (31%) 
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respectively. The top five countries with the highest CS rates were the Dominican 

Republic (58%), Brazil (56%), Cyprus (55%), Egypt (52%), and Turkey (50%) (see 

Figure 1). Conversely, the lowest rate was recorded at 5% in 36 countries in the Sub-

Saharan Africa region. Moreover, the study conducted a projection analysis of 

caesarean births. By 2030, the global CS rate is expected to reach nearly 38 million 

(28.5%) annually. Notably, 33.4 million of these cases are expected to be in the least 

countries (Betran et al., 2021). However, Sub-Saharan Africa will remain at the lowest 

rate.  

 

  Figure 1: Prevalence of caesarean birth in the world (Betran et al., 2021) 
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1.4 What is the maternal and child health and CS profile in Bangladesh?  

Bangladesh, a middle-income country located in South Asia, has made remarkable 

progress in the area of maternal and child health. According to the Bangladesh 

Sample Vital Registration Statistics (SVRS), the maternal mortality ratio declined from 

574 (per 10,000) in 1990/91 to 136 in 2023, and the neonatal mortality rate declined 

from 48 (per 1000 live births) in 2011 to 16 in 2022 (Bangladesh Sample Vital 

Statistics 2023). However, it then rose to 20 in 2023. Similar trends have been 

observed in under-5 child mortality rates. The reasons for the increasing trends in 

neonatal and under-5 child mortality have not been thoroughly explored.  

The proportion of hospital-based childbirths increased from 29% in 2011 to 65% in 

2022, according to the Bangladesh Demographic and Health Survey (BDHS) 2022 

(NIPORT, 2022). The BDHS data comes from a cross-sectional survey of 

approximately 4,000 live births in the country. However, it is important to note that 

nearly half (42%) of the total facility-based births are CS across the country. Although 

the average CS rate across the country is 42%, the actual CS rates vary significantly 

across the regions/divisions. For instance, the highest CS rate (66%) is observed in 

Khulna, one of the most developed divisions and the lowest CS rate (25%) is 

observed in Sylhet, a developed division as well, according to the BDHS 2022 (see 

Figure 2) (NIPORT, 2022). The reasons for the notable variation in CS rates across 

different regions remain unknown.  
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   Figure 2: CS rates in eight divisions in Bangladesh 
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The high CS rates are often observed in private practices. According to the previous 

national survey (2017-18), about 80% of childbirths in for-profit private hospitals were 

by CS, compared to 40% in non-governing organisations (NGO) clinics, and 30% in 

governmental healthcare facilities across the country (NIIPORT, 2019). The last 

national survey in 2022 did not present CS rates by healthcare setting.  

In Bangladesh, healthcare services are provided by three key stakeholders: the 

government, NGOs, and private for-profit providers. The government mainly funds 

government healthcare facilities, and NGO facilities are funded by international 

funding organizations and relatively small out-of-pocket payments from service users. 

Out-of-pocket payments from service users mainly finance the for-profit facilities 

(Rahman et al., 2022).  

Notably, out-of-pocket payment from service users is the largest financing scheme in 

the country. According to the Bangladesh National Health Accounts 1997-2020, out-

of-pocket payments from service users constitute 68.5% of the total health 

expenditure followed by the government at 23.1%, international development 

partners at 5%, NGOs at 1.7%, and health insurance schemes at 1.7% respectively in 

2020 (Rahman et al., 2022). There are very limited health insurance schemes offered 

by private insurance companies. The problem with health insurance schemes 

includes low coverage due to high premiums and often available to urban people with 

high economic backgrounds. The low-income groups are unable to afford to pay for 

private insurance. 

The CS rate also varies significantly between different groups of women, based on 

educational and wealth characteristics. For instance, 23% of CS rates are observed 
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among women with no education and 45% among women with secondary complete 

or higher education. Similarly, 20% of CS rates are found among women from the 

lowest wealth quintile and 67% among women from very high-income families 

(NIPORT, 2022).  

Notably, younger women have much higher CS rates than older women. For 

example, 45% of CS rates are observed among women under 20 years while 32% 

occur among women over 35 years (NIPORT, 2022). This could be due to the fact 

that the older women were more likely to have delivered a previous child by vaginal 

birth. However, studies from Western countries indicate that older women have 

higher CS rates as they are starting to have babies at a later age (Blomberg et al., 

2014; Rydahl et al., 2019).  

1.5 Why are the very low and high CS rates concerning?  

CS rates vary greatly within and between the countries, with underuse and overuse of 

the procedure. Low CS rates (<9%) have been associated with increased maternal 

and child mortality (Betran et al., 2015). On the other hand, overuse of CS rates has 

been associated with increased adverse effects on maternal and child health (Miller 

et al., 2016). Numerous studies have drawn attention to CS complications. Like any 

surgery, CS can have short and long-term complications such as wound infection, 

blood clots, bleeding, organ injury, and anaesthesia complications (Sandall et al., 

2018). Women who undergo CS face a higher risk of complications in future 

pregnancies such as placenta previa, placenta accreta, uterine rupture, preterm birth, 

hysterectomy and the likelihood of requiring another CS (Blustein & Liu, 2015). CS 

affects babies as well. Babies born by CS were found to have a higher risk of 
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allergies, and asthma conditions because they miss exposure to the mother’s vaginal 

microbiome, which can impact their immune system (Shao et al., 2019). 

These risks are amplified further for women and their babies living in low-middle-

income countries (LMICs). A recent systematic review of 116 studies from 59 LMICs, 

covering 29,333,457 caesarean births and 6,982 maternal deaths, revealed that 8 out 

of 100 women died who underwent CS in LMICs, with the highest burden in Sub-

Saharan Africa where 11 out of every 100 post-caesarean women (Sobhy et al., 

2019). Haemorrhage, eclampsia, and infection were identified as the leading causes 

of maternal death following CS in this systematic review. Moreover, 85 perinatal 

deaths were per 1000 CS procedures, and the highest rate was recorded in the 

Middle East and North Africa (Sobhy et al., 2019). However, a significant limitation of 

this big review was that maternal obstetric factors (such as number of pregnancies, 

history of previous birth, and baby position) and pre-existing risk factors (such as 

diabetes, and hypertension) were not adjusted. Therefore, it remains unclear whether 

these adverse outcomes (maternal and perinatal mortality) resulted from the CS 

procedure, the mother’s obstetrics factor or the pre-existing risk factor. 

A study conducted to look at the contribution of CS to maternal deaths between 2020 

and 2022 in Malawi, a low-income country in East Africa, found that women who 

delivered babies by CS were five times more likely to die than women who delivered 

babies vaginally (Riches et al., 2024). Haemorrhage, eclampsia, and infection were 

identified as the leading causes of death following cesarean delivery in the Malawi 

study.  
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It is challenging to know the number of Bangladeshi women and babies who face 

complications or die following CS because, to date, there has been no data published 

by government or non-government organisations reporting these outcomes. However, 

there is evidence that more women die after childbirth compared to before and during 

childbirth. For instance, about 64% of mothers die within 42 days after childbirth, with 

postpartum haemorrhage, infection and eclampsia being the leading causes of death 

according to the Maternal and Perinatal Health Death Surveillance and Response 

Bangladesh 2022 (Biswas, 2023).   

1.6 What are the interventions to reduce CS rates? 

In 2015, the WHO proposed the use of the Robson classification as a global standard 

for assessing, monitoring, and comparing CS rates. (WHO, 2017). The key purpose 

of using this classification is to identify the characteristics of women and their babies 

with higher CS rates, highlighting key differences in obstetric practice between 

settings. The Robson criteria are increasingly being used across many settings 

(Amyx et al., 2024; Nazeer et al., 2023; Silva et al., 2023; Smith et al., 2023; Ulgu et 

al., 2023; Vila-Candel et al., 2023).   

In 2018, the WHO proposed a package of non-clinical interventions to support the 

optimal use of CS (WHO, 2018). The evidence of the effectiveness of the non-

interventions was derived from twenty-nine studies from sixteen countries, however 

notably none of these countries were an LMIC. The non-clinical interventions were 

grouped according to the following targets: 1) women 2) healthcare providers and 3) 

the healthcare system.  
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The interventions for women included childbirth training workshops, nurse-led applied 

relaxation training programs, psychosocial couple-based prevention programs, and 

psychoeducation for women with a fear of childbirth. The WHO judged these 

interventions as “low certainty evidence” because the effect of these interventions on 

CS rates was uncertain.  

