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Abstract

Cesarean section rates have increased worldwide in the last decades. It has
had important implications for the health system, such as the increase in maternal

morbidity and mortality.

An anonymous survey was administered to 132 obstetricians in the City of
Havana to identify their opinions regarding the cesarean section rates; to
determine what are the causes for such increase and what possible interventions
could stop that trend; and the obstetricians’ preferences when facing some clinical

situations.

Most of participants considered the cesarean section rate to be high.
Previous caesarean sections, administrative pressures and new technologies were
pointed out as possible causes. Asking for a second opinion, the use of the

partograph and try a VBAC are interventions probably useful to reduce such rates.

Future research should investigate the ideal cesarean section rate and
potential measures to decrease it, as well as the barriers that hinder professionals

in implementing such interventions.
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Chapter 1. Introduction and Literature Review.
Introduction

Cesarean section rates have increased worldwide in the last few decades.
Reported rates vary from less than 20% " ™ %) to more than 40% ("> V). Rates
also vary depending on the countries’ socioeconomic development, access to
health care facilities and the type of health care (private, public, insurance) & & %
%) Even within the same country or region, great variations may be found (1% 27- 99,
Causes of the increasing rates are multiple, among them: new risk criteria
classifying a greater number of pregnant women into high risk groups ®; influence
of technologies such as cardiotocography ?; economic incentives ©®; increases in
the number of cesarean sections performed on demand ©®” %9; increases in legal
claims due to malpractice 2 8193 increases in the indication of cesarean section
because of the progressive rise in previous cesarean sections & ' 87): new
indications for elective delivery (induction) (93). changes in perceptions of
physicians and patients regarding cesarean section, where it is seen as a “normal”

procedure ©®; and, technical and anesthetic safety 2.

The situation in Cuba regarding the increase in cesarean section rates is
very similar to the situation in the rest of the world. Cuba shows rates higher than
those in developed countries ©®%. Table 1.1 and Graph 1.1 (see Appendix 1) show
the gradual increase in cesarean section rates over the past 17 years. In 1990, the

cesarean section rate was 19.4%, and by 2006 it was 37.2%.
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The Cuban health care system

The Cuban healthcare system is managed by the Ministry of Public Health,
the body in charge of supervising and controlling the implementation of
government policy related to public health. One of the most important
characteristics of health care in Cuba is that it is socialized and each aspect is
controlied by the State through specific government bodies (National Assembly,
State Council and Ministers’ Council). All medical services are free and accessible
to any citizen. Expenses assumed by individuals include outpatient prescriptions,
prosthetics, wheel chairs or similar devices, and lenses. However, people with low
incomes are able to receive free access to these items, as well as additional
economic support. The Cuban healthcare system has a preventative orientation,
with a well-structured primary care network. Another important aspect is the
centralized policy making and the executive decentralization. Cuba has the best
physician/population ratio in the world, with one medical doctor for every 150

people 112,

One of the priority programs has been the Maternal and Child Care Program.
Many indicators related to maternal and child health are comparable to those from
developed countries. However, the reduction in infant mortality rates has not been
equivalent to the decrease in maternal mortality rates. The cause for this is
multifactorial, with one of the most important factors being the morbidity and

mortality related to cesarean sections.
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The Cuban Handbook of Procedures for Diagnosis and Treatment in Obstetrics
and Perinatology 25 is the document that includes all the recommended diagnosis
and treatment procedures to be performed during pregnancy. It is a standard
document for the entire country. Included in the handbook, are guidelines on when
to perform a cesarean section, as well as favorable and unfavorable conditions for
a vaginal birth in a breech presentation. Regarding the vaginal birth after a
cesarean delivery (VBAC), the handbook does not clearly define the conditions for
which a vaginal delivery can be attempted after a cesarean section. It states that if
the cause of the previous cesarean section is still the same (i.e., breech
presentation, cephalo-pelvic disproportion), the method of delivery should again be

by cesarean section.

Effectiveness of aftempts to reduce cesarean section rates

At present, the main indications for cesarean section worldwide are ("2 7%
4. 76 %) previous cesarean section, fetal distress, induction failure, cesarean
section “on request,” cephalo-pelvic disproportion, delivery progression failure,

breech presentation, antepartum haemorrhage, cord pathology, and multiple

pregnancy.

The increase in the number of cesarean sections has important implications
for the health system, both for the individual as well as for the system as a whole
(23, 74. 76, 99) Maternal morbidity and, more importantly, mortality are increased ©*

101.197) with cesarean sections. There is also an increase in haemorrhage, infection
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and thromboembolic complications ©®* 892 as well as anesthetic complications “
81). In addition, there are increased costs to the health care system @ 89, especially
in countries with limited and finite resources to deal with large numbers of
cesarean deliveries. There are psychosocial implications as cesarean sections
may result in lower satisfaction with the childbirth experience, more postnatal
depression and potential interference with mother-baby bonding ?*, as well as a
longer hospital stay "8, The woman'’s subsequent pregnancies are at increased
risk as there is the potential for uterine rupture, and life-threatening urgent surgical

interventions like hysterectomy are more likely to be performed 10 7. 81. 89,82, 107)

While the increase in the number of cesarean sections is universally
accepted and receives much media attention ©®, few interventions have been
proposed to reduce the number unnecessary sections. A systematic review by
Horey et al. ®® included randomized controlled trials (RCTs), non-RCTs and
controlled before-and-after studies. Two RCTs involving 1,451 women were
included. The objectives in both trials were to reduce cesarean births by
encouraging women to attempt vaginal delivery. However, results were not
combined in a meta-analysis because of heterogeneous study populations. The
review found no differences in cesarean section incidence between intervention
and control groups. Another systematic review by Villar et al. " included
randomized trials comparing programs of antenatal care with different frequencies
and timing of visits, as well as different types of care providers. Ten, mostly good
quality, trials involving over 60,000 women were included. The review showed that

a reduction in the number of antenatal visits was not associated with an increase in

14



any of the negative maternal and perinatal outcomes reviewed, including cesarean
section rates. A large, Latin-American, multicenter RCT looked at the ability of a
mandatory second opinion to reduce rates of cesarean sections . The authors
found that a mandatory second opinion policy was associated with a small but
significant reduction in rates of cesarean section, mostly in intrapartum sections.
Other maternal and neonatal outcomes, and other outcomes relating to the
mother's perception and satisfaction with the process of care, were similarly
distributed between groups. Althabe et al. concluded that 22 intrapartum cesarean
sections per 1,000 deliveries could be prevented if hospitals used a second opinion
policy, without affecting maternal or perinatal morbidity, and without affecting

mothers' satisfaction with the care process.

Beyond the quantitative analysis of the evolution and impact of cesarean
section on individual and health system outcomes, there has been a considerable
interest in knowing the opinions and attitudes of health care providers (midwives,
family physicians, and obstetricians) as determinants or influences on cesarean
section rates. There is a general perception that health care providers’
perspectives have changed in recent years, and that these changes are leading to
a greater tendency towards performing more cesarean sections. “Cesarean on
demand” is another issue that has came up as a matter of both clinical and ethical
controversy, being most evident when the woman’s right to choose the mode of
delivery and the physicians’ judgment are in conflict with each other. Some studies
have shown that health care providers’ opinions change when facing different

personal settings and clinical situations €7 %4,
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Literature Review

Studies exploring women'’s preferences about mode of delivery

Eden et al. ®® conducted a systematic review to summarize the evidence
related to women's preference for delivery. Authors reviewed controlied trials,
case-control studies, and descriptive studies containing original patient data on the
preferred mode of delivery among women who have had a previous cesarean
delivery, published in The Cochrane Database of Systematic Reviews and Registry
of Controlled Trials and the MEDLINE, HealthSTAR, PsycINFO, and CINAHL
databases from 1980 to August 2002. According to this review, women with a
previous vaginal delivery were more likely to select trial of labour than women who
did not have a previous vaginal delivery. The most commonly-cited reason for
selecting trial of labour was ease of recovery and desire to return quickly to caring
for other children. Safety for the mother and/or infant was cited as an important
reason for delivery choice in some studies. Important ethnic differences were
reported. Compared with white women, non-white women were more likely to
identify their provider as an important influence (39% versus 19%), and perceived
labour as something to be avoided if another option resulted in a healthy baby.
White women perceived labour as a challenge and an experience not to be
missed. The authors concluded that a woman's choice for delivery was often based
on family obligations, such as the need for a shorter recovery so that she could

care for her infant and children at home, rather than on the safety of herself or her
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unborn child. It remains unclear if education on vaginal birth after cesarean

increases the proportion of women who choose trial of labour.

Behaviour theories relevant to promoting evidence-based practice

It is important to discuss some basic concepts and behaviour theories which
could be acting to influence the answers given by obstetricians to personal
questions, such as whether they would perform a cesarean section on a pregnant
woman (either themselves or their partners [if male], or an unrelated pregnant
woman) if she requested it without a clear medical reason, or, for example, their
opinions on current cesarean section rates, the implications of such rates, and

potential interventions to reduce them.

Attitudes are defined as the opinions, beliefs and feelings predisposing us to
respond in a specific manner to different objects, persons and events, which are
basically learned through the experiences and the relationships during our life (with
parents, teachers, friends, etc). Attitudes can be measured using Likert scales,

psychophysical measures, social distancing and the semantic differential method.

