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ABSTRACT

Little is known about the physical and socioeconomic postpartum consequences of women who experi-
ence obstetric complications and require emergency obstetric care (EmOC), particularly in resource-poor
countries such as Bangladesh where historically there has been a strong cultural preference for births at
home. Recent increases in the use of skilled birth attendants show socioeconomic disparities in access to
emergency obstetric services, highlighting the need to examine birthing preparation and perceptions of
EmOC, including caesarean sections. Twenty women who delivered at a hospital and were identified by
physicians as having severe obstetric complications during delivery or immediately thereafter were selected
to participate in this qualitative study. Purposive sampling was used for selecting the women. The study
was carried out in Matlab, Bangladesh, during March 2008-August 2009. Data-collection methods includ-
ed in-depth interviews with women and, whenever possible, their family members. The results showed
that the women were poorly informed before delivery about pregnancy-related complications and medical
indications for emergency care. Barriers to care-seeking at emergency obstetric facilities and acceptance of
lifesaving care were related to apprehensions about the physical consequences and social stigma, result-
ing from hospital procedures and financial concerns. The respondents held many misconceptions about
caesarean sections and distrust regarding the reason for recommending the procedure by the healthcare
providers. Women who had caesarean sections incurred high costs that led to economic burdens on family
members, and the blame was attributed to the woman. The postpartum health consequences reported by
the women were generally left untreated. The data underscore the importance of educating women and
their families about pregnancy-related complications and preparing families for the possibility of caesarean
section. At the same time, the health systems need to be strengthened to ensure that all women in clinical
need of lifesaving obstetric surgery access quality EmOC services rapidly and, once in a facility, can obtain
a caesarean section promptly, if needed. While greater access to surgical interventions may be lifesaving,
policy-makers need to institute mechanisms to discourage the over-medicalization of childbirth in a con-
text where the use of caesarean section is rapidly rising.
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INTRODUCTION death among socially- and economically-vulner-
able people who have limited access to lifesaving
obstetric hospital-care, including obstetric surgery

(1-4). In Bangladesh which is a resource-poor coun-

Maternal mortality has been described as a prob-
lem that affects people living in poverty. Recent

studies have illuminated higher risk for maternal
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try, nationwide data showed that maternal mortal-
ity has declined substantially over the past nine
years, with the ratio decreasing from 322 in 2001
to 194 in 2010 (5). Some of the decline can be at-
tributed to the increase in the number of deliveries
at facilities, which more than doubled from 9% of
births in 2001 to 23% in 2010. The use of caesar-
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ean sections also revealed a five-fold increase from
2.6% in 2001 to 12.2% in 2010 (5). Data from the
Bangladesh Demographic and Health Surveys col-
lected in 2000 and 2007 and more recent nation-
wide data showed that much of the increase in the
number of births at facilities has been driven by the
use of private-sector services (5-7). Hence, it is not
surprising to see persisting socioeconomic inequi-
ties in facility-based deliveries (5,8).

Caesarean section is a surgical intervention de-
signed to prevent or treat some life-threatening
maternal or foetal complications. While the World
Health Organization (WHO) recommends that the
rates of caesarean births should range from 5% to
15% (9), there is little consensus regarding opti-
mal rates of caesarean births (10). In middle- and
high-income countries, much attention has been
given to the increased use of elective caesarean sec-
tions carried out for the convenience of pregnant
women. In resource-poor countries, except those
in sub-Saharan Africa, there is also evidence of
sharp increases in rates of caesarean sections as
childbirth is increasingly occurring in health facili-
ties with skilled attendants, particularly in urban
settings and among wealthier people (3). In these
settings, data relating to medical indications for
caesarean section are lacking, thereby increasing
the challenge of determining the percentage of
cases that warranted caesarean surgery. However, in
the 1990s, the lack of decline in maternal mortality
ratios that coincided with a sharp increase in cae-
sarean sections in resource-poor settings suggests
that women delivering by caesarean section were
not those in the greatest need (10). Given the high
costs involved, socioeconomic disparities in access
to caesarean-section procedures persist (3), and
there continues to be concern that poor women
who need a caesarean section may not get it, and
other women who can afford to pay for a caesarean
section but do not experience life-threatening com-
plications get a caesarean section unnecessarily.

Social scientists have examined costs involved in
emergency obstetric care (EmOC) and the subse-
quent economic burden on women and their fami-
lies (11-13). However, little is known about beliefs
regarding caesarean sections in cultural frameworks
where deliveries at home are preferred and how the
economic burden resulting from a caesarean sec-
tion impacts on broader cultural and social conse-
quences to women and their families, particularly
those living in poor households located in low-in-
come, rural settings. With the recent increase in the
number of caesarean births in Bangladesh, research

is needed to examine the understanding of and de-
mand for caesarean sections and the social and psy-
chological consequences on women undergoing a
caesarean section.

To address this gap in knowledge, qualitative re-
search was carried out among women who expe-
rienced severe obstetric complications to under-
stand the perceptions of caesarean section and
how having obstetric surgery affects women and
their families. The study examined women who
did and did not have a caesarean section for their
birthing preparation, delivery-related experiences,
and subsequent physical, social and economic con-
sequences for the woman and her family members
up to 10 weeks after delivery.