The proposed intervention for healthcare providers included the implementation of 

evidence-based clinical practice guidelines combined with a second opinion for CS, 

audit and feedback. Interventions targeted at healthcare providers were judged as 

“high certainty evidence” as they were found to reduce the CS rates.  

The targeted interventions for healthcare systems were the midwifery-obstetrician 

model of care and equalizing fees for vaginal and CS. Interventions targeted at 

healthcare systems were judged as “low certainty evidence” because the effect of 

these interventions on CS rates was uncertain (WHO, 2018).  

1.7 What is the CS research gap in Bangladesh?  

The reasons for the high CS rates are not well understood in Bangladesh. Previous 

studies have explored the views of clients and providers about CS in different settings 

at different periods. However, no study has synthesised existing evidence to gain an 

in-depth understanding of the factors behind the high rate of CS across different 

contexts in Bangladesh. The WHO suggests that before undertaking any intervention 

in any setting, it is important to understand the key driving factors influencing 

decision-making behind CS. This is because factors influencing caesarean delivery 

are complex and poorly defined (WHO, 2018).  
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1.8 What are the objectives of this study? 

I undertook a systematic literature review to understand key driving factors 

influencing decision-making for CS in Bangladesh. The findings of this review will 

hopefully help identify the target audiences and content of interventions to promote 

the optimal use of CS in the Bangladeshi context. No intervention has been applied to 

reduce the use of CS rates in Bangladesh. It is important to note that the Bangladesh 

Ministry of Health and Family Welfare published the National Policy on Maternal 

Health 2019-2030 (Bangladesh National Strategy for Maternal Health 2019-2030, 

2019). Unfortunately, there is no particular plan or intervention to monitor CS 

indications. The strategy has largely focused on increasing institutional, prenatal care 

coverage and manpower.  

1.9 What are the research questions? 

My study had three research questions:  

1) What motivations and drivers influence women’s decision for CS in 

Bangladesh? 

2) Who are the other key actors influencing the CS decision-making process 

in Bangladesh?   

3) What are the different motivations or reasons amongst other actors for 

influencing decision-making for CS?   
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2. Method  

I developed the protocol for this review using the Preferred Reporting Items for 

Systematic Review and Meta-analysis (PRISMA) guidelines (Page et al., 2021). The 

protocol was registered with PROSPERO (ID: CRD42023490645) International 

Prospective Register for Systematic Reviews in December 2023 and is available 

online at https://www.crd.york.ac.uk/prospero.   

2.1 Eligibility criteria 

I applied the PICO guidelines (Patient, Intervention, Comparison, Outcome) to define 

the eligibility criteria (see Table 1) (Brown, 2020).  

Table 1: PICO table  

P 

 

Population or 

participants 

 

People involved in the CS decision-making process:  

1. Women and their families (e.g. husband, 

mother/fathers-in-law).  

2. Healthcare professionals: medical officers, 

obstetricians, gynaecologists, midwives, nurses, 

pharmacists, community healthcare providers, and 

paramedics). 

3. Unregistered healthcare providers: local village 

doctors, medicine sellers in the pharmacy, and 

traditional healers. 

https://www.crd.york.ac.uk/prospero


20 
 

4. Community members: neighbours, community leaders, 

political leaders, faith or religious leaders. 

I  Intervention or 

exposures 

Qualitative studies focused on decision-making for CS  

C Comparisons 

or control 

group 

Not applicable  

O Outcomes The actors’ motivations or reasons for influencing the CS 

decision-making process   

 

2.2 Types of studies  

Qualitative studies were appropriate for addressing the review question. In the case 

of mixed-method studies, only the qualitative data were considered. I included full-text 

research articles that provide detailed methods and results sections, allowing for 

critical appraisal and synthesis. I did not include the following articles: editorials, 

opinions, and abstracts because of a lack of original research, incomplete data, and 

risk of bias (editorials are often based on personal viewpoints). Studies conducted 

within Bangladesh were included, while those involving Bangladeshi communities in 

other countries were excluded. Only studies published in English were accepted, as 

English is the primary language used for research and publication in Bangladesh. 

There were no restrictions regarding publication dates.  
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2.3 Search strategy  

I formulated a complex search keyword in consultation with a librarian from 

the Bodleian Medical Library at the University of Oxford. The following key search 

terms were generated: (cesarean or caesarean or c-section*) AND (plan* or elective 

or determin*) AND (decision* or decid* or agree* or choos* or choice* or chose* or 

determine* or select* or prefer* or request*) AND (Bangladesh). I searched five 

electronic databases (Global Health, PsycINFO, EMBASE-via Ovid, Medline-via Ovid, 

and PubMed) between 5 November 2023 and 31 January 2024. In addition, I 

searched several websites, for instance, Bangladesh Health Ministry, Bangladesh 

Midwives Society, Obstetricians and Gynaecologists Society, UNICEF and WHO to 

find downloadable grey literature. Finally, I tracked and scanned the references and 

citations of key studies to identify other relevant studies (snowballing). Detailed 

search terms and results for each electronic database are presented in the 

Appendix.   

2.4 Study selection  

I uploaded the results of the electronic databases to Covidence, a web-based 

systematic review software (www.covidence.org), where duplicate studies were 

removed. Two reviewers (a postgraduate student from my supervisor's team, AY and 

I) independently screened for the potential inclusion of all titles, and abstracts. When 

disagreements occurred on study eligibility, we made joint decisions followed by full-

text screening and discussion or consulting with my supervisors to reach an 

agreement when necessary. Reasons for exclusion were duly documented in 

http://www.covidence.org/
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Covidence. A PRISMA flow diagram was generated to record the numbers (see the 

result section). 

2.5 Quality appraisal  

I assessed the quality of studies using an established tool, mixed-method appraisal 

tool (MMAT) (Hong et al., 2019). This tool is designed to appraise the methodological 

quality of five categories of studies: qualitative, quantitative, randomized controlled 

trials, non-randomized studies, and mixed methods. While assessing the articles, I 

carefully followed the MMAT qualitative studies methodological criteria as follows.  

1. Is the qualitative approach appropriate to answer the research question?  

2. Are the data collection methods appropriate to answer the research 

question?  

3. Are findings adequately derived from the findings?  

4. Is the interpretation of findings sufficiently substantiated by the data?  

5. Is there coherence between data source, collection, analysis, and 

interpretation?  

Each question was rated as follows: Yes, and No. Studies were scored under three 

categories: 1) low (0- 2Yes), 2) medium (3Yes), and 3) high (4- 5Yes).  

2.6 Data extraction  

I developed a data extraction sheet to capture the following criteria in the studies: 

year of publication, study design, sampling, sample size, participant characteristics 

(age, education, occupation, income), study settings, types of facilities, data collection 
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method, data analysis, and the participants quotes in the result sections of the 

included studies.  

2.7 Data synthesis   

I synthesised the qualitative findings using the principles of meta-synthesis, a form of 

thematic synthesis. Meta-synthesis is a useful method to identify themes across 

several primary multiple qualitative studies to generate a new interpretation, 

explanation, and theory that is consistent with this review's focus (Thomas & Harden, 

2008). Meta-synthesis has its origins in thematic analysis and is commonly used in 

qualitative data synthesis (May et al., 2015).  

I conducted a meta-synthesis following Thomas's 

guidelines (Thomas & Harden, 2008). There were 

four steps involved in the process. Firstly, I read 

the participants’ quotes and authors’ 

interpretations in the results sections of the 

selected studies to familiarise myself with the 

dataset. Secondly, I coded relevant data using 

both deductive and inductive approaches (Gale et 

al., 2013). The deductive approach means I coded 

key findings using a predetermined set of codes 

that I developed based on existing high-quality 

studies on this similar topic (see Text Box 1) (Bam et al., 2021; Boerma et al., 2018; 

Coates, Thirukumar, & Henry, 2020; Jenabi et al., 2020; Johansson et al., 2023; 

Thirukumar et al., 2021). If any findings relevant to the study objectives were 

Text Box 1: Predetermined codes  

Fear of labour pain, pelvic floor damage, 

urinary incontinence, reduced quality of sexual 

life, previous negative experience of vaginal 

birth or care, perceive caesarean birth to be 

safer, had previous caesarean section, cultural 

concepts and myth, logistics and financial 

incentive, fear of litigation, demands of women 

factor, practitioners are likely to be sued for 

complications during vaginal delivery than for 

unnecessary caesareans, young obstetricians 

become experts in caesarean, losing wider art 

of vaginal assisted delivery.  
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discovered but did not match the predetermined codes, I generated new codes 

(inductive coding). Thirdly, AY and I sorted similar codes and clustered them into sub-

themes. I presented the codes and sub-themes including key participants’ quotes to 

my supervisors' team to ensure data credibility and transferability. Fourthly, I 

generated analytical themes by placing the sub-themes against the five layers of the 

socio-ecological model based on Bronfenbrenner (see Figure 3) (Bronfenbrenner, 

1979) . 

