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Abstract 

Caesarean Section on maternal request is a planned surgery performed without medical indication, where the wish of 
the woman compensates for the lack of medical reasons. Preferences for caesarean section are often associated with 
some factors that may be cultural, economic, religious or social. Some women are said to suffer from tocophobia which 
is the fear of childbirth and may be a major psychological cause for caesarean section due to maternal request (CSMR). 
This study explored the popularity of maternally requested caesarean section amongst pregnant women in the 
Antenatal clinic of University of Medical Sciences Teaching Hospital, Akure. 

Method: It was a cross-sectional descriptive study. 

Results: Willingness to request for caesarean section if not indicated is found to be low with only about 10% indicating 
that they can do so. Rather, refusal to undergo caesarean section when medically indicated is found to be relatively high 
with 43 % of respondents indicating their unwillingness to have caesarean section even if indicated. Fear of adverse 
occurrence to mother or baby is the major reason for avoiding caesarean section  

Conclusion: Maternally requested caesarean section is not popular amongst pregnant women while aversion to 
indicated caesarean section is high in the study area. There is need for massive education and enlightenment on 
caesarean section in order to improve its acceptability.  
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1. Introduction

In western countries, caesarean section rates have increased rapidly over the last decade. The reason for this is multi 
factorial, but relates in part to a rise in medico-legal cases, alongside greater access to health care and the equipment 
and expertise needed [1]. Many women have morbid aversion towards caesarean section due to numerous non-
evidences based socio-cultural reasons but adequate health education and access to antenatal care services can help 
eliminate cultural beliefs and myths thereby curb the ugly trend [2]. 

Preferences for caesarean section may often be associated with some factors such as having a history of previous 
Caesarean Delivery (CD), fear of birth, maternal age, maternal education, socio-economic factors and so on. Having a 
history of delivery may affect the preference for caesarean in pregnant women [especially in those who have a previous 
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history of unpalatable experience of labour pains that was poorly managed or other difficulties with labour previously 
[3].  

 In the developed countries, Caesarean section has become well established with ease and safety. The ceasarean section 
rate worldwide is currently stated to be about 15% [4]. Indications such as cephalo-pelvic disproportion and fetal 
distress have been implicated in the rising rate of caesarean section in the tropics. Women’s requests for CS have to a 
great extent, contributed to the escalating rate. Caesarean Section on maternal request is planned surgery performed 
without medical indication, where the wish of the woman compensates for the lack of medical reasons. The concept of 
‘‘patient’s choice’’ is well accepted among obstetricians.  

Between 6-10% of women are said to suffer from tocophobia which is the fear of childbirth and is a major psychological 
cause for Caesarean Section due to Maternal Request (CSMR) [5]. Across Nigeria, 58,000 women die in childbirth every 
year, giving the country the world’s fourth-highest maternal mortality rate. Part of the problem is the country’s low 
caesarean rate: just 2.1% [8]. Meanwhile, there’s just 3 doctors for every 10,000 people in the country [6].  

1.1. Caesarean section rate 

In the global context where caesarean section rates are rising rapidly, Nigerian’s numbers stand out. Between 2000 and 
2015 caesarean section rates almost doubled across the world. In countries like the Dominican Republic, women now 
undergo the surgery in up to 50% of cases. In 2013, a survey in the country revealed general Caesarean section rate of 
56% and even up to 87% in their private hospitals [7]. In north America, it’s 32.6%, in the United Kingdom, 26.2%. In 
west Africa, an average of just 4.1% of births involve a caesarean section and Nigerian’s rates is half of that which is 
2.1% according to a secondary analysis of nationally represesntatative 2013 NHDS data [8]. In Ondo state, a 10-year 
review of data in 2016 revealed fluctuation of Caesarean Section rate between 5%-20% [9].  

These observations have led to the hypothesis that differences in obstetric practice and the health care system 
constitute the primary influence in national caesarean section rates [10]. 