MATERIALS AND METHODS
Study site

The study was carried out during March 2008-Au-
gust 2009 in Matlab, Bangladesh. Matlab is a rural
area 45 km southeast from the capital Dhaka, in a
deltaic region of the country. In Matlab, a Health
and Demographic Surveillance System has been
maintained by icddr,b since 1966; icddr,b main-
tains a hospital and four subcentres that provide
free child- and maternal care (antenatal, intrapar-
tum, normal and basic emergency and postpar-
tum care, and family planning), along with gen-
eral health services, for a population of 110,000
in Matlab. The paramedics of the four subcentres
assist in normal deliveries and refer women either
to the Matlab Hospital of icddr,b which offers basic
EmOC that can be handled by physicians or to lo-
cal hospitals that provide comprehensive EmOC.
Community Health Workers (CHWs) visit all fami-
lies living in the icddr,b intervention area once ev-
ery two months to identify pregnancies and cap-
ture vital statistics. They provide antenatal care to
pregnant women and postpartum care and also
general healthcare to families during bi-monthly
household visits. Other local health services facili-
ties in the area include one government hospital
in the district town, two government facilities with
EmOC in the district town, over 20 private facilities
offering EmOC, and an array of informal health-
care providers. At the time the study was carried
out, 66% of deliveries took place in facilities (14).

Study sample and participants

Within 8-10 weeks after delivery, in-depth inter-
views were conducted with 20 women who deliv-
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ered in a hospital and who were identified by phy-
sicians as having severe obstetric complications.
While the postnatal period extends up to six weeks
after delivery, a longer timeframe was needed to
locate the respondents. Purposive sampling was
used for identifying women who had suffered a
range of severe complications from a list of sam-
ples provided by the physicians who participated
in a larger quantitative study examining the com-
munity-based prevalence of maternal morbidities
(15). The complicated cases included women with
haemorrhage (n=6), eclampsia (n=2), severe anae-
mia (n=4), and dystocia (n=8), all of whom had
delivered in one of the local hospitals offering ba-
sic or comprehensive EmOC. Informal discussions
were also carried out with family members of those
women who lost consciousness or could not relay
entirely what had happened during events relating
to care-seeking and costs associated with the deliv-
ery. When available, husbands were interviewed
for complete details about the childbirth. Five hus-
bands were included in the study.

Data-collection procedures

Seven researchers with training in anthropology
conducted the interviews which were carried out
in Bangla. The researchers followed guidelines that
examined various research themes and topics, in-
cluding birth planning and preparation, ANC, care-
seeking behaviours during labour and delivery,
perceptions of emergency-care procedures, particu-
larly caesarean sections, support provided by fam-
ily members before and after the delivery, physical
and psychological consequences associated with
delivery procedures, and the economic impact of
EmOC on families. Interviews lasted, on an aver-
age, for two hours. Efforts were made to carry out
the interviews in a private location, either inside
the household or in the family-yard. All interviews
were tape-recorded and later transcribed and trans-
lated into English. Follow-up visits were made 2-3
months later to interview half of the respondents
to capture information that was missing during the
first interview. While the contents of the follow-up
interviews varied according to the initial data col-
lected, interviews often involved gathering infor-
mation relating to the sequence of care-seeking, the
duration of the different stages of treatment, and
the costs involved in obtaining healthcare.

Analysis of data

A code-list was developed based on the main re-
search themes outlined above. ATLAS.ti, a text-or-
ganizing software, was used for coding the inter-

view transcripts. Once the data were coded, content
analysis was used for identifying and comparing
the trends of key concepts in the coded data ac-
cording to the type of respondent. Data triangula-
tion was employed to identify those concepts that
could be validated through a combination of data
sources, such as multiple persons interviewed. The
quantitative data were analyzed using SPSS 11.5.
Factor analysis of household assets conducted by
icddr,b on all the households in Matlab was em-
ployed to assess wealth ranking. Monetary figures
are primarily presented in local currency—the Ban-
gladeshi Taka (Tk). During the study period, Tk 69
was equivalent to approximately US$ 1.00.

Ethical aspects

Before participating in the study, verbal informed
consent was obtained from all the respondents.
The Ethical Review Committee of icddr,b approved
the study.

RESULTS
Background information

The women interviewed were, on average, in their
mid-20s (Table 1). Over half of the respondents
were educated beyond primary school, and three
had more than 10 years of education. None of the
women was involved in income-generating ac-
tivities. Most women were living in their in-laws’
home at the time of the last pregnancy and deliv-
ery. Over one-third of the women were first-time
mothers. Husbands were, on average, in their early
thirties, and most of them received education be-
yond primary school. More than half held relative-
ly high-income occupations involving businesses
or overseas jobs. The household wealth indices
showed that more than half of the women came
from households in the two highest quintiles.

Antenatal care and birth planning

Almost three-fourths of the women had 3-4 ANC
visits. During these visits, they were counselled
on nutritional requirements and the importance
of taking adequate rest during pregnancy and
were advised to attend postpartum check-ups for
the mothers and the babies. Although the health
workers recommended that the women deliver at a
health facility with skilled attendants, the possibili-
ty of a caesarean section, if complications occurred,
was not discussed even with the two mothers who
had previously undergone caesarean sections. Con-
sequently, saving of money for such emergency
was also not discussed.
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Table 1. Background information of women
having complicated deliveries

Complicated
deliveries
(n=20)
249

Variable

Average age (years) of woman
Education of women
No education
Grade1to 5
Grade 6 to 10
Beyond Grade 10
Parity of the last pregnancy
First
Second
Third
Fourth
Fifth or more
Where women resided during
pregnancy
In-law’s home 12
Natal home 5
Nuclear home 3

w O NN

(@I N AN

Average age (years) of hus-
bands

Education of husbands
No education 1
Grade 1to 5 7
Grade 6 to 10 10
Beyond Grade 10 1

Occupation of husbands
Business 10
Carpentry
Work abroad
Services

_—w W w

Rickshaw-pulling
Household wealth index

Lowest

Second

Middle

Fourth

Highest

g N BN W

Three-fourths of the women planned for a deliv-
ery at a health facility, and the remaining women
had decided to give birth with a traditional birth
attendant (TBA) at home. None of these women
contacted the TBAs to discuss the impending
birth during the pregnancy period. Six of the 20

women or their families had saved money for de-
livery.

