
O R I G I N A L  R E S E A R C H

Clinicians’ Personal Delivery Preference and 
Decision-Making for Cesarean Delivery: A Survey 
of Obstetricians and Midwives
Nashwa Fahad Aldardeir1, Mohammed Ahmed Sulaimani1, Sarah Yasir Bahowarth2, Mersal Almanasif2, 
Yasmeen Saeed Alghamdi2, Sarah Saad Aseeri2, Badr Alsulymani2, Rawan Heggi1, Rayyan Hasanain1, 
Anas Alyazidi 2

1Department of Obstetrics and Gynecology, Faculty of Medicine, King Abdulaziz University, Jeddah, 21589, Saudi Arabia; 2Faculty of Medicine, King 
Abdulaziz University, Jeddah, 21589, Saudi Arabia

Correspondence: Anas Alyazidi, Faculty of Medicine, King Abdulaziz University, Jeddah, 21589, Saudi Arabia, Tel +00966-2-6401000 ext 20094-20096, 
Fax +ext 20127, Email Alyazidi.anas@gmail.com

Purpose: The increasing prevalence of cesarean delivery (CD) worldwide has raised concerns in healthcare and academic circles. 
This study aimed to explore the factors influencing obstetricians’ decisions regarding CD in Saudi Arabia.
Patients and Methods: A cross-sectional study was conducted involving maternity clinicians (obstetricians and midwives). Data 
were collected using a structured questionnaire administered to a stratified sample of obstetricians practicing in healthcare facilities 
across the region. The questionnaire included questions about participants’ demographics, preferences for the mode of delivery, and 
factors influencing decision-making. Data were analyzed using RStudio.
Results: Infant and maternal safety, pain management, and long-term health implications were the main factors guiding CD decisions. 
Evidence-based medicine (EBM)-aligned practitioners were significantly less likely to perform non-medically indicated CS. Gender 
differences were observed, with female physicians more likely to prefer vaginal delivery. Partner influence and years of professional 
experience showed no significant effect on delivery preferences.
Conclusion: The study highlights the importance of EBM in guiding CD decisions and the need for open communication between 
healthcare providers and expectant parents. Future research with larger and more diverse samples could provide further insights into 
obstetricians’ decision-making processes.
Keywords: cesarean delivery, vaginal delivery, obstetrics, decision-making, healthcare providers

Introduction
In recent years, the increasing prevalence of cesarean delivery (CD) on a global scale has prompted considerable unease 
within the healthcare community and academic circles. The global average CD rate has risen dramatically from about 7% 
in 1990 to over 21% today, with rates exceeding 40% in some regions, far above the 10–15% considered optimal by the 
World Health Organization,1,2. This surge is notably conspicuous in Middle-Eastern cultures, including Saudi Arabia, 
where a recent study reported a CD rate of 28.5%.3 In these settings, a blend of cultural conventions, medical practices, 
and patient anticipations crafts a distinct backdrop for childbirth encounters.4,5 The mounting inclination towards CD 
presents hurdles and prompts inquiries into the determinants affecting the choices of obstetricians and patients alike, 
a process often shaped by a combination of medical, social, and personal factors.6 By exploring the motivations and 
decision-making processes of healthcare providers in Saudi Arabia, this study aims to provide insights into the evolving 
landscape of childbirth and the reasons for the increasing preference for CD in the region. Additionally, legal and ethical 
considerations can further complicate the choices available to expectant mothers.7 By exploring the motivations behind 
patients’ choices and the decision-making processes of healthcare providers, this study aims to provide insights into the 
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evolving landscape of childbirth in the Middle East. It seeks to uncover the reasons for the increasing preference for CD 
and to identify strategies that could support informed, safe, and culturally sensitive childbirth experiences.

