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Background: Non-medically indicated caesarean section (CS) is a growing contributor to rising CS rates globally and in Thailand,
influenced by maternal preference, socio-cultural factors and clinical decision-making. Understanding women’s perspectives is
essential to guide counselling strategies and inform policy targeted at reducing unnecessary CS.

Objective: To explore pregnant women’s attitudes, perceptions and determinants of preference for non-medically indicated CS and
identify factors associated with CS preference.

Methods: This prospective, descriptive, three-phase mixed-methods study was conducted from May 1 to July 30, 2024. The study
was conducted at an antenatal clinic. The study comprised three phases: in-depth interviews with 40 pregnant women, questionnaire
development and validation, and a survey of 400 participants. Descriptive statistics summarised had demographic data, while
univariable chi-squared tests and multivariable logistic regression analysed factors associated with non-medically indicated CSs.
Odds ratios and 95% confidence intervals (CIs) were reported, with statistical significance set at P <0.05. The main outcomes and
measures were the attitudes, perceptions, policy, implementation science, counselling frameworks, and clinician—patient power
dynamics of pregnant women towards non-medically indicated caesarean sections.

Results: Among the 400 women surveyed, 75% preferred vaginal delivery as a more natural and less risky option. However, 60%
60% reported they would still agree to a CS if recommended by a doctor, indicating high reliance on physician guidance even
in situations without clear medical indication. Key factors affecting delivery preferences included prior caesarean delivery (adjusted
odds ratio 2.5, 95% CI 1.5-4.0) and maternal age over 35 years (adjusted odds ratio 1.8, 95% CI 1.1-2.9). Comprehensive counselling
was deemed essential by 80% of participants, who reported greater confidence in choosing vaginal delivery after thorough discussions
of risks and benefits. Auspicious timing influenced 39.5%, while 37.3% were swayed by pain perception. Higher education levels,
assisted conception methods and concerns about safety, such as blood loss, also shaped CS preferences.

Conclusion: Pregnant women in Thailand generally prefer vaginal birth but are highly influenced by physician recommendations.
Strengthening counselling, addressing misconceptions and incorporating shared decision-making into routine antenatal care may
reduce non-indicated CS demand. Findings support future development of counselling frameworks and policy interventions to promote
safe, evidence-based delivery choices.

Thai Clinical Trials Registry Reference: TCTR 20230913007: Date of registration 13 September 2023.

Plain Language Summary: Non-medically indicated caesarean section (CS) rates continue to rise in Thailand, despite the procedure
carrying increased risk compared with vaginal birth when not clinically required. Understanding how women make decisions
regarding delivery methods is therefore an important public health priority.
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This mixed-methods study examined pregnant women’s attitudes, perceptions and factors influencing CS preference. Data were
collected in three phases, including qualitative interviews, questionnaire development and a survey of 400 participants. Although most
women initially preferred vaginal birth, many indicated they would consent to CS if advised by their doctor. Determining factors included
previous CS, advanced maternal age, medical comorbidities, labour pain concerns and cultural practices such as selecting an auspicious
birth date. Clear counselling from healthcare providers strengthened women’s confidence in choosing vaginal delivery. These findings
can inform counselling approaches and policy aimed at reducing unnecessary CS and promoting informed decision-making.

What is already known on this topic?

Non-medically indicated caesarean sections (CS) have been increasing globally, influenced by factors such as physician recommenda-
tions, maternal age, and safety concerns. However, little is known about the perspectives of pregnant women in Thailand regarding CS
and the cultural or socio-demographic factors shaping their preferences.

What this study adds?

This study reveals that Thai pregnant women’s preferences for CS are shaped by prior CS experience, advanced maternal age, and
assisted conception methods. Factors such as pain perception, cultural considerations like auspicious timing, and the influence of
comprehensive medical counselling significantly impact their decision-making.

How this study might affect research, practice or policy?

The findings emphasize the importance of tailored medical counselling to address misconceptions and provide balanced information,
potentially reducing unnecessary CS rates. Insights from this study could inform patient education strategies and support evidence-
based policymaking to promote safer delivery practices.

Keywords: attitudes, caesarean sections, decision-making, mixed-methods study, non-medically indicated, opinions, perceptions,
perspective, pregnant women

Introduction

The global rate of caesarean sections (CSs) has been steadily increasing worldwide. A 2018 report from The Lancet'
revealed a sharp rise in the global CS rate. It climbed from 12.1% in 2000 to 22.1% in 2015, with Latin America exhibiting
the highest rate at 44.3%. In China, the CS rate escalated to 39% in 2002,” while in Thailand, it surged from 7.06% in 1990
to 44.46% in 2010.>* Despite such increases, the rates of most maternal and neonatal complications did not decrease.””’
High CS rates in regions such as Latin America and Asia have been linked to increased preterm births, infant mortality and
higher maternal morbidity. In contrast, African countries with a stable CS rate of 8.8% report lower neonatal mortality.°

The World Health Organization initially recommended that the CS rate not exceed 15% to 20% per country.®
However, recent research suggests that a rate of approximately 19% is associated with improved maternal and neonatal
outcomes, indicating that 20% may be the optimal rate for CS.’ Childbirth is a natural process that most women can
undergo safely.'® In contrast, CS is a life-saving procedure that should be performed only when medically necessary,''
such as in cases of foetal malposition, an abnormal foetal heart rate, or maternal complications.

However, CSs carry inherent risks, especially in hospitals with inadequate equipment or inexperienced surgeons.
Complications include abnormal placental adhesion in future pregnancies, abdominal adhesions and newborn respiratory
issues. Moreover, infants born via CS may miss exposure to beneficial bacteria acquired during vaginal delivery, which
can affect their immune system and increase the risk of allergies.'> Conversely, CS can prevent maternal issues such as
diaphragmatic prolapse and urinary incontinence.'

Despite awareness of these risks, both obstetricians and pregnant women continue to opt for CS without medical
indications, thereby contributing to rising rates. In Thailand, several medical factors influence this trend, including the
sensitivity of foetal monitoring tools, fear of malpractice lawsuits, and scheduling convenience for obstetricians.
Additional factors are greater expertise in performing CS, the prolonged nature of natural childbirth, greater compensa-
tion for CS in private hospitals and the cultural practice of choosing CS timing based on astrological factors.

Although previous Thai studies have explored women’s delivery preferences, most were conducted more than 10 years
ago and may not reflect current clinical practice, cultural attitudes, or the rapidly increasing CS rate in Thailand. Updated
evidence is needed to understand contemporary factors influencing decision-making, particularly in the context of evolving
maternal expectations, accessibility of information, and ongoing national efforts to reduce non-indicated CS. However,
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there remains limited research integrating qualitative perspectives with large-scale quantitative data to identify determi-
nants of CS preference in Thailand. This study addresses this gap by applying a three-phase mixed-methods approach to
examine attitudes, perceptions and factors influencing non-medically indicated CS decisions among pregnant women.
This research aimed to examine the attitudes, perceptions and opinions of pregnant women regarding non-medically indicated
CSs. The findings will guide the development of an intervention model to address and manage the rising CS rate in Thailand.