Delivery and care-seeking

The figure shows care-seeking and the place of de-
livery in accordance with the decisions made by
the family before delivery. Six of the 20 women had
vaginal deliveries, and the remaining women had
caesarean sections, with four of five women who
had planned on deliveries at home eventually hav-
ing a caesarean section.

Three of six women who delivered vaginally suf-
fered from haemorrhage, and three had severe
anaemia. Only one of these women had originally
planned on delivery at home; after she had started
haemorrhaging, she sought care in two facilities
before giving birth to a child at a private hospital.
The other five women sought delivery care only in
the basic EmOC hospital where their condition was
managed. One of these women, however, bled ex-
cessively after delivery and was sent to the district
hospital where she received four units of blood.
While one of the haemorrhage cases was advised
to have a caesarean section due to high blood pres-
sure, she refused, claiming that it would have long-
term negative effects on her health and ability to
work.

Complications for the 14 caesarean-section cases
included prolonged labour or a breeched baby (8
cases), high blood pressure and convulsions (2
cases), haemorrhage (3 cases), and severe anaemia
(1 case). All the women who had caesarean sec-
tions sought care with at least two providers before
undergoing the procedure, with all but one going
to the basic EmOC hospital and subsequently be-
ing referred to an emergency facility for caesarean
section. Those women who had initially planned
delivery at home sought care from three or four
informal and formal healthcare providers before
eventually having a caesarean section. Three of
the 14 caesarean sections took place in a public
hospital, and the remaining 11 women had the op-
eration in a private clinic or hospital. The medical
indication for having a caesarean section was not
explained to six of the 14 women.

Of the 14 women who had caesarean sections, 12
families initially refused, indicating that they were
not mentally or financially prepared to spend such
a large sum of money. They also expressed concern
that all subsequent deliveries would have to be done
by caesarean section. In addition, many families
held the belief that caesarean sections were recom-
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mended so that healthcare providers could make
money rather than as a lifesaving procedure for the
mother and the child. Eventually, the health work-
ers convinced the families to accept the procedure
by explaining the potential life-threatening con-
sequences to the mother or the child, negotiating
the cost with the referral facility, and in some cases,
providing an ambulance. One woman explained:

A caesarean section needs Tk 40,000-50,000. The
economic status of my parents and husband was
not strong enough to bear this cost. We, how-
ever, needed Tk 10,000 at the end. We got finan-
cial support from the hospital which paid for the
operation and the hospital room. The Tk 10,000
we contributed was paid for the medicine. We
managed Tk 10,000 by borrowing.

The remaining two of the 14 women had previ-
ously had caesarean section and assumed that they
would have to go for the procedure again during
this pregnancy.

Health consequences

Table 2 shows that women with severe complica-

tions cited numerous health consequences, with
the most common relating to problems with
their breasts, weakness, bodyache, bleeding for
more than a month, and fever. Sleep depriva-
tion, pain or fear of pain during urination and
defaecation, and changes in body-colour were also
commonly mentioned. No treatment was sought
for the most commonly-reported conditions, in-
cluding weakness, bodyache, or problems with
breasts; many of the other problems listed were
believed to be resolved over time with medicines
provided by the hospital.

Only minor differences in health consequences and
treatment-seeking were noted between the caesare-
an section and the vaginal delivery cases at the time
of the interviews. Conditions unique to caesarean
cases included pain and infection in the stitched
areas. The two women who had had caesarean sec-
tions during previous births also expressed many
other concerns relating to their future, such as de-
veloping infections in the stitched area, bearing
children who would be more susceptible to disease
and require extra care, and the fear that they would
not be able to have more than two children.

Table 2. Health consequences reported after childbirth by women having complicated deliveries
Health consequence Comphc(a;cjgo(;ehvenes
Breast problems, including pain, engorgement, and overflow of milk 22*
Weakness 18
Bodyache/pain (e.g. waist, back, shoulder, leg, chest, head, and burning) 16
Prolonged bleeding up to 45 days 14
Fever 11
Pain in the stitched area 10
Deprivation of sleep 9
Problems with skin (e.g. colour change, spots or blotches, and cracked skin) 8
Fear of/or pain in urination and defaecation 8
Mental irritation 7
Excessive bleeding 4
Infection in the stitched area 3
Weight loss 3
White discharge 3
Pain/irritation in the birth canal 2
Lower abdomen pain 2
Breathing problems 2
Heaviness at the mouth of vagina 1
Pain in urinating 1
High blood pressure 1
Hernia 1
*Some women mentioned more than one problem relating to their breasts
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Daily activities and support from family
members

Women continued doing regular chores during
pregnancy and up to the time of delivery while
heavy chores, such as carrying water, washing
clothes, and lifting heavy items, were restricted
during the last trimester. Of the 12 women who
were with their in-laws before and after childbirth,
nine resumed normal chores 8-10 days after deliv-
ery, avoiding heavy chores for up to one and a half
months. These women received support from their
in-laws who provided them with nutritious foods
and assisted in caring for the newborn and older
children. The other three women, all of whom had
caesarean sections, did not receive aid from their
in-laws during the postpartum period, with two
explaining that the in-laws were angry over hav-
ing spent so much money on the delivery and the
third woman indicating that there was a family dis-
pute regarding dowry.