(41

Behaviour, on the other hand, is a group of external activities which are
observable in individuals, as well as internal phenomena, like goals, motivations,
and emotions. Behaviour may be adapted to the norms existing in the region where

the individual is located (hospital, home, industry, office), as well as to the
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audience (supervisor, peer, family). It can be modified according to either the
individual's interpretation of norms and regulations, or the need to reinforce or
remove some attitudes, according to context (supervision, education, training,
routine activities). It is also important to recognize “backstage” behaviour, which
refers to attitudes and behaviours that individuals show in their usual environment,
where they don’t respond to norms, but respond to their natural impuises or
personal conveniences. ‘" Behaviour depends on the stimuli, baseline physiologic

status and the general past training of the organism. *®

It has been recognized that evidence-based knowledge, particularly that
coming from RCTs and systematic reviews, provides the best source to promote
change in behaviours among health professionals. % However, evidence-based
knowledge is often not implemented effectively, so that optimal health outcomes
are not achieved. This may be due to a lack of theoretical understanding of the
processes involved in changing the behaviour of healthcare professionals.
Several theories have tried to explain the change in behaviour both in non-
professionals and professionals. The following models are examples of some of

such theories: (1783

The Health Belief Model defines two related appraisal processes undertaken
by the practitioner in partnership with the client: the threat of illness and the
behavioural response to that threat. Threat appraisal involves consideration of the
individual's perceived susceptibility to an illness and its anticipated severity.

Behavioural response involves considering the costs and benefits of behaviours

18



likely to reduce the threat of disease. It can be useful for the practitioner to
establish the client's perception of risk and implications of his or her behaviour
when discussing the reasons for testing. It is also important to discuss the likely

impact of the test result on lifestyle and behaviour.

Protection Motivation Theory expands the Health Belief Model to include
four components that predict behavioural intentions to improve health-related
behaviour, or intention to modify behaviour: self-efficacy, responsive effectiveness,
severity and vuinerability. Self-efficacy is the belief in one's ability to control
personal actions. It is based on past experience and evokes behaviour concordant
with an individual's capabilities. Self-efficacy is distinct from unrealistic optimism
and does not elicit unreasonable risk-taking. The second component that predicts
behavioural intention is the individual's perceived benefits of taking control of his or
her actions, known as responsive effectiveness. Behavioural intention can also be
predicted by severity. The fourth predictor of behavioural intention is vulnerability,
which may be the likelihood of a disease to occur. A fifth component, fear in
response to education or information, has been suggested as a predictor of

behavioural intention.

The Social Cognition Theory (SCT) considers self-efficacy, outcome
expectancy (an individual's estimate that a given behaviour will lead to certain
outcomes) and individuals' goals in explaining behaviour, including proximal goals

(such as intentions). 9
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The Theory of Reasoned Action (TRA) and the Theory of Planned
Behaviour (TPB) build upon the proposition that many behaviours that an individual
performs can be predicted simply from a person's intentions to perform those
behaviours. Such intentions are called behavioural intentions. In general,
behavioural intentions tend to be good predictors of future behaviour, although
there are scenarios in which this is not the case. There are two main variables
influencing the strength of an intention: the expected value of behavioural
performance (an individual's perceptions about the advantages and disadvantages
of performing a particular behaviour) and subjective norms (made up of two
components, the normative beliefs about the behaviour and the individual's degree
of motivation to comply with the different referents). TPB also measures self-
efficacy beliefs, also known as perceived behavioural control, which refers to the
individual's perception that he or she can carry out the behaviour and overcome

the obstacles that stand in the way of implementing it.

These three components (the expected value of behavioural performance,
the subjective norms and the self-efficacy beliefs) are accepted by Fishbein et al,
38 who also state that the relative importance of the three psychosocial mediators
as determinants of intentions can vary as a function of both behaviour and the
respondent. For example, one behaviour may be under attitudinal control (e.g., a
function of positively or negatively valued outcomes), whereas another may be
under normative or self-efficacy control (e.g., a function of one’s perception of the

ability to perform the behaviour). It is also possible that although attitudes are most
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important in one population or culture, perceived norms or self-efficacy may be

most important in others. The intention could also be different according to gender.

In implementing change, Ferlie et al. ®” suggest four levels of change:

- the individual

- the group or team

- the overall organization

- the larger system or environment in which individual organizations are

embedded

However, it is necessary to consider all four levels of change in order to

maximize the probability of success.

In a study aiming to look at the implementation of evidence-based practice
and develop strategies for effective implementation, Michie et al "® identified 12

domains to explain behaviour changes:

(1) Knowledge

(2) Skills

(3) Social/professional role and identity
(4) Beliefs about capabilities

(5) Beliefs about consequences
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(6) Motivation and goals

(7) Memory, attention and decision processes
(8) Environmental context and resources

(9) Social influences

(10) Emotion regulation

(11) Behavioural regulation

(12) Nature of the behaviour
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Knowledge translation

Knowledge translation is defined as "the synthesis, exchange and
application of knowledge by relevant stakeholders to accelerate the benefits of
global and local innovation in strengthening health systems and improving people's
health.” ®® Although a great number of studies have been conducted to determine
the best intervention for a given health problem, most people in developing
countries have no access to the best available evidence. Some barriers have been
identified that hinder practitioners from adhering to evidence-based practices. 3"

%) Such barriers may act at different levels:

- Non-health care sector (mass media, culture)

- Health system level (resistance to adopt the intervention)

- Organizational level (administrative / political pressures, information
systems, lack of physician involvement, insufficient leadership)

- Professional / provider (knowledge about the best available evidence, fear
of an unfavourable outcome, time pressures, peer judgment, self-efficacy /
self-confidence)

- Public / family (beliefs about the intervention, relative’s experience)

- Individual (language limitations, ignorance of risks and benefits)

The gaps between health care providers’ knowledge and how they practice
have been well recognized. In a study of the introduction of the Reproductive

Health Library in Mexico and Thailand, Gulmezoglu et al. “® found important
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differences between the reported and actual use of antibiotics for cesarean section.
Participants claimed that use of antibiotics was a routine intervention, but the study
determined that antibiotics were used only in 0.5%-0.7% of the cesarean sections

performed in that hospital.

Different strategies have been tested to improve professional practice with
variable effectiveness. These strategies have been summarized in different
systematic reviews, including educational meetings ®, educational outreach “¥,
local opinion leaders @, audit and feedback ©®®, printed educational materials,
reminders and multifaceted interventions. “*® In general, such interventions have
had a modest, if any impact on professional practice, with reminders being the
most consistently effective. However, there are still many interventions available
that could improve providers’ performance and patient outcomes, if well-designed

studies are implemented. %
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Rationale for the Current Study

We planned to carry out a study in order to identify the opinions and
attitudes of obstetricians working in five hospitals in the City of Havana, Cuba,
regarding the increasing cesarean section rates, as well as their attitudes and
preferences towards the form of delivery when facing some specific clinical
situations. We were also interested in determining what the obstetricians consider
to be the main causes of the increase in cesarean section rates and what possible
interventions or procedures they believe could be used to stop or reverse that

trend.

Before applying the survey, we performed a systematic review in order to
identify the articles published on the topic. The results of the systematic review are

presented in Chapter 2 of this paper.

We hypothesised that the answers given by the obstetricians would likely be
influenced by several factors, including their previous learning and personal
experience, either as parents or in assisting deliveries, their age, the number of
years spent working and their medical expertise. Other factors that were included
as potentially affecting the obstetricians’ responses were the analysis of risks and
benefits involved in making decisions, the objective and subjective pressures they
face from the environment, as well as the available resources and other

characteristics of their workplace.
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The main achievements of this study will be to identify the opinions and
attitudes of a group of obstetricians from the City of Havana, Cuba, regarding
cesarean section rates, to determine how they would act in a number of specific
clinical situations, and to obtain their ideas on how to reduce and eventually
eliminate the increase in cesarean section rates (assuming they consider the rate
to be overly high). Sometimes regulations and guidelines come from decision-
makers who have little active involvement in the specialty and are faced with
various political or administrative pressures. Physicians working “hands on” in the

field are rarely asked about important issues such as cesarean section rates.

It is important to conduct this study because it has been well recognized that
cesarean section rates have significantly increased in recent decades. Although
this increase has followed a regular trend in the past 15 years in Cuba (see Graph
1.1), it has been greater in the past 6 years (11% from 2001 to 2006). If this trend
continues, we would expect to reach cesarean section rates of about 45% in the
next 5 years. On the other hand, stopping this trend (i.e., the same rates with the
current decreasing trend in the birth rate), would translate into about 20,000 fewer
cesarean deliveries in the next 5 years. The risks associated with a surgical
delivery, to both the mother, the fetus, and the newborn, have been well
established ©+ 192 as has the economic burden that cesarean sections represent,

mainly for countries with limited and finite resources.

The results from this survey will provide the basis to develop hypotheses for

future intervention studies in order to identify strategies which could be
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implemented, and the segment of the obstetricians’ population on which they
should have a greater impact. The results will be also published and the
corresponding authorities will be informed, focussing on specific interventions
aimed to decrease the current cesarean section rates. Knowledge about
obstetricians’ opinions regarding such interventions could be helpful to maximize

their acceptance and improve their impact.

Research questions

1. Are obstetricians in the City of Havana aware of the increasing cesarean
section rates in their institutions?

2. Do they consider such increases appropriate?

3. Do they consider the rates to be modifiable?

4. To what extent do patients’ and relatives’ requests influence the medical
decision to perform a cesarean section?

5. To what extent do obstetricians’ personal and professional experience
influence the medical decision to perform a cesarean section?

6. Are the reasons to perform a cesarean section in the City of Havana similar

to those in the rest of the world?

