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Abstract

Background: The caesarean section (CS) rate is over 25% in many high-income countries, with a
substantial minority of CSs occurring in women with low-risk pregnancies. CS decision-making is
influenced by clinician and patient beliefs and preferences, and clinical guidelines increasingly
stipulate the importance of shared decision-making (SDM). To what extent SDM occurs in practice is
unclear.
Aims: To identify women’s birth preferences and SDM experience regarding planned CS.
Material and Methods: Survey of women at eight Sydney hospitals booked for planned CS.
Demographic data, initial mode of birth preferences, reason for CS, and experiences of SDM were
elicited using questions with multiple choice lists, Likert scales, and open-ended responses.
Quantitative data was analysed using descriptive statistics and qualitative data using content
analysis. Responses of women who perceived their CS as “requested” versus “recommended” were
compared.
Results: Of 151 respondents, repeat CS (48%) and breech presentation (14%) were the most
common indications. Only 32% stated that at the beginning of pregnancy they had had a definite
preference for spontaneous labour and birth. Key reasons for wanting planned CS were to avoid
another emergency CS, prior positive CS experience, and logistical planning. Although 15% of women
felt pressured (or were unsure) about their CS decision, the majority reported positive experiences,
with over 90% indicating they were informed about CS benefits and risks, had adequate information,
and understood information provided.
Conclusions: The majority (85%) of women appeared satisfied with the decision-making process,
regardless of whether they perceived their CS as requested or recommended.
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Introduction
The caesarean section (CS) rate has risen dramatically over recent decades, and exceeds 25% in
many high-income countries 1,2, including a sharp rise in rates among those in spontaneous term
labour with cephalic presentation3,4. While sometimes a CS is clearly medically-indicated and
potentially life-saving, there is mixed evidence for some indications, and decisions in relation to
planned CS are often informed by women’s or clinicians’ preferences and beliefs5,6. In particular,
indications for CS following a previous lower-segment CS or maternally-requested CS leave room for
decision-making to be influenced by beliefs and personal preferences7,8. Studies suggest clinician
beliefs and values in relation to CS can impact on clinical decision-making8-10. However, clinical
decision-making, in particular when there are multiple reasonable treatment options, should be
informed by a dialogue between the patient (i.e. woman) and the clinician around the risks and
benefits of different options, and the patient’s beliefs and preferences 11,12. This process of shared
decision-making (SDM) is associated with improvements in patient satisfaction. 13

This process of SDM for CS is now recognised as integral to high quality maternity care and
stipulated in clinical guidelines14-18. Despite this, the extent to which SDM for CS occurs in Australia
remains unclear. A recent international review of CS decision-making practices identified 34
studies19, of which only four were Australian 20-23. It is also unclear whether SDM experiences of
planned CS differ for women who perceive their CS as recommended versus requested. Women’s
reported experiences of emergency CS decision-making tend to be negative 24, and mixed for those
who request planned CS, with some studies finding that women felt included in decision-making 22,25
and others less so 26,27. However to our knowledge there are no direct SDM comparisons of women
undergoing planned CS recommended by clinicians versus planned CS requested by the woman.
Additionally, it is known that women’s mode of birth preferences are a factor influencing CS rates,
and up to 20% of women in high-income countries are reported to have preference for CS28. As well
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as impacting CS rates, initial mode of birth preferences might impact on women’s perceptions of
planned CS including SDM. The primary aim of this survey study was therefore to identify women’s
mode of birth preferences and experiences of CS SDM in Australia. A secondary aim was to compare
the experiences of women who had requested versus those who were recommended to have a CS.

Materials and Methods
A mixed method survey was developed to capture women’s initial mode of birth preferences (at the
beginning of pregnancy) and their decision-making experiences of planned CS. A survey
methodology was chosen to reach a larger population than interviews would allow, however with
content analysis of qualitative responses to capture broader perspectives than binary or ordinal
survey questions allow for.