The five women who were in their natal families
were not permitted to carry out even normal
chores up to one month postpartum. The family
members also provided other support, including
accompanying women for visits to the hospital and
performing household chores for the new mother
even when she had returned to the in-laws’ resi-
dence. The remaining three women who resided at
nuclear homes received little assistance, having to
resume all household chores just a few days after
delivery.

No major differences regarding ability to carry out
work were identified between women who had
or did not have caesarean sections. The majority
of the women mentioned that following delivery,
health consequences such as weakness delayed
their ability to care for themselves and perform
critical chores adequately. Specifically, the women
mentioned that they were unable to feed and clean

their babies and give emotional comfort as required,
give adequate attention to the preparation of food
for older children and oversee their educational
needs, or carry out primary family chores, such
as preparing food or washing clothes. Discomfort
linked to backpain and pain in the stitched area for
those women who had caesarean sections, particu-
larly when sitting, was frequently mentioned as a
problem that interfered with cooking.

Women who experienced caesarean section ex-
pressed grave concerns that the procedure would
severely impact on their productivity in the future,
particularly their ability to perform heavy chores,
such as carrying jugs of water, washing clothes, lift-
ing heavy objects, especially crops during the har-
vest season, or carrying children. All these women
were worried about who would assist with these
chores and whether they would be able to care for
their children and other family members as they
did before the caesarean section, with many believ-
ing that their changed physical capabilities might
jeopardize their marital status and family life. One
woman stated:

No one in my family has had a caesarean opera-
tion. How unlucky I am! What will be my physi-
cal condition in the future? My life has no mean-
ing since I had the operation. Earlier, I could do
any hard work. Now [ will be unable to do heavy
chores as I did before; I will have to live my life
like a patient. ... People do not take the caesarean
operation easily. They say Allah proved that she
is not a good person by cutting her abdomen.

Family economy

Delivery-related costs are presented in Table 3. Of
the five women who delivered vaginally in the ba-
sic EmOC hospital, three spent Tk 500-1,500, and
the other two who had a longer hospital stay paid
Tk 10,000-14,999, with one of these women also

Table 3. Costs incurred for women experiencing vaginal or caesarean-section deliveries during an

obstetric complication

Complicated deliveries

Cost (Tk)* Vaginal deliveries Caesarean-section deliveries
(n=6) (n=14)

Up to 4,999 3 0

5,000-9,999 1 0

10,000-14,999 2 5

15,000-19,999 0 4

20,000 or more 0 5

*At the time of the study, Tk 69 was equivalent to US$ 1
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requiring a blood transfusion in the district hospi-
tal. The other woman who delivered vaginally in a
private hospital paid Tk 6,000. Household wealth
index information showed that one family came
from the poorer socioeconomic strata.

Of the 14 caesarean-section cases, five women
spent Tk 10,000-14,999, with four delivering in a
private and one in a public facility. Four women
spent Tk 15,000-19,999, all of whom went to a pri-
vate facility, and the remaining five families spent
Tk 20,000-35,000, with three delivering in a private
and two in a public facility. Payment of larger sums
of money generally reflected longer periods in the
hospital postpartum, with three women incurring
large costs to treat an infection in the stitched area
that required medical care. Twice as many women
who had caesarean sections came from families of
the wealthier socioeconomic strata compared to
those from the poorer socioeconomic groups.

Of the six families who had saved money for de-
livery, three (two paying for vaginal deliveries and
one for a caesarean section) had put aside enough
money to cover expenses. Savings of the other
three families, all of whom had to pay for a cae-
sarean section, were seriously insufficient to cover
healthcare costs. Overall, nine of the 14 families of
women who had caesarean sections were forced
to borrow money from microcredit institutions or
relatives. Some of these families faced serious prob-
lems in repaying the loan, which included interest.
One woman explained:

It became a huge burden for my husband. It
would have been good if we could have avoided
the caesarean section and I had delivered nor-
mally.

These families were either counting on the next
harvest season or trying to reduce family costs to
repay the loan. Women also indicated that their
husbands worked harder and for longer hours to
increase earnings. In three cases, natal families bore
the entire costs because the in-laws were either un-
able or refused to contribute. In these instances,
women stated that their fathers either sold family-
land or took loans with interest, creating a severe
impact on the economic status of the families,
which were already poor. In one case, a serious con-
flict between the natal and the in-law families en-
sued over the cost of caesarean section; the in-laws
refused to contribute to expenses and insisted that
the natal family sell the woman’s gold ornament.
Of the remaining five families, one husband sent
money from abroad, one couple had saved money

in case an emergency arose during delivery, and
in three cases, both natal and husband’s families
shared the expenses.

Women experiencing a caesarean section were gen-
erally distraught about the cost involved in the de-
livery, which represented a tremendous economic
burden to the family, with many regretting that
they had not saved money during the pregnancy.
These women indicated that they could not enjoy
the arrival of the baby because they were too pre-
occupied with the costs incurred. One woman ex-
plained:

I was happy with the pregnancy ... however, I
was confused about what to feel just after the
caesarean section. I was thinking about the cost.
I was not in a physical and mental condition to
feel happy as I would have been if I had deliv-
ered the child normally.

