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Background: A caesarean delivery without maternal involvement in decision-making reduces the quality of health care and breaks 
women’s autonomy. However, the involvement of women in decision-making to have a caesarean delivery is minimal. Still, now 
paternalism is widely practised. The study aims to assess women’s involvement in decision-making and associated factors among 
women who underwent a caesarean delivery.
Methods: Institutional-based cross-sectional study was conducted in Sidama region Public hospitals from June 22/2022-August 5/ 
2022, among women who underwent a caesarean delivery. The total sample size was 457. The collected data was exported from the 
ODK toolbox server to excel and then to SPSS version 26 for further data cleaning and analysis. The variables with a p-value ≤ 0.25 in 
the bivariable analysis were included in a multivariable ordinal logistic regression model to control possible confounders. The resulting 
odds ratio and 95% confidence interval were computed, and a p-value of less than 0.05 is considered statistically significant.
Results: Women’s agreed decision-making involvement to have a caesarean delivery is 165(37.9%). Women who had an scheduled 
caesarean delivery [AOR: 7.6; 95% CI: 3.3, 17.8], had adequate information about caesarean delivery [AOR: 5.7; 95% CI:3.3, 10.0], 
had adequate time for decision-making [AOR: 4.6; 95% CI:2.09, 6.4], language of consent [AOR: 1.9; 95% CI: 1.2, 3.1], and women- 
healthcare providers relationship [AOR: 5.2; 95% CI: 3.2, 8.6]are higher odds of being involved in decision-making, but women’s 
being primary school [AOR: 0.53; 95% CI: 0.3,0.97] are lower odds of involvement in decision-making to have a caesarean delivery.
Conclusion and recommendation: In this study, women’s agreed decision-making involvement to have a caesarean delivery is 
low compared with other studies. Women-healthcare providers’ relationship and an unscheduled caesarean delivery are highly affect 
their involvement in decision-making. Therefore, hospitals should translate and prepare the consent form in an understandable way for 
women and families, and healthcare providers should develop good relationship and encourage her involvement.
Keywords: caesarean delivery, women’s involvement, mode of decision-making, shared decision-making

Background
Caesarean delivery is a surgical procedure performed on mothers for obstetrics reasons for those unable to have vaginal 
childbirth.1 Now a day it is widely increased invasive obstetrics procedures for the birth of fetuses worldwide.2 However, 
a caesarean section performed without medical or obstetrics necessity can put women at risk of immediate and long-term 
health problems.3 The caesarean delivery might be scheduled or unscheduled, requiring urgent decision-making by the 
people involved, including the health care providers, the woman, and her family.4

There are three modes of decision-making: paternalistic, informed decision-making, and shared decision-making.5 

The paternalistic decision-making style involves a one-way communication of the minimum amount of medical 
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information required for informed consent (from the healthcare provider to the patient), and the choice is made solely by 
the healthcare provider.6

In the informed decision-making model, all medical information required for decision-making is transferred in one 
direction (from healthcare practitioners to patients), and the patient makes those decisions alone.7 Also, the shared 
decision-making approach represents a sharing and negotiation of treatment decisions between patients and healthcare 
professionals.8

Shared decision-making reflects the ethical principle that patients have the right make their own decisions about what 
is appropriate for them, taking into consideration their circumstances, beliefs, and priorities.9 It includes the freedom to 
accept or refuse certain health care offers and change that decision.10 For a patient to exercise this right to decide, they 
require the information that is relevant to them.11

Furthermore, searching for information regarding the procedure is one-way women are involved in decision- 
making.12 Health care providers must give appropriate information to the patient that they need to know and 
understand.13 This information may include the type of procedure, indication, options, risks, benefits, complications, 
alternatives, and outcomes, which may include the decision to do nothing.12 Involvement in decision-making has been 
linked to efficacy, empowerment, and autonomy.8,14 When decision sharing is evident, patients and healthcare providers 
will have improved connections and interactions.15 In addition, this compliance will be improved.13 Also, enhance 
satisfaction,4 and quality of care.7,16