Participants and recruitment
The survey was administered to pregnant women at eight Sydney public maternity hospitals
between November 2018 and July 2019. Within a service evaluation framework, women were
handed the survey by their midwife or obstetric medical staff at the time of CS booking (after 32
weeks gestation). Women were invited to complete the survey (electronic/online completion
options also available) and return it to their hospital or to the researchers directly in a reply-paid
envelope. While surveys were handed out antenatally it is possible some women completed the
survey postnatally. Recruitment was managed by existing hospital staff within each hospital and the
number of women approached was not recorded.

Data collection and analysis
The survey was developed by the authors, informed by feedback from clinicians and maternity
managers within participating hospitals during piloting. Women who were from a non-English
speaking background could either fill out the English survey or a translated survey, translated by
4

professionals with training in translating medical documents (available in Bangla, Simplified Chinese,
Traditional Chinese, Arabic, Vietnamese and Hindi). The survey consisted of questions with multiple
choice lists, Likert scales (a 5-item scale from strongly disagree to strongly agree) or open-ended
responses (Supplementary file 1). Using open-ended questions, women were asked to describe the
reason for CS, their initial mode of birth preferences, and their experience of decision-making.
Demographic questions included who primarily provided care (midwife, obstetrician or GP shared
care). For Likert scale questions, respondents were asked to rate ten statements about their birth
beliefs and values, and experience of care in relation to planning for a CS.

All survey responses were entered into REDCap, a customisable web-based research data collection
and administration application and exported into Microsoft Excel 2016. Quantitative responses were
analysed descriptively in Excel 2016 (presented using whole numbers and percentages), and
qualitative responses were exported to Microsoft Word 2016 for content analysis. To compare Likert
scale responses (ordinal data) of women who had requested a CS versus those whose CS was
medically recommended, data were exported into SPSS 25. Due to the Likert scale data not being
normally distributed, a Mann-Whitney U Test was used to test for differences. Significance was set at
< 0.01. To allow for visualisation of the differences between women who requested versus had a CS
recommended, this data is also presented in a graph using the means rather than median.
Quantitative responses (from Likert scales and multiple-choice questions) were compared to
qualitative responses and reported together. Responses are presented using whole numbers and
percentages. Ethics approval was granted by the South-Eastern Sydney Local Health District Human
Research Ethics Committee (HREC ref no: 18/169 (HREC/18/POWH/356).
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Results

The survey was completed by 151 women, of whom 73% were multiparous and 21% (n=31)
identified as belonging to a particular cultural or ethnic group. Seven women completed a translated
survey (3 in Vietnamese and 4 Arabic). The number of women approached to participate is
unknown. The most common model of care was GP Shared Care (34%), followed by combined
midwifery and obstetric hospital care (21%), obstetric public care (18%), private obstetrician (9%),
midwifery clinic (9%) and own named midwife (8%). Just over half (56%, n=85) saw a different doctor
or midwife most visits, with the remaining 44% indicating having high levels of continuity of care.

Almost half were planning a repeat CS (48%, n=72), either because of a single previous CS (32%) or
multiple previous CS (16%). The next most common reasons were breech presentation (14%, n=21),
and previous vaginal birth (VB) trauma (6%, n=8). Over half the women (56%, n=85) indicated that a
CS was clinician-recommended, and 44% (n=66) indicated that the CS was at their own request. For
most indications (Table 1) some women perceived their CS as recommended while others perceived
it as requested, while the qualitative comments show that at least for some women the CS was both
requested and recommended. The most frequently reported reason for requesting a CS was a single
previous CS (n=35, 23%), followed by maternal request because of childbirth fear, mental health
reasons or mode of birth preference (n=7, 5%). While some women who had multiple previous CS or
breech presentation also perceived their CS as “requested”, the comments suggest that the CS was
also recommended. The most frequent reason for recommended CS was multiple previous CS
(n=20), followed by breech presentation (n=15, 10%) and single previous CS (n=13, 9%).