Materials and Methods
Study Design and Setting
This cross-sectional study was conducted among maternity clinicians (obstetricians and midwives) practicing in the 
major healthcare sectors in Saudi Arabia, including government (public), private, and university-affiliated tertiary care 
hospitals. While the Saudi Ministry of Health provides national clinical guidelines for cesarean delivery, their adoption 
and implementation can vary across these different settings. The study followed the Strengthening the Reporting of 
Observational Studies in Epidemiology (STROBE) guideline.8 The study utilized a structured, pre-validated question
naire to gather data from a sample of practicing clinicians from healthcare facilities across the country.9 A pilot study on 
30 clinicians was conducted prior to the complete data collection; feedback and adjustments were made during the pilot 
study phase. In the completed study, a total of 108 obstetricians completed the questionnaire.

Population and Sampling Technique
A stratified sampling technique was utilized to ensure the representation of clinicians from diverse healthcare settings, 
including government, private, and university hospitals. This approach was selected to accurately capture the variation in 
clinical practices and preferences across these distinct sectors.

The target population was all practicing obstetricians in Saudi Arabia. The accessible population consisted of 
obstetricians affiliated with major hospitals and professional networks in the Western, Central, and Eastern regions. 
The final study sample included 108 participants.

The statistically appropriate sample size was calculated using Raosoft software, with a 95% confidence interval (CI) 
and a margin of error <0.05. The applied equation was as follows:

n ¼ DEFF � Np 1 � pð Þð Þ=ð d2=Z21 � α=2� N � 1ð Þ þ p� 1 � pð Þð Þ10,11

where n = population size, p=prevalence, d = precision (desired margin of error), DEFF = design effect, and Z1−α/2 = 
1.96 for a 95% confidence level.

Our inclusion criteria included practicing obstetricians, gynecologists, and certified professional midwives involved in 
the care of pregnant women in different gestational stages or postpartum mothers who have recently undergone child
birth. We excluded retired clinicians and those not currently providing direct patient care. After applying the inclusion 
criteria and removing duplicate and incomplete responses, 98% of the responses were included in the analysis. After 
applying the inclusion criteria and removing duplicate and incomplete responses, 98% of the responses were included in 
the analysis.

Data Collection
Data were collected through a 29-item self-administered online survey. The survey was emailed to the obstetricians after 
their Email address was collected in advance. The surveys contained multiple sections, including section 1, which 
obtained a consent statement explaining the nature of the study andthe targeted population. Section 2 obtained socio- 
demographic data of participating obstetricians including their gender, age, nationality, marital status, family status, 
region of work, work sector (ie private, university, public hospital), profession and postgraduate training, clinical 
experience in CD and forceps use, preferences for the mode of delivery, factors influencing their decision-making, 
perceptions of safety and risks associated with different delivery methods. Section 3 assessed factors that influence their 
choices to their preferred mode of delivery, including questions on patient, physician, and baby’s safety, as well as other 
concerns. It also assessed their perception of patients’ autonomy and their approach towards patients.

Data Analysis
Data were cleaned, managed, and coded using Microsoft Excel 2019 (Microsoft Corporation, Redmond, WA). Statistical 
analysis was performed using R (RStudio, version 1.4.1106; RStudio, Inc). Descriptive analysis included frequency 
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distributions. Cross-tabulations were evaluated using the chi-square test, and odds ratios (OR) with 95% CI were 
calculated. For cross-tabulations where any expected cell count was less than 5, Fisher’s exact test was used instead 
of the chi-square test to ensure statistical accuracy. Sensitivity analysis was performed by excluding participants with no 
CD experience to ensure the robustness of the primary outcomes. A p-value of less than 0.05 was considered statistically 
significant.

Ethical Statement
This study will adhere to ethical guidelines, ensuring voluntary participation, confidentiality, and informed consent from 
all participants. The study was approved by the Unit of Biomedical Ethics Research Committee at the Faculty of 
Medicine, King Abdulaziz University (reference number: 35–24). The committee is registered at the National Committee 
of Bioethics (NCBE) with registration number (HA-02-J-008). Patients’ privacy and confidentiality were maintained 
throughout the study, and all revealing data were appropriately masked. This study followed the ethical standards of the 
Declaration of Helsinki and its subsequent amendments.

