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INTRODUCTION 

The decision-making process regarding the choice 

between caesarean section (CS) and vaginal delivery (VD) 

is a critical aspect of maternal healthcare, particularly in 

developing countries like Bangladesh. Globally, the rate of 

CS has risen significantly, surpassing the World Health 

Organization’s recommended rate of 10-15% to a global 

average of 18.6% in 2014 and further projected to reach 

28.5% by 2030.1,2 This increasing trend is observed in 

various regions, with Latin America and the Caribbean 

exhibiting the highest rates at 40.5%, while Africa 

maintains the lowest at 7.3%.2 In Bangladesh, the CS rate 

has escalated alarmingly from 4% in 2001 to 

approximately 31% in recent years, influenced by various 

socio-economic and healthcare factors.3 In Bangladesh, 

the healthcare system significantly impacts delivery 

choices, with disparities observed between urban and rural 

areas. Urban women, often from higher socio-economic 
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ABSTRACT 

Background: The decision-making process regarding the choice between caesarean section (CS) and normal vaginal 

delivery (NVD) is influenced by various socio-demographic, cultural, and healthcare factors. This study aims to explore 

these factors among antenatal patients in Bangladesh. 

Methods: This prospective observational study was conducted at the institute of child and mother health, Matuail, 

Dhaka, Bangladesh, from January 2023 to June 2023. A total of 200 antenatal patients attending the antenatal care 

(ANC) clinic were included. Data were collected through structured interviews and medical record reviews, focusing 

on socio-demographic variables, healthcare access, cultural influences, and perceived safety regarding delivery 

methods. Statistical analyses included descriptive statistics, chi-square tests, and logistic regression. 

Result: The majority of participants were aged 21-30 years (68%), predominantly Muslim (93.5%), and from urban 

areas (62%). Most were homemakers (75%) with secondary (37.5%) or higher secondary education (28%). Economic 

status showed 78.5% had a monthly income of 10,001-50,000 BDT. Early marriage (≤18 years) was prevalent (44.5%), 

with 31% having their first pregnancy at or before 18 years. Most pregnancies were planned (80.5%) and spontaneous 

(89%), with 88% receiving regular antenatal care. Decision-making for delivery methods involved relatives alone (21%) 

and husbands alone (19%), with 78% preferring NVD and 22% preferring CS. 

Conclusion: The study reveals that socio-demographic and cultural factors significantly influence delivery method 

preferences among pregnant women in Bangladesh. There is a need for educational interventions to promote informed 

decision-making and enhance maternal healthcare services. 
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backgrounds, have greater access to private healthcare 

facilities that tend to favor CS due to perceived safety and 

convenience.4 Conversely, rural women, constrained by 

limited access to healthcare facilities and economic 

resources, predominantly opt for VD. Studies reveal that 

maternal age, urban residence, obesity, and private facility 

deliveries are associated with higher CS rates.5 Moreover, 

cultural beliefs and traditional practices also play a pivotal 

role in shaping these decisions. In many rural areas, home 

deliveries are preferred due to cost considerations, cultural 

practices, and fear of surgical interventions, despite the 

risks associated with unskilled birth attendants.6 

The rationale for this study stems from the evident 

knowledge gaps regarding the decision-making process for 

delivery methods in Bangladesh. Despite the rising CS 

rates, there is a lack of comprehensive understanding of the 

factors influencing pregnant women’s choices between CS 

and VD. Existing literature highlights the need for further 

research to explore these factors and inform policy and 

educational interventions. For instance, a qualitative study 

among slum residents in Dhaka revealed that many 

mothers lacked detailed information and counselling, 

leading to uninformed decision-making regarding CS.7 

Additionally, socio-economic conditions, education 

levels, and healthcare provider influences are crucial 

determinants of delivery method preference.8 Cultural and 

socio-economic factors significantly influence the choice 

of delivery method. 