However, caesarean delivery without involving women in decision-making compromise trust between health care 
providers and women.4 In addition, it breaks women’s autonomy (the right to accept and refuse),17 and women can feel 
disempowered. Also, they may be unable to achieve health goals and inability to recover.18 The studies show that the 
involvement of women in decision-making to have a caesarean delivery is minimal and it ranges from (23%)-(to 
95%).1,19 A study in Ghana states that women in underdeveloped nations who make health-related decisions are not 
autonomous.20

According to American College of Obstetricians and Gynecologists committee of ethics, every woman should be 
involved in decision-making during the procedure, and the patient has the autonomy to have or not have a surgical 
procedure.21 In addition, the newly revised guideline on obstetric management in Ethiopian 2020 recommends that every 
pregnant woman has the right to receive adequate information about her health, be involved in the decision for any 
procedure, and express her opinions about the services that she received.10 But clients’ involvement in decision-making 
was not widely practised in most developing countries, including sub-Saharan Africa. It had not integrated the concept of 
patient-centred care into health systems.5,22,23 Still, paternalism is now widely practised in developing countries.5,6

Though it is limited, adequate evidence is very important for women’s, healthcare providers, hospitals and other 
concerned bodies to improve the quality of care, respect the autonomy (the right to accept or refuse) of women and 
increase cooperation of women’s during the procedure. So, this study was designed to assess women’s involvement in 
decision-making and associated factors among women who underwent a caesarean delivery in Sidama region Public 
hospitals.

Methods
Study Design and Settings
A hospital-based cross-sectional study was done in the Sidama region from June 22 to August 5, 2022, among a woman 
who underwent a caesarean delivery in Public hospitals. Sidama National Regional state is one of eleven regions in 
Ethiopia, and its administrative city is Hawassa, located 273 kilometers away from Addis Ababa, the country’s capital 
city. The region is bordered in northern and east by the Oromia region and south and west by the Oromia and south 
region. According to the 2007 Ethiopia central statics agency report estimation, the region’s total population was 
4,369,214. According to the regional health bureau report of 2022, the region has a tertiary hospital, five general 
hospitals, and fourteen primary hospitals. Tertiary and all general hospitals provided caesarean delivery. Also, of fourteen 
primary hospitals, eleven fully provided caesarean delivery. The 2022 health bureau nine months report showed that 5239 
caesarean sections were done.
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Population
All selected women who underwent a caesarean delivery at selected hospitals during the study were included. However, 
women referred for better management before exiting the post-caesarean ward were excluded.

Sample Size and Sampling Procedure
The sample size was determined using the single population proportion formula by considering a 25.3% proportion (P) 
which was taken from research done at Jimma university,5 with a 95% confidence interval (1.96), α=0.05, and 5% margin 
of error. Considering 1.5 design effects and a 5% possible non-response rate, the final sample size was 457.

Two-stage sampling technique was employed. There were one comprehensive specialised teaching hospital, five 
general and fourteen primary hospitals in the Sidama region. Of fourteen primary hospitals, only eleven hospitals were 
fully functional to provide a caesarean section. Forty percent of general and primary hospitals and one comprehensive 
specialized teaching hospital were selected using simple random sampling. Each hospital was given a proportional share 
of the required sample size based on the number of women they served in one and a half months (45 days). Finally, the 
study participants were selected using a simple random sampling technique.

Operational Definitions
Women’s Involvement in Decision-Making
Refers involvement of the women’s/patients in decision-making or expressing opinions about different treatment 
methods, which include sharing information, feelings, and signs and accepting health team instructions. Shared decision- 
making question nine (SDMQ9) contains nine items. The nine-item of SDMQ, a 5-point Likert scale, was recorded into 
agreeing, neutral, and disagree. Those whose response was “agree” were considered as women adequately involved in 
decision-making, and those whose response was “disagree” were not adequately engaged in decision-making. Those 
whose response was “neutral” were neither involved nor not involved in decision-making.8,24–26

Patient-Doctor/Healthcare Providers Relationship
Refers to the perception of the patient concerning the caring shown by the healthcare providers and the attitude and 
behaviour of the healthcare providers towards the patient. The patient-doctor relationship questionnaire (PDRQ) contains 
nine items with a yes/no option. When the patients answered greater than seven7 items with a yes response, it was 
considered good PDR, and below seven,7 it was regarded as poor PDR.27

Data Collection Tools and Procedure
After reviewing relevant literature from previous related studies and other adopted standardised materials/tools,8,19,20,25,27 

the questionnaire was prepared in English and translated to Sidaamu Afoo by language experts. The questionnaire was 
administered with Sidaamu Afoo to facilitate understanding. The questionnaire contains socio-demographic character-
istics, obstetrics factors, SDMQ-9, service-related factors, and patient-to-healthcare provider relationships.