Results
Participants’ Characteristics
The study involved 108 participants, with the majority being Saudi nationals (79.6%) and female (75.0%). Half of the 
participants were aged 30–39 (50.0%), and most worked in the Western region (66.7%). Regarding the work sector, 
34.3% were employed exclusively in government hospitals, and 25.0% worked in university hospitals. Experience with 
CD was relatively evenly distributed, with 44.4% having no experience and 41.7% having experience. Professionally, 
88.9% of participants were obstetricians or gynecologists, with 75.0% practicing in obstetrics and gynecology. Among 
doctors, 37.0% were consultants, and 27.8% were residents (Table 1).

Table 1 Demographic and Professional Characteristics of Participating Physicians and Midwives

Category Subcategory Counts % of Total

Nationality Non-Saudi 22 20.4%

Saudi 86 79.6%

Age Category Below 30 18 16.7%

30-39 54 50.0%

40-49 21 19.4%

50 and above 15 13.9%

Region of Work Eastern 14 13.0%

Western 72 66.7%

Southern 7 6.5%

Central 14 13.0%

Northern 1 0.9%

Gender Female 81 75.0%

Male 27 25.0%

(Continued)
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Table 1 (Continued). 

Category Subcategory Counts % of Total

Marital Status Divorced 8 7.4%

Married 67 62.0%

Single 33 30.6%

Children None 43 39.8%

1 10 9.3%

2 33 30.6%

3 12 11.1%

4 7 6.5%

5 2 1.9%

6 1 0.9%

Work Sector Both Private and Government hospital 8 7.4%

Both Private and University hospital 17 15.7%

Military hospital 5 4.6%

Only Government hospital (ie MOH) 37 34.3%

Only Private hospital 14 13.0%

Only University hospital (ie KAUH) 27 25.0%

Experience with Cesarean delivery No 48 44.4%

Not applicable - I am a man 15 13.9%

Yes 45 41.7%

Experience with Instrumental Vaginal 
Delivery

No 58 53.7%

Not applicable 24 22.2%

Yes 26 24.1%

Partner Influence on Delivery Decisions No 59 54.6%

Not applicable 33 30.6%

Yes 16 14.8%

Profession Obstetrician/Obstetrician and 

Gynecologist

96 88.9%

Professional midwife/nurse midwife 12 11.1%

Type of Practice Cosmetics 1 0.9%

Gynecological oncology 2 1.9%

Labor and Delivery unit 1 0.9%

Maternal and Fetal Med 7 6.5%

(Continued)
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Preferred Mode of Delivery
Table 2 presents participants’ characteristics and their preferred mode of delivery. A non-significant trend was observed, 
with female physicians more likely to prefer vaginal delivery compared to male physicians (p=0.093). Nationality, region 
of work, age, marital status, number of children, work sector, experience with CS, experience with instrumental vaginal 
delivery, partner influence, profession, type of practice, job in hospital, and length of experience in obstetrics did not 
significantly impact the choice of delivery method, with p-values all above 0.05. When analyzing preferences by 
profession, a similar proportion of physicians (88.5%, n=85/96) and midwives (100%, n=12/12) preferred vaginal 
delivery for themselves.

Reasons Influencing the Decision
Figure 1 shows the key reasons for choosing a CD for oneself or a partner. The most cited reason was the baby’s safety, 
mentioned by 46.3% (n=50). This was followed by the mother’s safety, cited by 31.5% (n=34), and the desire to decrease 
pain and increase comfort, cited by 29.6% (n=32). Uro-gynecological reasons and advanced maternal age were each 
mentioned by 25.9% (n=28). Reducing figure trauma was a factor for 22.2% (n=24), while minimizing effects on sexual 

Table 1 (Continued). 