Hypothesis

Based on the current evidence, it is hypothesized that answers to the

questions related to obstetricians’ personal opinions and attitudes regarding
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cesarean section will differ according to respondents’ age, sex, professional status,
parity of respondents or their partners, and form of previous delivery of the

respondents or their partners.
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Chapter 2. Systematic Review on Care Providers’ Opinions and Attitudes

towards Cesarean Section

We conducted a systematic review to summarize the findings of studies
examining the opinions and attitudes of health care providers regarding the use of

cesarean section. The review objectives were:

- To determine care providers' knowledge and views regarding cesarean
section rates

- To determine what health care providers consider to be the main causes
influencing the increasing cesarean section rates

- To determine the interventions health care providers consider the most
useful to stop or decrease the increasing cesarean section rates

- To identify the health care providers’ attitudes and preferences towards the

mode of delivery when facing some specific clinical situations

Research question

What are the care providers’ opinions and attitudes regarding some issues

related to cesarean section?

Methods

Search strategy
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The following databases were searched: Medline (1966 - first week of
October 2007), EMBASE (1980 - first week of October 2007) and CINAHL (1982 —

first week of October 2007)

Databases were searched using a comprehensive and sensitive search
strategy aimed at identifying as many studies as possible. Appropriate filters were
applied and terms such as questionnaire, survey, cesarean and c-section were

used, as follows:

1 epidemiologic studies/

2 (observational adj (study or studies)).tw.

3 longitudinal.tw.

4 retrospective.tw.

5 cross sectional.tw.

6 cross-sectional studies/

7 or/1-6

8 (cesarean or c-section or ¢ section).tw.

9 (mode of delivery or labour or delivery).tw.
10 or/8-9

11 (questionnaire or survey).tw [mp=title, original title, abstract, name of
substance word, subject heading word]

12 (obstetr$ or gynecol$).tw.

13 or/11-12

14 and/7,10,13
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15 remove duplicates from 14

The studies’ references were cross-checked in order to identify any potential

study.

Electronic messages were sent to some authors to clarify specific study
details and to collect additional information about the questionnaires used in the
study.

Inclusion and exclusion criteria

Inclusion criteria

Types of studies

Cross-sectional studies (surveys) published or unpublished (if possible) from
1966 to the first week of October 2007, where one or more of the following issues

were analyzed, were included:

- The health care providers’ opinions about the current cesarean section rates

- The health care providers' opinions about the main causes underlying the
increase in cesarean section rates

- The health care providers’ opinions about possible intervention(s) or

procedure(s) that could be used to stop or reverse this increase
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- The health care providers’ preferences and behaviours in hypothetical

clinical situations where he (or his partner) or she were directly involved

Types of participants

Care providers (obstetricians, general practitioners or midwives)

Types of instruments

Surveys

Types of outcome measures

Care providers’ opinions and attitudes regarding:

- The current cesarean section rates

- The main causes of the increase in cesarean section rates

- Possible interventions or procedures that they believe could be used to stop
or reverse the increase

- The preferred mode of delivery when faced with some specific clinical

situations
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Exclusion criteria

Studies investigating opinions/attitudes relating to previous cesarean section

(e.g., VBAC)

- Studies investigating opinions/attitudes relating to breech presentation

- Studies addressing the opinions of pregnant women or women who do not
work in the health care system

- Studies not addressing the questions of interest

- Atrticles in languages other than English, French, Portuguese or Spanish

Language restrictions

Only articles in English, French, Portuguese or Spanish were considered
due to practical and time limitations relating to translation of articles in other

languages.

Study selection

All potential studies were assessed for eligibility according to pre-specified
criteria (see section above entitled “Types of studies”) and data were extracted
from each publication by one reviewer. In addition to the main outcome measures
listed above, the following information was collected as well: year and setting of the

study (country, type of population), a detailed description of the instrument used
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(survey, interview), number and percentage of participants and respondents,

definitions of the outcomes (if provided) and results.

The studies were considered as appropriate for this review only if there was
not any clinical indication for performing a cesarean section. Questions involving
decision-making with respect to clinical situations where any kind of risk for the
mother/baby could be present (e.g., failure to progress in the second stage of
labour, history of perineal damage, estimated fetal weight higher than 4000 g,
delivery before 37 weeks of pregnancy [preterm]) were not considered in this

review.

Study titles and abstracts were screened and duplicates were removed. Full

texts of studies likely to meet the inclusion criteria were retrieved and analyzed.

Data abstraction

Data were abstracted by a reviewer (JCV) using a data abstraction form with

the following items:

1- Study number

2- Year of publication

3- City

N
]

Country

(&)
1

Principal author
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6- Country

7- Participants’ characteristics (age, gender, type of institution, professional
status)

8- Number of participants in sample frame

9- Number of respondents

10-Response rate (%)

11-Methods of the study

12-Studied variables

13-Outcomes measured: Care providers’ opinions and attitudes (if provided)

on:

a) Current cesarean section rates

b) Main causes of the increase in cesarean section rates

c) Possible intervention or procedures they believe could be used to stop
or decrease such tendencies

d) Preferred form of delivery when facing some specific clinical situations

Data analysis

Data from different studies were grouped. Frequency, percentage, means,

standard deviation, range and median were used where appropriate.

When heterogeneity became apparent by visual inspection of data, a

probable explanation was investigated (if possible) in order to determine if it was
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related to the year of publication; type, gender and professional status of

participants; proportion of respondents; country or any other studied variable.

Temporal trends in proportion of respondents and proportion of different

answers are described.

Results

The search strategy yielded 408 articles (see Figure 2.1. Study flow
diagram). Seven articles were identified by cross-referencing, reference lists, and
letters to authors. Two duplicate articles were removed. The total number of

articles identified was: 413 articles

After reviewing titles and abstracts:

= 381 were rejected (reasons: questionnaires to non-health care providers,
e.g. pregnant or non-pregnant women; addressed to patients of VBAC or
elective cesarean section for breech presentation; investigating
administration of antibiotics during cesarean section; epidemiology of
cesarean section; comments to the editor; letters; comments on another

publication)

= 32 full articles were retrieved for detailed review
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» 4 studies were excluded (see Table 2.5. Excluded studies)

= 28 studies were included

In the excluded studies, 62.9% of those surveyed (as average) answered
the questionnaires. This response rate was higher than those for the included
studies (56.7%) and the difference was statistically significant (Chi’= 34.7; p<

0.001).

Description of the studies

Twenty eight studies that met the inclusion criteria of the  study were
identified. All 28 studies used questionnaires. A list of the included studies is

provided in Table 2.1. Characteristics of included studies.

Ten studies were conducted in the United Kingdom, 6 in the United States of
America (USA), and 12 in 12 other countries. Twenty-six studies were conducted in
upper/middle income countries according to World Bank classification. Two studies
(22, 79)

were conducted in countries classified as low/middle income countries (South

Africa and Brazil, respectively). The year of publication ranged from 1986 to 2007.

In 25 studies, the questionnaires were either sent or given to the

obstetricians/ gynecologists. In Johanson’s 2001 study ®® the survey was also

(36

given to other health professionals. Farrell's 2005 study ) also surveyed other
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health professionals, but the authors stated that most of them were obstetricians.

In Lavender 2005 ¥ a postal survey was sent to obstetricians and midwives.

For the proposal of the review, answers to different clinical situations were

grouped as follows:

1) Answer “Yes” to patient demand of performing a cesarean section without
any medical indication
2) Answer “Yes” to personal decision of performing a cesarean section for

yourself/your partner without any medical indication

Fourteen studies asked the first question and 16 studies asked the second

question. Six studies formulated both questions in their questionnaires.

A total of 17,752 subjects participated in the 28 included studies (range 100-
2106), and 10,062 answered the questionnaires (range 78-1530), representing
56.7% of all the participants. The response rate ranged between 26.2% and 90%

(median 67.8%).

The average response rate showed an increasing trend over the years, from
54.6% in 1986 to 62.5% in 2007, and this difference was statistically significant

(Chi*= 4.93; p< 0.027).
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The studies of Ghetti 2004 “%, Gonen 2002 “? and Habiba 2006 “7,
presented more than one clinical situation and participants were allowed to give
more than one answer to the question on patient demand. Since the answers were
not provided separately, it was not possible to group them; therefore, an average of
the answers “Yes” to the different situations was calculated and added to the

pooled analysis. Specifically, Habiba 2006 “” provided data only in percentage.

Obstetricians’ opinions and attitudes on current cesarean section rates

Only one study (Chalmers 1992) investigated the health care providers’
estimate of the ideal cesarean section rate. The rate obstetricians considered as
“ideal’ ranged from, on average, 16.2% in teaching hospitals (range 5%-35%) to

19.8% in private practice (range 5%-75%).

Opinions and attitudes regarding the main causes of the increase in

cesarean section rates

Two studies (1% 1% analyzed possible causes for the increasing cesarean
section rates. Usha-Kiran 2002 %9 found that forty participants (37%) considered
that all doctors, midwives, media and women were responsible for the high rates;
46 participants (45.6%) considered that women were responsible; and 31 (28.7%)
considered the midwives to be responsible for the increasing rates. This study also
asked for some potential measures to decrease this tendency and 82 participants

(75.9%) considered that patient education would be helpful, while 46 (42.6%)
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believed that media coverage could be useful to meet that objective. Weaver 2007
(19) found that consultants in the United Kingdom considered maternal requests as
the main cause for the increasing rates (n = 603; 76.8%). Other causes were:
litigation/defensive practice (527 [67.1]); issues around doctors' training (294
[37.5]); previous cesarean section (191 [24.3]; breech births (162 [20.6]); how
pregnancy/birth is now managed (103 [13.1}; and evidence/changes in obstetric

practice (88 [11.2]).