Methods

Study Approval and Registration
This study was approved by the Siriraj Ethics Committee of the Faculty of Medicine Siriraj Hospital (approval number
Si-802/2023) and was registered with the Thai Clinical Trials Registry (TCTR20230913007).

Study Design and Objective

We conducted a prospective descriptive implementation study to explore the attitudes, perceptions and opinions of
pregnant women towards non-medically indicated CSs. This survey-based research aimed to inform the development of
an intervention model to address and manage rising CS rates.

Patient and Public Involvement

Patients and the public were not involved in the design, conduct, reporting, or dissemination plans of this study. The
study focused on collecting data through structured interviews and surveys with pregnant women as participants. While
direct involvement of patients or the public was not included, the research aims to address maternal health concerns and
inform clinical and public health practices to better meet their needs. Future research may incorporate patient and public
involvement to refine study designs and enhance relevance to target populations.

Sample Size Calculation

To ensure sufficient statistical power and reliable data, we calculated the required sample size on the basis of an anticipated
proportion of 50% (P =0.5). The calculation assumed a 95% confidence level (type I error of 0.05, two-sided) and
a maximum allowable estimation error of 5%. This calculation revealed that at least 385 pregnant women were needed
for the study. We therefore planned to recruit 400 participants to account for potential non-response or incomplete data.

Study Phases

The research comprised three phases.

Phase I: In-Depth Interviews
Between May 1 and May 30, 2024, during the first phase, we conducted in-depth interviews to gather comprehensive information
in four areas: general participant information, and attitudes, perceptions and opinions regarding non-medically indicated CSs. We
recruited approximately 10% of the total required sample, resulting in 40 pregnant women participating in this phase.
Interested participants were invited to a private counselling room at antenatal clinic, where the research project was
thoroughly explained. They were given time to ask questions and decide on their participation. The women’s involve-
ment in the study was voluntary, and they could decline to take part or could withdraw at any time. Those who agreed to
participate signed informed consent forms before the interviews commenced.
The semi-structured interview guide was organised into the following domains:

. Sociodemographic and obstetric background;

. Previous pregnancy and childbirth experiences;

. Attitudes towards vaginal birth and CS;

. Perceptions of risks and benefits of non-medically indicated CS;

. Cultural and social influences (eg family opinions, auspicious birth date, social norms); and

AN L AW N~

. Decision-making processes and expectations of counselling from healthcare professionals.
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Basic demographic and clinical data were recorded using a short structured form. All interviews were conducted in Thai,
audio-recorded with participant consent and lasted approximately 30—45 minutes. Recordings were transcribed verbatim
and anonymised prior to analysis.

Qualitative data were analysed using thematic analysis. Two researchers first familiarised themselves with the
transcripts and independently coded an initial subset of interviews to identify meaningful units related to the research
questions. Codes were compared and discussed to develop a shared codebook, and discrepancies were resolved through
discussion to enhance reliability. The remaining transcripts were coded using this codebook, and codes were iteratively
grouped into broader themes through constant comparison. Themes from Phase I informed the development of the
structured questionnaire used in Phases II and III.

Phase ll: Questionnaire Development and Validation
Between 1 June and 30 June 2024, findings from Phase I and relevant literature were used to develop a structured

questionnaire. The draft instrument comprised four main sections:

1. Demographic and clinical characteristics;

2. Attitudes towards non-medically indicated CSs;

3. Opinions and preferences regarding mode of delivery; and
4. Perceptions of risks and complications associated with CS.

The draft questionnaire underwent expert review by a multidisciplinary panel including obstetricians, an epidemiologist
and a social scientist to assess face and content validity, particularly item clarity, relevance and comprehensiveness. Their
feedback was used to refine item wording and response options.

The revised questionnaire was then pilot-tested in a convenience sample of pregnant women attending the antenatal
clinic to evaluate comprehensibility, length and layout. Minor modifications were made to improve clarity and flow.
Internal consistency of the main attitude and perception scales was assessed using Cronbach’s alpha, which indicated
acceptable reliability for all key subscales.

Phase Ill: Survey Administration
In the final phase, from July 1 to July 30, the validated questionnaire was administered to 400 pregnant women attending
the antenatal clinic.

Eligible participants were pregnant women aged 18 years or older who could read and understand Thai and were
receiving antenatal care at the study site. We excluded women with severe medical or psychiatric conditions that
precluded participation and those who were unable to complete the questionnaire in Thai. Questionnaires that were
substantially incomplete (eg with a high proportion of missing responses in key sections) were excluded from the
analysis.

The questionnaire was administered as a self-administered paper form in Thai and completed in the waiting area
before or after the antenatal visit. Trained research nurses were available to clarify any questions about the items but did
not influence participants’ responses. Completed forms were checked for completeness at the time of collection;
questionnaires with minor missing data were retained, and missing values were handled as described in the Statistical
analysis section.

This phase aimed to gather detailed quantitative information on participants’ attitudes, perceptions and opinions
regarding non-medically indicated CSs and to identify factors associated with preference for CS.

Part 4 of the questionnaire clearly stated that the scenario was hypothetical and specifically referred to non-medically
indicated CS, and item 1 (“If your doctor recommends a caesarean section, you will follow his/her advice”) was intended
to measure willingness to accept CS based on physician recommendation even when no clinical indication is present.

Reporting of this study follows the STROBE cohort reporting guideline, with checklist providedin Supplementary File 1.

Details of the complete questionnaire structure, including Parts I-V, are available in Supplementary File 2.
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Statistical Analysis

Demographic and clinical data were summarised using descriptive statistics. Categorical variables are presented as counts and
percentages, whereas continuous variables are reported as means and standard deviations. Attitudes, perceptions and opinions
towards non-medically indicated CSs are also presented as counts, percentages, means and standard deviations, as appropriate.

For the main outcome, we compared women who preferred natural delivery with those who preferred CS. We used
univariable chi-squared tests (or Fisher’s exact test when expected cell counts were small) to analyse factors associated
with preference for CS. Variables with a P-value <0.10 in the univariable analysis were then included in a multivariable
logistic regression model. The strength of associations is reported as odds ratios (ORs) with 95% confidence intervals
(CIs). A two-sided P-value <0.05 was considered statistically significant.

Before fitting the multivariable model, we assessed multicollinearity among independent variables using variance
inflation factors, which were all below commonly accepted thresholds, indicating no serious multicollinearity. The
number of events per variable satisfied recommended criteria for logistic regression. Model fit was evaluated using the
Hosmer—Lemeshow goodness-of-fit test and Nagelkerke R? to assess calibration and explanatory power. All the statistical
analyses were performed using IBM SPSS Statistics, version 29 (IBM Corp, Armonk, NY, USA).