Mode of birth preferences at the beginning of pregnancy
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Thirty-eight per cent (n=56) of women indicated that they had wanted a CS at the beginning of their
pregnancy, 32% (n=47) had hoped to go into labour naturally/without intervention (spontaneous
labour and birth), and 30% (n=44) had no preference. Key reported reasons for preferring
spontaneous onset of labour (32%) were: because they had wanted the experience of spontaneous
onset of labour, perception of VB as ‘better’, safer, more natural or associated with a shorter
recovery, or to avoid surgery and scarring (Table 2). Women who had no mode of birth preference
(30%, n=44) commented that the main consideration was their baby’s safety, and if baby was fine
the mode of birth did not matter. They were happy to be guided by their health professional.

Key reasons women reported for wanting a planned CS were: to avoid another emergency CS; they
had previously had a positive experience of CS and preferred this over the unknown; a planned birth
allowed them to minimise the impact on their family or work life; they perceived CS as being easier
in terms of recovery; a fear of VB; previous VB trauma, or simply that they did not want a VB (see
Table 2).

Birth values and beliefs

In terms of birth values, 46% (n=67) disagreed or strongly disagreed with the statement “For a
woman, having a VB is a more empowering experience than giving birth by CS”, and 26% (n=38)
were undecided. Twenty-nine per cent (n=42) considered vaginal birth more empowering than CS.
Nearly half the women disagreed or strongly disagreed that “Women who give birth to their baby by
CS miss an important life experience” (46%, n=86), with 21% undecided (n=31). A third (33%, n=28)
agreed or strongly agreed (Figure 1a).

Over ninety percent (92%, n=133) of women agreed or strongly agreed with the statement “I believe
that my doctor or midwife know what is best for me” and only 2% (n=3) disagreed. Eighty-eight
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percent (n=130) agreed or strongly agreed that “I believe that I should be supported to make
decisions about my own birth”, with 8% (n=11) undecided. Only 4% (n=6) disagreed. There was a
statistically significant difference in beliefs and values between women who had a requested versus
recommended CS for only one item: “I believe that my doctor or midwife know what is best for me”
(Table 3), with women who perceived their CS as recommended more likely to agree that their
midwife or doctor knows what’s best.

Experience of decision-making

Women reported they received information about CS primarily from an obstetrician/obstetric
medical staff (43%, n=64), from both a midwife and obstetrician/obstetric medical staff (40%, n=60),
or from a midwife only (17%, n=25). While the majority of women reported a positive experience of
SDM, feedback from some women highlighted opportunities for improvement.

More specifically, a substantial majority of women agreed or strongly agreed that they had been
informed about the benefits and risks of CS (95%, n=142), that CS alternatives were discussed (89%,
n=132), that they understood the information provided (97%, n=146), that they had adequate time
to ask questions (96%, n=141) and time to discuss the information with their partner (93%, n=140),
that they trusted the health professional providing information (93%, n=140), and that they were
given adequate information to make an informed decision (90%, n=133) (Figure 1b). Qualitative
feedback also suggested the majority of women felt they received the information they needed to
make an informed decision, felt involved in the decision-making process, and felt heard (Table 2).
However, 4%-11% of women answered these statements less favourably (Figure 1b), and felt they
were not provided with the information they needed to be part of the decision-making process.
Furthermore, 15% of women (n=22) felt pressured (or were unsure) regarding making their CS
decision, and 36% (n=53) indicated they were not given written information.
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Shared decision-making experience of women with ‘requested’ versus ‘recommended’ CS

There was no overall reported difference in women’s reported experience around involvement in
SDM between those who had a requested versus recommended CS (Table 3 and Figure 1c). The
qualitative finding suggested the experiences of the two groups were similar, and overall positive.
Only a small minority of women indicated they would have liked to receive more information, in
particular when the CS was recommended. More specifically, most women who had a CS following a
previous CS (n=71) reported a positive experience of decision-making, although some would have
liked more information (Supplementary file 2).

Similarly, women with CS planned for breech presentation (n=21) mostly reported positive
experiences, although two women who were recommended a CS reported they would have liked
more information. Qualitative feedback from women who were planning to have a recommended
CS for other medical indications (n=27) was also largely positive, suggesting most women felt
comfortable with the decision-making process.