Preferred forms of delivery when facing some specific clinical situations

Answered “Yes” to patient demand of performing a cesarean section without

medical indication

A total of 4,178 participants (range 71-782) were asked if they were willing
to perform a cesarean section without any clinical indication other than request by
the patient. Of these, 2,073 (range 1-509) provided a positive answer to this

question (49.6% [range 0.7%-84.5%, median 56.8%])

With regards to the trend over the past decade, 8.9% of those surveyed in
1986 answered that they would accept to perform the procedure under those
circumstances, while 40.2% of those surveyed in 2006 formulated a similar

answer. The difference was highly statistically significant (Chi?= 36.1; p< 0.001).
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Answered “Yes” to personal decision of performing a cesarean section for

yourself/your partner without medical indication

From a total of 5,582 participants (range 71-783), 873 (range 4-225)

answered “Yes” to this question (15.6% [range1.5%-28.7%; median 14.1])

The answer “Yes” to the personal decision of performing a cesarean section
for yourself/your partner without medical indication did not follow the same trend
over the past decade as the question above. The percentages who answered
“Yes” to this question were very similar in 1997 and 2007 (17% and 17.7%,

respectively); the difference was not statistically significant (p> 0.05).

Overall, participants were much more likely to answer “Yes” to performing a
cesarean section due to patient demand (49.6%, range 0.7%-84.5%) than for
themselves/their partners (15.6%, range 1.5%-28.7%). Differences were

statistically significant (p< 0.001).

Three studies “” 7% 1% analyzed the reasons to accede to patient demand.
They were: avoidance of anal/urinary incontinence, adverse previous birth
experience, fear of damage to baby, fear of childbirth, preservation of sexual
function, fear of perineal damage, convenience, avoidance of possible legal
consequences and the consideration that the woman has the right to request an

elective cesarean delivery without a medical indication.
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Several studies documented the reasons respondents gave for
recommending a cesarean section for themselves/their partners. They were: fear
of perineal damage * - €3 195 110) aypidance of anal/urinary incontinence ©3 195,

(45, 63, 105

fear of damage to baby ), fear of childbirth “% 195 119 adverse previous

(105)

birth experience (1°®, preservation of sexual function “ ¢ %% convenience * 4% 105

119 and the ability to feel in control (4% 195 110)
Subgroup analyses

Several studies performed subgroup analysis in order to examine if the
answers were influenced by different variables, for example, gender, parity,
professional status, type of institution and age. Only gender and parity were
analyzed in more than one study; therefore numbers could be grouped only for

these two variables.

Cotzias 2001 ¥” and Mancuso 2006 ® reported that responses were not

significantly influenced by demographic characteristics, but data were not provided.

Gender

Answered “Yes” to personal decision of performing a cesarean section for

yourself/your partner without medical indication
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Seven studies * 4% %4 €3. 64,73, 110) gnalyzed possible differences in care
providers’ answers according to gender (see Table 2.2). Two studies * ™ found
statistically significant differences between genders. Both studies showed that
women were more likely to recommend a cesarean section without any clinical
indication than men in this scenario. However, the other studies with data relating
to gender failed to show statistically significant differences. Such differences

remained non-significant when the studies were grouped (Chi®= 0.79, p= 0.38).

Bettes 2007 ('® reported that female respondents were significantly more
negative toward a woman’s right to request and obtain a cesarean delivery on
maternal request than males (p< 0.001), and were less likely to agree to do it (p<

0.05) (data not provided).

Answered “Yes” to patient demand of performing a cesarean section without

medical indication

Three studies “* 4 %) analyzed this question by gender (see Table 2.3).
Gonen “? and Usha-Kiran 9 found no differences between gender, and such
differences remained non-significant when studies were grouped (Chi2= 0.88, p=
0.35). However, Habiba “” used logistic regression and found that being a female
doctor decreased the probability of accepting a patient's request for a cesarean
section, but the effect was statistically significant only among physicians who had

children (OR 0.29, 95% CI 0.20-0.42) (raw data not provided).
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Parity

Answered “Yes” to personal decision of performing a cesarean section for

yourself/your partner without medical indication

Two studies % ) examined possible differences between nulliparous and
parous women when asked for personal preferences regarding the mode of
delivery (see Table 2.4). Johanson 2001 ©® failed to show differences between
these two groups (Chi’= 2.49, p= 0.11), but MacDonald 2002 ©® did find
statistically significant differences (Chi’= 6.78, p= 0.009). In the latter study,
participants without children were more likely to choose a cesarean section for
themselves/their partners than those with children. Such differences remained

significant when the studies were grouped (Chi®= 8.89, p= 0.003)

Answered “Yes” to patient demand of performing a cesarean section without

medical indication

Only one study ©> examined this question regarding parity. No significant

differences were found (Chi’= 2.22, p= 0.14).

Professional status

Answered “Yes” to personal decision of performing a cesarean section for

yourself/your partner without medical indication
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McGurgan 2001 ® examined how professional status may influence the
answer to this question and did not find significant differences between consultants
and registrars. However, Lavender 2005 ©¥ showed that obstetricians are more
likely to choose an elective cesarean section for themselves/their partners than
midwives (Chi’= 32.7, p< 0.001). Wu 2005 """ also found that members of the
American Uro-Gynecology Society (AUGS) were more likely to make this choice
than their colleagues from the Society of Maternal and Fetal Medicine (SMFM)

(Chi?= 130.9, p< 0.001).

Answered “Yes” to patient demand of performing a cesarean section without

medical indication

Faas-Fehervary 2005 ©9

found that physicians currently practicing
obstetrics were more likely to accede to patient demand than their non-practicing
colleagues (Chi?= 22.4, p< 0.001). Wu 2005 " found that members of the AUGS

were more likely to accede to patient demand than members of the SMFM (Chi?=

50.8, p< 0.001).

Type of institution

Answered “Yes” to personal decision of performing a cesarean section for

yourself/your partner without medical indication
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McGurgan 2001 ® examined whether working in hospitals with different
cesarean rates may influence the answer to this question. Authors found no
differences in the answers of care providers who worked in hospitals with cesarean
rates less than 16% and those working in hospitals with rates of 16% or higher

(Chi*= 0.01, p< 0.94)

Answered “Yes” to patient demand of performing a cesarean section without

medical indication

Usha-Kiran 2002 (% also found no differences between care providers
working in high-risk institutions and those working in low-risk centers (Chi*= 0.80,
p< 0.37) regarding this question. However, Habiba “” found that professionals
working in university-affiliate units were more likely to perform a cesarean section

on patient demand (OR= 2.05, 95% CI: 1.35-3.09).

Age

Answered “Yes” to personal decision of performing a cesarean section for

yourself/your partner without medical indication

Two studies ®* 1% addressed this question, but they used different cut-off

points; therefore, data were not grouped.
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Jacquemyn 2003 ®* found no differences between health care providers
greater than and less than 30 years of age (Chi’= 0.00, p< 0.97), while Wax 2005
(1) found that physicians less than 35 years of age were more likely to

recommend a cesarean section (Chi’= 14.5, p< 0.01).

47



Discussion

This review showed that there was important variability in the results among

the different studies. The range of answers to the questionnaires was very wide.

Positive answers to the question “Would you recommend a cesarean
section for yourself/lyour partner without any clinical indication?” did not
demonstrate a significant change over the past 10 years, being very similar
between the first study in 1997 and those conducted in 2007. This could reflect
physicians’ knowledge about the short and long-term consequences of the
procedure, as well as its complications and costs. However, the positive answer to
the question “Would you recommend a cesarean section for a patient requesting it
without any clinical indication?” showed an important and significant change in the
past decade, with the answer “Yes” to this question being about 7 times more
frequent in 2007 than it was in 1986. Since none of the included studies focused on
the possible causes of this remarkable increase, possible explanations remains
speculative. It has been suggested that the rise in legal claims due to malpractice
in recent years, physicians’ fear of facing legal process and administrative
measures, fear of loss of prestige, patient pressure, and even the increase of
evidence-based medicine " *") could be behind this attitude. The sustained
increase in cesarean section rates may play a role in this attitude. Since the
procedure is becoming more and more frequent and safe ?*> 2% care providers

and the general population may consider it a “normal” obstetric procedure.
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Overall, answers were not influenced either by gender or type of institution.
Participants without children were more likely to perform a cesarean section, as
well as obstetricians (compared to midwives), uro-gynecologists (compared to
maternal and fetal medicine specialists) and practicing physicians (compared to
non-practicing doctors). In all cases, only one study was represented. Regarding
age, results from two studies were contradictory and the numbers were too small to

draw firm conclusions about the influence of this variable.

Limitations

There was considerable variability among the included studies in terms of
response rates, which in some cases were very low (less than 50%), as well as in
the response to the different clinical situations. Some studies provided no data at
all or the data were only in percentages, making it impossible to include the
absolute numbers in the pooled analysis. Few studies addressed important
questions such as obstetricians’ opinions about current cesarean section rates,
reasons for the increase of such rates and potential interventions to reduce them.
As a retrospective study, this review may be biased by publication bias, even when
all efforts were made to identify any published or unpublished study. All the studies
but one were conducted in high-income countries, so that the findings of this

review should be analyzed in that context.
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Conclusions

Future research should focus on trying to explain these issues and other
important aspects, such as the ideal cesarean section rate from the obstetricians’
point of view. The rate of 15% proposed by the World Health Organization (VH0198%)

could be out of date at this time, because a number of new indications are arising

almost daily as a result of technological developments.