Trained seven-degree midwives collected the data. The trained data collectors preceded face-to-face interview 
techniques with those women who were willing to participate in the study during the participants post a caesarean 
ward at the exit time. The interviewer-administered and a chart review technique were used. The study participants were 
encouraged to fill out the questionnaire with the help of data collectors by reading and explaining the question in easy-to- 
understand language. Two supervisors were trained to supervise the data collection process closely. The principal 
investigator oversaw the entire data collection process and worked closely with the supervisors.

Data Quality Assurance
A properly designed data collection instrument was developed and pretested before the actual data collection period in 
a comparable setting in Yirgalem General Hospital on 5% (23 cases) of the calculated sample size to check whether the 
questioner were simple, clear and easily understandable. Based on the pretest, some necessary modifications were made 
before the actual accordingly. One day of training was given to data collectors and supervisors concerning data collection 
processes and handling. Close supervision was done regularly by the supervisors and the principal investigator. 
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Every day the collected data was reviewed and checked for completeness and consistency by the principal investigator. 
Problems encountered were reported to supervisors and the principal investigator for immediate action.

Data Processing and Analysis
The collected data were checked, reviewed for completeness, and exported from the ODK toolbox server to excel and 
then to SPSS version 26 for analysis. Cross-tabulation was done to explore data, clean missing values, and determine the 
expected count per cell. Descriptive statistics were generated to describe the findings. Then bivariable and multivariable 
ordinal logistic regression analysis were fitted to identify factors associated with women involvement in decision-making. 
Before fitting the ordinal logistic regression model, the normality of continuous data was checked by plotting histogram. 
And the assumption of multicollineartity was checked by variance inflation factor (VIF) and tolerance test (VIF=2.14). 
The model fitness was checked by Goodness-of-fit of overall model (Pearson (p-value=0.109) and (deviance 
(p-value=1.000)), Nagelkerke’s (p-vale=0.628) and Test of Parallel Lines (p-value=0.299). The variables found with 
their p-value ≤ 0.25 in bivariabele ordinal regression analysis were fitted into the multivariable ordinal logistic regression 
model. Adjusted odds ratio (AOR) at a 95% confidence interval (CI) was used to indicate the degree to which the 
independent variables explained the outcome variable. Variables with a p-value less than 0.05 in multivariable ordinal 
logistic regression were reported as having a statistically significant association with the outcome. Finally, the result of 
the study was presented in tables, figures and texts based on the data obtained.

Ethics Approval and Consent to Participate
Ethical approval was obtained from the Internal Review Board (IRB) of Hawassa University College of Medicine and 
Health Science (IRB/189/14). The department of midwifery was written a letter of cooperation to the Sidama region 
health bureau, and the health bureau again wrote a letter to Sidama region Public hospitals’ chief clinical service officers. 
All the information obtained from study participants was confidential and used only for the intended purpose. After 
informing the purpose of the study, informed written consent was obtained from mothers. Any refusal of the women’s 
parents/family to participate in the study their right was respected. This study conforms the principles outlined in the 
Declaration of Helsinki.

Results
Socio-Demographic Characteristics of Respondents
Of the total 457 mothers who had given birth by a caesarean delivery, 435 mothers were interviewed, resulting in 
a response rate of 95.2%. Of the respondents, 305(66.7%) mothers were 20 to 30 years old, with a mean age of 25.03 
(SD=4.9) years. Most of the mothers were married; 422(97.0%) and 244(56.1%) were rural residents. Of mothers, 187 
(43.0%) were Protestant, and 43(9.9%) were Catholic. Regarding the educational status of mothers, only 94(21.6%) of 
mothers were unable to read and write, while 165(37.9%) of mothers had a secondary school and above. Among 
respondents, 128(29.4%) mothers were housewives (do not have independent work), and 40(9.2%) were private employ-
ees (Table 1).