Results

Participant Demographics

The 400 participants had a mean (< standard deviation [SD]) age of 32.1 years and a mean body mass index of 26.2 kg/m?. The
large majority were Buddhist (95.5%) and married (94.4%). Educational attainment was predominantly at the bachelor’s degree
level (51.7%), and the most common occupation was company employee (33.3%). Medical coverage through Thailand’s Social
Security Scheme was reported by 46.3% of the participants. Most pregnancies (94.2%) were conceived naturally, and 52.3% of
the participants were primiparous. Previous miscarriages were reported by 19.8% of the participants (Table 1).

Table | Demographic and Clinical Characteristics of the Study

Population
Variables n = 400
Age (meanxSD) 32.1 (5.3)
Body mass index 26.2 (4.8)
Religion
Religion 382 (95.5%)
Buddhist 10 (2.5%)
Muslim 6 (1.5%)
Christian 2 (0.5%)

Marital status

Married 378 (94.4%)
Divorce 3 (0.8%)
Other 19 (4.8%)
Education
Primary school 8 (2.0%)
Middle school 35 (8.8%)
High school 58 (14.5%)
Associate’s degree 44 (11.0%)
Bachelor’s degree 207 (51.7%)
Master’s/doctoral degree 48 (12.0%)
(Continued)
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Table 1 (Continued).

Variables n = 400
Occupation
Housewife 37 (9-3%)
Government employee 60 (15.0%)
State enterprise employee 20 (5.0%)
Labourer 56 (14.0%)
Business 55 (13.2%)
Company employee 133 (33.3%)
Others 39 (9.2%)
Income, baht/month
<10,000 42 (10.5%)
10,000-30,000 171 (42.8%)
30,001-50,000 108 (27.0%)
50,001-100,000 57 (14.2%)
>100 000 22 (5.5%)
Medical rights
Disbursement 69 (17.2%)
Social security 185 (46.3%)
Universal Health coverage 12 (3.0%)
No medical right (Foreigner) 122 (30.5%)
Other 12 (3.0%)
Method of pregnancy
Natural 377 (94.2%)
Assisted 23 (5.8%)
Underlying disease
No 318 (79.4%)
Diabetes 20 (5.0%)
Hypertension 13 (3.3%)
Heart disease 1 (0.3%)
Other 48 (12.0%)
Parity
Primipara 209 (52.3%)
Multipara 191 (47.7%)
History of miscarriage
No 321 (80.2%)
Yes 79 (19.8%)
Methods of delivery in multipara without miscarriage (n=155)
Natural 91 (58.7%)
Caesarean section 64 (41.3%)
Infertility
No 266 (66.4%)
Yes 59 (14.8%)
Unsure 75 (18.8%)
Patient characteristics
Private case 237 (59.3%)
Non-private case 163 (40.8%)
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Decision-Making Factors for CS

For 84.7% (n=339) of the participants, consulting a doctor was crucial in CS decision-making. Advanced maternal age
significantly influenced CS choices, with 79.9% (n=320) considering it important. Health conditions such as diabetes
and hypertension were influential for 76.5% (n=306) of the participants. Predictability in scheduling CSs was valued by
75% (n=300) of the participants for work and childcare planning.

In contrast, concerns over pelvic health (11.5%, n=46), differences in pain between delivery methods (34.5%,
n=138) and social media influence (44.3%, n=177) had lower impacts on decision-making. Family presence during
delivery influenced 59.2% (n=237) of the participants. Cost was a barrier for 50.7% (n=203), while cultural timing
preferences mattered for 39.5% (n=158; Table 2).

Table 2 Attitudes Towards Non-Medically Indicated Caesarean Sections

Caesarean Section Perspective Degree of Attitude Mean (SD)
Strongly Agree Unsure Disagree Strongly
Agree Disagree

Elective caesarean sections are often viewed as safe, feasible, and | 27 (6.7%) 192 (48.0%) 133 (33.3%) 43 (10.7%) 5 (1.3%) 3.48 (0.82)

a normalized option for birth.

Caesarean section without indication is possible and normal. 42 (10.5%) 197 (49.2%) 88 (22.0%) 66 (16.5%) 7 (1.8%) 3.50 (0.95)

Infertility plays significant role in the decision to choose 45 (11.2%) 142 (35.5%) 149 (37.3%) 61 (15.2%) 3 (0.8%) 3.41 (0.91)
a caesarean section.

Advanced maternal age plays significant roles in the decision to 117 (29.2%) 203 (50.7%) 61 (15.3%) 18 (4.5%) 1 (0.3%) 4.04 (0.80)
choose a caesarean section.

Underlying medical problems during pregnancy, such as diabetes 130 (32.5%) 176 (44.0%) 74 (18.5%) 17 (4.2%) 3 (0.8%) 4.03 (0.87)
or high blood pressure are indications for caesarean section.

Choosing a specific birth date, often for cultural or auspicious 33 (8.3%) 125 (31.2%) 104 (26.0%) 110 (27.5%) 28 (7.0%) 3.06 (1.09)
reasons, can make caesarean delivery planning more appealing for

families

Concerns about the potential impact of vaginal birth on pelvic 4 (1.0%) 46 (11.5%) 135 (33.8%) 173 (43.2%) 42 (10.5%) 2.49 (0.87)

health, including issues with urination, defecation contribute to the
choice of caesarean.

Concerns about the potential impact of vaginal birth on pelvic 2 (0.5%) 39 (9.7%) 133 (33.3%) 176 (44.0%) 50 (12.5%) 2.42 (0.85)
health, sexual health contribute to the choice of caesarean.

Caesarean sections are less painful than vaginal births. 29 (7.2%) 109 (27.3%) 157 (39.2%) 82 (20.5%) 23 (5.8%) 3.10 (1.00)
Caesarean sections may perceive babies born this way as healthier | 6 (1.5%) 35 (8.8%) 198 (49.5%) 119 (29.7%) 42 (10.5%) 2.61 (0.85)
and safer.

Caesarean sections offer a predictable schedule, allowing families 108 (27.0%) 192 (48.0%) 48 (12.0%) 44 (11.0%) 8 (2.0%) 3.87 (1.00)

to plan work leave and arrange childcare in advance.

Repeated internal examinations during labour can also drive the 16 (4.0%) 68 (17.0%) 165 (41.2%) 123 (30.8%) 28 (7.0%) 2.80 (0.94)
decision towards caesarean.

Social media plays a role in shaping perceptions and preferences 33 (8.3%) 144 (36.0%) 101 (25.2%) 106 (26.5%) 16 (4.0%) 3.18 (1.04)
around caesarean delivery.

Consulting a doctor is essential before choosing a caesarean, as it | 176 (44.0%) 163 (40.7%) 39 (9.7%) 21 (5.3%) 1 (0.3%) 4.23 (0.85)
is a medical procedure requiring professional advice.