Four women were blamed by their in-laws for incur-
ring such huge expenses for the caesarean section,
with one of them also developing an infection and
causing further economic hardship for the family.
The resulting burden that the women were accused
of causing induced in them both shame and guilt,
with several indicating that they were responsible
and deserved the blame. One woman said:

I do not say anything to my mother-in-law
when she blames me. I have to take this since I
am guilty, and I cost so much money.

One of these women claimed that her situation
would have been worse if she had delivered a
daughter, stating:

I was lucky that it was a boy. I already had a
daughter. If this one were a gitl, it would not
have been possible for me to have a third child
quickly in hope of having a boy. The reason is
that I would have to save money first for a cae-
sarean section and then get pregnant. ... My de-
liveries are a matter of cost. So, when I delivered
a boy, everybody was happy.

Many women expressed concerns about the next
pregnancy which they believed would also have to
involve a caesarean section. As a result, these wom-
en indicated that they would not be able to have
another child as they wished, doubting that they
could save the money required, with many express-
ing resentment and frustration for their problems.
One mother said:

My mother and sisters did not need a caesarean
section. They did not need to spend any money
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for delivery. Why did I need to do that? I will not
be able to take more than one or two child(ren).
This time everyone helped me financially but
who is going to help me next time? My father
provided support this time; will he be alive dur-
ing my next pregnancy?

DISCUSSION

This in-depth study examining the social and eco-
nomic consequences for women who had recently
delivered with severe complications revealed three
major barriers that influence care-seeking to ob-
tain EmOC and acceptance of surgical procedures.
First, ANC consultations provide little information
regarding obstetric complications and medical in-
dications for caesarean section or where to go for
emergency care. Second, women have misconcep-
tions and concerns about caesarean section and
distrust health workers regarding the reasons they
recommend the procedure. And third, women
who had a caesarean section incurred enormous
costs that often led to economic burdens on fam-
ily members and blame attributed to the woman.
These findings highlight the need to inform fami-
lies about caesarean section and encourage them to
prepare in advance in the case of delivery-related
complications.

The most obvious time to convey information
about delivery is during ANC. Although ANC visit
attendance was relatively high, the information
shared during consultations focused on habitual
care for women during pregnancy, with minimal
information given about childbirth and unpredict-
able maternal complications or the importance of
setting aside savings. Medical indications for cae-
sarean section and the reasons for needing the pro-
cedure were not discussed even with women who
had previously experienced a caesarean section.
These findings coincide with recent nationwide
data showing that only one-third of women receive
advice on danger signs during ANC visits (5), even
though the visits provide an ideal opportunity to
raise women’s awareness about pregnancy-related
complications that may require a caesarean section
as a lifesaving measure and encourage families to
prepare mentally and financially in case an unex-
pected emergency occurs.

Three-fourths of the women with complications
had planned delivery at a facility, thus reflecting
the recent shift in the greater use of skilled birth
attendants in Matlab and Bangladesh in general.
Yet, women suffering severe complications faced
difficulties in accessing facilities that could address

their medical needs, highlighting the need to in-
form women during ANC about where to obtain
EmOC. Basic EmOC facilities should be able to
manage the haemorrhage cases if they come early,
and in the case of five of the eight women with
haemorrhage or severe anaemia who went directly
to the basic EmOC hospital, they appeared to have
been managed adequately at that site; the other
three women were referred to private hospitals and
had caesarean sections. Most women with other
complications (e.g. dystocia, eclampsia) ulti-
mately went to private facilities where the supplies
and staff needed to manage complications are typi-
cally perceived as more accessible. Given that there
are 10 times more private than public facilities, this
perception is accurate. Yet, 15 women went to two
to four facilities before obtaining appropriate treat-
ment, again showing the need to inform families
about which health facilities provide care for what
problems.

A major misconception relating to having a caesar-
ean section was that the woman would no longer
be capable of performing heavy work and must rely
on other family members for assistance with house-
hold chores. In Bangladeshi society, where the so-
cial framework enforces the belief that the primary
roles of female involve childbearing, taking care of
family members, and carrying out responsibilities
to ensure maintenance of the household, failing
to meet these critical social responsibilities renders
women vulnerable to ridicule and rejection and
even marital dissolution (16,17). Another assump-
tion was that subsequent deliveries would also have
to be through caesarean section, thus raising un-
certainty about whether these women could afford
to bear additional children, once again potentially
undermining their status as wives and women. Re-
sults of other studies in Bangladesh and elsewhere
also identified negative connotations associated
with caesarean section, including fear of death,
fear of infertility, concerns about resultant restric-
tions with regard to performing household work,
and fears about future childbearing (18-20), and a
strong preference for vaginal delivery (21-26).