There can be as much as 62.75% reduction in maternal mortality rate when low-income countries increase their 
caesarean section rate to WHO recommended levels. [11]. In Nigeria the obstacle to access is especially high in rural 
areas where roughly 58% of deliveries take place with unskilled birth attendance. In urban centres with more hospitals, 
costs and stigma are the primary barriers [12]. Stigma is driven by notions that vaginal birth is aligned with 
womanhood, whereas caesarean sections are not – a common idea even in countries like the UK. That is even fortified 
by religion in Nigeria: Christian women hear that giving birth vaginally like a “Hebrew woman” is a sign of strength and 
competency. This originates from a passage in the Bible, which tells the story of “vigorous” Hebrew women who stoically 
give birth unattended by midwives [13]. Nigeria is a deeply religious country, and everything is very spiritualised. That 
mythic ability to give birth vaginally- and unattended –has been upheld as a symbol of maternal virtue in Nigeria [14]. 
In other countries like the United Kingdom and the United states, the situation may not be as extreme. But women still 
face stigma for having Caesarean section [15]. Inability of women to take decisions for themselves independently also 
affects their choice and acceptance of caesarean section. Often, women have limited controls over their own births: one 
case study of a Nigerian hospital revealed that in 62.9% of cases, women believed men should be the ones to sign the 
consent form enabling them to undergo C-section [16]. thus placing the decision firmly in males hands. Whereas, 
Women should be the primary decision-makers at birth. The limited autonomy of women in developing countries is a 
major obstacle to improving their reproductive health [17].  

About 295,000 women die during and following pregnancy and childbirth in 2017 worldwide. The vast majority of cases 
(94%) occurred in low resource settings and most could have been prevented [18]. The global plans to correct this 
situation have not achieved much improvement. Some of the militating factors identified apart from direct obstetric 
causes as barriers to achieving this objective include poverty, illiteracy, access difficulties, culture and aversion to 
caesarean section. In Ondo State, a confidential enquiry into maternal deaths had estimated 253 deaths per 100,000 as 
published in 2019 [19].  

Caesarean section is an important aspect of modern obstetric care and a major tool in the reduction of maternal and 
perinatal morbidity and mortality. Thus, aversion to caesarean section constitute a very formidable obstacle to save 
motherhood [20]. However, some pregnant women voluntarily request for caesarean section even when there are no 
obvious indications for reasons that include previous history of unpalatable experience of labour pains that was poorly 
managed, previous perinatal deaths or other difficulties with labour previously. It is important to note that caesarean 
section, despite its numerous advantages, also has its own risks and side effects. 
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 It is expedient to investigate the trend of Maternally Requested Caesarean Delivery (MRCD) in an emerging Teaching 
hospital like the University of Medical Sciences Teaching Hospital (UNIMEDTH), Akure. 

1.2. Aversion for caesarean section 

The major reason given by women for refusing caesarean section was fear of death during surgery [21]. This fear is 
understandable, given the high rate of maternal deaths associated with caesarean section in sub-Saharan Africa [22]. 
The paradox is that a significantly higher number of women died in the group that rejected elective caesarian section 
than in the group that accepted it. 

Caesarian section (C/S) is still being perceived as an abnormal means of delivery by many antenatal women in Nigeria. 
Notwithstanding the undeniable role of caesarian section in successful childbirth and the safety of the procedure in 
modern times, Nigerian women have developed aversion to caesarian section for various cultural reasons. Women with 
Previous caesarian delivery reportedly have poor self-esteem and caesarian section are sometimes refused in 
emergency situations [23]. 

 Adeleye (1981) noted that majority of the procedure (35.1%) were repeat caesarean section, 25.1% were for prolonged 
labour and 30.8% were primary caesarean section. 

The studies that reported the lowest CS preference rate came from Nigeria. The reasons given from these were the 
complications that followed the procedure and the discriminatory attitudes of others towards them. This finding has 
confirmed the suspicion that some inappropriate motherhood choices that Nigerian mothers make emanate from 
superstition and misconceived cultural and religious beliefs.  

1.3. Caesarean section on maternal request (CSMR) 

It has been reported that high education attainment, use of reproductive technology, previous operative deliveries and 
miscarriages within the obstetric history could be positively correlated with the choice of CSMR in a statistically 
significant way [24]. Improvements in surgical techniques and improvements in safety have led mothers to think of 
caesarian delivery as a viable alternative to vaginal delivery even in the absence of any maternal or fetal indication [25]. 