Recovery from a caesarean is often seen as comparable to natural | |1 (2.8%) 35 (8.7%) 177 (44.3%) 142 (35.5%) 35 (8.7%) 2.61 (0.87)
birth.
Recovery from a caesarean allows for early breastfeeding in many | 17 (4.3%) 52 (13.0%) 217 (54.2%) 87 (21.7%) 27 (6.8%) 2.86 (0.88)
cases

(Continued)
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Table 2 (Continued).

Caesarean Section Perspective Degree of Attitude Mean (SD)
Strongly Agree Unsure Disagree Strongly
Agree Disagree
A doctor is an important person in deciding to undergo caesarean | 188 (47.0%) 158 (39.4%) 41 (10.3%) 12 (3.0%) 1 (0.3%) 4.30 (0.79)
section
The presence of a supportive spouse or companion in the delivery | 65 (16.2%) 91 (22.8%) 129 (32.2%) 94 (23.5%) 21 (5.3%) 3.21 (1.13)
room can influence some women toward choosing natural birth.
The cost of caesarean sections can be a barrier. 62 (15.5%) 141 (35.2%) 92 (23.0%) 92 (23.0%) 13 (3.3%) 3.37 (1.10)
Patients should change doctors or hospitals if a caesarean request | 14 (3.5%) 48 (12.0%) 107 (26.8%) 161 (40.2%) 70 (17.5%) 2.44 (1.02)
is refused.

Awareness and Preferences Regarding CS

Of the participants, 59.5% reported awareness of rising CS rates both globally and in Thailand. Prior to delivery, 69.2%
expressed a preference for vaginal delivery. When presented with a hypothetical doctor’s recommendation for CS, 77.0%
indicated that they would accept the procedure. Doctor recommendation was cited as the most influential factor in
delivery method decision-making (93.5%).

The participants who declined a CS (n=33) cited high costs (63.6%) and fear of surgical pain (45.5%) as primary
reasons. Awareness of CS complications was high: 84.8% recognised a slower recovery, and 44.3% acknowledged
greater risks of blood loss than with natural birth. Additionally, 52.5% rated the birth date as a “moderate” factor in
delivery timing decisions (Table 3 and Figure 1).

Table 3 Knowledge of Non-Medically Indicated Caesarean Sections

Topic of Knowledge n = 400

Did you know that the caesarean section rate in Thailand and around the world has increased dramatically?

Yes 238 (59.5%)
No 108 (27.0%)
Not sure 54 (13.5%)
Which birth method did you intend to use first?
Caesarean section 80 (20.0%)
Natural birth 277 (69.2%)
Not sure 43 (10.8%)
If your doctor recommends a caesarean section, what would you decide?
Do as your doctor recommends 308 (77.0%)
Not sure 59 (14.7%)
Decline 33 (8.3%)
Reason for declining caesarean section (n=33)
No indication for surgery 15 (45.5%)
Afraid of pain from the surgical wound 15 (45.5%)
High cost 21 (63.6%)
Afraid of harm to the child 8 (24.2%)
Afraid the child will not receive microorganisms from natural birth 13 (39.4%)
(Continued)
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Table 3 (Continued).

Topic of Knowledge n = 400

Influencers of decision to have a caesarean section

Doctor 374 (93.5%)
Husband 192 (48.0%)
Parents 114 (28.5%)
Close Friend 13 (3.3%)
Social Media 16 (4.0%)
Astrologer 10 (2.5%)
Oneself 59 (14.8%)
Other 2 (0.6%)
The person who has the most influence on the decision to have a caesarean section
Doctor 349 (87.3%)
Husband 19 (4.8%)
Parents 13 (3.3%)
Oneself 19 (4.8%)
How important do you think the birth date is?
Very great 18 (4.5%)
Great 47 (11.7%)
Moderate 210 (52.5%)
Little 49 (12.3%)
Not important 76 (19.0%)

How much do you know about complications from a caesarean section compared to a natural birth?

A caesarean section will cause slower recovery. 339 (84.8%)
A caesarean section will cause milk to come in later than usual. 168 (42.0%)
A caesarean section is more likely to lose blood than usual. 177 (44.3%)
A caesarean section can cause injury to the abdominal organs. 104 (26.0%)
A caesarean section can cause more adhesions in the abdominal cavity than usual. 124 (31.0%)
A caesarean section can cause the placenta to become deeper or more tightly attached than usual in subsequent pregnancies. 30 (7.5%)
A caesarean section can deprive the baby of good bacteria from the birth canal. 135 (33.8%)
A caesarean section can cause the baby to breathe faster than usual. 39 (9.8%)
Other (infertility, scarring) 2 (0.6%)

Opinions on Non-Medically Indicated CSs
The participants’ opinions on CSs without medical indications varied across several factors. Most respondents indicated that
they would follow a doctor’s recommendation for a CS (79.3%), and 93% expressed trust in their doctor’s guidance.
Scheduling benefits were influential, with 62.7% favouring CSs for planning; however, only 17.8% valued auspicious timing.
While the majority acknowledged higher costs associated with CSs (92.5%), opinions on affordability were mixed,
with 50.5% feeling comfortable with the expense. Safety perceptions varied: 54% were uncertain if a CS was safer than
a natural birth, whereas 28.5% chose a CS because of concerns over birth canal injury. Pain considerations influenced
37.3% of the participants to choose CS, although 31.3% considered natural birth with epidural anaesthesia.
Social media had minimal influence on decision-making (3.3%), but 32% noted that spousal presence during delivery
could encourage opting for a natural birth (Table 4 and Figure 2).

Perceptions of Risks and Complications
The participants expressed varying perspectives on CSs without medical indications, with notable awareness of
associated risks and complications. A significant majority (59.4%) acknowledged that CSs could involve more
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Mean (SD)
Elective cesarean sections are often viewed as safe, feasible, and a normalized option
for birth. 3.48(0.82)
Cesarean section without indication is possible and normal. 3.50 (0.95)
Infertility plays significant role in the decision to choose a cesarean section. 3.41 (0.91)
Advanced maternal age plays significant roles in the decision to choose a cesarean
section. 4.04 (0.80)
Underlying medical probl during preg y, such as diab or high blood
pressure are indications for cesarean section. 4.03 (0.87)
Choosing a specific birth date, often for cultural or auspicious reasons, can make
cesarean delivery planning more appealing for families 3.06 (1.09)
Concerns about the potential impact of vaginal birth on pelvic health, including
issues with urination, defecation contribute to the choice of cesarean. 2.49 (0.87)
Concerns about the potential impact of vaginal birth on pelvic health, sexual health |
contribute to the choice of cesarean. 1 2.42 (0.85)
Cesarean sections are less painful than vaginal births. 3.10 (1.00)
Cesarean sections may perceive babies born this way as healthier and safer. ' 2.61 (0.85)
Cesarean sections offer a predictable schedule, allowing families to plan work leave
and arrange childcare in advance. 3.87 (1.00)
Repeated internal examinations during labor can also drive the decision towards
cesarean. 2.80 (0.94)
Social media plays a role in shaping perceptions and preferences around cesarean
delivery. 3.18 (1.04)
Consulting a doctor is essential before choosing a cesarean, as it is a medical
procedure requiring professional advice. 4.23 (0.85)
Recovery from a cesarean is often seen as comparable to natural birth. 2.61 (0.87)
Recovery from a cesarean allows for early breastfeeding in many cases 2.86 (0.88)
A doctor is an important person in deciding to undergo cesarean section 430 (0.79)
The presence of a supportive spouse or companion in the delivery room can ) :
infl some women toward choosing natural birth. 3.21(1.13)
The cost of cesarean sections can be a barrier of cesarean section.
3.37 (1.10)
Patients should change doctors or hospitals if a cesarean request is refused. *# 1) 40.3
* ’ ! S TR,
0% 20% 40% 60% 80% 100%

m Strongly agree mAgree = Not sure Disagree = Strongly disagree

Figure | Attitudes towards non-medically indicated caesarean sections.