Source of Information
Concerning the source of information of respondents, 261(60.0%) of mothers participated in the women’s development 
team, and 224(51.5%), 254(58.4%), 155(35.6%) of mothers had an android Mobile, Radio, and TV respectively. Among 
respondents, 118(27.1%), 183(42.1), and 68(15.6%) mothers got health information through medical consultation, 
watching/listening to mass media, and reading books/magazines related to obstetrics. Of the total respondents, 204 
(46.9%) mothers had a coffee ceremony in their neighbourhood (Table 2).

Obstetric Characteristics
Among respondents of the study, 280(64.4%) of the mothers were multipara, and 378(86.9%) of them had ANC follow- 
up, out of which 158(36.30%) of them had four and above ANC follow-up. Of 378 ANC followers, 157(36.1%) had 
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Table 1 Socio-Demographic Characteristics of Mothers Who Underwent 
a Caesarean Delivery in Sidama Region Public Hospitals, Sidama, South Ethiopia 
2022 (n=435)

Variables Categories Frequency Percent

Age <20 81 18.6%

20–30 305 66.7%
>30 58 14.7%

Religion Protestant 187 43.0%

Orthodox 120 27.6%
Catholic 43 9.9%

Muslim 85 19.5%
Place of residence Rural 239 54.9%

Urban 196 45.1%

Marital status Single 5 1.1%
Married 422 97.0%

Divorce 3 0.7%

Widow 5 1.1%
Educational Status Non-formal education 94 21.6%

Can read and write 73 16.8%

Primary (grade 1–8) 103 23.7%
Secondary school and above 165 37.9%

Occupation Housewife 128 29.4%

Farmer 57 13.1%
Student 79 18.2%

Traders/merchant 65 14.9%

Government employee 66 15.2%
Private employee 40 9.2%

Table 2 Source Information of Mothers Who Underwent a Caesarean Delivery in 
Sidama Region Public Hospitals, Sidama, South Ethiopia 2022 (n=435)

Variables Categories Frequency Percent

Did you participate on the women’s 

development team?

Yes 174 40.0%

No 261 60.0%
Do you have an android mobile? Yes 224 51.5%

No 211 48.5%

Do you have a Radio? Yes 254 58.4%
No 181 41.6%

Do you have a TV? Yes 155 35.6%

No 280 64.4%
Have you watched medical consultations 

on TV?

Yes 118 27.1%

No 317 72.9%

Did you watch/listen to mass media? Yes 177 40.7%
No 258 59.3%

Did you read the books /magazines that 

related to obstetrics?

Yes 68 15.6%

No 372 84.4%
Have you coffee ceremony with your 

neighbourhood?

Yes 204 46.9%

No 231 53.1%
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information about shared decision-making during labour for a mode of delivery. Of the respondents, 96(22.1%) women 
had a previous caesarean delivery history, and 357(82.1%) of current caesarean delivery were the unscheduled type 
(Table 3).

Service-Related Factors
According to this study finding, regarding health services respondents got, 184(42.3%) women’s signed the consent after 
explaining in easy language/mother language, and 139(32.0%) women’s had adequate information about a caesarean 
delivery. Of 435 respondents, 240(55.2%) women signed their consent immediately before surgery. Among respondents, 
184(42.3%) mothers were requested consent from midwives/nurses, and 207(47.6%) women had adequate time to decide 
to have a caesarean delivery (Table 4).

Table 3 Obstetrics Characteristics of Mothers Who Underwent a Caesarean Delivery in Sidama 
Region Public Hospitals, Sidama, South Ethiopia 2022 (n=435)

Variables Categories Frequency Percent

Parity 1 155 35.6%

2 109 25.1%
3 91 20.9%

≥4 80 18.4%

ANC follow-up? Yes 378 86.9%
No 57 13.1%

How many times did you receive ANC service? 1 44 10.1%

2–3 176 40.5%
≥4 158 36.3%

Did you have information during ANC follow-up about shared 

decision-making during labour for a mode of delivery?