Therefore, despite reported high aversion for Caesarean Section in this region, there are still incidences of maternal 
demands for Caesarean Section. In developed countries, while fear of birth, increasing maternal age at marriage and 
first pregnancy, fear of pelvic floor damage, and genital prolapse in later years are implicated reasons, in developing 
countries, the view that caesarian section is the surest way to a live birth is believed to be a critical factor underlying 
their choice [26].  

This perspective, however overlooks the fact that a Caesarean Section is a surgical procedure with numerous potential 
complications for both mother and child. Pregnant women requesting Caesarean Section in the absence of obstetric 
indications has become a highly debated issue in academic as well as popular literature [27].  

The decision whether to accept or refuse a request for Maternally Demanded Caesarean Section (MDCS) presents a 
moral and ethical dilemma for the obstetrician in choosing between the patient’s right to an autonomous decision and 
the care giver’s right to operate in accordance with accepted medical practice [28]. 

It is argued that vaginal delivery, which is considered the preferred alternative by the ethics of medical practice, is not 
without risks. So far, there are no randomized controlled trials as yet showing superiority of planned vaginal delivery 
over planned caesarean section to inform an evidence-based choice [29]. 

The first study on MDCS published from Nigeria and West Africa was conducted amongst southeastern Nigerian women 
requesting MDCS between 2003 and 2006. In that study, 4.4% of all CS deliveries were due to maternal request. The 
majority of the women had tertiary education, and common reasons for their request were previous infertility and 
advanced maternal age. None of them had any regrets about their choice of MDCS. In a follow-up study to determine 
women’s opinions on MDCS, prolonged infertility, repeated pregnancy losses, and advanced maternal age at first 
pregnancy were common reasons for the choice [30].  
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2. Material and methods 

2.1. Study site 

The study was carried out at the University of Medical Sciences Teaching Hospital Complex, Akure.  

2.2. Study design 

This study was a descriptive cross-sectional study. This single-center, cross sectional study recruited pregnant women 
attending ANC. Following approval of the study protocol by the Hospital research and ethics committee, all women 
fulfilling the recruitment criteria received informative discussion about the nature of the study. Those that agree to 
enter the study signed a written informed consent. 

2.3.  Study population 

The study population consisted of multiparous pregnant women attending the ANC of the University of Medical Sciences 
Teaching Hospital Complex, Akure. The Teaching hospital is a tertiary health facility with an Obstetrics and Gynaecology 
department dedicated to the care of pregnant women amongst other things. It is situated around the city center and has 
about 1500 deliveries every year.  

3.  Exclusion and inclusion criteria 

3.1. Exclusion criteria 

The exclusion criteria include, objection to participate in the study.   

3.2. Inclusion criteria 

Any pregnant woman who has delivered before and attending the antenatal clinic during the period of the study. 

3.3.  Information and consent taking 

All eligible women were informed about the study using the patient information sheet and were appropriately 
counselled. Patients who could not read or write English had their questionnaires interpreted to them. Informed written 
consent were obtained. All eligible women who gave written consent were recruited for this study  

3.4. Sample size  

The Study is a descriptive study. A total of 252 pregnant women who have had at least 1 previous delivery were 
randomly selected by choosing alternate patients as they arrived and over a period of 3 months. 

3.5. Data collection: Instrument 

A simple structured questionnaire was used as instrument for collecting data. It was written in plain English language 
and provision for interpretation made for those that cannot understand or read English. 

3.6. Data presentation and management 

Data was processed by feeding the information into SPSS and then analysed using the SPSS version 20. Proportions 
were calculated using percentages. 