Discussion

Most participating women appeared comfortable with their CS decision, regardless of whether the
CS was by maternal request or medically recommended. Women also reported an overall positive
experience of decision-making, with similar findings for those who perceived their CS as requested
versus recommended.
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The majority of women either already wanted a CS or had no mode of birth preference at the
beginning of their pregnancy. While these findings contrast with existing literature suggesting only 520% of women in high-income countries prefer a CS29, given the design of the current study (where
women indicated their earlier mode of birth preferences after a decision for planned CS was already
made), these findings are not surprising. Furthermore, our study included a high number of parous
women, including women with previous CS, and both these factors are associated with a CS
preference 29,30.

The key reasons women reported in our study for wanting a planned CS are largely consistent with
the existing literature, which shows CS preference is associated with perceptions of safety and
recovery 29,31, fear of vaginal birth 30,32, wanting to avoid a previously negative experience, such as an
emergency CS or birth trauma 28,33, and ‘not wanting’ to have a VB28.

In terms of birth beliefs and values, consistent with their CS preference, two thirds of women did not
agree that having a VB is more empowering than CS birth, or that women who birth their baby by CS
miss an important life experience. However, the fact that a third of women with planned CS did
agree with these statements suggests birth beliefs and values may merit specific exploration and
counselling as part of planned CS consent, to emphasise the validity and importance of birth as a life
experience regardless of whether it is by CS or VB. Regarding decision-making experiences, the
majority of women reported they received the information they needed to make an informed
decision, felt involved in the decision-making process, and felt heard. Our overall positive findings
are consistent with some studies 20,34, but not others 35-37.

A considerable minority of women reported that they were not provided with the information they
needed, particularly they were not given written information about their options, or that they felt
pressured/unsure (15%) in making their decision. This is consistent with Jou et al. (2015) who found
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13.3% of women who had a CS reported that they had received pressure from a clinician to do so 38.
Furthermore, similar to our findings, Puia et al. (2013) found that while the vast majority of women
who had a CS reported they had received helpful information and been given the opportunity to ask
questions, some had not received the information they needed to be engaged in decision-making 34.
Also, Thompson et al. (2014) found women who had a CS reported being engaged in decisionmaking, with 93% informed about the risks and benefits of CS and consulted in relation to their
preferences20. Our findings suggest areas for clinical improvement include provision of written
information about CS, and confirmation from women at their CS booking visit that they are indeed
ready to consent and proceed (with rescheduling and further counselling for the minority who do
not yet feel firm in their decision).

While this study provides insight into women’s mode of birth preferences and experiences of
decision-making, it has limitations. Firstly, although a consumer representative was involved in
survey development, there was no consumer testing of surveys prior to distribution. Secondly, as
surveys were administered within a service evaluation framework and handed to women by
clinicians as part of routine care, we are unsure how many women were invited, and thus cannot
report response rate. Thirdly, while surveys were handed out antenatally it is possible some women
completed the survey postnatally, which may impact on their responses. However, given the vast
majority of responses were returned to midwifery stations in the antenatal wards/clinics, we suspect
few responses were completed postnatally. Survey timing in late pregnancy also introduces some
element of recall bias, as we were asking women to report retrospectively what their birth
preferences were in early pregnancy, and potentially confirmation bias since by the time of the
survey women were already booked for CS (so initial CS preference may be over-reported). Finally,
there is selection bias in that our study only included women already booked for CS (who are likely
to have different birth preferences and beliefs to the broader maternity population), and included
these women regardless of CS indication or parity, making aspects of our findings harder to
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interpret. However, this approach has allowed us to compare the feedback per indication, adding
depth to the study.