 

      Figure 3: Socio-ecological model of Bronfenbrenner (Bronfenbrenner, 1979) 
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Urie Bronfenbrenner developed his model in 1979 as part of his extensive research 

on child development. According to his theory, a child's development is influenced by 

a variety of factors, including intra and interpersonal, societal, and cultural elements. 

His theory is considered a useful model for exploring complex topics, as it identifies 

multiple layers of influence from the individual level to larger societal structures.  

It is known that decision-making for CS is complex and influenced by multiple clinical 

and non-clinical factors related to women, their families, healthcare providers and 

systems (WHO, 2021a). I found Bronfenbrenner’s model to be a useful framework for 

identifying and explaining key factors behind the high rate of CS at multiple levels: 

individual level (women), microsystem (family and community), mesosystem 

(healthcare providers), exosystem (healthcare systems), and macrosystem (focused 

on broader contexts, such as cultural values, norms, and patterns).  

Although this model originated in the field of developmental psychology, it is 

increasingly being used in healthcare, for instance, in adolescent pregnancy and 

parenting (Corcoran, 1999), refugee children’s mental health (Hayes, 2021), and 

clinicians’ well-being during the COVID-19 pandemic (Adibe, 2021).  

3. Result  

3.1 Study selection 

The search identified 380 publications. After removing 163 duplicates, 217 articles 

were screened based on titles, and abstracts. Then a total of 186 articles were 

excluded by titles and abstracts, leaving 30 articles for full-text review. Finally, six 
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studies (four qualitative and two mixed-methods studies) met the inclusion criteria 

(Figure 4). 

 

          Figure 4: PRISMA flowchart  
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3.2 Characteristics of included studies 

Four qualitative studies: Two studies were conducted in urban settings (Akhter & 

Schech, 2018; Sultana et al., 2022), and two in rural settings (Begum et al., 2018; 

Parkhurst & Rahman, 2007).  

These qualitative studies had diverse participant groups. For instance, two studies 

(Akhter & Schech, 2018; Begum et al., 2018) included pregnant women, post-

caesarean women and obstetricians. One study (Sultana et al., 2022) included post-

caesarean women and their family members (husbands, mothers-in-law, and 

relatives). One study (Parkhurst & Rahman, 2007) included only post-caesarean 

women.  

Regarding data collection methods, one study (Begum et al., 2018) conducted in-

depth interviews and focus group discussions, while other three studies conducted in-

depth interviews. All studies performed thematic analysis.   

Two mixed-method studies: Both studies were conducted in public district 

hospitals. One study conducted semi-structured interviews with clinicians (Aminu et 

al., 2014), while the other conducted focus group discussions with clinicians and post-

caesarean women (Doraiswamy et al., 2021). The data from both studies were 

analysed thematically.  

Women’s economic backgrounds across all studies varied significantly, with the 

majority of women from low-income families ($60-$250 average monthly income). 

Similarly, nearly all women were from very low educational backgrounds, for instance, 

completed level of education one to ten grade. Exceptionally, women in one study 
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(Akhter & Schech, 2018) were from relatively high socioeconomic (average monthly 

family income $2794) and educational backgrounds (bachelor's degrees). Table 2 

shows the detailed characteristics of each study.  

Table 2: Characteristics of included studies  

Studies 
citation 

Method  Participant Number  Data 
collection 
place 

Data 
collection 
method 

Data 
analysis  

(Akhter & 
Schech, 
2018)  

 

Qualitative  Post-CS 

women   

Clinicians  

Post-CS women 
30  

Clinicians 3 

High socio-

economic area 

(Dhaka city) 

Semi-

structure 

interview  

Thematic  

(Aminu et 
al., 2014) 

Mixed method  Clinicians 

(obstetricians, 

medical 

officers, 

nurses, 

midwives) 

18 5 public district 

hospital 

Semi-

structure 

interview  

Thematic  

(Begum et 
al., 2018) 

Qualitative  Pregnant 

women  

Post-CS 

women 

Obstetricians 

 

 

Pregnant women 

26  

Post-CS women 

14  

Obstetricians  

6 

 

3 public district 

hospital                             

3 private 

clinics— 

(2 for-profit 

and 1 non-

profit) 

In-depth 

interview  

Focus 

group 

discussion 

Thematic  

(Doraiswa
my et al., 
2021) 

Convergent 

parallel mixed 

method 

Post-CS 

women 

Obstetricians  

 

Post-CS women 

32  

Obstetricians  

16                               

8 public district 

hospital 

In-depth 

interview  

Thematic  

(Parkhurst 
& Rahman, 
2007) 

Qualitative 

anthropological   

 Post-CS 

women  

30 Villages 

(Zenaidhah 

District)  

In-depth 

interview  

Thematic  
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(Sultana et 
al., 2022) 

Qualitative 

phenomenological  

Post-CS 

women  

Family 

members  

Post-CS women 

7 

Husbands 5 

Mother-in-law 5 

Others 2 

Slum areas 

(Dhaka city)  

In-depth 

interview  

Thematic  

 

3.3 Quality of the included studies  

Of the qualitative studies, two studies were rated highly (Begum et al., 2018; Sultana 

et al., 2022) and two studies were rated moderately as the data collection process 

was not explained clearly, and some quotes did not support the themes (Akhter & 

Schech, 2018; Parkhurst & Rahman, 2007). In mixed-method studies, one study 

scored high (Doraiswamy et al., 2021) and another study received a medium-quality 

assessment because anaesthetists and midwives were included in the study, but their 

perspectives were not addressed in the findings (Aminu et al., 2014).  

3.4 Themes 

According to the Bronfenbrenner framework and meta-synthesis, thirteen sub-themes 

were identified under five major themes (see Table 3):  
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Table 3: Themes and sub-themes  

Themes Sub-theme  Author/year 

Theme 1 

Woman  

(Individual level)  

1:1 Fear of labour pain 

1:2 Fear of vaginal delivery 
outcomes 

1:2 Fear of traumatic vaginal 

birth  

(Akhter & Schech, 2018) 

(Akhter & Schech, 2018) 

(Begum et al., 2018) 

Theme 2 

 People  

(Microsystem)  

2:1 Family influence  

 

2:2 Community influence  

(Akhter & Schech, 2018; Parkhurst & 
Rahman, 2007; Sultana et al., 2022) 

(Begum et al., 2018; Doraiswamy, 2020) 

Theme 3 

Clinicians 

(Mesosystem)  

 

3:1 Previous CS 

3:2 Women request CS 

3:3 Lack of accountability  

3:4 Fear of litigation 

 

(Aminu et al., 2014; Begum et al., 2018) 

(Akhter & Schech, 2018; Begum et al., 

2018) 

(Aminu et al., 2014; Begum et al., 2018) 

(Aminu et al., 2014) 

Theme 4 

Healthcare system  

(Exosystem)  

 

4:1 Lack of resources   

 

4:2 Private agents touting for 
CS 

4:3 Disrespectful obstetric care  

 

(Aminu et al., 2014; Begum et al., 2018; 
Doraiswamy et al., 2021; Sultana et al., 

2022) 

(Begum et al., 2018)  

(Akhter & Schech, 2018) 

Theme 5 

Cultural & tradition 

(Macrosystem) 

5:1 Traditional home childbirth   

 

(Begum et al., 2018; Doraiswamy, 2020; 
Parkhurst & Rahman, 2007) 
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3.4.1 Theme 1: Woman (Individual level) 

Three sub-themes emerged at the individual level.  

3.4.1.1 Fear of labour pain 

The finding from one qualitative study (Akhter & Schech, 2018) indicates that ten 

women out of twenty underwent planned CS without any medical indications. Fear of 

labour pain emerged as a significant factor in choosing planned CS among women in 

Akhter & Schech’s 2018 study. For instance, one multiparous woman decided to 

undergo CS due to fear of labour pain. However, the specific reasons behind her fear 

of labour pain were not explored. There was no information regarding her 

experiences related to her previous pregnancies, including how she delivered her two 

babies—whether vaginally or CS. It is therefore challenging to determine whether her 

fear stems from her previous negative experience with vaginal delivery or if she has a 

very self-suspected low tolerance for labour pain. It appeared clear that her fear of 

labour pain was intense, and she found the only option to avoid it was to undergo CS. 