4. Results  

Majority of respondents 142 (56.3%) were in the age group 30-39years. Only 18 (7.1%) were teenagers. Table 1. Only 
6(2.4%) of the respondents were single, all the others 246 (97.4%) were married. Over ninety percent (92.1%) were of 
the Yoruba ethnicity, 14 (5.6%) of the respondents were Igbo while 2 (0.8%) were Hausa. Table 1. Majority of the 
respondents 228 (90.5%) were Christians and 20 (7.9%) were Muslims, Table 1. One hundred and sixty-six 
respondents, (65.9%) were graduates, 24 (9.5%) had other post-secondary education. Only 2 (0.8%) of the respondents 
had no any formal education. Table 1. Half of the respondents were into business for daily living while 26 (10.3%) were 
full housewives. Table 1. Analysis of the social class status of the respondents revealed 98 (38.9%) were in social class 
3, 84 (33.3%) were in social class 2, 34 (13.5%) in social class 1 and only 6 (2.4%) in social class 5. Table 1.  



International Journal of Science and Research Archive, 2021, 03(01), 019–030 

23 

Table 1 Socio-demographic biodata 

Variable Frequency Percentage (%) 

Age group (Years)  

<20 18 7.1 

20-29 72 28.6 

30-39 142 56.3 

40-49 20 7.9 

Total 252 100.0 

Marital Status  

Single 6 2.4 

Married 246 97.4 

Total 252 100.0 

Ethnicity 

Yoruba 232 92.1 

Igbo 14 5.6 

Hausa 2 0.8 

Others 4 1.6 

Total 252 100.0 

Religion  

Islam 20 7.9 

Christianity 228 90.5 

Others 4 1.6 

Total 252 100.0 

Education 

Primary 16 6.3 

Secondary 44 17.5 

Post-Secondary 24 9.5 

Graduate 166 65.9 

No formal Education 2 0.8 

Total 252 100.0 

Occupation 

Full House wife 26 10.3 

Artisan 36 14.3 

Business 126 50.0 

Civil Servants 60 23.0 

Students 4 1.6 

Total 252 100.0 

Social Class 

Class 1 34 13.5 

Class 2 84 33.3 

Class 3 98 38.9 

Class 4 30 11.9 

Class 5 6 2.4 

Total 252 100.0 
Values given are absolute number of respondents and their corresponding percentages 

About a half of the respondents 128 (50.8%) were at gestational age of 17-32weeks and 76 (30.2%) were at gestational 
age of 30-40weeks. Table 2. Majority of the respondents 154 (61.1%) had their last delivery at 37-40weeks, Table 2. 
The last delivery of respondents produced live healthy babies in 224 (88.9%) of them, 22 (8.7%) had dead babies and 
6 (2.4%) had babies that suffered injuries needing admission. Table 2. One-hundred and fourteen (45.2%) of the 
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respondents desire to have 3 children to complete their family size while 92 (36.5%) needed 4 children. Only 18 (7.2%) 
desire more than 4 children. Table 2. 

Table 2 Obstetrics information of respondents 

Variable Frequency Percentage (%) 

Gestational Age (Weeks) 

<8 4 1.6 

8-16 44 17.5 

17-32 128 50.8 

33-40 76 30.2 

Total 252 

 

100.0 

Gestational Age of Last Delivery (Weeks)  

<34 16 6.3 

34-36 30 11.9 

37-40 154 61.1 

>40 52 20.6 

Total 252 100.0 

Last Delivery outcome 

Baby Survived 224 88.9 

Baby died 22 8.7 

Baby Suffered injury/admitted 6 2.4 

Total 252 100.0 

Number of children desired 

2 24 9.5 

3 114 45.2 

4 92 36.5 

5 12 4.8 

6 6 2.4 

Unsure 4 1.6 

Total 252 100.0 

Values given are absolute number of respondents and corresponding percentages 

Only 66 (26.2%) of respondents have had caesarean section before. Table 3. The indications for the previous caesarean 
section include prolonged labour 17 (25.8%), obstructed labour 10 (15.2%), fetal distress 10 (15.2%), fetal macrosomia 
10 (15.2%). Table 3. In 40 (60.6%), the patients themselves signed the consent for their surgeries while it was the 
husband that signed consent in 24 (36.4%), only 2 (3.0%) had consent signed by their other relatives. Table 3.  