In conclusion, our study suggests that most of the women who participated were comfortable with
their CS decision and satisfied with the decision-making process. There was high reported
satisfaction with the decision-making process regardless of whether women perceived their CS as
requested or recommended. A minority of women felt pressured regarding making their CS decision.
Potential areas of improvement include universal provision of written information about options as
part of the SDM process.
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Tables

Table 1: Indication for CS as reported by women
Primary/main
Indication for CS
(category)*

Requested/
Recommended

Single previous CS
(n=48, 32%)

Recommended, n=13

(N=151)

Requested, n=35

Multiple previous CS Recommended, n= 20
(n=24, 16%)

Requested, n=4
Breech presentation
(n=21, 14%)

Previous vaginal
birth trauma (n=8,
6%)

Placenta praevia
(n=7, 5%)

Examples of reasons for CS as reported by
women (direct quotes)

Recommended, n=15

Repeat caesarean - extension of uterine incision on
left. Unable to attempt VBAC [vaginal birth after
CS].
Had a difficult experience last time with my
daughter and after speaking to doctors, all agreed
that a planned caesarean would be the best option
for me.
This is my fourth c section after my first baby was
delivered via emergency c section my second by
elective c section my third by elective c section but
became early emergency c section and now my
fourth is elective c section.
I had a C-section last year and this is my fourth Csection.
Baby has been breech since 26/40 and we had a
failed ECV [external cephalic version].

Requested, n=6

Baby is breech position and large in size. I have
high blood pressure making vaginal breech
delivery not the safest option.
Baby is breech and I have been given options. I was
really hoping for a natural vaginal birth but
considering the risks involved I have chosen Csection.

Recommended, n=5

Baby in breech position. I was offered option to
deliver breech vaginally or have a C-section and I
chose caesarean.
I had a missed 4th degree tear which resulted in a
fistula with the birth of my first child. After 5
surgeries to fix the damage I have no option but to
opt for a C-section.

Requested, n=3

Previous 3B tear and episiotomy, difficult and long
recovery with ongoing symptoms including
prolapse and incontinence.
Previous birth I had 36hr delivery, lost 2L blood
and big stitch. And I have urine leaking problem.
Low lying placenta and natural birth has higher
risks involved.

Recommended, n=7
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Maternal request
because of
childbirth fear,
mental health
reasons or mode of
birth preference

Requested, n=7

Anxiety and depression issues.
I do not want to experience the natural birth
again.

(n=7, 5%)
Suspected
macrosomia (n=5,
3%)
Twin pregnancy
(n=5, 3%)

Recommended, n= 3
Requested, n=2
Recommended, n=4

Requested, n=1
Previous
gynaecological
surgery (n=5, 3%)

Low Lying placenta combined with other high risk
factors.
Traumatized by my first vaginal birth.

Recommended, n=5

Wanted to pursue a vaginal birth but was not
going into labour naturally and didn’t want a
chemical induction.
Because the baby is too big.
The risk of complications with giving birth
naturally due to baby being large.
Safer option given the discrepancy in size between
twin A and twin B.
The doctor recommended for having a caesarean
as both twins are sitting the wrong way and their
bottom is down.
Having twins - less stressful option for both myself
and babies.
Had a large 14cm uterine fibroid removed in
November 2014.
Previous myomectomy in 2017.
Previous uterine surgery for fetal surgery for spina
bifida with a classical incision on the uterus.
I had fibroid surgery before (full thickness).
Fistulotomy surgery late last year (2018) high risk
of a 4th degree tear if I have a natural vaginal
delivery.

Abnormal fetal lie
(n=3, 2%)

Recommended, n=2

Fetal growth
restriction (n=2, 1%)

Recommended, n= 1

Maternal request previous vaginal
birth complications
(n=2, 1%)

Requested, n=1

Requested, n = 1
Requested, n=2

Transverse / unstable lie 2nd baby (first was
emergency caesarean).
My choice as movements decreased - was to be
induced but baby moved out of place and C-section
suggested.
Small baby- stillbirth risks and slight decreases in
movements.
“Less risks as I have fibroids and a small baby”
Because of previous lack of oxygen at birth with
my second daughter.
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The process of natural birth with the first baby had
complications and I want to avoid that from
happening again.
Oligohydramnios
(n=2, 1%)

Recommended = 2

Low fluid around the baby.

Active genital
herpes (n=1)
Cholestasis (n=1)

Recommended, n=1

HSV [genital herpes simplex virus] Positive.