No women in other studies reported the issue of fear of labour.   

“It’s bad that I have this [post-surgical] problem now. But I could not have 
thought of anything else except doing CS. The normal labour pain seemed 
very unbearable to me. (mother 29 years, mother of two children)” (Akhter & 
Schech 2018, p.1183) 

 

Another woman in the same study (Akhter & Schech, 2018) who underwent planned 

CS appeared to be afraid of labour pain.  

“I chose to have a CS, because I know that I will have only one child, I don’t 
want any more babies. So why take the hassle of labour? [mother’s age was 

not mentioned] (Akhter & Schech 2018, p.1182) 
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3.4.1.2 Fear of uncertainty about vaginal birth outcomes  

Another urban multiparous woman decided for a planned CS from the beginning of 

her pregnancy (Akhter & Schech, 2018). This was because she was very concerned 

about her ability to handle vaginal birth and meet expectations during labour. It 

seemed she was experiencing performance anxiety during her second pregnancy. 

However, it was unclear whether this anxiety was related to her previous experience 

of failing to give birth vaginally.  

“I had a desire for CS from the beginning. I don’t know what will happen if I 
have a normal childbirth. I was fearful that when something has to come out 
from the bottom [whether] I will be able to push. If I lose my confidence halfway 
through, what will happen then? (mother, aged 31, of one child)” (Akhter & 

Schech 2018, p.1183).  

 

3.4.1.3 Previous traumatic vaginal birth  

A multiparous woman living in a rural area had instrumental delivery (forceps or a 

ventouse suction cup was used to help deliver the baby) during her previous 

childbirth. However, her experience related to instrumental delivery was not pleasant 

as she experienced perineal tears, intense pain and itching. Consequently, the 

woman experienced pain during sexual intercourse. To avoid a similar bad 

experience, the woman decided to deliver the baby surgically in her subsequent 

pregnancies (Begum et al., 2018).   

“I am so happy that I have a ‘large caesarean’ section this time. I had to suffer 
a lot such as pain & itching in my private parts, even I had pain during sexual 
intercourse for a long time, since my last baby was delivered vaginally with a 
‘small caesarean’ section.” [women’s ages and number of children were not 

reported] (Begum et al. 2018, p. 6)  
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3.4.2 Theme 2: People (Microsystem level)  

Two sub-themes emerged from the data at the microsystem.  

3.4.2.1 Family influence  

Some urban women’s decision on childbirth mode was often influenced by other 

women in their families. For instance, if a close family member had a CS, other 

women in the same family were more likely to consider a CS (Akhter & Schech, 

2018).  

“In our family, everyone had a CS, therefore what else would I go for?” 
[women’s ages and number of children were not reported] (Akhter and Schech 

2019, p.1184) 

 

Urban women often chose the same clinician who performed CS on other women in 

their families and relatives (Akhter & Schech, 2018). 

“From the very beginning my target was to see Dr. B (consulting doctor). She 
did my elder sister’s CS. She also did CS for many of our relatives.… (Anisa, 

aged 39 years, mother of two children)” (Akhter and Schech 2019, p.1183) 

 

Another woman seemed to have accused her family members of forcing her to 

undergo CS without any medical indications (Parkhurst & Rahman, 2007).  

“After going through the report of the ultrasonogram, the doctor said that 
delivery would take place after 12 days. But the respondent’s mother insisted 
on the respondent’s admitting into the hospital, so she was admitted there for a 
cesarean delivery. [case study report] (Parkhurst and Rahman 2007, p. 397).  

 

The reason why family members forced women to deliver babies via planned CS was 

not found in the studies. However, it was found that women’s family members often 

had very optimistic views about CS. They considered caesarean birth to be a safer 
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procedure for both mothers and babies compared to vaginal delivery (Sultana et al., 

2022).    

“We are seeing this for 10–15 years. Nowadays, no family goes for normal 
delivery; everyone chooses Caesar. Over time either the baby or the mother 
faces problems in normal delivery; got older seeing these. And so, we did not 
delay anticipating that the baby and the mother would be fine after Caesar.” 
(40-year-old husband) (Sultana et al. 2022, p. 10) 

 

Like the husband, the mother-in-law presented similar views  

“Caesar has become very much normal these days, no more pain. Both the 

baby and pregnant women could live well.” (Sultana et al. 2022, p. 10) 

 

The absence of senior family members’ support such as advice and encouragement 

at different stages of pregnancy was reported by urban migrated women as another 

factor influencing their decision to want a CS instead vaginal delivery. It appears that 

women felt less confident about facing normal delivery without having support from 

senior family members (Akhter & Schech, 2018).  

“I had no one else, like a murubbi [senior family members, for example, 
mother-in-law], who could have advised me what to do or what not to do. So, I 
saw the doctor more frequently if I had any confusion or concern. ….The 
doctor told me that everything was OK. But I was really scared about what 
would happen. Then I discussed it with my husband’s friend, who is a doctor. 
She said, “ [if] the patient is scared, there is nothing to do but to have a CS. Do 
what she wants.” So I took the decision one night and went for CS. The doctor 
left the decision to me. (mother, aged 37, of one child)” (Akhter & Schech, 

2018, p.1184) 

 



35 
 

3.4.2.2 Community influence  

It is observed that rural women's decisions to be delivered by CS were mainly 

influenced by positive caesarean delivery experiences told to them by their friends 

and other community members (Doraiswamy et al., 2021).   

“My friends also had a CS operation, it was safe and for this reason, I had the 
desire to do mine” [women’s ages and number of children were not reported] 

(Doraiswamy et al. 2021, p.8)  

 

Moreover, rural women were motivated to undergo CS after hearing that babies 

delivered via CS have “healthier brains” (Begum et al., 2018).  

“I prefer Caesarean delivery. I heard a baby delivered by caesarean section 
had a healthier brain. (Quote from a pregnant woman)” [women’s ages and 

number of children were not reported] (Begum et al. 2018, p.6) 

 

3.4.3 Theme 3: Clinicians (Mesosystem level)  

Four sub-themes emerged from the data related to clinicians’ decisions for CS.  

3.4.3.1 Previous CS 

Clinicians often recommend a CS for all women with a history of previous CS. 

However, the clinician did not provide any justification for their recommendation 

(Aminu et al., 2014).  

“Everywhere in Bangladesh, we (healthcare providers) recommend CS for 
every woman with previous CS. (Medical officer #4)” (Aminu et al. 2014, p.4)   

 

Some women who previously delivered babies surgically desired vaginal delivery in 

subsequent pregnancies. However, women’s desires were frequently not accepted by 
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their clinicians. There was no explanation given for why her request for vaginal 

delivery was not accepted by her clinicians (Begum et al., 2018).  

“I wanted to deliver normally this time after having one ‘Caesar’ (caesarean 
section) five years back, but none of my doctors were willing to take the risk.– 
(Quote from post-caesarean mother)” [women’s ages and number of children 

were not reported] (Begum et al. 2018, p.7) 

 

3.4.3.2 Maternal request CS 

Clinicians from urban private hospitals reported that caesarean deliveries were 

frequently performed in their settings due to maternal requests (Akhter & Schech, 

2018).  

“Sometimes it happens that the mother wanted a normal delivery but when the 
pain started, she could not stand it and requested CS. We have 50% of all CS 
on request. (a gynaecologist)” (Akhter & Schech, 2018, p.1183). 

 

Clinicians from rural district public hospitals reported that they received maternal 

requests for CS after the diagnosis of a stillborn baby (Begum et al., 2018). 

“Women often consider the dead fetus as a poison within the womb and 

request for caesarean section within the shortest possible time. (Quote from 

obstetrician)” (Begum et al. 2019, p.6)    

3.4.3.3 Lack of accountability  

Lack of accountability refers to the situation where healthcare providers fail to take 

responsibility for ensuring proper vaginal delivery. Obstetricians from private hospitals 

accused nurses of being reluctant to frequently monitor labouring women, which they 

ultimately described as their reasons for performing CS (Begum et al., 2018).  
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“We usually do not take risks when there is 50/50 chance of vaginal delivery 
even in the private clinics, as nurses working there are reluctant to do regular 
follow up and are not competent to manage normal delivery.” (Quote from 
obstetrician)” (Begum et al. 2018, p.8)  

 

In contrast, the medical officers from rural public district hospitals accused senior 

obstetricians of performing more CS, and not following hospital protocols (Aminu et 

al., 2014).  