Obstetricians’ opinions regarding potential measures to decrease this trend

should also be a subject of investigation. RCTs conducted to date have failed to

show an effective intervention to reduce cesarean section rates.
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Figure 2.1. Study flow diagram

408 articles identified from
electronic database search
(Medline, EMBASE, CINAHL)

2 duplicated
». | articles

l

406 articles and abstracts
identified for initial screening

7 articles identified
by cross-references,
reference lists,
letters to authors

v

v

32 full articles
retrieved after
reviewing titles and
abstracts

v

381 articles excluded
(questionnaires to non-health
care providers; addressed to
VBAC or elective C-s for
breech presentation; not
addressing any of the
questions; epidemiology of C-s;
comments; letters)

v

28 eligible studies
included in the
systematic review

v

4 excluded studies
(see Table of
Excluded Studies)
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Table 2.1. Characteristics of included studies

Johnson 1986, | 205 Questionn Respondents 112 (54.6%). Answer “Yes” to
USA ©" obstetricians in | with description | patient’s request: At term in labour with no medical
university of situations in problems: 2%.
settings and in which a
private practice. | discussion of
the method of
delivery
occurred and
the patient
requested a
cesarean
section.
Cepicky 1990, 390 heads of Anonymous Respondents: 311 (79.6%). For normal labour, 287

Czechoslovakia
(19)

the inpatient

questionnaire.

(92.6%) obstetricians considered the patient wish

obstetrical irrelevant.
departments.
Chalmers 1992, | 515 practicing Questionnaires | Respondents: 203 (45.2%). Causes of CS: lack of
South Africa ® | obstetricians. in English. training, (24.7%), doctor’s convenience (21.3%),
Reminder sent | fear of litigation (18.3%), patient demand (15.7%),
a few months financial incentives (10.1%). Estimates for ideal CS
later. rates (mean): Private practice 19.8%, teaching
hospitals 16.2%.
Al-Mufti 1997, 282 obstetric Structured Respondents: 206 (73%). 33 (17%) obstetricians
uk @ consultants, anonymous chose elective CS in the absence of any clinical
senior registrars | postal survey. indication. Significantly more female (23, 31%)
and registrars. than male (10, 8%) obstetricians requested elective
CS (p<0.001). Of those who chose CS, 88% did so
out of fear of perineal damage, 19 (58%) were also
concerned about the long-term effect of vaginal
delivery on sexual function, and 13 (39%) cited
other reasons.
Cotzias 2001, 243 Every fifth Respondents: 155 (63%). 104 (69%) consultants
UK @ obstetricians in | consultant on circled “Yes” to “maternal request” question.
England and an alphabetical | Responses were not significantly influenced by
Wales. list of age, sex, year of appointment.

obstetricians
was surveyed
by post.
Anonymous. No
reminders were
sent.

Irvine 2001, UK
(52)

201 consultant
obstetricians
and
gynecologists in
the North
Thames region.

Postal
questionnaire to
obstetricians
and
gynecologists
identified from
the database of
the RCOG.

Respondents: 168 (83.6%). Only 1 consultant
would offer an elective CS to all women. 83
(61.9%) considered that maternal request has
significantly increased their CS rates.
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Table 2.1. Characteristics of included studies (continued)

~Johanson 2001,
UK ©8

An unselected
group of 88
health
professionals
agreed to
complete the
questionnaire.

questionnaire.

dents: 88 (100%). A higher num
nulliparous answered “yes” to the questions
regarding the right to demand a CS, (52.5% vs.
17%) and if they would choose a CS (20% vs.
8.5%).

Land 2001, 1824 Australian | Structured Respondents: 478 (26%). 54 (11.3%) answered
Australia ©? and New questionnaire Yes when asked is they would chose an elective
Zealand sent out with CS, assuming the fetus was less than 4000 g, they
fellows, the November would. Reasons: fear of fecal incontinence/anal
members and 1999 edition of | sphincter damage 45 (83.3%), fear of urinary
Australian The Australian incontinence 44 (81.5%), fear of perineal damage
trainees. and New 37 (68.5%), preserve sexual function 32 (59%),
Zealand Journal | fear of damage to baby 13 (24%). When asked if
of Obstetrics they would agree to an elective CS for a patient
and when there was not clear indication, 67%
Gynecology. answered Yes.
McGurgan 234 Participants Respondents: 165 (70.5%). 12 (7%) Irish
2001, Ireland obsteftricians were identified obstetricians said yes to the question about
3) working in the from a cephalic presentation (7 female and 5 male). 63
Republic of database an (38%) said yes to the question about the fetal
Ireland. sent a postal weight (24 female and 39 maile). Analysis showed

questionnaire.

no statistically significant influence by gender or
type of hospital.

Wright 2001, 365 specialist Questionnaire Respondents: 279 (76%). 42 (15%) obstetricians

UK o registrars from sent by post. opted for elective CS without a clinical indication.
northern Names and Reasons: fear of damage to pelvic
Ireland, trainees organs/perineum (93%); convenience (39%); to
Scotland, obtained from feel in control (39%); apprehension (27%). Of
England, 10 regional those preferring vaginal delivery, 46% wanted to
Mersey, Royal College have a natural experience; 42% preferred to avoid
Yorkshire, databases. No intervention, 38% wished to avoid any longer
Midlands, follow-up consequence of CS; 13% to be in control.
Wessex and occurred.
Thames.

Gonen 2002, 650 Israeli Anonymous Respondents: 257 (39.5%). Obstetricians with a

Israel “? obstetricians questionnaires. | high-ranking academic teaching were significantly
(approximately | No reminders more prone to consent to perform CS than those
60% of the were sent to with a low-ranking or not grade (49% versus 31%,

obstetricians in
Israel). Lower
representation
of residents.

non-
respondents.

p<0.2). Attitude towards women’s right to choose
elective CS without indication: 116 (45%) were in
favor, 122 (48%) opposed, 19 (7%) undetermined.
Respondents with a high-ranking academic
teaching were significantly more prone to support
patient’s choice to CS than those with a low-
ranking or not grade (64% vs. 41%, p<0.001).
Personal preference: of the 206 responders to this
question, 19 (9%) chose CS for themselves or their
partners.
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Table 2.1. Characteristics of included studies (continued)

Groom 2002, 592 Anonymous Respondents: 321 (54%). 45 (15%) selected
UK “® obstetricians of | questionnaire. elective CS as their preferred mode of delivery for
specialist Name and their first pregnancy with an uncomplicated
registrar, addresses were | singleton cephalic presentation at term. 14% were
subspecialty obtained from male and 21% female. Statistically significant
trainee and The RCOG. differences were seen for the type of hospital
consultant Random (District General Hospital vs. Teaching Hospital
grade. selection was (p<0.05)). Main reasons: fear of damage to the
done using a perineum during vaginal delivery (63%), and, in
computer them who selected it, fear of long term morbidity
program. (89%).
MacDonald 100 female An anonymous | Respondents: 90 (90%). When asked if women
2002, UK obstetricians at | questionnaire should be allowed to choose elective CS if there is
registrar level by post. Tick no obstetric indication, 59 (54%) answered yes. 14
and above boxes. The (15%) answered yes when they were asked if they
practicing in names were would choose an elective CS for themselves.
Scotland. obtained from Reasons: fear to perineal trauma, convenience and
the RCOG and | avoiding birth trauma to the baby. 7% of those who
cross-checked had children chose elective CS for non-medical
by telephone. reasons vs. 26% of those who had no children (chi
square 5.59, p=0.019).
Usha Kiran 150 consultant | Postal Respondents: 108 (72%). 102 (94.4%) agreed that
2002, UK (1% obstetricians questionnaire the CS rate was rising and 40 (37%) accepted that
and sent to Ob/Gyn | doctors were responsible for this trend in
gynecologists chosen after conjunction with other people (midwives, media,
covering systematic women themselves). 60 (55.6%) did not feel that
England, Wales | random the patient’s right to autonomy was being misused.
and Scotland. sampling from 82 (76%) agreed that patient education was
the RCOG list. important in decreasing CS rates. 46 (42.5%) were
A repeat of the opinion that media coverage was essential to
questionnaire achieve this aim.
was sent to
those who
failed to
respond.
Jacquemyn 672 Anonymous Respondents: 295 (44%). Six (2%) of respondents
2003, Belgium obstetricians questionnaire choose elective CS. No statistically significant
®4 and sent to 672 differences in gender. Reasons: minimize perineal
gynecologists. Ob/Gyn damage, pain and risk of long term sequel;

registered as
members of the
Flemish Society

minimize the risk of an eventua! secondary CS;
daytime obstetrics. With the multiple regression
using sex, age and section for oneself, the model

of Obstetrics could only explain 14% of the variance in the
and number of CS on demand.
Gynecology.
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Table 2.1. Characteristics of included studies (continued)

Bergholt 2004,
Denmark (¥

455 Danish
Ob/Gyn

Postal
questionnaires
sent to Ob/Gyn
identified from
the records of
the Danish
Society of
Ob/Gyn. A
reminder was
sent to the non-
responder two
months later.

Respondents: 401 (88.1%). 98.9% of Danish
Ob/Gyn would prefer to await the onset of
spontaneous labour in an uncomplicated
pregnancy with single cephalic presentation at term
and normal weight. 1.1 % would prefer an elective
CS. Risk of sexual dysfunction was the reason for
CS in 25-33.3% of the cases. Regarding the
women's right to choose elective CS, 206 (56.6%)
said yes, 137 (37.6%) said no.