Category Subcategory Counts % of Total

Midwife nurse 1 0.9%

Obstetrics Only 8 7.4%

Obstetrics and Gynecology 81 75.0%

Reproductive Endocrinology 2 1.9%

Urogyn and obstetrics and gynecology 1 0.9%

Urogynecology 4 3.7%

Job in Hospital (Doctors) Consultant 40 37.0%

None 13 12.0%

Resident 30 27.8%

Specialist 25 23.1%

Job in Hospital (Midwife/Nurse) Chief resident (of midwives) 3 2.8%

Director/Chief of Service/Department 1 0.9%

Floor midwife 6 5.6%

None 90 83.4%

Overnight midwife 1 0.9%

Resident 7 6.5%

Length of Experience in Obstetrics (Years) 1-5 33 30.6%

6-10 31 28.7%

11-15 19 17.6%

16-20 10 9.3%

More than 20 15 13.9%
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Table 2 Participants’ Characteristics and Their Preferred Mode of Delivery

Category Response Cesarean 
Delivery 
(n=2)

Do Not 
Know 
(n=1)

No Particular 
Preference 
(n=8)

Vaginal 
Delivery 
(n=97)

Total 
(N=108)

p-Value

Nationality Non-Saudi 0 (0.0%) 0 (0.0%) 2 (25.0%) 20 (20.6%) 22 0.831

Saudi 2 (100.0%) 1 (100.0%) 6 (75.0%) 77 (79.4%) 86

Region of Work Eastern 0 (0.0%) 0 (0.0%) 1 (12.5%) 13 (13.4%) 14 0.994

Western 2 (100.0%) 1 (100.0%) 5 (62.5%) 64 (66.0%) 72

Southern 0 (0.0%) 0 (0.0%) 0 (0.0%) 7 (7.2%) 7

Central 0 (0.0%) 0 (0.0%) 2 (25.0%) 12 (12.4%) 14

Northern 0 (0.0%) 0 (0.0%) 0 (0.0%) 1 (1.0%) 1

Age Category Below 30 1 (50.0%) 1 (100.0%) 2 (25.0%) 14 (14.4%) 18 0.375

30-39 1 (50.0%) 0 (0.0%) 5 (62.5%) 48 (49.5%) 54

40-49 0 (0.0%) 0 (0.0%) 0 (0.0%) 21 (21.6%) 21

50 and above 0 (0.0%) 0 (0.0%) 1 (12.5%) 14 (14.4%) 15

Gender Female 0 (0.0%) 1 (100.0%) 6 (75.0%) 74 (76.3%) 81 0.093

Male 2 (100.0%) 0 (0.0%) 2 (25.0%) 23 (23.7%) 27

Marital Status Divorced 0 (0.0%) 0 (0.0%) 0 (0.0%) 8 (8.2%) 8 0.608

Married 2 (100.0%) 0 (0.0%) 6 (75.0%) 59 (60.8%) 67

Single 0 (0.0%) 1 (100.0%) 2 (25.0%) 30 (30.9%) 33

Number of Children 0 0 (0.0%) 1 (100.0%) 4 (50.0%) 38 (39.2%) 43 0.915

1 1 (50.0%) 0 (0.0%) 0 (0.0%) 9 (9.3%) 10

2 1 (50.0%) 0 (0.0%) 4 (50.0%) 28 (28.9%) 33

3 0 (0.0%) 0 (0.0%) 0 (0.0%) 12 (12.4%) 12

4 0 (0.0%) 0 (0.0%) 0 (0.0%) 7 (7.2%) 7

5 0 (0.0%) 0 (0.0%) 0 (0.0%) 2 (2.1%) 2

6 0 (0.0%) 0 (0.0%) 0 (0.0%) 1 (1.0%) 1

Sector of Work Only Government 

Hospital (MOH)

0 (0.0%) 0 (0.0%) 2 (25.0%) 35 (36.1%) 37 0.738

Only Private Hospital 0 (0.0%) 0 (0.0%) 2 (25.0%) 12 (12.4%) 14

Only University 

Hospital (KAUH)