“We have protocols and guidelines… our nurses follow it, we follow it. I think 
there are many big professors, big gynaecologists (who) do not follow protocol. 
Their interest is CS.” (Aminu et al. 2014, p.5)  

 

3.4.3.4 Fear of litigation 

Obstetricians from rural public district hospitals expressed concern about the fear of 

medical negligence complaints (Aminu et al., 2014).  

“If the baby suffers asphyxia because of delay, [parents] ask why CS was done 
late.” (Obstetrician #5) (Aminu et al. 2014, p.5)   

 

3.4.4 Theme 4: Healthcare facilities (Exosystem level) 

Three sub-themes were identified as part of the exosystem level.  

3.4.4.1 Lack of resources  

The lack of resources included the unavailability of obstetricians, doctors and other 

medical staff, particularly in public hospitals in the evening and at night. Begum et al. 

(2018) found that only one junior doctor was available during evenings and nights to 

provide emergency obstetrics care in two public district hospitals. Moreover, a lack of 

access to emergency care facilities such as operating theatres and the unavailability 

of electricity hindered effective labour care, especially in rural public healthcare 
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settings (Aminu et al., 2014; Doraiswamy et al., 2021). Such constraints had an 

impact on obstetricians’ choice of mode of delivery, in particular influencing them to 

perform more planned CS during the day shift (Aminu et al., 2014; Begum et al., 

2018; Doraiswamy et al., 2021; Sultana et al., 2017).   

“Our own CS is more or less elective CS because after office hours we do not 
have all manpower and facilities available. So, we try to do CS in the 
afternoon. Electricity is also a factor, so we try to do (CS in) daylight. We don’t 

do it in the evening or night.” (Obstetrician #3)” (Aminu et al. 2014, p.6) 

 

Furthermore, anesthesiologists were not available in the evening and at night.  

“We do not have enough anaesthetists. So, it has become a kind of official 
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 (Doraiswamy et al. 2021, p.8) 

 

 3.4.4.2 Private Brokers/agents touting for CS  

Junior doctors in rural public district hospitals reported that brokers influence women 

and their families to leave public hospitals and opt for CS in nearby private hospitals 

(Aminu et al., 2014). No further information was given about these brokers, such as 

their identities, motivations, or how they contacted the women.  

“In our hospital, there are many brokers. If CS is not done, they’ll contact the 
patient’s family to request for discharge to (a private) clinic. So, it is one of the 
important factors in decision in every place in Bangladesh. (MO #4)” (Aminu et 

al. 2014, p.5)  

 

In contrast, obstetricians from rural public district hospitals accused community 

healthcare providers of acting as “agents” for private doctors for financial incentives 

(Begum et al., 2018).  
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“Here in this rural area patients are not choosing doctors based on academic 

degrees or experience, rather they choose doctors based on the 

recommendation from the referee (community health providers). Referrals 

were frequently for doctors who performed more caesareans instead of vaginal 

deliveries. I have heard that sometimes the tariff that they got is more than my 

operation charge (Quote from an obstetrician)” (Begum et al. 2018) 

 

3.4.4.3 Disrespectful obstetric care 

Rural women accused nurses of being unpleasant during vaginal examinations and 

this, in turn, led women to change hospitals and undergo CS instead (Begum et al., 

2018).  

“She [nurse] did per vaginal examination several times, it was also much 
embarrassing and painful. I was losing my patience but they did not speak a 
single pleasant word to me. Then I left the hospital by giving ‘risk bond’ 
[discharge against medical advice] and went for caesarean section in a nearby 

clinic at 7 p.m.” (Quote from post-caesarean mother) (Begum et al. 2018, p.8)  

 

3.4.5 Theme 5: Culture and tradition (Macrosystem level) 

One sub-themes were identified at macrosystem level.  

3.4.5.1 Traditional home delivery  

Several rural women stated that they wanted to give birth at their homes with the 

support of traditional birth attendants (TBA) (Begum et al., 2018; Doraiswamy et al., 

2021; Parkhurst & Rahman, 2007). However, the women experienced critical 

complications during labour at home. Accordingly, TBAs were unable to help and 

referred the women to healthcare facilities where women had to undergo emergency 

CS.  
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“Before my case, none of my family members ever attended the hospital for 
birthing purpose. As a part of the tradition, I also went to my natal home and 
they called our family ‘daima’ [traditional birth attendant]. When labour pain 
started, my baby defecated inside the uterus and instantly she referred me to 
this hospital. Consequently, caesarean delivery saved my baby’s life.” (Post 
caesarean mother)” (Begum et al. 2018, p. 5)  

“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” (Doraiswamy et al. 

2021, p.8) 

 

4. Discussion 

This systematic literature review aimed to identify the key driving factors influencing 

decision-making for CS in Bangladesh. Utilizing Bronfenbrenner’s socio-ecological 

model and meta-synthesis, 13 crucial factors were identified, influenced by multiple 

actors (see Figure 5). 

 

 Figure 5: Modified Bronfenbrenner’s model shows factors influencing decision-

making for CS in Bangladesh  
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4.1 Woman (Individual level) 

The three factors were identified at the individual level: fear of labour pain, fear of 

uncertainty about vaginal delivery outcomes and fear of previous traumatic vaginal 

birth.  

Women’s fears related to childbirth are typically divided into two types: primary 

tokophobia, which occurs before or during pregnancy, and secondary tokophobia, 

which develops after a traumatic previous pregnancy or childbirth experience (Saisto 

& Halmesmaki, 2003). According to a systematic review of eight studies conducted in 

Northern Europe, about 7-16% of women with tokophobia ask for elective CS 

(Kanellopoulos & Gourounti, 2022). Other studies indicate that tokophobia is a 

common phenomenon among women often leading them to deliver babies surgically 

(Coates, Thirukumar, Spear, et al., 2020; Eide et al., 2019; Suwanrath et al., 2021; 

Takegata et al., 2020).  

The literature suggests tokophobia is more common among primiparous women 

compared to multiparous women. For instance, the systematic review of using data 

from Northern Europe indicates that the prevalence of tokophobia ranged from 7-25% 

among primiparous women and 7-16.5% among multiparous women (Kanellopoulos 

& Gourounti, 2022). However, it emerged in this review that tokophobia was identified 

only among multiparous women. No primiparous women were found with tokophobia.  

A recent systematic review of studies from 18 countries reveals that about 14% of 

pregnant women experience intense tokophobia (O'Connell et al., 2017). The actual 

numbers may be higher than reported due to stigma because many women may not 
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reveal fear as it contradicts the narrative of the “happy pregnant mother” (Sheen & 

Slade, 2018). Other evidence suggests that healthcare providers may lack insights 

into women’s experiences and fears due to a lack of practice and training in 

recognising and addressing the concerns (van Dinter-Douma et al., 2020). 

In Bangladesh, there is no data on the prevalence of women with intense tokophobia. 

Notably, there are 3.6 million pregnancies in Bangladesh every year (NIPORT, 2022) 

and many women may experience intense tokophobia for several reasons. For 

instance, Bangladesh has the highest adolescent pregnancy rate (113 pregnancies 

per 1000 teenage girls) outside Sub-Saharan Africa (Hossain et al., 2024). Research 

indicates severe tokophobia is more prevalent among adolescent mothers than adult 

mothers (Buldum & Guner Emul, 2021), due largely to inadequate physical and 

emotional development (Deliktas & Kukulu, 2019; Huang et al., 2014). Another 

reason is the high prevalence of violence experienced by pregnant women. About 

65% of pregnant women in Bangladesh experience intimate partner violence (Islam et 

al., 2021), and evidence has shown that a history of violence during pregnancy may 

result in intense fear of childbirth (Eberhard-Gran et al., 2008). Evidence also 

suggests that a history of labour and delivery complications was statistically 

associated with severe fear of childbirth or tokophobia (OR=5.41, 95% CI=2.20, 8.63) 

(Abebe et al., 2024). Moreover, many Bangladeshi women experience complications 

during childbirth, for instance, 20% of women experienced prolonged labour pain, and 

19% experienced obstructed labour (Ahmed et al., 2024).  

Women with intense tokophobia should receive appropriate treatment to address and 

reduce their fear of childbirth effectively. This is because tokophobia may have 
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serious and long-term impacts on a woman’s health, mental health and well-being. 

Studies indicate that mothers with intense tokophobia often experience more 

complicated childbirth (Wahlbeck et al., 2018), are more likely to undergo induction of 

labour (Ayers, 2014), emergency CS or vacuum-assisted delivery (Saisto et al., 

1999), and have a five-fold increased risk of having a negative birth experience 

(Elvander et al., 2013). Moreover, evidence shows that women with no history of 

depression but with intense tokophobia are three times more likely to experience 

postnatal depression (Raisanen et al., 2014).  