Handled

anonymously.
Ghetti 2004, 255 Ob/Gyn in Self- Respondents: 170 (67%). For cases with no
USA “0 a metropolitan administered medical indication, most of practitioners did not

area, identified

questionnaire

agree to perform a CS. For cases with unclear

using the pretested in 22 | medical indication responses were divided. 92%
American residents and agreed to perform CS in the case of a previous
Medical sent by mail. rectovaginal fistula repair and only 37% agreed in
Association Non-responders | CS for a previous 4" degree laceration. Male
Registry. received a gender was significantly associated to perform a
reminder three | CS (p=0.031), for a woman reporting concern on
months later. future urinary (29% vs. 9%) incontinence or history
Physician’s of prior stillbirth (24% vs. 4.5%).
willingness to
concede
patient’s wish
was measured
using a Likert
scale.
Faas-Fehervary | 2106 board- Anonymous Respondents: 719 (34%). General approval for CS
2005, Germany | certified questionnaire on demand 59%. Highest approval rate (70%) in
9) gynecologists. concerning the youngest age group (up to 40 years of age).
influencing 47% of gynecologists who/whose partners had

factors on the
attitude towards
CS on demand.

experienced both vaginal delivery and CS were in
favour of CS on demand versus 60% of
obstetricians who/whose partners had experienced
spontaneous vaginal delivery exclusively. 67% of
nulliparous obstetricians considered CS on
demand as an option and physicians (or heir
partners), who had delivery by CS only, in 69%.
54% of physicians who were not actively practicing
approved CS on demand, in a much lower extent
that active obstetricians (72%). Majority of
obstetricians opted for vaginal delivery when asked
for their preference regarding delivering in a low
risk setting. Parents were less in favour of CS
compared to colleagues without children (p=0.44).
Active obstetricians would chose spontaneous
vaginal delivery in 89% only, compared to 95% of
not active obstetricians (p=0.002).
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Table 2.1. Characteristics of included studies (continued)

237 health An author- Respondents: 162 (68%). Proportions of
professionals compiled participants who offer elective cesarean delivery in
attending the questionnaire. the absence of obstetrical indication: never, 18%;
58" annual Questions rarely, 38%; sometimes, 20%; usually, 15% and;
meeting of the answered on a | always, 8%. Respondents who chose “never” or
Society of five-point Likert | “rarely” considered that risks of cesarean delivery
Obstetricians scale. outweigh the benefits, the increase of costs and
and the fact that that offering elective cesarean delivery
Gynecologists is not a standard practice. Those who chose
of Canada. “sometimes” or “usually” were concerned about the
pelvic floor. Male, obstetricians and health care
professionals practicing in centers with more than
3000 deliveries / year were more likely to offer
cesarean section on demand. Logistic regression
analysis found that sex (male) (P=0.04) and
working in a center with more than 3000 deliveries
(P=0.026) were independent factors associated
with the likelihood to offer elective cesarean
delivery.
Kenton 2005, 500 Ob/Gyn Questionnaire. | Respondents: 304 (61%). 59% of physicians would
USA ®9 attending 2 perform a primary elective CS, and 67% would
obstetrics and perform a primary elective CS to prevent pelvic
gynecology floor disorders at the patient’s request. More
comprehensive commonly reported reasons for not offering primary
review courses. elective CS: increased risk associated with CS
(30%) and CS is not the standard of care (13%).
Lavender 2005, | 1093 health Structured Respondents: 783 (71.6%). 49% (321) of
UK ©9 care providers, | questionnaire to | obstetricians and 27% (33) of midwives believed

924 consultant

all consultant

that a woman should choose her method of

obstetricians obstetricians delivery. 33% (216) of obstetricians would consider
and 169 heads | and heads of a CS for themselves or their partners vs. only 7%
of midwifery midwifery. (9) of the midwives. Female obstetricians were less
practicing in Preliminary likely to answer yes to both questions.
England. report.

Wax 2005, USA | 110 American Anonymous Respondents: 78 (70.9%). Sixty (84.5%) of 71

(105) College of unpiloted respondents were willing to perform patient choice
Obstetricians questionnaire cesarean. 15 obstetricians (21.1%) desired a
and distributed ina | cesarean delivery for themselves or their partners.
Gynecologists single mailing. Reasons: avoiding injury to the anal continence
Fellows and Questions mechanism, pelvic organ prolapse, and
Junior Fellows- | answered by preservation of sexual functioning. Women under
in-practice checking-off age of 35 were more likely to opt for a cesarean
practicing boxes, except delivery themselves than their older female

obstetrics in
Maine.

for a final space
allowing
comments.

colleagues (2 of 4 [50%)] versus 2 of 31 [65%];
p=0.04).
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Table 2.1. Characteristics of included studies (continued)

Wu 2005, USA

(111)

1479 members
of the American
Urogynecologic
Society (AUGS)
and the Society
for Maternal—
Fetal Medicine
(SMFM) with e-
mail addresses
and residing in

A web-based
questionnaire.
The first e-mail
targeted 1,579
addresses (644
to AUGS and
935 to SMFM
members).
Second and
third e-mails

Respondents: 782 (52.9%). 509 (65.4%) of
responders would agree to perform an elective
cesarean. A higher percentage of AUGS members
would agree to perform an elective cesarean than
would SMFM members (80.4% versus 55.4%,
respectively, P< .001). Members of AUGS were
more likely to believe that a woman has the right to
have an elective cesarean (84.6% versus 67.6%,
P< .001) and to choose/recommend an elective
cesarean for themselves or their partners (45.5%

university or

public hospitals.

with three parts:

demographic
data, questions
regarding the
rate of CS and
physicians’
opinion about
CS on request.

the United were sent to versus 9.5%, P< 0.001). Male physicians were also
States or non- more likely to believe that a woman has a right to
Puerto Rico. respondents an elective cesarean delivery (78.7% versus
over the next 66.9%, respectively, P< .001). AUGS members
month. (OR 3.4, 95% Cl 2.3—4.9) and male physicians (OR
Physicians 1.8, 95% CI 1.2-2.6) were significantly more likely
could respond to support elective cesareans. Reasons for
“Definitely Yes,” | agreeing: patient request, concern for perineal
“Probably Yes,” | damage, long-term sequelae of urinary
“Probably No,” incontinence, fecal incontinence, and pelvic organ
or “Definitely prolapse. Reasons for not agreeing: concern for
No”. potential complications in future pregnancies, an
increase in maternal morbidity and mortality, and
the feeling that elective cesareans will not prevent
: pelvic floor disorders.
Habiba 2006, 1987 Anonymous Respondents: 1530 (77.0%). The compliance with
Europe @7 obstetricians and self- this hypothetical woman’s request was lowest in
from eight administered Spain (15%), France (19%) and The Netherlands
European structured (22%); highest in Germany (75%) and UK (79%)
countries: questionnaires | and intermediate in the remaining countries.
France, developed in Woman’s autonomy was the most frequently
Germany, ltaly, | English and quoted reason for performing a cesarean section in
Luxembourg, translated into this case. Professionals working in university-
Netherlands, the language of | affiliate units, were more likely to perform a
Spain, Sweden | each cesarean section on patient demand (OR= 2.05,
and UK. participating 95% CI: 1.35-3.09). Being a female doctor and
country. having children herself decreased the probability of
accepting a patient’s request for a cesarean
section (OR 0.29, 95% CI 0.20-0.42).
Mancuso 2006, | 400 Postal Respondents: 271 (67.7%). 162 specialists
ltaly 2) obstetricians anonymous (59.8%) affirmed that they do not always fulfil the
working in questionnaire maternal request, while 109 (40.2%) respect

maternal choice. 156 (57.6%) physicians were in
favor of the woman'’s right to choose the kind of
delivery. No significant differences were found
among specialists’ opinions, stratified according to
demographic data.
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Table 2.1. Characteristics of included studies (continued)

Osis 2006,
(79)

215 Br:

p

(66%).

Brazil doctors were asked to hospitals and 65% in control hospitals evaluated
participating in fill out an the second opinion strategy to be effective or very
the Latin anonymous effective in their institutions. Reasons to consider
American self- the second opinion strategy of little or no
Cesarean administered effectiveness: Intervention hospitals: there is no
Section Study structured doubt about cesarean indication (31%); all CS are
(ELAC). questionnaire necessary (28%}); Control hospitals: 17% and 4%,

designed in two | respectively, for the same reasons.
pre-tested
versions.
Bettes 2007, 1031 ACOG Mailed Respondents: 699 (67.8%). 102 (17.8%) would
USA Fellows. questionnaires. | recommend a cesarean section for them / their
Descriptive partner, due to concerns for mother’s (64,8%) or
statistics were neonate’ s (19.4%) wellbeing, while 15.7% would
computed for chose the surgery for convenience. Female doctors
measures used | were significantly more negative towards women’s
in secondary rights, and were more likely to agree to do a
analyses.. cesarean section on request.
Weaver 2007, 1344 o Respondents: 785 (58.4%). Most obstetricians
UK (1% obstetricians. Obstetricians reported few requests for cesarean section, but

were contacted
by letter and by
means of their
secretaries.
Quantitative
and qualitative
methods. All
interviews were
tape-recorded

and transcribed.

cited maternal request as the most important factor
affecting the rising cesarean section rate. Reasons
for this rising: maternal requests (76.8%), litigation/
defensive practice (67.1%); issues around doctors'
training (37.5%); previous cesarean section
(24.3%); breech births (20.6%); how
pregnancy/birth is now managed (13.1%); and
evidence /changes in obstetric practice (11.2%).