1 (50.0%) 1 (100.0%) 3 (37.5%) 22 (22.7%) 27

Both Private and 

Government

0 (0.0%) 0 (0.0%) 0 (0.0%) 8 (8.2%) 8

Both Private and 

University

1 (50.0%) 0 (0.0%) 0 (0.0%) 16 (16.5%) 17

Military Hospital 0 (0.0%) 0 (0.0%) 1 (12.5%) 4 (4.1%) 5

(Continued)

https://doi.org/10.2147/RMHP.S562709                                                                                                                                                                                                                                                                                                                                                                                                                                         Risk Management and Healthcare Policy 2026:19 6

Aldardeir et al                                                                                                                                                                       

Powered by TCPDF (www.tcpdf.org)Powered by TCPDF (www.tcpdf.org)



function influenced 18.5% (n=20). Other considerations included the desire for fewer children, mentioned by 17.6% 
(n=19), and fear of fetal death, cited by 16.7% (n=18). Reducing pelvic organ prolapse, mentioned by 12.0% (n=13), 
preventing postpartum bleeding, cited by 6.5% (n=7), and lowering the risk of infection, noted by 5.6% (n=6).

Table 3 demonstrates that vaginal delivery is the preferred method among physicians, especially those in government 
hospitals (p=0.738). While the perceived patient preference for vaginal delivery was also highest among government 
hospital employees, no significant differences were found across sectors (p=0.656). Support for a woman’s right to 
choose her delivery method was widespread, particularly in government hospitals, though not statistically significant 
(p=0.239). The willingness to perform a CD without a medical indication varied slightly across groups but was 
insignificant (p=0.314). Evidence-based medicine (EBM) was the main factor influencing CD decisions across all sectors 

Table 2 (Continued). 

Category Response Cesarean 
Delivery 
(n=2)

Do Not 
Know 
(n=1)

No Particular 
Preference 
(n=8)

Vaginal 
Delivery 
(n=97)

Total 
(N=108)

p-Value

Experienced Cesarean 

delivery

No 0 (0.0%) 0 (0.0%) 3 (37.5%) 45 (46.4%) 48 0.521

Yes 2 (100.0%) 1 (100.0%) 3 (37.5%) 39 (40.2%) 45

Not applicable - I am 

a man

0 (0.0%) 0 (0.0%) 2 (25.0%) 13 (13.4%) 15

Experienced 

Instrumental Vaginal 
Delivery

No 0 (0.0%) 0 (0.0%) 4 (50.0%) 54 (55.7%) 58 0.458

Yes 1 (50.0%) 1 (100.0%) 2 (25.0%) 22 (22.7%) 26

Not applicable 1 (50.0%) 0 (0.0%) 2 (25.0%) 21 (21.6%) 24

Partner Influence on 

Delivery

No 1 (50.0%) 0 (0.0%) 4 (50.0%) 54 (55.7%) 59 0.739

Yes 0 (0.0%) 0 (0.0%) 2 (25.0%) 14 (14.4%) 16

Not applicable 1 (50.0%) 1 (100.0%) 2 (25.0%) 29 (29.9%) 33

Profession Obstetrician/ 
Obstetrician and 

Gynecologist

2 (100.0%) 1 (100.0%) 8 (100.0%) 85 (87.6%) 96 0.675

Professional midwife/ 

nurse midwife

0 (0.0%) 0 (0.0%) 0 (0.0%) 12 (12.4%) 12

Job in Hospital 

(Doctors)

Consultant 0 (0.0%) 0 (0.0%) 2 (25.0%) 38 (39.2%) 40 0.445

Specialist 1 (50.0%) 0 (0.0%) 4 (50.0%) 20 (20.6%) 25

Resident 1 (50.0%) 1 (100.0%) 2 (25.0%) 26 (26.8%) 30

None 0 (0.0%) 0 (0.0%) 0 (0.0%) 13 (13.4%) 13

Length of Experience 
in Obstetrics (Years)

1-5 1 (50.0%) 1 (100.0%) 3 (37.5%) 28 (28.9%) 33 0.736

6-10 0 (0.0%) 0 (0.0%) 4 (50.0%) 27 (27.8%) 31

11-15 1 (50.0%) 0 (0.0%) 0 (0.0%) 18 (18.6%) 19

16-20 0 (0.0%) 0 (0.0%) 0 (0.0%) 10 (10.3%) 10

More than 20 0 (0.0%) 0 (0.0%) 1 (12.5%) 14 (14.4%) 15

Notes: Percentages may not sum to 100% due to rounding. p-values were calculated using Fisher’s Exact Test for tables with expected cell counts <5.
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(p=0.749). Even after counseling on CD risks, many physicians were willing to perform the procedure if requested, with 
no significant differences across sectors (p=0.069).