WHO has recommended several educational interventions for women to reduce their 

fear of childbirth. These interventions included childbirth training workshops, nurse-

led applied relaxation training programs, psychosocial couple-based prevention 

programs, and psychoeducation. Unfortunately, these interventions have not been 

implemented in Bangladesh.   

4.2 People (Microsystem level)  

Two factors emerged related to people: family and community influence.  

This review shows that women often received positive information about CS 

procedures from their social networks. These include: “CS is associated with less 

pain, minimal or no risk, and is better for babies' heads”. This finding is consistent 

with a qualitative study conducted among Indonesian women that found that some 

women’s partners encourage women to undergo CS as it is perceived as an “easy 

way” to give birth (Zahroh et al., 2024). Literature suggests that women’s decisions 
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for CS are also influenced by news and social media, where CS is presented as 

“convenient, fashionable and modern” (Ilyas et al., 2019; O'Connell et al., 2021) 

Unfortunately, the messages women receive about the benefits of CS from their 

social networks may not be fully accurate and can lead to misconceptions. There is 

no evidence in the literature to support the claim that CS results in less pain, carries 

minimal risk, or is beneficial for the baby's head compared to vaginal delivery 

(Adewale et al., 2023). Conversely, CS involves a longer and more painful recovery 

compared to vaginal delivery according to one prospective cohort study conducted in 

Finland (Kainu et al., 2016).  

In addition to the influence, other women in this review cited strong pressure from 

their families to undergo CS without any medical basis. This is aligned with a study on 

reproductive coercion in Bangladesh, where women stated that their partners or 

family members controlled their access to medical services such as contraception 

and menstrual regulation (Pearson et al., 2023). Another study found that many 

women still depend on their husbands’ and family members’ permission to access 

reproductive health services (Bhatia et al., 2024). When it comes to sexual and 

reproductive health, women and girls in Bangladesh often face discrimination, limited 

access to services, and exclusion from comprehensive sexual education (Williams et 

al., 2021).  

The above findings suggest that healthcare providers need to deliver accurate and 

evidence-based information about the risks and benefits of both CS and vaginal birth 

so that women and their families can make better-informed decisions. The WHO 

emphasizes that CS should be performed when medically necessary or if a woman 
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desires it, after receiving adequate information about the procedure and its potential 

risks and complications (WHO, 2021a).  

However, it seems that there is a lack of informed decision-making around childbirth 

options in maternity practice in Bangladesh, with many women undergoing CS 

without adequate information. For instance, Akhter and Schech (2018) found that 

23.3% of women in their survey in Dhaka were unaware of the reasons for the CS 

performed on them and other women in the same study reported having a CS without 

being fully informed about its advantages, health benefits or risks (Akhter & Schech, 

2018). Similarly, women in the Doraiswamy et al (2021) study were not informed 

about CS operation and perceived signing the consent as a “formality” (Doraiswamy 

et al., 2021).  

Another key factor influencing urban women’s decision-making for CS was the lack of 

family support during pregnancy and childbirth. Traditionally, pregnant women in 

Bangladesh have heavily relied on their family members’ support. Throughout the 

greater part of history, childbirth typically took place in women’s village homes with 

the help of close family and friends’ networks. However, things have changed with 

rapid urbanisation over the last two decades. The Population Division of the United 

Nations Department for Economic and Social Affairs predicted a 93% increase in the 

urban population in Bangladesh between 2000 and 2020, primarily due to rural-to-

urban migration (Islam & Gagnon, 2016). Many women live independently or with 

their husbands in urban areas, with limited family support.  

In Bangladesh, family members including male partner are not allowed in labour 

units. A recent cross-sectional study (Perkins et al., 2019) among 1305 women in 
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Bangladesh indicated that a high proportion reported not being allowed a birth 

companion in health facilities. However, evidence in the literature shows that birth 

companionship is associated with improved birth outcomes for women and their 

newborns including a rise in vaginal birth, a decrease in unnecessary CS and 

assisted deliveries, shorter hospital stays and an improvement in quality care (Bohren 

et al., 2017).  

4.3 Clinician (Mesosystem level)  

Four factors emerged related to clinicians: repeat CS, maternal request CS, lack of 

accountability and fear of litigation.  

In Bangladesh, there is no nationally representative data available on the prevalence 

of repeat CS rates. Begum et al. (2019) collected clinical data on CS indications from 

34 urban for-profit private hospitals in the Sylhet division in Bangladesh. Out of the 

1307 births with delivery data, 1077 were delivered CS. The finding indicates that 

higher CS rates were associated with women with previous CS (Begum et al., 2019). 

The practice of repeat CS for women with a history of previous caesarean deliveries 

is reported to be the leading contributor to the CS birth epidemic (Abebe et al., 2016; 

Cheng et al., 2011; Uno et al., 2020). For instance, about 28% of CS in the UK and 

30-50% in the USA are related to women with a previous CS (Fitzpatrick et al., 2019).  

Women who had CS in previous births generally have two options for their care in a 

subsequent pregnancy: elective repeat CS (ERCS) or planned vaginal delivery after 

CS (VBAC), as indicated by global guidelines on ERCS and VBAC. According to the 

Royal College of Obstetricians and Gynecologists (RCOG) and the American College 
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of Obstetricians and Gynecologists (ACOG), ERCS should be recommended for 

women who meet the following conditions: having had more than one previous CS, 

having a previous upper vertical incision, a history of uterine rupture or a full-

thickness of scar located in the upper part of the uterus ("ACOG Practice Bulletin No. 

205 Summary: Vaginal Birth After Cesarean Delivery," 2019; Birth After Previous 

Caesarean Birth, 2015). VBAC is recommended for women with a singleton 

pregnancy of cephalic presentation at 37 weeks or beyond and for women with 

previous lower-segment CS ("ACOG Practice Bulletin No. 205 Summary: Vaginal 

Birth After Cesarean Delivery," 2019; Birth After Previous Caesarean Birth, 2015).  

In this review, clinicians did not provide any justification for their recommendation for 

CS for women with a history of previous CS. Bangladeshi clinicians seem concerned 

about the potential risks and complications associated with VBAC procedures. 

Literature suggests that the most feared risk of VBAC is uterine rupture (complete 

separation of all uterine layers), which can lead to severe bleeding, often 

necessitating a hysterectomy and urgent blood transfusion, and possibly resulting in 

maternal death (Al-Zirqi et al., 2019). There are serious complications arising from 

intrapartum emergency CS following unsuccessful VBAC (Beucher et al., 2012; 

Vousden et al., 2015; Young et al., 2018).  

However, ERCS has also severe risks of operative and postoperative complications 

("ACOG Practice Bulletin No. 205 Summary: Vaginal Birth After Cesarean Delivery," 

2019). Furthermore, a systematic and meta-synthesis revealed that the risk of 

maternal mortality associated with planned ERCS (13/10 000) was higher than 

planned VBAC (4/10 000) (Guise et al., 2010). In contrast, the same review found 
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that the risk of perinatal death with planned VBAC was higher than with planned 

ERCS. Therefore, it is crucial to carefully consider eligible candidates for ERCS and 

VBAC, ensuring both procedures take place in healthcare facilities with skilled staff 

and sufficient resources to handle potential complications (Tesfahun et al., 2023).   

Junior doctors in this review accused senior specialists of a lack of accountabilities for 

rising CS rates in Bangladesh. In a Tanzanian study, junior doctors noted that senior 

clinicians often urged them to perform CS despite the absence of medical necessity; 

the juniors claimed that the senior specialists were “uncomfortable with instrumental 

vaginal deliveries”, and also incapable of teaching it to students and residents, 

resulting in unnecessary CS (Litorp et al., 2015). In Bangladesh, it would seem 

appropriate and relevant to study the underlying causes and consequences related to 

doctors’ influence on high CS rates and assess the need for advanced training for 

senior doctors in vaginal deliveries so that clinicians could improve their skills.   

Fear of litigation emerged as another factor in this review, which was consistent with 

other studies (Cox, 2011; Foureur et al., 2017; Fuglenes et al., 2009; Kamal et al., 

2005). Bangladesh has no specific law to deal with medical negligence or 

malpractice. Multiple existing laws and policies govern medical liability, for instance, 

Civil and Criminal Law, the Consumer Rights Protection Act (2009), and the 

Bangladesh Medical and Dental Council (Hasan et al., 2018; Rahman, 2024).  