CS: cesarean section
RCOG: Royal College of Obstetricians and Gynecologists
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Table 2.2. Subgroup analysis by gender. Answer “Yes” to personal decision of
performing a cesarean section for yourself/your partner without medical indication.

Table 2.3. Subgroup analysis by gender. Answer “Yes” to patient demand of
performing a cesarean section without medical indication.

Table 2.4. Subgroup analysis by parity. Answer “Yes” to personal decision of
performing a cesarean section for yourself/your partner without medical indication.

Table 2.5. Excluded studies.

Data only as percentage, no absolute numbers were provided.
Not addressing any of the questions of interest for this review.
Not addressing any of the questions of interest for this review.
All the situations pertinent to the review involved preterm pregnancies.
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Chapter 3. Survey of Cuban Obstetricians’ Opinions and Attitudes towards

Cesarean Section. Objectives, Methods and Results.

Study Objectives

1. To determine knowledge and views about cesarean section rates of
obstetricians from the City of Havana

2. To determine the main causes obstetricians consider are influencing the
increasing cesarean section rates

3. To determine the interventions obstetricians consider most useful to stop or
decrease the increasing cesarean section rates

4. To identify obstetricians’ attitudes and preferences towards the form of

delivery when facing some specific clinical situations

Methods

Study design

An exploratory, descriptive cross-sectional study was carried out in 5

maternity hospitals in the City of Havana, Cuba (America Arias, Eusebio

Hernandez, Enrique Cabrera, 10 de Octubre and Ramon Gonzalez-Coro), covering

approximately 15 000 births per year.
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The questionnaires were applied in the five proposed maternity hospitals

between February 13" and February 28", 2007.

An anonymous self-reported survey was administered to the obstetricians
working in these hospitals, in order to collect the necessary information to meet the

study objectives.
Participants and recruitment

The investigator visited each hospital according to a schedule previously
coordinated with the hospitals’ authorities. The objectives of the study were
explained to all the selected subjects (see Sampling procedures below),
emphasizing that physicians were free to choose whether to participate in the
study; and that their decision would not affect their professional status in any way.

Sampling procedure

Obstetricians were distributed by maternity hospital (approximately) as

follows:
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total number of obstetricians working in each hospital
2 the proportional sample to be taken from each hospital

A simple random sampling was performed for each hospital, using a random
number table (two digits). Numbers were selected reading the table horizontally,
from left to right, until obtaining the number of subjects estimated for each centre.
Such numbers were matched with the professional record number provided by the
Human Resources department in each hospital and the survey was applied to the
selected subjects. If any of these subjects were not able or willing to participate,
the next random number was selected from the same table until obtaining the

calculated number of subjects.

Instrument

A questionnaire was developed to meet the study objectives. This was

structured in four sections (See Appendix 2):

1. Demographic and professional data

2. Statements to investigate opinions about cesarean section rates
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3. Views on the possible causes of the increase in cesarean rates in Cuba
and possible interventions to stop/decrease such rates
4. Obstetricians’ preferences for performing cesarean section under

specific clinical situations

Open and closed-ended questions were included, as well as response

categories, including a ranking scale.

The questionnaire was developed by the author (JCV), one supervisor (MW)
and two advisers (lan Graham, Jorge L. Calero). Consensus was reached by
informal methods (discussion between author and supervisor/advisers). After
analyzing the available literature and the results from the systematic review,
decisions were made about which and what type of questions should be included

(open, binary, multiple options, Likert scales).

Questions were selected from other questionnaires aimed to study similar
situations and adapted to the study objectives (see Table 3.1, Appendix 1). The
question about possible causes for the increase in cesarean section rates
(Question 14) was framed into the theoretical domains adapted from Michie’'s
model 7, which is the one that best fits this study. Most of the constructs are
related to the “environmental context and resources” domain, for example, the
introduction of new technologies and the high number of cases to assist when on
call (Items 14.2 and 14.6), as well as some characteristics in the population like

presence of obstetric dystocias, high number of previous cesarean deliveries and
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increase in maternal age (ltems 14.1, 14.7 and 14.8). The constructs related to
administrative pressures and patient/relative demand (ltems 14.3 and 14.4,
respectively) were framed into the domain “social influences”. Fear of litigation

(item 14.5) was included in the domain “Beliefs about consequences”.

The questionnaire was not validated. None of the studies used as a source

for the questions described any formal validation.

Questionnaire testing

In order to ensure its face validity, the questionnaire was pre-tested in 10
individuals who are practicing obstetrics from one of the participant hospitals,
including both residents and specialists. From this test, minor modifications were

made in order to make the questionnaires easier to understand and answer.

After the pre-test, the following modifications were made and included in the

final version of the questionnaire:

Question 8 was reformulated.

Question 11: if the answer to the quéstion was either “l do not know” or “About
right”, the respondent was asked to go to Question 14, instead of Question 16.
Question 14 was reformulated, adding a brief statement about the increase of

cesarean rates from 1999 to 2004.
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Variables of Interest

Dependent variables corresponding with study objectives:

1. Obstetricians’ personal opinions about the cesarean rate in their
particular hospitals

2. Obstetricians’ opinions about the possible cause of the increase in
cesarean section rate

3. Obstetricians’ knowledge about the current evidence-based information
about interventions aimed to reduce the cesarean section rate

4. Obstetricians’ attitudes in specific clinical situations related to the

decision of performing an elective cesarean section

Independent variables

1. Age

2. Gender

3. Professional status

4. Years licensed as a MD

5. Years certified as a specialist in obstetrics/gynaecologic

6. Parenthood

7. Form of delivery in previous birth(s) (if any) (whether their own or their

partners’)
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Data collection

The investigator met the subjects selected to participate in a room with
adequate comfort and privacy, where they answered the questionnaire. The
survey was administered after the moming meeting held every day in the

forenamed hospitals.

Participants were asked to complete the questionnaire as honestly as
possible. It was emphasized that they should not write their names on the survey

to prevent them from being identified.

Participants were asked to complete the survey during time set aside after
their daily morning meeting. The instructions emphasised the importance of
responding to the questions as honestly as possible, and of not providing any
identifying data. Accommodation was set aside for the purpose, and the
investigator was present. The completed questionnaires were collected by the

investigator.
Statistical analysis
Demographic and professional characteristics of obstetricians were

analyzed using appropriate descriptive statistics (absolute and relative frequencies,

mean, standard deviation, median, and minimum and maximum values).
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According to the study objectives, we used the following statistical

approaches:

To assess obstetricians’ views about cesarean section rates, we used
bivariate (2x2) tables of each independent variable according to the different
alternatives. The possible associations were analyzed using a chi-squared test with

a level of significance (p value) of 0.05.

To determine what obstetricians consider to be the predominant factors
influencing the increasing cesarean section rates, as well as the interventions they
consider as effective for decreasing section rates, we used the absolute and
relative frequencies of professionals responding “strongly disagree”, “disagree”,
“neutral’, “agree” and “strongly agree”, according to a Likert scale. Due to the small
numbers in the different categories of the Likert scale, the five components were
first grouped for analysis in three categories, "agree", “neutral” or "disagree”, and
subsequently in two categories, "disagree" and "agree", where "agree" included the

categories "agree" and "neutral”.

To determine the interventions obstetricians consider effective to stop or
decrease the increasing Cesarean section rates, we also used the proportion that

responded "agree" or "disagree".

To identify the obstetricians’ attitudes and preferences towards the form of

delivery when facing some specific clinical situations we used the proportion
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responding yes. Chi-square analysis with a level of significance of 0.05 was used
to show the possible association between yes answers and demographic and
professional characteristics. Multivariate analysis (logistic regression) was used to
detemmine which of the variables were associated with the dichotomous dependent

variables.

The content of answers to open questions was analyzed qualitatively ¢ in
order to group them into closed categories. To do this, an inductive technique was
used, consisting of listing one by one the answers provided by the participants. The
responses to open questions were inspected by two independent observers and

similar responses were grouped into categories. '®

When appropriate, independent variables were recoded into binary variables

as follows:

Age: < 45/ 2 45 years old

Sex: Female/Male

Years licensed as MD: <15/ 2 15 years

Years licensed as specialist: < 20 / 2 20 years

Professional status: Resident / Specialist

Teaching grade: Yes / No

Parenthood: Yes / No

Form of delivery of previous birth (if any): Vaginal / Cesarean section

Decision-maker status: Yes / No
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In the cases of age, years licensed as MD and years licensed as specialist,
means were chosen as cut-off points, since the distribution of these variables

followed a normal-like pattern.

Decision-maker status was defined as the person who has the possibility of

making decisions about performing a cesarean section in an institution or service,

for example, head of team, head of obstetrics service, experienced specialists.

Multivariate analysis

Selection of variables

To conduct the multivariate analysis, we selected the independent variables
showing a statistically significant association (p< 0.05) with the dependent
variables, previously recoded as binary (the rate is about right/high, the rate should
stay the same/decrease) and with those primarily binary (Would you
choose/recommend an elective Cesarean section for yourself or your partner / a
patient, assuming a term, uncomplicated, singleton, cephalic pregnancy with
weight <= 3600 g [yes/no]?; and Would you consider to try a vaginal delivery in a
patient with a term, uncomplicated, singleton, cephalic pregnancy with weight <=
3600 g, with a previous cesarean section [yes/nof?). The same procedure was
followed to conduct the logistic regression analysis when dependent variables were
the answer [yes/no] to the questions related to the opinions about the cesarean

section rates at the different institutions, as well as some interventions likely to

70



contribute to decrease such rates. Those variables were transformed and recoded
into “Disagree” (strongly disagree, disagree) and “Agree” (agree, strongly agree
and neutral). Other variables likely to be, in some way, related to the answer
(according to common sense and experience) were selected, using p< 0.10 as the
cut-off point for statistical significance. All these independent variables were
entered into the logistic regression model, both alone and combined with each
other, in order to find the best statistical model allowing prediction of the answer to

the dependent variables.