Recommended, n=1

Amniotic band (n=1)

Recommended, n=1

Unclear (n=9)

Recommended = 5

Due to having cholestasis it's safer to have a
caesarean at 37weeks.
Amniotic band issue, to avoid labour disrupting the
band and causing a haemorrhage.
No comments

Requested =4
No comments
*some women noted multiple indications/important secondary reasons for CS.
Table 2: Mode of birth preferences and experiences of decision-making
Preference
Supporting quotes
Reason for not wanting a CS
To experience
Because it was the first time of being a mum, so I wanted to experience
spontaneous onset of
the natural unassisted childbirth (suspected macrosomia).
labour
Perceptions of VB as
I understand this is the healthiest way for Mum and baby (previous CS).
‘better’ or safer
Perceptions of VB as
Vaginal birth is much shorter in terms of recovery time (maternal
associated with a
request).
shorter recovery
To avoid surgery and
I wanted to avoid surgery and scarring (placenta praevia).
scarring
Perceptions of
I felt like having a vaginal delivery was "what was meant to happen"
spontaneous onset of
(breech).
labour was perceived
as more natural
Reasons for wanting a CS
To avoid another
Because of my previous experience, I feel the emergency CS was not good
emergency CS
and I had complication, I could not have first cuddle with baby (previous
CS).
I wanted a natural birth first time and ended up with an emergency CS
and have been traumatised, so a planned CS is better for me this time
(previous CS).
Due to the trauma experienced in my first birth I decided to go with a Csection which I believe is the best for my baby and me (previous CS).
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Difficult first labour resulting in emergency c section (previous CS).
Due to my experience last time when I had my daughter - had labour,
suction, forceps, then she was distressed so had emergency C-section and
then I had an infection and required re-admission to hospital and further
surgery. So I just felt that I could do with having a more controlled
environment this time around. (previous CS).
I did not want to have the same/similar experience as my first birth, and
given my daughter was born by emergency caesarean, I felt comfortable
with a planned one this time (previous CS).
I went through a long labour induction because of the pre-eclampsia
ended to have a C-section and don't want to repeat the experience
(previous CS).

Good experience with
previous CS and happy
to have repeat CS
Easier logistically and
being able to plan
ahead

Previous emergency caesarean section after 15 hours of labour. I do not
want to go through such a traumatic experience again (previous CS).
Good experience in first birth (Previous CS).
Previous good experience with previous CS (Previous CS).
I have had extreme anxiety due to family issues that I needed to have a
scheduled date due to having no one to look after my 2 year old child
while I'm having my baby's (previous CS).
Previous good experience with planned birth, self-employed so easier to
plan work and baby (previous CS).
It’s much less stressful especially when you have a toddler at home
(previous CS).
I have to schedule my daughter to day care and make arrangement for
my husband to look after me. I have no other family member here in
Australia. (previous CS).

Perceptions of
recovery as easier
Previous birth trauma

Due to my husband's business, our preference is to have caesarean
section at a planned time (placenta praevia).
It is so much easier to have a planned elective c section in every aspect
especially the recovery and being able to bounce back (previous CS).
Because I've been left traumatised after 1st birth and left really bad for
many years, couldn't imagine to go through that again (breech
presentation).
I was (and am) very pro-natural birth if possible, but this is my 3rd baby
and I've experienced natural birth and caesarean to know what the effect
of each was on my body. I know for me the long term recovery risks from
natural birth were too great after my first experience, but I am glad I
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experienced it once as a right (sic) of passage into motherhood. (Despite
the trauma!) (previous vaginal birth trauma).

Fear of vaginal birth /
mental health reasons

I have suffered since the birth of my daughter, physically. I understand
all the 'taboos' around C-section but birth trauma is rarely discussed and
it should be. Treatment for post birth trauma is also poorly funded!
(previous vaginal birth trauma).
Because I was scared of having natural birth (twin pregnancy).
I believe I am hospital phobic and birth phobic, quite likely due to a
violent assault by a serial rapist in my neighbourhood when I was a
teenager. The idea of spending time in a hospital at all, never mind doing
something as intimate as labour, with strangers touching me, making
decisions about my body for me, while I am in pain & feeling out of
control, is inconceivable to me. And no, I have no desire to 'face my
fears', I don't believe that's how PTSD works. I struggled with internal
ultrasounds & felt pressured to have one and often cried at home
afterwards. I actually feel empowered by taking control of this and
arranging a C-section. Childbirth would cause me significant
psychological injury (breech presentation).
Nothing about natural birth seemed pleasant. It scared me and seemed
to be nothing but painful and cause after effects that would last for the
rest of my life. It was not something I had any interest in or an experience
I wanted to suffer through (maternal request including mental health).
Because I do not want a normal birth (previous CS).