A compelling reason for deterring or delaying the
use of health services or refusing a caesarean section
is the cost involved (18,27,28), which is beyond the
means of poor families and far greater than expens-
es incurred by the study women who experienced
severe complications but delivered vaginally, or
for those with normal deliveries, particularly those
that occur at home (29). The majority of the fami-
lies of women who had a caesarean section spent
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over Tk 14,999 (US$ 217), approximately one-third
of the annual GDP per capita in Bangladesh (30).
The most costly cases spent up to Tk 35,000 (US$
507) due to lengthy stays in the hospital and/or
subsequent infection. Payment for over half of the
women with caesarean sections made it necessary
for families to borrow money and incur debt, thus
putting major strains on the household economy
and requiring some families to enforce severe re-
strictions on spending that could impact the well-
being of other family members. This was true, even
though twice as many women who had caesar-
ean sections came from families in the higher
wealth strata compared to those coming from
the poorer socioeconomic groups. In comparison,
the families of women who delivered vaginally did
not experience such economic hardship. Since the
interviews were carried out up to 10 weeks postpar-
tum, we could not assess the longer-term economic
consequences for families of women who had ex-
perienced caesarean sections. The poorer families,
however, anticipated that they would not be able to
pay the debt over a prolonged period, probably up
to the time of the subsequent harvest. The fact that
many repaid their debts within six months after
delivery is discussed in a paper by Powell-Jack-
son et al. (31). Other research has also described
the economic burden poor families in Bangladesh
confront in paying for emergency obstetric services
(27). Relying on future assets can spiral households
into a vicious cycle of debt and impoverish fami-
lies or force them into deeper poverty as has been
shown for some catastrophic health events, includ-
ing obstetric emergencies (11,12,32,33).

Disputes over payment for expenses for the caesar-
ean section also ensued, causing rifts between the
woman’s in-laws and the natal families. Women
were frequently blamed for undergoing the proce-
dure and incurring expenses that caused economic
burden on households; perceptions associated with
the physical consequences of caesarean section
and the economic implications made women feel
culpable and believe that the blame was, therefore,
justified, with some suggesting that the delivery
had negative effects on their lives. Families also
expressed scepticism about the health provider’s
reason for recommending a caesarean section,
with many believing that they were prescribing
the procedure for their economic gains rather than
medical reasons. Results of another study in Ban-
gladesh also showed distrust in the recommenda-
tions of doctors due to perceptions that caesarean
sections were being administered for personal gain,
a conviction which served to dissuade wom-

en from visiting a health facility out of fear that
a caesarean section might be unnecessarily per-
formed and high costs incurred (28). Overall, the
negative perceptions identified in this study about
the physical and social consequences associated
with caesarean section influenced many women
and their families to refuse the procedure initially,
even when they suffered life-threatening complica-
tions. In these cases, counselling and support by
the health worker in the form of transport and a
negotiated reduction in the cost often served as a
catalyst for families to accept surgical intervention.
This information underscores the importance of
appropriate and timely medical advice to convince
families about the urgency of the situation and the
medical indication for surgical birth as a lifesaving
option and strong referral systems that facilitate ef-
ficient and affordable care for those in need.

The global trends in caesarean section, in fact, sug-
gest that the procedure is often performed when
there is no medical indication of need and so done
for the convenience of the healthcare provider or
the woman or for the economic benefit of prac-
titioners (10), confirming family concerns. The
high fees for caesarean sections, which, on an av-
erage, were reported to be Tk 19,428 (US$ 282) in
our study can, indeed, garner the healthcare pro-
vider large sums of money and serve as a strong
financial incentive to recommend the procedure.
Nationwide data recently collected in Bangladesh
showed a sharp rise in the use of caesarean section
which increased by five-fold from 2.6% in 2001 to
12.2% in 2010, with two-thirds being carried out
in private facilities, which in itself has implica-
tions regarding insufficient access for poor popula-
tions (5). In the present study, 14 of the 20 women
with severe complications had caesarean sections.
Moreover, a higher percentage of caesarean-section
cases belonged to wealthier families compared to
women who delivered vaginally, coinciding with
nationwide data showing persisting socioeconom-
ic inequities in facility-based and caesarean-section
deliveries in Bangladesh (5,8).

While the rates are still below the 15% WHO-set
maximum threshold, disparities between the rich
and the poor suggest a trend to perform caesarean
sections unnecessarily. To reverse this pattern, pol-
icy-makers should take measures to restrict unnec-
essary procedure, while at the same time ensuring
that all women with life-threatening complications
obtain surgical intervention as needed. In Bangla-
desh, a voucher scheme is now being implemented
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to ensure that women have access to delivery care,
including caesarean sections, when needed. Just
how effective this new effort will be in addressing
the actual need, while curbing the abuse of costly
services, is still unknown (31).

Women mentioned a constellation of health con-
sequences of postpartum complications. Most
of these problems were considered normal for a
mother who recently delivered and, therefore,
treatment was rarely sought. Data from Burkina
Faso also found that medical needs of women suf-
fering from health consequences postpartum were
not adequately met (34). The differences uncovered
in the present study relating to those consequences
were directly linked to the caesarean-section inci-
sion, which in several cases caused infection and
necessitated additional medical attention and
costs, which warrants further investigation on
the quality of care provided. While we were un-
able to confirm the reliability of these or the other
self-reported morbidities, the extensive list in Table
2 represents both psychosocial and physical con-
sequences, some potentially severe in nature, that
may reflect women’s roles and pressures in the so-
cial environment postpartum. While these condi-
tions should not be ignored, local interpretations of
illness, cultural perspectives of reproductive health,
and women’s needs are formulated in a particular
social context that guides the perceived require-
ment for medical care (34,35).

The respondents reported difficulties fulfilling
some of their basic household responsibilities, in-
cluding caring for the newborn, highlighting the
need to give them adequate rest and time for recov-
ery postpartum. Women who were in their natal
homes postpartum received far more physical sup-
port than those who remained with their in-laws,
regardless of the mode of delivery. This is likely the
reason that Bangladeshi women traditionally pre-
fer to spend the last trimester and give birth in their
natal households, where family members restrict
them from performing chores and allow women
postpartum to spend more time with the new-
born. As the number of nuclear families increases,
this tradition appears to be gradually changing,
thus forcing more women to engage immediately
in work postpartum and depriving new mothers of
this critical recuperation period and more intensive
time with the newborn.