complications than a natural birth, reflected in a mean score of 3.68 (SD 0.73). Most respondents recognised that CSs
may deprive infants of beneficial bacteria acquired during vaginal delivery (49.3%, mean 3.61, SD 0.80) and lead to
greater blood loss (63.5%, mean 3.74, SD 0.68).

Table 4 Opinions on Non-Medically Indicated Caesarean Sections

Topic of Opinion Opinion

No Yes Unsure
If your doctor recommends a caesarean section, you will follow his/her advice. 16 (4.0%) 317 (79.3%) 67 (16.7%)
You trust and are confident in your doctor’s advice on birth methods. 3 (0.8%) 372 (93.0%) 25 (6.1%)
Having a caesarean section on an auspicious day is important to you. 229 (57.2%) 71 (17.8%) 100 (25.0%)
Caesarean section is safer than natural birth. 112 (28.0%) 72 (18.0%) 216 (54.0%)
You choose a caesarean section because you can schedule and plan your leave in advance. 97 (24.3%) 251 (62.7%) 52 (13.0%)
You choose a caesarean section because you do not want to have to be monitored by your doctor too often during | 253 (63.2%) 66 (16.5%) 81 (20.3%)
delivery.
You choose a caesarean section because you are concerned about the dangers or injury to your birth canal. 228 (57.0%) 114 (28.5%) 58 (14.5%)
You chose a caesarean section because of social media recommendations. 360 (90.0%) 13 (3.3%) 27 (6.7%)
You know that the cost of a caesarean section is higher than a normal birth. 16 (4.0%) 370 (92.5%) 14 (3.5%)

(Continued)
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Table 4 (Continued).

Topic of Opinion Opinion

No Yes Unsure
You have no problem with the cost of caesarean section. 128 (32.0%) 202 (50.5%) 70 (17.5%)
The pain during natural birth made you decide to have a caesarean section. 168 (42.0%) 149 (37.3%) 83 (20.7%)
Epidural block allows you to decide to have a natural birth instead of a caesarean section. 176 (44.0%) 125 (31.3%) 99 (24.7%)
Distance between home and hospital is an important factor in choosing a caesarean section. 238 (59.5%) 109 (27.2%) 53 (13.3%)
If your husband is present in the delivery room, you may decide to have a natural birth instead of a caesarean section. | 207 (51.7%) 128 (32.0%) 65 (16.3%)

With respect to non-medical factors, only 17.8% of the participants considered auspicious timing to be important for
delivery (mean 2.54, SD 1.00). Similarly, family influence on CS decisions was low, with only 14.8% agreeing that their
decision was influenced by family preferences (mean2.37, SD 0.93) and 26.5% feeling pressured by family members
(mean 2.01, SD 0.81). Confidence in independent decision-making was relatively high, as shown by a mean score of 3.88
(SD 0.97).

The belief that CSs should be performed only when they are medically indicated received strong support, with a mean
score of 4.04 (SD 0.89). Overall, the data highlighted a strong reliance on medical advice, with 79.3% stating that they
would follow their doctor’s recommendations and a mean score of 4.31 (SD 0.75) for the influence of doctors in CS
decisions (Table 5 and Figure 3).

If your doctor recommends a cesarean section, you will
follow his/her advice.

You trust and are confident in your doctor's advice on birth
methods.

Having a cesarean section on an auspicious day is
important to you.
Cesarean section is safer than natural birth. 28
You choose a cesarean section because you can schedule
and plan your leave in advance.

You choose a cesarean section because you don't want to
have to be monitored by your doctor too often during...

23
]
W

You choose a cesarean section b you are ned
about the dangers or injury to your birth canal.

You chose a cesarean section because of social media

N 90
recommendations.

You know that the cost of a cesarean section is higher than
a normal birth.

You have no problem with the cost of cesarean section. 32
The pain during natural birth made you decide to have a

cesarean section.

Epidural block allows you to decide to have a natural birth
instead of a cesarean section.

Distance between home and hospital is an important factor
in choosing a cesarean section.

If your husband is present in the delivery room, you may
decide to have a natural birth instead of a cesarean section.

0%

S
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Figure 2 Opinions on non-medically indicated caesarean sections.
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Table 5 Perceptions of Risks and Complications Associated with Caesarean Sections

Perspective of Caesarean Section Degree of Opinion Mean (SD)
Strongly Agree Unsure Disagree Strongly
Agree Disagree

| understand that caesarean sections can involve more 47 (11.7%) 191 (47.7%) 148 (37.0%) 13 (3.3%) 1 (0.3%) 3.68 (0.73)

complications than natural birth.

| am aware that a caesarean section may deprive my baby of 63 (15.8%) 134 (33.5%) 186 (46.5%) 17 (4.3%) 0 (0%) 3.61 (0.80)
beneficial bacteria from the birth canal.

| know caesarean sections can lead to higher blood loss. 48 (12.0%) 206 (51.5%) 140 (35.0%) 6 (1.5%) 0 (0%) 3.74 (0.68)

| understand that caesarean delivery may delay the start of 39 (9.8%) 134 (33.4%) 183 (45.8%) 44 (11.0%) 0 (0%) 3.42 (0.81)
breastfeeding.

| am aware that a caesarean section increases the risk of 14 (3.4%) 68 (17.0%) 300 (75.0%) 17 (4.3%) 1 (0.3%) 3.19 (0.57)
placental accreta spectrum in future pregnancies.