The Influence of EBM on Practitioners
Table 4 highlights key differences between physicians who adhere to EBM and those who do not exclusively rely on it. 
The provision of detailed information about CD complications was standard across both groups, with no significant 
difference (p=0.241). However, a near-significant trend indicated that EBM practitioners were more likely to support 
a woman’s right to choose her delivery method without medical indication (p=0.053). Importantly, EBM practitioners 
were significantly less likely to perform a patient-requested CD in an uncomplicated pregnancy at 39 weeks (p=0.004) 
and were more likely to refuse to perform a CD without medical indication (p=0.005). These findings underscore the 
more conservative approach of EBM practitioners in decisions related to CS.

Table 3 Variables Affecting the Mode of Delivery Based on the Type of Practice

Question Response Government 
Hospital 
(n=69)

Private 
Hospital 
(n=14)

University 
Hospital 
(n=25)

p-Value

What delivery method do you prefer for 
your patients (with no medical 
indication for CS)?

Vaginal delivery 66 (95.7%) 12 

(85.7%)

24 (96.0%) 0.738

Cesarean delivery 0 (0.0%) 0 (0.0%) 2 (8.0%)

I do not have a particular preference 3 (4.3%) 2 (14.3%) 0 (0.0%)

(Continued)

Figure 1 Most frequent reasons for choosing a caesarean section for oneself or a partner.
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Discussion
Our study aimed to delve into crucial epidemiological data by examining the personal delivery preferences of maternity 
clinicians and the factors that influence their attitudes toward performing CS. The future of women’s reproductive health 
hinges significantly on their experience during their first childbirth.12 One of the contentious issues in obstetrics is the 
rising trend of performing CD solely based on maternal request,13 presenting obstetricians with numerous challenges. 
Studies have identified factors such as personal beliefs, preferences, and risk perceptions among obstetricians as major 
influencers in this decision-making process.14,15 Beyond clinical considerations, factors like the fear of legal conse
quences and litigation have been found to significantly impact the decision to perform CS.15,16 In our study, fear of 
litigation was ranked as a primary factor influencing the decision to perform a CD by only a small minority of 
respondents (see Table 3), suggesting that while it may be a consideration for some, it was not the dominant driver in 
this cohort.

Table 3 (Continued). 

Question Response Government 
Hospital 
(n=69)

Private 
Hospital 
(n=14)

University 
Hospital 
(n=25)

p-Value

In your opinion, which method of 
delivery do most of your patients 
prefer?

Vaginal delivery 58 (84.1%) 11 

(78.6%)

19 (76.0%) 0.656

Cesarean delivery 8 (11.6%) 2 (14.3%) 4 (16.0%)

They do not have a particular 
preference

2 (2.9%) 0 (0.0%) 1 (4.0%)

Do not know 1 (1.4%) 1 (7.1%) 1 (4.0%)

Do you think women have the right to 
choose their delivery method without 
medical indication?

Yes 31 (44.9%) 11 

(78.6%)

15 (60.0%) 0.239

No 21 (30.4%) 3 (21.4%) 11 (44.0%)

Do not know 1 (1.4%) 0 (0.0%) 4 (16.0%)

If a woman asks for a CD but has no 
medical indication, would you do so?

No 32 (46.4%) 7 (50.0%) 11 (44.0%) 0.314

Yes 14 (20.3%) 6 (42.9%) 11 (44.0%)

Do not know 4 (5.8%) 1 (7.1%) 3 (12.0%)

Would you perform a patient-requested 
CD on a woman with an uncomplicated 
pregnancy at ≥39 weeks?