Yes 138 31.7%

No 240 55.2%
Do you have a history of previous caesarean delivery? Yes 99 22.8%

No 336 77.2%

Type of current caesarean delivery Scheduled 78 17.9%
Unscheduled 357 82.1%

Table 4 Service-Related Factors of Consent Disclosure of Mothers Who Underwent a Caesarean Delivery in Sidama Region Public 
Hospitals, Sidama, South Ethiopia 2022 (n=435)

Variables Categories Frequency Percent

Was consent taken after explaining everything in easy language/Mather language? Yes 183 42.1%
No 251 57.9%

Before the caesarean delivery, did you feel you had adequate information about 

a caesarean delivery?

Yes 171 39.3%

No 264 60.7%
Timing of consent The day before the date of 

surgery

35 8.0%

On the day of surgery 59 13.6%
Immediately before surgery 240 55.2%

On the operation table 101 23.2%

Consented requested by Ob-gyn specialist 43 9.9%
General practitioner/resident 132 30.3%

IESOS 76 17.5%

Midwives/Nurses 184 42.3%
Did you feel you had adequate time to decide to have a caesarean delivery? Yes 207 47.6%

No 228 52.4%
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Patient Healthcare Provider’s Relationship Factors
Of 435 respondents, 181(41.6%) mothers had a good relationship with care providers, and 254(58.4%) mothers had 
a poor relationship with healthcare providers (Figure 1).

Shared Decision-Making
Responses of women on the nine questions on shared decision-making. Among 435 mothers, 195(44.8%) and 207 
(47.6%) agreed that “healthcare providers explain the benefits and risks of a CS” and “reach an agreement on how to 
precede the procedure”, respectively. However, 217(49.9%) and 208(47.8%) of mothers disagree with “care providers tell 
about CS/indication” and “explain about different modes of birth for treating obstetrics condition”. Among respondents, 
83(19.1%) mothers had neither agreed nor disagreed with healthcare providers asking their thought about a caesarean 
delivery (Table 5).

Shared Decision-Making
Of 435 respondents (women) 165(37.9%) had been adequately involved (agreed) in decision-making during a caesarean 
delivery, 85(19.5%) intermediate (neutral) and 185(42.5%) women were not adequately involved (disagreed) in decision- 
making during the procedure (Figure 2).

Figure 1 Health care providers’ relationship with mothers who underwent a caesarean delivery in Sidama region Public hospitals, Sidama, South Ethiopia 2022 (n=435).

Table 5 Shared Decision-Making Among Mothers Who Underwent a Caesarean Delivery in Sidama Region Public Hospitals, Sidama, 
South Ethiopia 2022 (n=435)

Variables (SDMQ9) SA and A Neutral SD and D

Did care providers tell about CD/indication? 188(43.2%) 30(6.9) 217(49.9%)

Did healthcare providers ask your thought about CD? 158(36.3%) 83(19.1%) 194(44.6%)

Did healthcare providers explain about different modes of birth for treating your obstetrics condition? 160(36.8%) 67(15.4%) 208(47.8%)
Did healthcare providers explain the benefits and risks of a CD? 195(44.8%) 74(17.0%) 166(40.2%)

Did healthcare providers help you to understand all the information about the procedure? 170(39.1%) 68(15.6%) 197(45.3%)

Did healthcare providers ask which mode of delivery option you prefer? 194(44.6%) 50(11.5%) 191(43.9%)
Did healthcare providers and you thoroughly weigh the different modes of delivery options? 192(44.1%) 49(11.3%) 194(44.6%)

Did you and healthcare providers decide together about a CD? 187(43.0%) 74(17.0%) 174(40.0%)

Did you and healthcare providers agree on how to proceed with the procedure? 207(47.6) 68(15.6%) 160(341.8%)

Abbreviations: SA, Strongly agree; A, agree; SD, strongly disagree; D, disagree.
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Factors Associated with Women’s Involvement in Decision-Making During 
a Caesarean Delivery
In the bivariable ordinal logistic analysis, the variables p-value ≤ 0.25 became a candidate of multivariable ordinal 
logistic regression, those are: age, educational status, watching/listening to mass media, ANC follow-up, the current type 
of caesarean delivery, consenting in easily understandable language, women who felt that they had adequate information 
about a caesarean delivery, women who felt that they had adequate time for decision-making, and had good mother- 
health care providers relationship.