Civil cases typically involve compensation for damages, while criminal cases are filed 

if practitioner negligence results in serious harm or death. The Consumer Rights 

Protection Act of 2009 classifies individuals as consumers and medical institutions or 

healthcare providers as service providers. It allows for complaints against medical 
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malpractice, with potential fines for providers. A healthcare provider can face up to 

three years imprisonment and fined a maximum of 200,000 Bangladeshi Taka (or 

$USD1,674) (Rahman, 2024).  

Furthermore, the Bangladesh Medical and Dental Council can cancel the registration 

of a doctor found guilty of negligence (Rahman, 2024). However, no data have been 

identified on the number of doctors in Bangladesh who have faced legal proceedings 

for medical negligence nor how many cases of medical negligence are filed.   

4.4 Healthcare system (Exosystem level)  

Three key factors were identified related to healthcare facilities: a lack of resources, 

private brokers/agents, and disrespectful obstetric care.  

This review finding aligns with a systematic review of factors affecting clinicians’ 

decision-making regarding CS (Panda et al., 2018). The systematic review identified 

several reasons that led obstetricians to choose elective CS, including the 

unavailability of staff for emergency CS, a shortage of skilled clinicians for vaginal 

deliveries, and a lack of labour rooms (Panda et al., 2018).  

Undeniably, there is a critical shortage of healthcare professionals in Bangladesh. 

According to a Bangladesh Ministry of Health and Family Welfare report (2023), the 

nationwide vacancies of specialist doctors are 58%, junior doctors 25%, midwives 

62%, and nurses 10% (BANGLADESH HEALTH WORKFORCE STRATEGY 2023, 

2023). On average, there are only 83 doctors and nurses per 100,000 people 

nationwide (WHO, 2021b). There is a significant shortage of doctors in rural areas, 

with only 11 per 100,000 people. In contrast, urban areas have 182 doctors per 
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100,000 people ("More health workers needed for universal health coverage," 2018). 

Midwifery education began in the country in 2010, but to date, there are only around 

8,000 registered midwives (Begum et al., 2023). .  

The brokers’ issue has not been reported in other countries but appears critical in 

Bangladesh. On 29 February 2024, police arrested 38 brokers from several public 

hospitals in the capital in connection with persuading patients to switch from public 

hospitals to private hospitals for financial incentives ("The Daily Star," 2024). 

However, the police have not published the brokers' identities. Moreover, clinicians 

from rural public district hospitals accused community healthcare providers of acting 

as brokers for private facilities for financial incentives; however, such allegations have 

not been found in other studies.  

Literature suggests that CS rates are significantly higher in for-profit private hospitals 

than in non-profit hospitals, with financial incentives likely influencing this difference 

(Bland et al., 2001; Goldfield et al., 2008; Hoxha et al., 2017; Keeler & Brodie, 1993). 

While the most recent data are not yet available, private hospitals charge an average 

of $USD 276 for a CS and public hospitals charge $USD 45, with costs nearly five 

times higher in private settings (Haider et al., 2018). According to Save the Children 

Bangladesh, women in Bangladesh paid about $USD 512 million for CS in 2018 

(Save the Children 2023). On the other hand, the cost of vaginal delivery is 

significantly lower in both public and private healthcare settings.         

In this review, the unconsented frequent vaginal examination emerged as a factor 

influencing rural women’s decision-making for CS. In Bangladesh, there is evidence 

of disrespect in labour care for instance, 6% of women reported experiencing verbal 
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abuse during childbirth (Manu et al., 2021), 27% were not allowed to give birth in their 

preferred positions and 39% were denied the absence of a birth companion in health 

facilities (Perkins et al., 2019).  

Literature suggests that disrespectful obstetric care is common among women across 

the world. According to a scoring review of 61 studies from six South Asia countries 

(Bangladesh, India, Pakistan, Afghanistan, Nepal, Sri Lanka and Bhutan), women 

accessing facility-based services reported high levels of disrespect, violation of 

privacy, verbal, physical, sexual abuse and mistreatment (Kaphle et al., 2022). In 

East Africa, 47% of women reported experiencing disrespectful and abusive care 

according to a systematic and meta-analysis study (Gebeyehu et al., 2023). Women 

in high-income settings also experience disrespect and abuse during childbirth, but 

the incidence is relatively low (Shuman et al., 2023). Importantly, there is evidence 

that women who experience complications during vaginal birth are more likely to face 

disrespect and abuse than those who do not. For example, women who have 

instrumental deliveries are 2.7 times more likely to encounter disrespect and abuse 

compared to those who have spontaneous vaginal deliveries (Madeiro et al., 2022).  

There is growing evidence that disrespectful and abusive care negatively impacts 

women’s health and mental health including post-traumatic stress, suicidal ideation, 

feelings of hopelessness (Taghizadeh et al., 2021), and delayed access to healthcare 

facilities or avoiding facility-based births in future childbirths (Orpin et al., 2019). 

Disrespect during childbirth may cause women to choose planned CS to avoid the 

humiliation they experienced in previous vaginal births (Mayra et al., 2022).  
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4.5 Culture and traditions (Macrosystem level) 

One major factor emerged related to culture and traditions: traditional home childbirth.  

According to a nationally representative survey in 2022, about 35% of women across 

the country give birth at home without trained medical supervision (NIPORT, 2022), 

with higher proportions in rural areas. Whilst most women will deliver successfully at 

home, a proportion will suffer serious obstetric complications; whether these 

complications could have been avoided in a healthcare facility is uncertain. This 

review shows that several rural women experienced severe complications during 

home labour, and TBAs advised women to go to hospitals where they had to undergo 

emergency CS.  

The role of TBAs seems significant in Bangladesh because 35% of women across the 

country still give birth outside of health facilities (NIPORT, 2022). The WHO define 

TBA as “a person who assists a mother during childbirth and who initially acquired 

her skills by delivering babies herself or through appreciation to other traditional birth 

attendants” (WHO, 2018). In many developing countries, over 50% of births are 

attended by TBAs (Wilson et al., 2011). In rural areas of Africa, 60-90% of births are 

attended by TBAs (Okonofua & Ogu, 2014).  

Evidence indicates that effective training and support of TBAs can significantly 

enhance maternal and perinatal health outcomes. A systematic review and meta-

analysis found an average 24% reduction in perinatal deaths with strategies 

incorporating the training and support of TBAs (Wilson et al., 2011).  
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In Bangladesh, training for TBAs began in 1978 but ended in 1998 (Murakami et al., 

2003). In 2003, the Government of Bangladesh took a new initiative to train family 

welfare staff as community-skilled birth attendants to increase the accessibility of 

skilled childbirth delivery at home settings (Islam et al., 2014). However, about 30% of 

home births are still attended by untrained TBAs, whereas only 0.3% by community-

skilled birth attendants across the country, according to BDHS 2022. The training for 

TBAs in Bangladesh should be taken into consideration. In this review, it appears that 

the TBAs saved the lives of women who faced severe labour complications by 

referring them to the hospital.  

5. Strengths of this review  

This review has several important strengths. Firstly, this is the first review to 

synthesise qualitative evidence around the factors influencing the CS decision-

making process in Bangladesh. Secondly, various electronic databases and websites 

were used to identify all relevant studies related to the review.  

Thirdly, the qualitative findings were comprehensive and far-reaching because of the 

variety of methodologies used across the studies, which included ethnographies, 

phenomenologies, and case studies. In addition, the data collection methods varied 

such as in-depth interviews, semi-structured questionnaire interviews, and focus 

group discussions. The participants were also diverse such as pregnant women, 

women who experienced emergency and planned CS, women’s family members and 

clinicians from public and private healthcare facilities. Finally, Bronfenbrenner’s model 
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in this review was useful in clustering all identified factors related to the relevant 

actors.   

6. Limitation of this review  

 

This review has also some limitations. Firstly, quantitative data were not included in 

this review. My initial plan was to include quantitative data however it was not 

possible because there were only a few published quantitative studies around the 

review’s topic in Bangladesh. Moreover, the major weakness of the existing 

quantitative studies was that their findings were nearly the same across the studies. 

This is because all quantitative studies applied cross-sectional methods using the 

secondary data from the BDHS to investigate the association between women’s 

socio-demographic level, antenatal care visits and CS rates. The quantitative data do 

not address the factors influencing decision-making for CS.    

Secondly, a few clinicians in the included studies were from for-profit private 

healthcare facilities. Therefore, it remained largely unclear why CS rates are high in 

private healthcare facilities, which could be explored in future studies.    