In Bangladesh, cultural beliefs often dictate a preference 

for VD, viewed as a natural process. However, socio-

economic status can override these cultural norms, with 

wealthier women opting for CS due to perceived safety and 

better healthcare access.3,9 The influence of healthcare 

providers also cannot be understated. Recommendations 

from doctors, often driven by logistical convenience and 

perceived medical necessity, heavily sway patient choices 

towards CS. Studies have shown that insufficient 

communication between physicians and patients can 

contribute to the high CS rates, emphasizing the need for 

improved physician-patient interactions.10 The health 

implications of both CS and VD for mothers and babies 

are substantial, encompassing short-term and long-term 

effects. CS is associated with higher risks of postpartum 

complications for mothers, including headaches, hip pain, 

and difficulties in daily activities and breastfeeding.11  

For babies, CS can lead to breathing problems, frequent 

illnesses, and delayed breastfeeding initiation, which can 

adversely affect their growth and development.12 On the 

other hand, VD is generally associated with a quicker 

recovery for mothers and lower risks of neonatal 

complications, although it carries its own set of risks, such 

as uterine rupture in cases of VBAC.13 Current policies and 

guidelines in Bangladesh emphasize the need for informed 

decision-making and the promotion of VD where 

medically appropriate. Educational programs aimed at 

increasing awareness of the benefits and risks associated 

with both delivery methods are crucial. Policies must also 

address the socio-economic barriers that limit access to 

healthcare services, particularly in rural areas. For 

instance, integrated demand- and supply-side interventions 

have been shown to significantly increase facility-based 

delivery rates in rural Bangladesh, highlighting the 

effectiveness of comprehensive strategies in improving 

maternal and neonatal health outcomes.14 

In conclusion, the choice between CS and VD in 

Bangladesh is influenced by a complex interplay of 

cultural, socio-economic, and healthcare factors. There is 

a critical need for comprehensive studies to understand 

these influences better and to inform policy and 

educational interventions that support informed decision-

making among pregnant women. This study aims to fill 

this gap by exploring the knowledge and decision-making 

processes of expecting mothers in Bangladesh, ultimately 

contributing to the development of targeted policies and 

educational programs that promote safe and informed 

delivery choices. 

METHODS 

Study type 

This prospective observational study was conducted at the 

Institute of Child and Mother Health, Matuail, Dhaka, 

Bangladesh.  

Study duration 

The study duration was from January 2023 to June 2023. 

A total of 200 antenatal patients attending the antenatal 

care (ANC) clinic at the study hospital were included in 

the study.  

Inclusion criteria 

The inclusion criteria for participation were patients 

currently attending ANC, whether regular or irregular, and 

patients who had given informed consent for the study.  

Exclusion criteria 

Patients with extremely severe conditions or those 

requiring caesarean section as the only delivery method 

were excluded from the study.  

Data collection 

Data collection involved structured interviews and reviews 

of medical records to gather information on socio-

demographic variables, healthcare access and quality, 

cultural and social influences, and perceived safety and 

medical advice regarding the choice of delivery method. 

Structured questionnaires were used to collect data on 

maternal age, education, economic status, employment, 

type of healthcare facility attended, and advice from 

healthcare providers. Additionally, participants were 

asked about their cultural beliefs, family and community 
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influences, fears related to labor pain, and previous birth 

experiences. Descriptive statistics were used to summarize 

the socio-demographic characteristics of the participants. 

The primary outcome measured was the preference for 

delivery method (NVD or C-section) and the factors 

influencing this preference.  

Statical analysis 

The data were analysed using statistical software to 

identify significant predictors of delivery method choice. 

Chi-square tests and logistic regression analyses were 

performed to examine the associations between socio-

demographic factors, healthcare access, cultural 

influences, and perceived safety with the chosen method 

of delivery. Ethical approval for the study was obtained 

from the institutional review board of the institute of child 

and mother health, and all participants provided written 

informed consent before participation. 

RESULTS 

The study included 200 antenatal patients, with the 

majority (68%) aged between 21-30 years. A smaller 

percentage (22%) were below 21 years, 9.5% were aged 

31-40 years, and only 0.5% were aged 41-50 years. 

Regarding religious affiliation, 93.5% of participants were 

Muslim, 5.5% were Hindu, and 1% identified with other 

religions.  

Geographically, 62% of the participants were from urban 

areas, while 38% were from rural regions. In terms of 

occupation, a significant majority (75%) were 

homemakers, with the remaining 25% being employed. 

Educationally, 4% of the participants were illiterate, 26% 

had primary education, 37.5% had secondary education, 

28% had higher secondary education, and 4.5% had 

postgraduate education. 