Don’t want a vaginal
birth
Experiences of decision-making: Positive
Felt involved in the
decision making
process

Everyone was very helpful and provided me with information as I
requested (previous CS).
The baby doctor was informative but not pressuring while discussing
everything the way she did. I learnt more this time than when I had my
son (previous CS).
I was given information and then left to make an informed decision with
my husband (breech presentation).
I was given all relevant information but given liberty to make my decision
(previous CS).
I have been really lucky to have a doctor I trust and listens to me. With
my other pregnancies I felt all the decisions were made for me … This
time I feel included in the decision making process a lot more which
makes me more comfortable and happy (previous CS).
The staff were fabulously supportive of my decision to go with a
caesarean after birth trauma from my first baby. I felt informed and
trusted to make the decision right for my body with a strong
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understanding of the seriousness and risks of the procedure (previous VB
trauma).
Health professional took time to answer my many questions, were
patient and non- judgemental. They took all the info very seriously which is good (fetal growth restriction).
Experiences of decision-making: Negative
Not given written
The Drs seem to have made the decision that it would be safer without
information about
really asking my opinion. Don't feel that I was able to decide for myself
their options
(single previous CS).
I was not given any written information (breech presentation).
I would have liked more information including print outs. I felt there is a
lot of information available for natural vaginal delivery but not enough
for C-section births (previous VB trauma).

Table 3: Comparison between CS as requested or recommended of Likert scale responses**
All
Requested
Recommended P-value

Birth beliefs and values
For a woman, having a vaginal birth is a
more empowering experience than giving
birth by caesarean section
Women who give birth to their baby by
caesarean section miss an important life
experience
I believe that my doctor or midwife know
what is best for me
I believe that I should be supported to
make decisions about my own birth
Experiences of decision-making
I was told about the benefits and risks of
a caesarean section
The alternatives to caesarean section
(including the risks and benefits) were
discussed with me
I feel confident that I understand the
information I was provided
I was given as much time as I needed to
ask questions about the information I was
provided
I was given time to discuss the
information provided to me with my
partner or person close to me if I chose to

Median
(IQR)

Median (IQR)
N=66

Median (IQR)
N=82

Mann
Whitney

3 (2.4)

2 (2,3)

3 (2,4)

0.043

2 (1,3)

2 (1,3)

2 (1,3)

0.140

4 (4,5)

4 (4,5)

4 (4,5)

0.003*

4 (4,5)

5 (4,5)

4 (4,5)

0.11

5 (4,5)

5 (4,5)

5 (4,5)

0.27

4 (4,5)

5 (4,5)

4 (4,5)

0.047

5 (4,5)

5 (4,5)

4 (4,5)

0.40

5 (4,5)

5 (4,5)

5 (4,5)

0.74

5 (4,5)

5 (4,5)

5 (4,5)

0.95
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I trust the person who provided me with
5 (4,5)
5 (4,5)
5 (4,5)
information about caesarean section
I felt pressured to make a decision
1 (1,2)
1 (1,2)
2 (2,3)
I was given written information about my 4 (3,5)
4 (3,5)
4 (3,5)
options/choices
I felt I was given enough information to
4 (4,5)
4 (4,5)
4 (4,5)
make an informed decision about my
birth options
*Statistically significant at p < 0.01
** Likert scale statements rated on a 5-item scale from strongly disagree to strongly agree.

0.75
0.19
0.07
0.46

Figures
Figure 1a: Women’s birth beliefs
Figure 1b: Women’s experiences of decision-making
Figure 1c: Comparison between CS as requested or recommended of Likert scale responses
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