My family provided me with adequate support to undergo 33 (8.3%) 144 (36.0%) 111 (27.7%) 101 (25.2%) 11 (2.8%) 3.22 (1.00)
a caesarean section.

| chose a caesarean section because | wanted an auspicious birth | 9 (2.3%) 71 (17.7%) 98 (24.5%) 169 (42.2%) 53 (13.3%) 2.54 (1.00)
time.
My decision to have a caesarean section was influenced by my 4 (1.0%) 55 (13.8%) 86 (21.4%) 196 (49.0%) 59 (14.8%) 2.37 (0.93)

family’s preferences.

| felt some pressure from my doctor to choose a caesarean 3 (0.8%) 19 (4.8%) 99 (24.8%) 182 (45.4%) 97 (24.2%) 2.12 (0.86)
section.
| felt pressured by family members to opt for a caesarean 3 (0.8%) 14 (3.5%) 72 (18.0%) 205 (51.2%) 106 (26.5%) 2.01 (0.81)
section.
| make my decisions without feeling pressured by others. 101 (25.2%) 202 (50.5%) 58 (14.5%) 25 (6.3%) 14 (3.5%) 3.88 (0.97)
| know that caesarean sections should be performed only when | 129 (32.3%) 184 (46.0%) 67 (16.7%) 12 (3.0%) 8 (2.0%) 4.04 (0.89)

medically indicated.

| am aware of the risks and potential effects of a caesarean on 51 (12.8%) 163 (40.7%) 163 (40.7%) 20 (5.0%) 3 (0.8%) 3.60 (0.80)
both myself and my newborn.

| received sufficient support from others in my decision to 27 (6.8%) 135 (33.7%) 136 (34.0%) 87 (21.7%) 15 (3.8%) 3.18 (0.97)
undergo a caesarean section.

When it comes to deciding on a caesarean, | feel confident and | 63 (15.8%) 156 (39.0%) 124 (31.0%) 43 (10.7%) 14 (3.5%) 3.53 (1.00)
unhesitant.

| feel that the cost of a caesarean section is a personal concern. | 43 (10.8%) 89 (22.2%) 86 (21.5%) 138 (34.5%) 44 (11.0%) 2.87 (1.19)
Having third-party guidance on caesarean options would help 38 (9.5%) 119 (29.8%) 113 (28.2%) 101 (25.3%) 29 (7.2%) 3.09 (1.10)

me make a more informed decision.

The option of epidural anaesthesia is an important factor in my | 45 (11.3%) 112 (28.0%) 156 (39.0%) 68 (17.0%) 19 (4.7%) 3.24 (1.02)
decision to pursue natural birth.

My doctor’s advice is the most influential factor in my decision 181 (45.2%) 173 (43.2%) 35 (8.8%) 10 (2.5%) 1 (0.3%) 4.31 (0.75)
to choose a caesarean section.

If my husband were able to accompany me in the delivery room, | 62 (15.5%) 73 (18.3%) 138 (34.5%) 98 (24.5%) 29 (7.2%) 3.10 (1.15)
| would prefer to have a natural birth.

Factors Influencing the Desire for CS (Univariable Analysis)
Table 6 presents the unadjusted ORs comparing various demographic factors between women who desired natural
deliveries and those considering CSs. Key findings indicate that non-private cases were more likely to result in a desire
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Figure 3 Perceptions of caesarean sections: risks, benefits and influences.

Mean (SD)

for CS (OR 1.663, P=0.052). Women with a history of CS had significantly greater odds of desiring repeat CSs
(OR 3.396, P<0.001). Maternal age also played a role, with women aged 35 years and older being more likely to

prefer a CS (OR 2.378, P<0.001).

Participants with at least a bachelor’s degree had higher odds of opting for CS (OR 1.917, P=0.024), as did women
with an income over 30,000 baht per month (OR 1.796, P=0.023). Assisted conception methods were associated with

increased odds of preferring CS (OR 4.262, P <0.001), and women with underlying diseases were also more likely to
consider CS (OR 2.558, P=0.001). Additionally, a history of miscarriage (OR 2.137, P=0.014) and concerns regarding

Table 6 Comparison of Demographic Data Between Women Opting for Natural Delivery and Caesarean

Section
Variables Delivery Unadjusted Odds P-value
Ratio (95% CI)
Natural Caesarean
(n=277) (n=80)
Patient characteristics
Private case 173 (62.5%) 40 (50%) Ref.
Non-private case 104 (37.5%) 40 (50%) 1.663 (1.008, 2.746) 0.052
Parity
Primigravida 167 (60.3%) 46 (57.5%) Ref.
Multigravida 110 (39.7%) 34 (42.5%) 1.122 (0.678, 1.858) 0.699
(Continued)
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Table 6 (Continued).

Variables Delivery Unadjusted Odds P-value
Natural Caesarean Ratio (95% CI)
(n=277) (n=80)

Method of delivery in previous pregnancy

Primigravida 167 (60.3%) 46 (57.4%) Ref.

Caesarean section 31 (11.2%) 29 (36.3%) 3.396 (1.859, 6.203) <0.001

Natural delivery 79 (28.5%) 5 (6.3%) 0.230 (0.088, 0.601) 0.003
Maternal age (years)

< 35 years 195 (70.4%) 40 (50%) Ref.

2 35 years 82 (29.6%) 40 (50%) 2.378 (1.430, 3.954) <0.001

Body mass index (kg/m?) 26.3 (4.6) 25.6 (4.7) 0.966 (0.914, 1.021) 0.225
Religion

Buddhist 265 (95.7%) 78 (97.5%) Ref.

Other 12 (4.3%) 2 (2.5%) 0.566 (0.124, 2.584) 0.541
Marital status

Married 264 (95.3%) 75 (93.7%) Ref.

Divorced 2 (0.7%) 0 (0.%) N/A N/A

Other Il (4.0%) 5 (6.3%) 1.600 (0.539, 4.748) 0.397
Education

Less than bachelor’s degree 108 (39.0%) 20 (25%) Ref.

Bachelor’s/master’s/doctoral degree 169 (61.0%) 60 (75%) 1.917 (1.094, 3.359) 0.024
Occupation

Housewife 27 (9.7%) 6 (7.5%) Ref.

Government employee 40 (14.4%) 16 (20%) 1.800 (0.625, 5.183) 0.276

State enterprise employee 15 (5.5%) 2 (2.5%) 0.600 (0.107, 3.352) 0.561

Labourer 43 (15.5%) 7 (8.8%) 0.733 (0.222, 2.413) 0.609

Business 34 (12.3%) 13 (16.2%) 1.721 (0.578, 5.124) 0.330

Company employee 93 (33.6%) 30 (37.5%) 1.452 (0.547, 3.851) 0.454

Other 25 (9.0%) 6 (7.5%) 1.080 (0.308, 3.791) 0.904
Income, baht/month

< 30,000 158 (57.0%) 34 (42.5%) Ref.

>30,000 119 (43.0%) 46 (57.5%) 1.796 (1.086, 2.971) 0.023

(Continued)
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Table 6 (Continued).

Variables Delivery Unadjusted Odds P-value
Ratio (95% CI)
Natural Caesarean
(n=277) (n=80)

Medical rights

Disbursement 47 (17.0%) 17 (21.2%) Ref.

Social Security 134 (48.3%) 30 (37.5%) 0.619 (0313, 1.224) 0.168

Universal Health coverage 7 (2.5%) 3 (3.8%) 1.185 (0.275, 5.111) 0.820

Own money 78 (28.2%) 30 (37.5%) 1.063 (0.530, 2.134) 0.863

Others Il (4.0%) 0 (0%) N/A N/A
Method of delivery

Natural 269 (97.1%) 71 (88.7%) Ref.