Only 18 (7.1%) of the respondents believe caesarean section is not safe while majority, 170 (67.5%) believe that 
caesarean section is safe. Table 4. Fifty-four (21.4%) were of the opinion that caesarean section done can have effect on 
next delivery process, 120 (47.6%) don’t believe so and 78 (31.0%) were unsure. Table 4. Majority of the respondents 
208 (82.5%) said children delivered by caesarean section are normal babies while 12 (4.8%) said they are not normal 
babies. Table 4.  

When asked if they will accept to have caesarean section if indicated in next delivery, 113 (53.2%) respondents will 
accept while 110(43.7%) will not accept. Table 5. Reasons for not accepting caesarean section in next delivery even if 
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indicated include fear of death from procedure (23.0%), cost of procedure (14.3%), fear of discrimination (6.3%), fear 
of husbands’ rejection (3.2%).  

Table 3 Respondents with previous caesarean section 

Variable Frequency Percentage 

(%) 

Previous Caesarean Section 

Yes 66 26.2 

No 186 73.8 

Total 252 100.0 

Indication for last caesarean section 

Prolonged labour 17 25.8 

Obstructed Labour 10 15.2 

Hypertensive disorder 3 4.5 

Other Medical Conditions 4 6.1 

Fetal distress 10 15.2 

Fetal Macrosomia 10 15.2 

Small Pelvis 4 6.1 

2 Previous CS 2 3.0 

Breech Presentation 2 3.0 

Multiple babies 2 3.0 

Ectopic pregnancy 2 3.0 

Total 66 100.0 

First to Consent at Last CS 

Myself 40 60.46 

My husband 24 36.4 

Relatives 2 3.0 

Total 66 100.0 
Values given are absolute number of respondents with the corresponding percentages of total respondents for the parameter 

Table 4 Respondents view of caesarean section (cs) 

Question/Response Frequency Percentage 

(%) 

Is caesarean section safe 

Yes 170 67.5 

No 18 7.1 

Unsure 64 25.4 

Total 252 100.0 

Can CS have effect on subsequent delivery 

Yes  54 21.4 

No  120 47.6 

Unsure  78 31.0 

Total  252 100.0 

Are CS children’s normal babies 

Yes 208 82.5 

No 12 4.8 

Unsure 32 12.7 

Total 252 100.0 
Values given are absolute number of respondents with the corresponding percentages 
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Table 5. Majority of the respondents 222 (88.1%) said they will not request for caesarean section on their own while 26 
(10.3%) said they can request for caesarean section to deliver their babies. Table 5. Reasons respondents gave for their 
willingness to request for caesarean section for delivery of their babies even if not indicated include believe that 
caesarean section guarantees babies safety more in 7 (26.9%) of those willing to request, to avoid the type of pain 
experienced at last labour in 14 (53.8%) of those willing to request, desire to keep genital tract intact in 4 (15.4%) of 
those willing to request and to avoid the fetal death suffered at last labour in 1 (3.9%) of those willing to request. Table 
5. Seventy-six respondents (30.2%) of the respondents said they habour fear of unpleasant happening of labour while 
176 (69.8%) said they don’t have any fear of unpleasant happenings of labour. Table 5. More than half 140 (55.6%) of 
the respondents believe that they have to wait for their husbands to sign consent in case they need caesarean section 
while 110 (43.7%) don’t believe that they have to wait for their husbands to sign consent.  

Table 5 Factors determining maternal request for caesarean section 

Variable Frequency Percentage 

Will you accept indicated CS  

Yes 134 53.2 

No 110 43.7 

Unsure 8 3.2 

Total 252 100.0 

Why not want Cs next delivery 

Fear of death 58 23.0 

Cost 36 14.3 

Fear of discrimination 16 6.3 

Fear of husband’s rejection 8 3.2 

Total 134 100.0 

Will you request for CS next delivery if not indicated 

Yes 26 10.3 

No 222 88.1 

Unsure 4 1.6 

Total 252 100.0 

Why request for CS when not indicated 

For baby safety 7 26.9 

For the pain of last delivery 14 53.8 

To keep genital tract intact 4 15.4 

Because baby was lost at last 

delivery 

1 3.9 

Total 26 100 

Do you have fear of unpleasant happening in labour 

Yes 76 30.2 

No 176 69.8 
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Total 252 100.0 