The husbands of the participants had slightly higher 

educational attainment, with 2% being illiterate, 9.5% 

having primary education, 52.5% having secondary 

education, 20% having higher secondary education, and 

16% holding postgraduate degrees. In terms of economic 

status, 17.5% of the families had a monthly income 

between 5001-10,000 BDT, the majority (78.5%) had an 

income between 10,001-50,000 BDT, and 4% had an 

income exceeding 50,000 BDT. 

Among the 200 antenatal patients studied, the age at 

marriage showed that 44.5% were married at or before 18 

years, while 55.5% were married between 19 and 34 years. 

Regarding the age at first pregnancy, 31% had their first 

pregnancy at or before 18 years, while 69% experienced 

their first pregnancy between 19 and 34 years. The 

duration of marriage varied, with 5% married for less than 

a year, 61.5% married for 1-5 years, 19.5% married for 6-

10 years, 13% married for 11-20 years, and 1% married for 

over 20 years. Parity status among the participants 

indicated that 26% were nulliparous, 29% were 

primiparous, and 45% were multiparous. Additionally, 

22% of the participants reported a history of abortion, 

whereas 78% had no such history. In the current study, 

80.5% of the 200 antenatal patients reported that their 

pregnancy was planned, while 19.5% had unplanned 

pregnancies. Most of the pregnancies (89%) were 

spontaneous, with only 11% of participants having 

conceived after fertility treatment. Regarding antenatal 

care, 88% of the participants received regular antenatal 

care, whereas 12% had irregular antenatal care visits. The 

gestational age of the participants at the time of the study 

showed that 8% were in their first trimester (≤12 weeks), 

29% were in their second trimester (13-26 weeks), and the 

majority (63%) were in their third trimester (27-40 weeks). 

Table 1: Distribution of participants by baseline 

sociodemographic characteristics (n=200). 

Baseline characteristics N % 

Age (in years) 

<21 44 22.00 

21-30 136 68.00 

31-40 19 9.50 

41-50 1 0.50 

Religion 

Muslim 187 93.50 

Hindu 11 5.50 

Others 2 1.00 

Region 

Rural 76 38.00 

Urban 124 62.00 

Occupation 

House maker 150 75.00 

Working 50 25.00 

Education 

Illiterate 8 4.00 

Primary 52 26.00 

Secondary 75 37.50 

Higher secondary 56 28.00 

Postgraduate 9 4.50 

Education of Husband 

Illiterate 4 2.00 

Primary 19 9.50 

Secondary 105 52.50 

Higher secondary 40 20.00 

Postgraduate 32 16.00 

Monthly family income 

5001-10,000 35 17.50 

10,001-50,000 157 78.50 

>50,000 8 4.00 

The distribution of sources of knowledge regarding 

delivery methods among the 200 antenatal patients reveals 

diverse information channels. A significant proportion 

(32.5%) of participants received knowledge from friends 

and families. Physicians were also a primary source of 

information, with 26% of participants citing them as their 
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source. Health workers alone informed 10.5% of the 

participants, while a combination of health workers and 

friends and families was noted by 7.5%. 

 

Figure 1: Distribution of participants by preferred 

mode of delivery for the current pregnancy (n=200). 

Table 2: Distribution of obstetrics characteristics 

among the participants (n=200). 

Obstetric history N % 

Age at marriage 

≤18 89 44.50 

19-34 111 55.50 

Age at first pregnancy 

<=18 62 31.00 

19-34 138 69.00 

Married for (in years) 

<1 10 5.00 

1-5 123 61.50 

6-10 39 19.50 

11-20 26 13.00 

>20 2 1.00 

Parity 

Nulliparity 52 26.00 

Primipara 58 29.00 

Multipara 90 45.00 

History of abortion 

Yes 44 22.00 

No 156 78.00 

Additionally, 9.5% of participants obtained their 

knowledge from a combination of mass media and friends 

and families, while 3.5% cited mass media alone. Another 

3.5% of participants received information from a 

combination of physicians and friends and families. 

Various other combinations of sources accounted for the 

remaining 7%. 

Table 3: Distributions of participants by 

characteristics of the current pregnancy (n=200). 