Conclusions

The findings of this study underline the impor-
tance of educating women and families during

pregnancy about pregnancy-related complications
and preparing for the possibility of caesarean sec-
tion. Such efforts can take place during improved
antenatal consultations, which at present ap-
pear to provide only limited information about
danger signs, complications, and where to go for
appropriate services. Raising awareness about cae-
sarean section should help dispel fears about going
to health facilities and increase the proportion of
women willing to deliver with skilled birth atten-
dants, which continues to be low in Bangladesh at
27%, and decrease care-seeking from alternative,
often unqualified and traditional practitioners who
may use harmful practices. At the same time, dur-
ing labour and delivery requiring surgical interven-
tion, medical professionals should elicit women’s
childbirth expectations and beliefs and concerns
about obstetrical procedures and explain the medi-
cal intervention so that it is mutually understood
as a procedure suitable to the care provider and
patient. Such efforts will establish trust and allow
families to make informed and quicker decisions
about whether or not to accept the procedure and
so should improve obstetrical satisfaction and out-
comes.

Within a very short timeframe, Bangladesh has
nearly reached the maximum threshold of 15% of
births delivered through caesarean section, as stat-
ed by the WHO. Paradoxically, this rapid change
in the rate of caesarean section is taking place in a
context where cultural norms and traditional birth-
ing practices have historically placed Bangladesh
among the countries with the lowest rates of skilled
birth attendance. While greater access to surgical
interventions may be linked to recent reductions
in maternal mortality, the sharp increase that has
occurred over the past decade also raises concerns
that the country will follow the trends established
in other middle- and high-income countries where
childbirth is highly medicalized, and the use of cae-
sarean section continues to rise despite lack of evi-
dence in improved maternal and perinatal mortality
and morbidity (26). At the same time, the negative
perceptions towards caesarean sections identified
through this study can influence misinformed de-
cisions about birth attendance and mode of deliv-
ery and put women experiencing life-threatening
complications at risk. Policy-makers, thus, need to
develop protocols regarding appropriate caesarean-
section practices and institute mechanisms to dis-
courage the over-medicalization of childbirth and
commercialization of caesarean sections, and, at
the same time, ensure that those women in clinical
need of lifesaving obstetric surgery have access to
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obtaining a caesarean section and understand the
need for it. Finally, additional research is needed to
examine perceptions of caesarean section from the
standpoint of women from a range of socioeco-
nomic backgrounds and to identify the household
factors favouring surgical interventions and their
impact on birth outcomes.

ACKNOWLEDGEMENTS

The study was funded by the United States Agency
for International Development (USAID), Wash-
ington, DC. The authors acknowledge the physi-
cians who helped identify women who met the
criteria to participate in the study. The authors also
thank the CHWs of the Matlab Health and Demo-
graphic Surveillance System area, who assisted in
locating the homes of informants. The authors are
grateful to the study respondents who gave their
valuable time to participate in the study.

REFERENCES

1. Graham W], Fitzmaurice AE, Bell JS, Cairns JA. The
familial technique for linking maternal death and
poverty. Lancet 2004;363:23-7.

2. Ronsmans C, Graham WJ; Lancet Maternal Survival
Series steering group. Maternal mortality: who, when,
where and why. Lancet 2006;368:1189-200.

3. Ronsmans C, Holtz S, Stanton C. Socioeconomic dif-
ferentials in cesarean rates in developing countries: a
retrospective analysis. Lancet 2006;368:1516-23.

4. Borghi J, Ensor T, Somanathan A, Lissner C, Mills A;
Lancet Maternal Survival Series steering group. Mo-
bilising financial resources for maternal health. Lan-
cet 2006;368:1457-65.

5. National Institute of Population Research and Train-
ing. Bangladesh maternal mortality and health care
survey 2010: preliminary results. Dhaka: National
Institute of Population Research and Training, 2010.
88 p.

6. National Institute of Population Research and Train-
ing. Bangladesh demographic and health survey
1999-2000. Dhaka: National Institute of Population
Research and Training, 2001. 280 p.

7. National Institute of Population Research and Train-
ing. Bangladesh demographic and health survey
2007. Dhaka: National Institute of Population Re-
search and Training, 2009. 346 p.

8. Pomeroy A, Koblinsky M, Alva S. Private delivery care
in developing countries: trends and determinants.
Calverton, MD: ICF Macro, 2010. 24 p. (Demograph-
ic and Health Research, DHS working paper no. 76).

9. World Health Organization. Indicators to monitor

10.

11.

12.

13.

14.

15.

16.

17.

18.

19.

20.

maternal health goals: report of a technical working
group, Geneva, 8-12 November 1993. Geneva: World
Health Organization, 1994. 44 p. (http://whqlibdoc.
who.int/hq/1994/WHO_FHE_MSM_94.14.pdf, ac-
cessed on 11 April 2011).

Stanton CK, Holtz SA. Levels and trends in cesar-
ean birth in the developing world. Stud Fam Plann
2006;37:41-8.

Mclntyre D, Thiede M, Dahlgren G, Whitehead M.
What are the economic consequences for house-
holds of illness and of paying for health care in low-
and middle-income country contexts? Soc Sci Med
2006;62:858-65.