Will you wait till your husband comes to sign consent if you do CS 

Yes 140 55.6 

No 110 43.7 

Unsure 2 0.8 

Total 252 100.0 

5. Discussion 

Majority of respondents 142 (56.3%) were in the age group 30-39years, only 18 (7.1%) were teenagers. Majority of the 
respondents, 90.5% were Christians probably because the study was done in the south west of Nigeria that are 
predominantly Christians. Previous publications have earlier revealed large followership of Christianity in the south of 
Nigeria [31]. Social class Tahmina Begum et al had earlier opined that probability of C-section delivery increased with 
improved socioeconomic status [32]. Majority of the respondents had their last delivery at 37-40week, 18.2% had 
preterm delivery. This is similar to 5-25% quoted percentagies of preterm births in other studies from Nigeria and 
America. [33,34,35].  

Prolonged labour was the commonest indication 17 (25.8%), for the previous caesarean sections that respondents with 
previous caesarean sections have had. While the most common indication for caesarean section generally is previous 
caesarean section,[36]. prolonged labour due to labour dystocia can be a prominent indication when primary caesarean 
section is frequent [37].  

In the majority (60.6%) of those that had Caesarean section, the patients themselves were the ones that signed consent 
for surgery and husbands signed in 34.6%. this is similar to an earlier finding by Ogunbode that 64.0% of patients sign 
consent for caesarean section themselves while 28.3%are signed by husbands. [38].  

In the majority (60.6%) of those that had caesarean section, the patients themselves signed the consent for surgery and 
husbands signed in 34.6%. this is similar to the findings by Ogunbode in another south west Nigerian study that and 
64.0% of consents for caesarean section are signed by the patients themselves 28.3% are signed by husbands [38]. 
Another survey of pregnant women in south east Nigeria revealed that majority of the women will accept to have 
caesarean section only if their husbands allow. [39]. This study showed that there are still some women (4.8%) that 
belief children delivered by caesarean section are not normal babies. This may be due to various myths associated with 
caesarean section and the high premium placed on natural vaginal delivery especially in this part of the world. 39 
However there are now new approaches to doing caesarean section called ‘gentle caesarean section’ where scenario 
similar to that of vaginal delivery room is replicated in the operation room including allowing husband or relatives to 
be present, placing baby on the chest of the mother immediately after delivery with the mother holding the baby and 
even initiating breastfeeding [40].  

More than 40% of respondents said they are not willing to have caesarean section next delivery even if indicated. This 
high percentage may be due to the fact that the question was asked at the ANC and not at the actual point of decision for 
cs where the indication is staring the patient in the face. Prominent among reasons given by respondents for refusing 
indicated caesarean section include fear of death from the procedure, cost of procedure, fear of discrimination and 
family rejection. An earlier study by Deshpande and Oxford had listed fear of death, fear of postoperative pain and harm 
to both mother and baby, concerns of operation cost and hospital fees as part of reasons a woman may refuse physician 
recommended caesarean section. [41]. some Arab cultures even perceive caesarean section as a form of mutilation [42]. 
Only a very small percentage of the respondents (10.3%) said that they can request for caesarean section in their next 
delivery even if not indicated citing reasons that include their belief that cs guarantees safety of baby, to avoid type of 
labour pains experienced in the past, to avoid recurrence of fetal loss suffered in the past and the desire to keep genital 
tract intact. About 30.2% of the respondents expressed fear about labour and events around it. In a study that examined 
childbirth-related fears among women of differing parity and found out that women indeed expressed fears about 
childbirth with 50% being fears about childs health, 40% being fears about pain and 12% fears about possible 
interventions [43]. 
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6. Conclusion 

Caesarean section on maternal request is not popular amongst pregnant women in the study population with majority 
of the respondents (88.1%) said they will not request for caesarean section on their own while up to 43.7% will not 
accept caesarean section even if indicated. This shows significant aversion to caesarean section. There is need for 
massive education and enlightenment on caesarean section in order to improve its acceptability.  
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