No 38 (55.1%) 9 (64.3%) 23 (92.0%) 0.841

Yes 12 (17.4%) 5 (35.7%) 8 (32.0%)

Do you give detailed information about 
possible complications of CS?

Yes 75 (98.7%)* 13 

(92.9%)

25 (100.0%) 0.621

Partially 9 (11.8%)* 1 (7.1%) 0 (0.0%)

No 1 (1.3%)* 0 (0.0%) 0 (0.0%)

After being counseled and knowing all 
complications, she insists on CS. Would 
you perform it?

Yes 27 (39.1%) 9 (64.3%) 28 (66.7%)* 0.069

No 27 (39.1%) 5 (35.7%) 8 (32.0%)*

Notes: Percentages are column percentages. p-values were calculated using Fisher’s Exact Test for tables with expected cell counts <5. Denotes a discrepancy where n for 
a sub-question does not match the group total n; the original data structure has been preserved. Groups are mutually exclusive based on the participant’s primary reported 
work sector.
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Our study observed that a higher proportion of female physicians preferred vaginal delivery for themselves compared 
to male physicians; however, this association was not statistically significant (p=0.093). This finding is consistent with 
the general trend observed in other studies, where vaginal delivery is also the predominant personal preference among 
healthcare professionals. For instance, a study in Egypt reported a high preference for vaginal delivery at 78.0% among 
its participants, which is a similar direction of preference, though the specific proportion differs from our cohort.17 

Female physicians within the medical field displayed a lower preference for CD (17.1%) compared to those in other 
professions (27.0%).17 Similarly, a study in the United Kingdom found that men were more likely to opt for CD (13.0%) 
than women (9.0%).18 These findings resonate with a long-standing trend observed since 1996, where obstetricians’ 
personal preferences have shown reluctance towards elective CD in the absence of clinical indications.19

While many studies support the association between gender and delivery preferences, some reports suggest a negative 
correlation, hinting at the presence of additional influencing factors.20 Consequently, our study delved into other factors, 
including the influence of family members, such as partners and friends, in the decision-making process, as proposed by 
existing literature.21 Surprisingly, our results indicated that partner influence and professional experience did not signifi
cantly impact the choice of delivery method. This shift in perception regarding risks among eastern cultures, which 
historically exhibit a more defensive approach towards uncertainties, including health matters, was notable.22 However, 
a recent study in India revealed a weak correlation between the decision on delivery mode and partner influence and 
pressure,23 underscoring the complex interplay of cultural and individual factors in decision-making processes.

Our findings highlight that obstetricians’ decisions are primarily guided by clinical factors, with infant safety (46.3%), 
maternal safety (31.5%), and pain management (29.6%) being the most cited reasons for considering a CS. This clinical 
focus is further reinforced by the central role of Evidence-Based Medicine. The significant reluctance of EBM-aligned 
practitioners to perform non-medically indicated CS, even after patient counseling, demonstrates a commitment to 
clinical guidelines over patient convenience or non-clinical requests. Therefore, the crucial “open communication” 
between provider and patient should be framed as evidence-based counseling, where the physician’s role is to educate 
patients on the risks and benefits, aligning patient expectations with medical best practices to reduce unnecessary 
interventions. Furthermore, while our sample included different clinician types, the core findings on EBM were 
consistent, suggesting that adherence to clinical guidelines is a universal factor that transcends specific professional 
roles in this setting.

Table 4 Participants Affected by EBM and Others

Question Response EBM Non-EBM 
Only

Total (N = 108) p-Value

Do you give detailed information about possible 
complications of CD during pregnancy to your patients who 
want CS?

No 0 (0.0%) 1 (0.9%) 1 (0.9%) 0.241

Partially 8 (7.4%) 2 (1.9%) 10 (9.3%)

Yes 63 (58.3%) 34 (31.5%) 97 (89.8%)

Do you think women have the right to choose their delivery 
method if they have no medical indication?