Assisted 8 (2.9%) 9 (11.3%) 4.262 (1.588, 11.44) <0.001
Underlying disease

No 231 (83.4%) 53 (66.3%) Ref.

Yes 46 (16.6%) 27 (33.7%) 2.558 (1.460, 4.484) 0.001
Parity

[ 146 (52.7%) 38 (47.4%) Ref.

2 102 (36.8%) 27 (33.8%) 1.017 (0.584, 1.771) 0.952

3 24 (8.7%) 8 (10%) 1.281 (0.533, 3.076) 0.580

>4 5 (1.8%) 7 (8.8%) 5.379 (1.617, 17.89) 0.006
History of miscarriage

No 233 (84.1%) 57 (71.3%) Ref.

Yes 44 (15.9%) 23 (28.7%) 2.137 (1.195, 3.822) 0.014
Infertility

No 196 (70.8%) 47 (58.8%) Ref.

Yes 30 (10.8%) 18 (22.4%) 2.502 (1.286, 4.867) 0.007

Unsure 51 (18.4%) I5 (18.8%) 1.227 (0.635, 2.368) 0.543

infertility (OR 2.502, P=0.007) were associated with a greater likelihood of preferring CS. These results indicate that

demographic and medical history factors significantly influence the desire for CS among pregnant women (Table 6).

Multivariable Analysis of Factors Associated with CS

Multivariable analysis revealed three factors significantly associated with CS preference. They were previous CS
(adjusted OR 3.990, 95% CI1.021-15.59, P=0.047), maternal age>35 years (adjusted OR 1.892, 95% CI1.029-
3.479, P=0.040) and the presence of underlying diseases (adjusted OR 2.193, 95% CI 1.131-4.254, P=0.020). These
findings underscore the importance of previous delivery experiences, maternal age and health conditions in determining
the likelihood of opting for a CS (Table 7).

Table 7 Factors Associated with Caesarean Section: Univariable and Multivariable Analysis

Variables Univariable Analysis Multivariable Analysis
Unadjusted Odds P-value Adjusted Odds P-value
Ratio (95% CI) Ratio (95% CI)

Patient characteristic
Private 1.663 (1.008, 2.746) 0.052 1.274 (0.681, 2.382) 0.449

(Continued)
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Table 7 (Continued).

Variables Univariable Analysis Multivariable Analysis
Unadjusted Odds P-value Adjusted Odds P-value
Ratio (95% CI) Ratio (95% CI)

Method of delivery

Primigravida Ref. Ref.

Caesarean section 3.396 (1.859, 6.203) | <0.001 3.990 (1.021, 15.59) | 0.047

Natural delivery 0.230 (0.088, 0.601) | 0.003 0.177 (0.032, 0.966) | 0.046
Maternal age 2 35 years 2.378 (1.430, 3.954) | <0.001 1.892 (1.029, 3.479) | 0.040
Education: Bachelor’s/master’s/doctoral degree 1.917 (1.094, 3.359) 0.024 1.297 (0.629, 2.674) 0.481
Income, baht/month >30,000 1.796 (1.086, 2.971) | 0.023 1.222 (0.643, 2.321) | 0.54I
Method of pregnancy

Natural Ref. Ref.

Assisted pregnancy 4.262 (1.588, 11.44) | <0.001 1.928 (0.530, 7.014) | 0.319
Underlying disease

Yes 2.558 (1.460, 4.484) | 0.001 2.193 (1.131, 4254) | 0.020
Parity

| Ref. Ref.

2 1.017 (0.584, 1.771) | 0.952 0.675 (0.168, 2.711) | 0.579

3 1.281 (0.533, 3.076) | 0.580 1.039 (0.124, 8.722) | 0.972

>4 5.379 (1.617, 17.89) | 0.006 8.112 (0.501, 131.4) | 0.141
History of miscarriage 2.137 (1.195, 3.822) 0.014 1.617 (0.505, 5.175) 0418
Infertility

No Ref. Ref.

Yes 2.502 (1.286, 4.867) | 0.007 1.438 (0.612, 3.378) | 0.405

Unsure 1.227 (0.635, 2.368) | 0.543 1.039 (0.488, 2.211) | 0.921

Discussion

This study explored pregnant women’s attitudes towards, acceptance of, and perceptions regarding CSs without medical
indications. The findings revealed significant associations between various factors and the likelihood of opting for CS.
Notably, maternal age over 35 years, a history of previous CS and underlying medical conditions were linked to increased
odds of choosing CS. Additionally, preferences for assisted conception methods significantly influenced delivery method
decisions. These insights illuminate how maternal characteristics and perceptions impact delivery choices, providing
a foundation for discussing implications for maternal health and clinical practice.

The escalating rate of non-medically indicated CS raises critical questions about patients’ attitudes towards and
perceptions of this surgical intervention. Research indicates that while many women prefer vaginal delivery, a significant
number opt for CS, often influenced by fear of labour pain and prior birth experiences. For example, Yaqoub et al '
highlighted that antenatal and postnatal women in Jeddah displayed limited awareness of CS complications, suggesting
a knowledge gap shaping their preferences. Similarly, Souza et al ' reported that non-medically indicated CS is
associated with increased risks of adverse maternal outcomes, reinforcing the need for informed decision-making
among patients.

Many participants in our study perceived CS as a safer and more controlled delivery option, particularly with respect
to pain management and predictability. A study involving 410 pregnant women in Kermanshah, Iran, revealed that most
participants held a positive attitude towards normal delivery, especially those with prior experience. However, 21.5%
preferred CS, emphasising the necessity for targeted educational interventions.'® Furthermore, some respondents
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exhibited limited awareness of the risks associated with CS, such as longer recovery times and higher maternal morbidity.
The limited understanding of CS risks mirrors global trends, where convenience and fear of labour pain drive preferences
for CS even without medical indications.

Promoting comprehensive and balanced counselling on delivery options is essential. By increasing awareness of the
potential benefits of vaginal delivery—such as shorter recovery times, reduced surgical risks and fewer complications in
subsequent pregnancies—healthcare providers can address misconceptions leading to elective CS. Structured prenatal
education and open dialogue with healthcare professionals are crucial for fostering informed, safe and satisfying birth
experiences.

A study in Thailand by Yamasmit and Chaithongwongwatthana '’ reported that 87.5% of pregnant women preferred
vaginal delivery, motivated by a desire for a natural process. In contrast, concerns about pain led some to favour CS. This
finding indicates that while women may have preferences, external influences significantly shape their final decisions
regarding delivery methods. Cultural beliefs, individual experiences and family support often affect these decisions, as
observed in a Ghanaian study.'®

Educational interventions are critical, as demonstrated by Maitanmi et al’s '° findings in Nigeria, which revealed
a high level of awareness and positive attitudes towards CS but persistent knowledge gaps. Enhancing education on the
risks and benefits of both CS and vaginal deliveries empowers women to make informed choices aligned with their
preferences and health needs.