Storeng KT, Baggaley RE Ganaba R, Ouattara F, Ak-
oum MS, Filippi V. Paying the price: the cost and
consequences of emergency obstetric care in Burkina
Faso. Soc Sci Med 2008;66:545-57.

Borghi J, Hanson K, Acquah CA, Ekanmian G, Filip-
pi V, Ronsmans C et al. Costs of near-miss obstetric
complications for women and their families in Benin
and Ghana. Health Policy Plan 2003;18:383-90.

icddr,b. Health and demographic surveillance sys-
tem—Matlab. Vol. 42. Registration of health and
demographic events 2008. Dhaka: icddr,b, 2010. 83
p- (icddrb scientific report no. 109). (http://www.
icddrb.org/what-we-do/publications/cat_view/52-
publications/10043-icddrb-documents/10049-hdss-
annual-reports/10143-hdss-annual-report-2008-
sr109, accessed on 23 August 2011).

Huda FA, Ahmed A, Dasgupta SK, Jahan M, Ferdous J,
Koblinsky M et al. Profile of maternal and foetal com-
plications during labor and delivery among women
giving birth in hospitals in Matlab and Chandpur,
Bangladesh. ] Health Popul Nutr 2012;30:131-42.

Schuler SR, Hashemi SM, Riley AP, Akhter S. Credit
programs, patriarchy and men’s violence against
women in rural Bangladesh. Soc Sci Med 1996;43:1729-
42.

Naved RT, Azim S, Bhuiya A, Persson LA. Physical
violence by husbands: magnitude, disclosure and
help-seeking behavior of women in Bangladesh. Soc
Sci Med 2006;62:2917-29.

Afsana K, Rashid SE. The challenges of meeting rural
Bangladeshi women's needs in delivery care. Reprod
Health Matters 2001;9:79-89.

Aziken M, Omo-Aghoja L, Okonofua F. Perceptions
and attitudes of pregnant women towards caesarean
section in urban Nigeria. Acta Obstet Gynecol Scand
2007;86:42-7.

Brown E, Carroll ], Fogarty C, Holt C. “They get a C-
section...they gonna die”: Somali women’s fears of
obstetrical interventions in the United States. ] Tran-
scult Nurs 2010;21:220-7.

170



Sociocultural consequences of obstetric complications in Bangladesh

Khan R et dl.

21.

22.

23.

24.

25.

26.

27.

28.

Onis MJD, Padua KS, Duarte GA, Souza TR, Fatindes
A. The opinion of Brazilian women regarding vagi-
nal labor and cesarean section. Int ] Gynaecol Obstet
2001;75(Suppl 1):559-66.

Potter JE, Berqué E, Perpétuo IH, Leal OF, Hopkins K,
Souza MR et al. Unwanted caesarean sections among
public and private patients in Brazil: prospective
study. BMJ 2001;323:1155-8.

Hildingsson I, Radestad I, Rubertsson C, Walden-
strom U. Few women wish to be delivered by caesar-
ean section. BJOG 2002;109:618-23.

Lee SI, Khang YH, Lee MS. Women’s attitudes toward
mode of delivery in South Korea—a society with high
cesarean section rates. Birth 2004;31:108-16.

Danso KA, Schwandt HM, Turpin CA, Seffah JD, Sam-
ba A, Hindin M]. Preference of Ghanaian women for
vaginal or caesarean delivery postpartum. Ghana Med
] 2009;43:29-43.

Mazzoni A, Althabe F, Liu NH, Bonotti AM, Gibbons
L, Sanchez AJ et al. Women’s preference for caesarean
section: a systematic review and meta-analysis of ob-
servational studies. BJOG 2011;118:391-9.

Afsana K. The tremendous cost of seeking hospital
obstetric care in Bangladesh. Reprod Health Matters
2004;12:171-80.

Parkhurst JO, Rahman SA. Life saving or money
wasting? Perceptions of caesarean sections among

29.

30.

31.

32.

33.

34.

35.

users of services in rural Bangladesh. Health Policy
2007;80:392-401.

Borghi J, Sabina N, Blum LS, Hoque ME, Ronsmans C.
Household costs of healthcare during pregnancy, deliv-
ery and the postpartum period: a case study from Mat-
lab, Bangladesh. ] Health Popul Nutr 2006;24:446-55.

Trading Economics. Bangladesh GDP Per Capita.
(http://www.tradingeconomics.com/bangladesh/
gdp-per-capita, accessed on 2 May 2012).

Powell-Jackson T, Hoque ME. Economic consequenc-
es of maternal illness in rural Bangladesh. Health Econ
2012;21:796-810.

Russel S, Gilson L. Are health services protecting the
livelihoods the urban poor in Sri Lanka? Findings
from two low-income areas of Colombo. Soc Sci Med
2006;63:1732-44.

Van Damme W, Van Leemput L, Por I, Hardeman W,
Meessen B. Out-of-pocket health expenditure and
debt in poor households: evidence from Cambodia.
Trop Med Intl Heatlh 2004;9:273-80.

Filippi V, Ganaba R, Baggaley RE Marshall T, Storeng
KT, Sombié I et al. Health of women after severe ob-
stetric complications in Burkina Faso: a longitudinal
study. Lancet 2007;370:1329-37.

Bhatia JC, Cleland ]J. Obstetric morbidity in south
India: results from a community survey. Soc Sci Med
1996;43;1507-16.

Volume 30 | Number 2 | June 2012

171