Variables N % 

Planned pregnancy 

Yes 161 80.50 

No 39 19.50 

Type of pregnancy 

Conceived after fertility 

treatment 

22 11.00 

Spontaneous 178 89.00 

Antenatal care 

Regular 176 88.00 

Irregular 24 12.00 

Gestational age (in weeks) 

≤12 16 8.00 

13-26 58 29.00 

27-40 126 63.00 

Table 4: Distribution of source of knowledge 

regarding delivery methods among the       

participants (n=200). 

Source N % 

Friends and families 65 32.50 

Health worker 21 10.50 

Health worker and friends and 

families 
15 7.50 

Mass media 7 3.50 

Mass media and friends and 

families 
19 9.50 

Physician 52 26.00 

Physician, friends and families 7 3.50 

Other combinations (each) 14 7.00 

Table 5: Distribution of primary decision maker 

regarding method of delivery (n=200). 

Decision maker for the type        

of delivery 
N % 

Herself alone 31 15.50 

Herself and husband 11 5.50 

Herself, husband, and relative 17 8.50 

Herself and relative 1 0.50 

Husband alone 38 19.00 

Husband and physician 3 1.50 

Husband and relative 18 9.00 

Husband, relative, and physician 2 1.00 

Physician alone 17 8.50 

Relative alone 42 21.00 

Without previous decision 20 10.00 

The study explored the primary decision makers regarding 

the method of delivery among the 200 antenatal patients. 

It was found that 15.5% of participants made the decision 

independently. Joint decision-making between the woman 

and her husband was reported by 5.5%, while 8.5% 

22.00%, 44

78.00%, 156

Preferred mode of delivery

Cesarean Section Normal Vaginal Delivery
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included the woman, her husband, and a relative in the 

decision-making process. Only 0.5% involved the woman 

and a relative. 

Decisions made solely by the husband accounted for 19% 

of cases. In some instances, the husband and physician 

(1.5%), the husband and a relative (9%), or the husband, a 

relative, and a physician (1%) were the decision makers. 

Physicians alone were the decision makers for 8.5% of the 

participants, whereas relatives alone made the decisions in 

21% of cases. Additionally, 10% of participants reported 

not having made a previous decision regarding the method 

of delivery. 

The preferred mode of delivery among the 200 antenatal 

patients was predominantly normal vaginal delivery 

(NVD), with 78% (156 participants) expressing a 

preference for NVD. In contrast, 22% (44 participants) 

preferred Caesarean Section (CS) as their mode of 

delivery. 

DISCUSSION 

The findings from this study provide a comprehensive 

overview of the sociodemographic, obstetric, and 

decision-making factors influencing the choice of delivery 

methods among antenatal patients in Bangladesh. The 

majority of our participants were aged between 21-30 

years (68%), with a smaller proportion under 21 years 

(22%) and a minor group aged 31-40 years (9.5%). This 

age distribution is consistent with findings from a study 

conducted in East Africa, where a significant portion of 

women of reproductive age utilized antenatal care 

services, highlighting the importance of targeting this age 

group for maternal health interventions.15 

The religious affiliation of our participants was 

predominantly Muslim (93.5%), with Hindu (5.5%) and 

other religions (1%) comprising the remainder. This 

demographic is reflective of the broader population trends 

in Bangladesh and aligns with similar studies in regions 

with a majority Muslim population, indicating cultural and 

religious factors may influence healthcare practices and 

decisions.16 

Urban residency was more prevalent among our 

participants (62%) compared to rural residency (38%), 

which is indicative of better access to healthcare facilities 

in urban areas. This urban-rural disparity in healthcare 

access and utilization is supported by research conducted 

in Nigeria, which found that urban women were more 

likely to utilize antenatal care services due to better access 

and higher socioeconomic status.17 A significant majority 

of the participants were homemakers (75%), while 25% 

were employed, suggesting that occupational status may 

play a role in healthcare access and decision-making. This 

is corroborated by a study in Nepal, where women's 

employment status was found to significantly influence 

their utilization of antenatal care services.18 Educational 

attainment among the participants varied, with most 

having secondary (37.5%) or higher secondary education 

(28%). The education level of the participants' husbands 

was slightly higher, with the majority having secondary 

(52.5%) or higher secondary education (20%). This higher 

educational attainment among both women and their 

husbands is positively correlated with better antenatal care 

utilization, as seen in studies conducted in India and 

Zambia, which found that higher education levels were 

associated with optimal antenatal care visits.19,20 The 

economic status of the families in this study showed that 

the majority had a monthly income between 10,001-

50,000 BDT (78.5%), which aligns with findings from 

similar socioeconomic studies in Ethiopia, highlighting 

that higher household income improves access to and 

utilization of antenatal care services.21 

Our study also found that a significant portion of 

participants were married at or before 18 years (44.5%) 

and had their first pregnancy at or before 18 years (31%). 