The ethical implications surrounding CS without medical indications continue to generate discussions among
healthcare professionals. Eide and Bzroe *° emphasised the importance of trust, shared decision-making and a balanced
approach to patient autonomy. This approach acknowledges the inherent power dynamics between patients and health-
care providers and advocates for transparent information exchange and collaborative decision-making.

In Thailand, healthcare professionals, particularly obstetricians, significantly influence pregnant women’s attitudes
and decisions regarding delivery methods. Research consistently shows that expectant mothers trust their doctors’ and
midwives’ advice, often viewing them as authoritative figures in maternal and infant health.?'** This reliance on medical
guidance means that the recommendations and counselling provided by healthcare professionals can profoundly impact
delivery choices, especially concerning CS. In our study, physician recommendation was an influential factor even
in situations without a definitive medical indication, reflecting decision-making in grey-zone or preference-driven
scenarios where clinical judgement and counselling can shape maternal choice.

When doctors recommend a CS—either directly or indirectly—many pregnant women are likely to comply, believing
that the advice is based on medical necessity and best practices. This dynamic underscores the importance of effective
communication and counselling during prenatal care. Healthcare professionals must engage in comprehensive discus-
sions with patients, providing clear information about the risks and benefits of various delivery methods. A collaborative
environment where patients feel comfortable expressing their preferences and concerns enables women to make informed
decisions aligned with their values and health needs.

In Saudi Arabia, while most pregnant women possess adequate knowledge about elective CS, the majority hold
negative attitudes towards it, highlighting the necessity for healthcare providers to offer comprehensive education on
potential consequences to reduce unnecessary procedures.'* Similarly, in rural Nigeria, although most pregnant women
are aware of CS and would accept it if necessary, overall knowledge about the procedure remains limited.”> A study at
the University of Benin Teaching Hospital in Nigeria revealed that while women had good knowledge of CS, only 6.1%
would choose it as a delivery method, with 81% willing to accept it only in life-saving situations. Cultural misconcep-
tions and low education levels contributed to their reluctance, emphasising the need for community programmes to
improve perceptions of CS.**

Education and preparation for delivery are essential components of prenatal care that can significantly influence
outcomes. Expectant mothers who are well informed about the birthing process, including the implications of choosing
a CS, are more likely to actively participate in decision-making, potentially reducing the overall rate of unnecessary CS.
Implementing structured educational programmes during antenatal visits can equip women with the knowledge to make
informed choices, ultimately decreasing CS rates.
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Our study contrasts women’s perceptions of CS as a safer option with clinicians’ concerns about associated health
risks, revealing differing attitudes towards maternally requested CS.?* While women expect support for their CS choice,
clinicians feel a responsibility to encourage vaginal births, underscoring the need for respectful and balanced dialogue.?

In the United States, nearly one-third of deliveries are CSs, which pose greater maternal and neonatal risks than does
vaginal delivery. Following a previous CS, women must choose between attempting vaginal birth or undergoing a repeat
CS. Approximately 75% of vaginal births attempted after having had a previous CS are successful. General practitioners
can be key in providing comprehensive maternity care.?

Overall, healthcare professionals are responsible for ensuring that patients receive appropriate counselling that reflects
current medical guidelines and practices. The counselling process should include transparency about the implications of
non-medically indicated CS and discussions of the factors that may warrant such a decision based on the individual
patient’s health status. By addressing these issues openly and empathetically, doctors can build stronger rapport with their
patients and encourage a more informed and shared decision-making process.

The ethical implications surrounding CS without medical indications continue to generate discussion among health-
care professionals. Brown and Mulligan *° argue for routinely offering planned CS to all pregnant women, regardless of
clinical need. This perspective emphasises that healthcare practitioners have a duty to inform women about planned CS
as a viable option rather than assuming that vaginal delivery is the default choice. Advocating for planned CS to be
discussed alongside vaginal delivery enables informed choice and supports women’s preferences regarding their mode of
delivery. This approach aligns with the need for comprehensive counselling, allowing expectant mothers to make
decisions that reflect their values and health needs.

In summary, understanding how pregnant women feel about and perceive non-medically indicated CS is vital for
developing strategies that help them make informed decisions and improve their health outcomes. Doctors and
obstetricians play a crucial role in this process, as their guidance significantly influences outcomes for both mothers
and babies. Ongoing research and education are necessary to fill knowledge gaps and ensure that care is centred on
patients’ needs. By emphasising patient education and fostering a supportive environment for open discussions,
healthcare providers can help lower the rates of unnecessary CS while prioritising maternal health. With proper
counselling and education, pregnant women can better understand their options, leading to safer and more positive

delivery experiences.

Strengths and Limitations of the Study

This study has several important strengths. The three-phase mixed-methods design, comprising qualitative interviews,
questionnaire development and validation, and a large-scale quantitative survey, allowed for an in-depth understanding of
women’s perceptions and ensured methodological rigor. The relatively large sample size (n=400) provided adequate
statistical power to examine determinants of non-medically indicated caesarean section preferences. Furthermore, the
integration of qualitative findings into the questionnaire enhanced cultural relevance and ensured that survey items
reflected real maternal perspectives. Importantly, the research offers updated, Thailand-specific evidence in a field where
recent data are scarce.

Some limitations should also be noted. Although the study was conducted at a single institution, Siriraj Hospital
serves as a super-tertiary referral center that receives patients from multiple regions across Thailand, including both
government and private sector antenatal services, which supports the diversity of the sample. Nevertheless, the findings
may still primarily reflect women who have access to tertiary-level care, and results may differ in smaller provincial or
community-based settings. Certain subgroups were relatively small, leading to wider confidence intervals for specific
variables. In addition, data were self-reported and may be subject to social desirability or recall bias. While participants
expressed improved confidence in decision-making when counselling was provided, counselling itself was not evaluated
as an intervention; therefore, implications for practice should be interpreted cautiously. Finally, the cross-sectional study
design limits causal inference, and future longitudinal or implementation-based studies could clarify how counselling
influences delivery decisions over time.
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Conclusions

This study identified significant factors associated with the likelihood of non-medically indicated caesarean section
among pregnant women who initially preferred natural birth. Women aged over 35 years, those with a previous caesarean
delivery, underlying medical conditions, and assisted conception were more likely to prefer or accept CS. These findings
emphasise the complex interaction of maternal characteristics, cultural beliefs, and clinical considerations in shaping
delivery decisions. Although this study did not evaluate counselling interventions directly, the strong influence of
physician recommendations suggests that structured antenatal counselling may have the potential to reduce unnecessary
CS. The findings contribute contemporary evidence relevant to Thai maternity care and may inform clinical commu-
nication strategies and policy development aimed at promoting informed, safe birth choices.
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