Thirdly, this review findings only reflect on decision-making for CS rather than 

decision-making for childbirth, including vaginal birth, which can be considered a 

limitation. Finally, some of the data presented in this review, specifically the cost of 

CS in 2014, seemed outdated. However, no recent data has been found.  
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7. Clinical implications 

This review’s findings show that multiple factors influence CS decision-making for 

various reasons. Mitigating the rising trend of CS in Bangladesh and similar contexts 

will therefore require several clinical and non-clinical interventions.  

Firstly, there is an urgent need to increase maternity staff to promote safe vaginal 

deliveries. Bangladesh is one of the most densely populated countries, with 163 

million people (82 million women and 81 million men) and there are 3.6 million 

pregnancies in Bangladesh every year. However, there is only one doctor available 

for every 2,500 pregnant women. Moreover, only 8,000 midwives are available to 

serve 3.6 million pregnant women. There is evidence that higher staffing levels of 

obstetricians and midwives are linked to lower CS rates (Zbiri et al., 2018). 

Specifically, it indicated that a 10% increase in obstetricians and midwives would be 

associated with a decrease in the likelihood of elective cesarean sections by 3.4 

percentage points and a reduction in intrapartum cesarean sections by 2.5 

percentage points, respectively (Zbiri et al., 2018). 

Secondly, there is an urgent need for ERCS and VBAC guidelines recommended by 

RCOG and ACOG in maternity settings in Bangladesh to promote evidence-based 

practices. RCOG and ACOG issued clinical management guidelines for ERCS and 

VBAC. Such a guideline could be a useful foundation for developing a “made-in-

Bangladesh” version addressing the contextual factors of culture, equipment and 

expertise available. The Obstetrical and Gynecological Society of Bangladesh may 

take the initiative to develop an ERCS and VBAC guideline for Bangladesh’s 

maternity sector. 
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Thirdly, Bangladesh maternity care should promote informed decision-making around 

childbirth modes. This review indicates that many women underwent CS without 

being fully informed about CS risks, and complications. The WHO emphasizes that 

CS should be performed on women when medically necessary or if a woman desires 

it, after women receiving adequate information about the procedure and its potential 

risks and complications (WHO, 2021a).   

Fourthly, Bangladesh’s maternity practice should ensure respectful obstetric care. 

This review found that a woman went against her initial wish for vaginal delivery 

because she experienced unconsent frequent vaginal examination by her healthcare 

providers. The WHO highlighted that respectful maternity care underlines the 

importance of a woman’s decisions and choices around perinatal care including when 

complications occur or when medical interventions are necessary (WHO, 2018).  In 

2015, the WHO released a statement urging global actions to prevent and eliminate 

disrespectful and abusive practices during childbirth (WHO, 2015). Respectful and 

dignified maternity care emerged as a top priority in the “What Women Want” 

campaign participated by 1.3 million women in 114 countries (Mayra et al., 2022).  

Fifthly, there is currently no routine intervention for women with tokophobia, which 

needs proper clinical attention. Several psycho-educational interventions have been 

found effective in reducing women’s fear and CS rates, for instance, psycho-

education, cognitive behavioural therapy, art therapy and one-to-one care (O'Connell 

et al., 2021). Notably, no significant difference in CS rates was observed between 

women who received these interventions and those who did not, but evidence 
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suggests that women who received the intervention reported a higher level of 

satisfaction with the care they received (Larsson et al., 2015; Striebich et al., 2018).  

Early detection of tokophobia is also crucial for timely intervention before childbirth 

(Mies Padilla et al., 2024). There are several properly validated measures of 

tokophobia such as Wijma Delivery Expectancy Questionaries (Wijma et al., 1998), 

Fear of Birth Scales by Haines (Haines et al., 2015), Oxford Worries about Labour 

Scale (Fairbrother et al., 2022), and Generalized Anxiety Disorder Scale (Lowe et al., 

2008). Bangladesh maternity setting should implement routine screening and 

intervention for women with tokophobia.  

Finally, according to a nationally representative survey in 2022, about 35% of women 

across the country give birth at home mainly aided by TBAs (NIPORT, 2022), with 

higher proportions in rural areas. Therefore, it is of utmost importance to train TBAs in 

Bangladesh. Trained TBAs will be expected to identify early signs and symptoms of 

complicated labour and to refer the cases to healthcare facilities on time. Timely 

referral of women with critical labour complications to the hospital is crucial to ensure 

the safety of both the mother and their babies. A delay in accessing safe labour care 

may lead to maternal and child morbidity and morbidity.  

8. Research implications 

 

This review suggests several research implications. There is still a gap in 

understanding how women’s mode of childbirth choices and decisions may change 

throughout their pregnancies. It is, therefore, important to conduct a longitudinal 

qualitative study with a cohort of pregnant women attending both profit and non-profit 
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healthcare facilities. This proposed longitudinal qualitative study will help understand 

how women’s decisions change throughout pregnancy. Moreover, there is a need to 

understand the proportion of emergency CS among women who experienced 

complications during planned home births. This is because there are 35% of women 

give birth at home without trained healthcare providers.      

9. Conclusion 

Evidence suggests that the CS rates will rise from 21% in 2018 to 28.5% in 2030 

worldwide. Notably, 80% of these births will be in LMICs, making it an emerging 

global health problem. In Bangladesh, the rates of CS increased significantly from 

11% in 2004 to 42% in 2022.  

While CS is a life-saving intervention for women with complicated childbirth, 

unnecessary CS may result in unmet needs and raise severe operative and post-

operative complications for mothers and their babies. The complications are amplified 

further for women and their babies living in LMICs. A high-quality systematic review of 

116 studies from 59 LMICs reveals that eight out of 100 women who underwent CS in 

LMICs died, with the highest burden in Sub-Saharan Africa where 11 out of every 100 

women (Sobhy et al., 2019). Moreover, 85 perinatal deaths were found per 1000 CS 

procedures, and the highest rate was recorded in the Middle East and North Africa.    

There are no effective interventions available to reduce unnecessary caesarean 

births. The WHO suggests that before undertaking any intervention in any setting, it is 

important to understand the key drivers influencing decision-making behind CS. This 

is because factors influencing caesarean delivery are complex (WHO, 2018). 
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Therefore, this review was conducted to understand key driving factors influencing 

the decision-making for CS in Bangladesh.   

This review findings indicate that decision-making around CS is interconnected with 

both clinical and non-clinical factors from women, people around women, clinicians, 

the healthcare system, and culture and tradition. Women may prefer CS over vaginal 

births due to fear of labour pain, fear of uncertainty about the vaginal delivery process 

and outcome, and previous traumatic childbirths. Women are also influenced by their 

family and community members’ news and information about CS benefits such as CS 

is “less pain, good for mothers and babies”. Healthcare providers influence women to 

have CS due to previous CS history, women’s requests for CS, lack of accountability, 

and fear of litigation. The healthcare system influences healthcare providers’ 

decisions around CS because of a lack of resources and financial incentives, and 

women’s decisions due to disrespectful obstetric care. Finally, culture and tradition 

may have an indirect influence on women’s decision for CS following labour 

complications during home childbirth.      

The findings of this review suggest several clinical implications for reducing CS in 

Bangladesh. Women need proper psychoeducational intervention to reduce their fear 

of childbirth. Moreover, women need proper evidence-based written and oral 

information from clinicians to make an informed choice about their childbirth modes. 

Bangladesh’s maternity setting needs to develop a national guideline on CS 

management to promote evidence-based CS care. The guideline should also provide 

clinicians with clear information about planned and emergency CS indications for 

women with a history of previous CS. The health system in Bangladesh needs to 
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increase maternity staff, including midwives to promote safe vaginal delivery in 

facilities and home settings for women who prefer home childbirth. Finally, there is an 

urgent need to reform payment models (for instance equal fees for vaginal and CS 

deliveries) in maternity care settings in Bangladesh.      

Bangladesh is a middle-income country and implementing multiple interventions can 

be challenging due to limited resources, time constraints, and manpower issues. 

Concerns about the outcomes of each intervention complicate this process further. To 

address these challenges, it is proposed to conduct a theory of change workshop with 

relevant stakeholders such as policymakers, the Ministry of Health and Family 

Welfare, the Obstetrical and Gynecological Society of Bangladesh, the Midwives 

Society, public health agencies, research departments, and local and international 

health NGOs. A theory of change workshop is a valuable strategic planning tool that 

helps evaluate interventions by outlining how and why a desired change or outcome 

is expected to occur in a specific context (E et al., 2020). One significant strength of a 

theory of change-based workshop is that it fosters discussion about how and why the 

anticipated changes will be achieved. The findings of the theory of change study will 

help identify the most effective intervention and its methodology to reduce CS rates 

sustainably in the Bangladeshi context. 
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