In multivariable ordinal logistic regression analysis, six variables namely educational status (being primary school), 
scheduled caesarean delivery, women who felt that they had adequate information about a caesarean delivery, women 
who felt that they had adequate time for decision-making, consented to easily understandable language, and good mother- 
healthcare provider relationship are significantly associated with women’s involvement in decision-making to have 
a caesarean delivery (Table 6).

Figure 2 Involvement in decision-making among mothers who underwent a caesarean delivery in Sidama region Public hospitals, Sidama, South Ethiopia 2022 (n=435).

Table 6 Bivariable and Multivariable Ordinal Logistic Regression Analysis of Independent Variable for Women’s Involvement in 
Decision-Making During a Caesarean Delivery in Sidama Region Public Hospitals, Sidama, South Ethiopia 2022 (n=435)

Variables Categories Involved in Decision-Making COR 95% CI AOR 95% CI P-value

Not 
Involved 
(N=185)

Neutral 
(N=85)

Involved 
(N=165)

Age <20 37 16 28 0.63(0.34,1.2) 1.7(0.8,3.8) 0.192

20–30 127 58 105 0.67(0.4,1.1) 1.5(0.8,3.0) 0.207

>30 25 7 32 1 1
Educational status Non-formal 

education

42 21 31 0.69(0.43,1.1) 0.6(0.3,1.5) 0.128

Can read 
and write

30 14 29 0.85(0.5,1.4) 0.53(0.3,1.0) 0.075

Primary 

school

55 16 32 0.54(0.34,0.86) 0.53(0.3,0.97) 0.039*

Secondary 

and above

62 30 73 1 1

Watch/listen to mass-media Yes 46 20 111 3.5(2.4.5.1) 1.5(0.9, 2.6) 0. 136
No 143 61 54 1 1

ANC follow-up Yes 159 68 151 1.7(1.0,2.9) 0.8(0.4,1.6) 0. 475
No 30 13 14 1 1

(Continued)
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Discussion
The study aims to assess women’s involvement in decision-making and associated factors among women who underwent 
a caesarean delivery in Sidama region Public hospitals.

In this study, women’s agreed decision-making involvement in having a caesarean delivery is 37.9% (95% CI: 
33.3–42.5%).

This finding is inconsistent with studies conducted in Pakistan (92.5%) and Nigeria (88.4%).4,28 This discrepancy 
could be related to the sample size, study settings, demographic characteristics, and sampling technique. Also, private 
tertiary care centres and women’s had better educational and economic statuses were included in Pakistan. However, it is 
higher compared with a study conducted in Saudi Arabia (23%) and Jimma (25.3%).5,19 This disparity might be due to 
sampling size, study settings, and demographic characteristics of participants; in addition, a non-probability type of 
consecutive sampling was used in Saudi Arabia, and in Jimma, gynecological cases were included.

This finding indicates that maternal educational status is a significant indicator of women’s involvement in decision- 
making to have a caesarean delivery. Women who had primary school are 47% times lower odds of being involved in 
decision–making than those who had secondary and above educational status (AOR: 0.53; 95% CI: 0.3,0.97). This result 
is different from research done in Pakistan.28 This might be due to sampling technique, study area, and population; they 
used a non-probability convenience sampling technique and a tertiary private care centre.

The finding shows that the current caesarean delivery being scheduled is significantly associated with women’s 
involvement in decision-making than in an unscheduled. Women had scheduled caesarean delivery are 7.6 times higher 
odds of being involved in decision-making than an unscheduled caesarean delivery (AOR: 7.5; 95% CI: 3.3, 17.8). This 
result is supported by a study conducted in Pakistan.29 The reason might be that during scheduled cases, a mother feels 
free and has enough time to think and communicate with health care providers.

The study revealed that the women who felt they had adequate information about a caesarean delivery are 5.7 times 
more likely to be involved in decision-making than those without information (AOR: 5.7; 95% CI: 3.3, 10.0). This result 
is in line with a different study conducted in Sweden, Nigeria, and Uganda.4,8,30 This might be well-informed women 
easily develop self-confidence to decide on intervention.