Do not 

know

4 (3.7%) 1 (0.9%) 5 (4.6%) 0.053

No 26 (24.1%) 6 (5.6%) 32 (29.6%)

Yes 41 (38.0%) 30 (27.8%) 71 (65.7%)

Would you perform a patient-requested CD on a woman 
with a singleton uncomplicated pregnancy in a cephalic 
presentation at 39 weeks or more of gestation?

No 57 (52.8%) 20 (18.5%) 77 (71.3%) 0.004

Yes 14 (13.0%) 17 (15.7%) 31 (28.7%)

If a woman asks for a Cesarean but has no medical 
indication, would you do so?

No 35 (32.4%) 8 (7.4%) 43 (39.8%) 0.005

Yes 36 (33.3%) 29 (26.9%) 65 (60.2%)

Notes: The EBM group (n=71) includes participants who selected “Evidence-based medicine” as their primary decision factor. The Non-EBM group (n=37) includes those 
who selected other factors (eg, litigation, patient pressure, clinical condition).
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Regarding EBM variables, our study revealed that practitioners who adhered to EBM were significantly less likely to 
perform a patient-requested CD in uncomplicated pregnancies at 39 weeks or later with cephalic presentation (p=0.004). 
While the practitioners’ work sector did not significantly influence their decisions, in contrast to another study, where the 
private sector exhibited a higher likelihood of elective CD under similar circumstances.20 This shift reflects the growing 
impact of EBM on clinical decision-making across healthcare settings in Saudi Arabia, emphasizing patient safety and 
ethical considerations related to cesarean deliveries.

Despite the majority of EBM-aligned practitioners acknowledging women’s right to choose their delivery method in 
the absence of medical indications, they tended to adopt a conservative approach, being less inclined to perform non- 
medically indicated CD (p=0.005).20,24–29 The conservatism seen in our study is consistent with Saudi Arabian 
practitioners’ emphasis on evidence-based practices, which are prioritized in all sectors—private, public, and even 
educational—because they can more effectively handle the complexity of patients’ requests for CD and, in the long run, 
eventually result in safer outcomes and well-informed decisions.

Limitations
The study’s sample size may pose limitations on the generalizability of the findings. A larger and more diverse sample 
could provide a broader understanding of obstetricians’ decision-making processes regarding CS. Another statistical 
limitation of this study was the small cell sizes in some subgroup analyses, which necessitated the use of Fisher’s exact 
test. This may affect the power to detect significant associations for some variables. A potential skewed result due to 
selection bias might be a limitation in addition to recall bias whereas obstetricians may have difficulty accurately 
recalling past experiences or factors influencing their decision-making process. Furthermore, self-report bias and the 
single-country focus can potentially limit our findings.

Conclusion
This study provides a critical exploration of the personal preferences and decision-making paradigms of maternity 
clinicians in Saudi Arabia regarding cesarean delivery. The most salient finding is the significant association between 
adherence to EBM and a more conservative approach to CS. Clinicians who primarily relied on EBM were markedly less 
likely to perform non-medically indicated CS, underscoring EBM’s role as a pivotal moderating factor against the trend 
of cesarean delivery on maternal request. This highlights the paramount importance of reinforcing evidence-based 
guidelines and ethical decision-making in clinical practice to ensure that maternal and neonatal safety remains the 
central tenet of obstetric care. While a preference for vaginal delivery was predominant overall, our analysis suggests that 
clinician gender may be a factor worthy of further investigation, as a greater proportion of female clinicians preferred this 
mode for themselves. The primary motivations driving considerations for CD were squarely focused on clinical concerns, 
namely infant and maternal safety. For clinical practice, these findings emphasize the necessity of integrating structured, 
evidence-based counseling into patient interactions. Such an approach can effectively address misconceptions, align 
patient expectations with clinical best practices, and potentially reduce unnecessary cesarean deliveries. Future research 
should aim to validate these findings with larger, nationally representative samples and incorporate qualitative methods to 
gain a deeper understanding of the complex motivations behind clinicians’ personal and professional choices. This will 
be essential for developing targeted, multi-faceted interventions aimed at optimizing childbirth outcomes in the region.
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