This early age at marriage and pregnancy is consistent with 

trends observed in South Asian countries, where cultural 

norms and socioeconomic factors contribute to early 

marriage and childbearing.22 The duration of marriage 

among participants varied, with the majority being married 

for 1-5 years (61.5%), reflecting a relatively young cohort 

of married women. 

Parity status revealed that 45% of participants were 

multiparous, which is similar to findings in various studies 

where multiparous women were more likely to utilize 

antenatal services due to previous pregnancy 

experiences.23 Additionally, 22% of participants reported 

a history of abortion, underscoring the need for 

comprehensive reproductive health services. The majority 

of pregnancies in our study were planned (80.5%) and 

spontaneous (89%), with only 11% conceived after 

fertility treatment. 

This high rate of planned pregnancies is comparable to 

findings in other studies where planned pregnancies were 

associated with better antenatal care utilization.24 Regular 

antenatal care was reported by 88% of participants, a 

critical factor for positive maternal and neonatal outcomes, 

as evidenced by numerous studies emphasizing the 

importance of consistent antenatal visits.25 Gestational age 

distribution showed that most participants were in their 

third trimester (63%), highlighting the need for targeted 

antenatal interventions during late pregnancy. This 

gestational age trend is consistent with other regional 

studies which emphasize the significance of late-

pregnancy care.26 

Sources of knowledge about delivery methods were 

primarily friends and families (32.5%), followed by 

physicians (26%), indicating the influential role of 

personal networks and healthcare providers in decision-

making. This mirrors findings from a study in Buenos 

Aires, where lower socioeconomic status women were 

more influenced by personal networks and higher status 

women by healthcare professionals.27 Decision-making 
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regarding delivery method predominantly involved 

relatives alone (21%) and husbands alone (19%), with only 

15.5% of participants making decisions independently. 

This highlights the significant influence of family and 

cultural dynamics in delivery decisions, as also seen in 

studies from Northern Karnataka and Norway, where 

family members and past birth experiences played crucial 

roles in decision-making.28,29 The preferred mode of 

delivery among our participants was normal vaginal 

delivery (NVD) (78%), while 22% preferred caesarean 

section (CS). This preference for NVD aligns with 

findings from various studies in regions with strong 

cultural preferences for vaginal births, such as Turkey and 

Ghana, where vaginal delivery was preferred due to 

perceptions of it being a more natural and safer option.30,31 

In conclusion, the decision-making process for delivery 

methods among antenatal patients in Bangladesh is 

influenced by a complex interplay of socio-demographic, 

cultural, and healthcare factors. The findings of this study 

align with global and regional trends, emphasizing the 

need for targeted educational and policy interventions to 

support informed decision-making and improve maternal 

and neonatal health outcomes. 

Limitations of the study was that the study was conducted 

in a single hospital with a small sample size. So, the results 

may not represent the whole community. 

CONCLUSION 

In conclusion, this study highlights the complex interplay 

of socio-demographic, cultural, and healthcare factors 

influencing the decision-making process regarding 

delivery methods among antenatal patients in Bangladesh. 

The findings underscore the predominant preference for 

normal vaginal delivery (NVD) influenced by personal 

networks, healthcare providers, and socio-economic 

status. Early marriage and pregnancy, along with 

educational attainment and economic status, play 

significant roles in shaping these decisions. Furthermore, 

the substantial involvement of relatives and husbands in 

the decision-making process emphasizes the need for 

targeted educational interventions to empower women and 

promote informed choices. These insights are crucial for 

developing policies and programs aimed at improving 

maternal and neonatal health outcomes in Bangladesh. 
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