In this study, there is a significant association between the women who felt that they had adequate time to decide to 
have a caesarean delivery and women’s involvement in the decision-making (AOR: 4.6; 95% CI: 2.8, 7.6). This finding is 
supported by studies conducted in Sweden and Jimma.5,30 The reason might be women who have enough time to search 

Table 6 (Continued). 

Variables Categories Involved in Decision-Making COR 95% CI AOR 95% CI P-value

Not 
Involved 
(N=185)

Neutral 
(N=85)

Involved 
(N=165)

Type of this (current) caesarean 

delivery

Scheduled 9 8 61 20.7(10.9,43) 7.6(3.3,17.8) 0.000*

Unscheduled 185 76 96 1 1

Language of informed consent Yes 33 23 127 4.7(3.2,6.9) 1.9(1.2, 3.1) 0.011*
No 156 58 38 1

Women who felt that they had 

adequate information about a CD

Yes 22 17 232 16.0(10.0,26) 5.7(3.3, 10.0) 0.000*

No 167 64 33 1 1
Women who felt that they had 

adequate time to decide to have a CD

Yes 27 29 128 9.8(6.5,14.9) 4.6(2.8, 7.6) 0.000*

No 162 52 37 1 1

Women’s-healthcare providers 
relationship

Good 41 32 108 12.0(7.8, 18.4) 5.2(3.2, 8.6) 0.000*
Poor 148 49 57 1 1

Notes: *Statistically significant at P-value<0.05, 95% CI, 1=Reference group. Test of Parallel Lines (p-value=0.299), Goodness-of-fit of overall model: Pearson (p value=0.109) 
and deviance (p-value=1.000), Nagelkerke’s (p-vale=0.628). 
Abbreviations: COR, crude odds ratio; AOR, adjusted odds ratio; CI, confidence interval.

International Journal of Women’s Health 2023:15                                                                               https://doi.org/10.2147/IJWH.S399261                                                                                                                                                                                                                       

DovePress                                                                                                                         
821

Dovepress                                                                                                                                               Getu Wondimu et al

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

https://www.dovepress.com
https://www.dovepress.com


for information about the operation from various sources easily, would be able to contact and communicate with health 
professionals effectively and grow confident.

In this study finding, consenting/explaining the procedure in the mother tongue or the easily understandable language 
is significantly associated with women’s involvement in decision-making during the process (AOR: 1.9; 95% CI: 1.2, 
3.1). This study is in line with the finding in Dessie.31 Reducing the language barrier might be that providing health 
information in understandable language might increase interaction and communication between health care providers. In 
addition, women can understand the situation.

Mothers-healthcare providers’ good relationship is a significant predictor of women’s involvement in decision- 
making during a caesarean delivery; women who have a good relationship with healthcare providers are 5.2 times 
more odds of getting involved than women who have poor relationships (AOR: 5.2; 95% CI: 3.2, 8.6). This result is in 
line with studies conducted in Bangladesh, Saudi Arabia, Nigeria, and Jimma.1,5,15,29 This reason could be positive 
healthcare providers’ interaction where the mothers felt comfortable sharing their worries, emotions, and adequate 
information delivered from care providers to the women. Additionally, they create amiable and trustworthy connections.

Limitation of the Study
Recall bias; mothers might have forgotten information that was told during (before) the surgery since they were 
interviewed after the procedure.

Conclusion
In this study, women’s agreed decision-making involvement to having a caesarean delivery is low compared with other 
studies. The factors those women’s had scheduled caesarean delivery, women being primary school, women who felt they 
had adequate information about a caesarean delivery, women who felt that they had adequate time for decision-making, 
consenting in easily understandable language, and good women’s-healthcare providers’ relationships are significantly 
associated with women’s involvement in decision-making to have a caesarean delivery. Having an unscheduled caesarean 
delivery and primary school educational status are negatively affect women’s involvement in decision-making. A good 
relationship between healthcare providers and women is vital for shared decision-making.

Recommendation
Hospitals should translate the consent format and the consent language into different (various) languages and assign the 
healthcare providers who could talk that language. Healthcare providers should develop intimate (close) relationships 
with mothers and her families, provide enough information about the procedure, give adequate time for the mothers and 
encourage the involvement of the women in decision-making before the procedure and take the consent after explaining 
all the information on consent format.
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