All the information was processed and analyzed using the statistical

package SPSS 11.5.

Sample size calculation

It was hypothesized a priori that about 15% of the obstetricians would
choose an elective cesarean section for themselves/their partners. As previous
data from Cuban obstetricians were not available, we did the sample size

calculation based on the estimates from the literature. Using a standard formula:

(113)
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n= NxZ?xpxgq

Nxd?+ZZxpxq

Where:

N = Size of the study population (260)

d = Bound of the error of estimation (0.05)

p = 0.15 (Theoretical prevalence of answer “YES” to the question “Would you

choose/ recommend an elective cesarean section for yourself or your

partner, assuming a term, uncomplicated, singleton, cephalic pregnancy

with weight <= 3600 g?. It was estimated from the results of the systematic

review, since there are not data available from Cuba)

q=1-p=0.85
Z=196
111.7 =112

With a study population of 260 obstetricians, the sample size was chosen so

that the bound of the error of estimation (i.e. width of the 95% confidence interval)
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was less than 0.05 around an assumed point estimate of 0.15. Based on such
assumption, it was calculated that the survey should be applied to 112 subjects.
Considering the subjects potentially refusing to participate, the survey was applied

to 132 subjects.

Ethical approval

The Principal Investigator visited the selected maternity hospitals before the
beginning of the study to explain the objectives of the study to the corresponding
authorities (Ethic Committees, Scientific bodies, etc.), in order to obtain permission
to conduct the study in each maternity hospital. Such permissions were obtained

(see Appendix 3, Ethical Approvals).
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Results

Socio-demographic characteristics of the study population

In total, 140 subjects were invited to participate, and 8 (5.7%) declined to
take part. Therefore, the acceptance rate was 94.6%. The number of respondents
per hospital varied from 16 (Enrique Cabrera) to 34 (Ramon Gonzalez-Coro).
Regarding socio-demographic variables, 68 (51.5%) of respondents were female.
The mean age was 44.7 years old (S.D. 11.05; range 28 - 84). Most of the subjects

(73 [65.3%]) were in the age group between 36 and 49 years old.

On average, obstetricians had been licensed as MD for 20 years (S.D.
10.66). The mean of years licensed as Specialists was 15.24 years (S.D. 9.93). For
analytic purposes, “years licensed as MD” was divided into 4 categories. Most
participants (43.9%) had been licensed as MD between 11 and 20 years ago.
“Years licensed as specialist” was also divided into 4 categories. Most specialists

(40.9%) had obtained their grade between 11 and 20 years ago.

Of all the subjects who completed the questionnaire, most were specialists
and only 20 (15.2%) were residents. Of the specialists, 56 physicians (42.4%) had
some teaching grade. Teaching grade was divided into 5 categories. In this survey,
there was overlap between Consultant and Senior Professors; therefore the

superior category (Consultant) was selected for those participants.
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Table 3.1. Socio-demographic characteristics of the obstetricians surveyed (n = 132)

Hospital
Ramon Gonzalez-Coro 34 25.8
America Arias 31 23.5
Eusebio Hernandez 25 18.9
10 de Octubre 26 19.7
Enrique Cabrer. 16 12.1
Age groups (years)
< 35 years 22 16.7
35-49 years 73 55.3
2 50 years 37 28.0
Years licensed as medical doctor
<9 years 20 15.1
10-29 years 57 43.2
20-29 years 31 23.5
230 years 22 16.7
Missing 2 15
Years licensed as specialist
<9 years 37 33.0
10-29 years 54 48.2
20-29 years 12 10.7
230 years 8.1
Not applicable -
Form of delivery in respondent or respondent’s partner’s
previous births (females/partners of those with children)
Vaginal 57 55.9
Cesarean section 34 33.3
Both 11 10.8
Not applicable -
Teaching grade
Consultant 2 1.8
Auxiliary 7 6.2
Assistant 26 23.2
Instructor 21 18.8
None 54 48.2
Missing 2 1.8
Not applicable 20 -
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Description of responses to questions related to attitudes and opinions

More than half of respondents (78 [59.1%)]) considered the cesarean section

rate in their institution to be high (Figure 3.1).

Similarly, most subjects (73 [90.1%]) responding that the rate was high

stated that they considered the cesarean section rate in their institutions “should

decrease” (Figure 3.2).

Figures 3.1 and 3.2

Relative frequency (%)

Figure 3.1. The cesarean section rate is ...
(n=132)

Figure 3.2. The cesarean section rate should
..(n=81)

Relative frequency (%)

High About right Low

Decrease  Stay the same  Increase
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In the analysis, a statistically significant association was observed between the
opinion that the cesarean section rate is high and the opinion that it should decrease

(Chi®= 28.4; p< 0.001).

On average, obstetricians considered that the appropriate cesarean section rate
should be about 20% (mean 20%, S.D. 7.23, range from 8 to 60). Eleven (8.3%) of the 79
subjects responding to this question considered that the cesarean section rate should be
less than 14%, 63 (47.7%) that it should be between 15 and 29% and only 5 (3.8%) stated

that such rate should be 30% or higher (Figure 3.3).

Figure 3.3.

Figure 3.3. Obstetricians’ opinions about the appropriate percentage of
cesarean section rate (n =79)
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Obstetricians were asked about some possible causes to explain the increase in the

cesarean section rates during the last 15 years.
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Figures 3.4 (a-e), 3.5 (a, b) and 3.6 show the different answers to each option,

organized according to Michie’s model domains .
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Figure 3.4. Domain: Environmental context and resources

Figure 3.4a Figure 3.4b
The increase in CS rates is due to the increase in The increase in CS rates is due to the introduction of
obstetrics dystocias (n=125) new technologies (n=130)
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previous CS (n=130)
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Figure 3.4e

The increase in CS rates is due to the increase in
women's age (n=130)

Relative frequency (%)
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Figure 3.5 Domain: Social influences

Figure 3.5a

The increase in CS rates is due to administrative
pressures (n=131)
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Figure 3.5b

The increase in CS rates is due to women/relatives
demand (n=130)
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Figure 3.6. Domain: Beliefs about consequences

Figure 3.6

The increase in CS rates is due to fear of litigation
{n=132)

Relative frequency (%)
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disagree agree

Answers
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The responses to attitude items were categorised into “Disagree” (strongly disagree

+ disagree) and “Agree” (strongly agree + agree).

Of the factors suggested as contfibuting to increasing cesarean section rates,
respondents were most likely to agree with the high number of previous cesarean sections
(N = 96 [73.8%] agreeing), administrative pressures (N = 75 [67.3%] agreeing), and
introduction of new technologies (N = 62 [47.7%] agreeing). Possible explanations with
which respondents were less likely to agree were an increase in obstetric dystocias (N =
45 [36%] agreeing), fear of litigation (N = 44 [34.9%] agreeing), patient/relative demand (N
= 37 [28.4%] agreeing), increase in maternal age (N = 36 [27.7%)] agreeing) and large

- volume of cases to assist when on call (N = 16 [12.1%] agreeing).

Obstetricians were also asked about some possible interventions that could be

useful to decrease the cesarean section rates.
Figures 3.7a to 3.7e display the frequencies of answers to the different options.

Again, for descriptive purposes categories will be referred to as “Disagree” (strongly

disagree + disagree) and “Agree” (strongly agree + agree).
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Figure 3.7

Figure 3.7a

The partograph is a useful intervention to reduce the CS
rates (n=131)
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Figure 3.7b

Figure 3.7¢c

Asking for a second opinion is a useful intervention to
reduce the CS rates (n=131)
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To try a labor in a woman with a previous cesarean
section is a useful intervention to reduce the CS rates
(n=131)
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Figure 3.7d
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opinion is a useful intervention to reduce the CS rates
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Figure 3.7e

To perform an external cephalic version is a useful
intervention to reduce the CS rates (n=131)

Relative frequency (%)
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Participants agreed that the following interventions are potentially useful to stop or
decrease the current cesarean section rates:
e To apply the partograh in all deliveries (N = 99 [75.5%])
e To ask for a second opinion (N = 110 [84%])
¢ To make decisions regardless of patient/relative demand (N = 80 [61.1%])

e To try a vaginal delivery in patients with a previous cesarean section (N = 78

[59.5%])

On the other hand, only 37 physicians (28.2%) agreed with the statement that
performing an external cephalic version (ECV) would be a useful intervention to achieve

this aim.

Obstetricians were asked about their attitudes in performing a cesarean section

under specific clinical situations (Figure 3.8).
When asked about performing a cesarean section on them/their partners without a
clear medical reason, only 9 (7.3%) of the 123 obstetricians responding to this question

stated they were willing to undergo a cesarean section under such circumstances.

Similarly, few physicians (N = 16 [13%]) answered that they would perform a

cesarean section on an unrelated patient asking for one without a clear medical reason.
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However, more than half of the surveyed obstetricians answered they would try a

vaginal delivery in a patient with a previous cesarean section (N = 56 [52.8%)]).

Figure 3.8
Figure 3.8 Obstetricians’ attitudes on performing a caesarean
section under specific clinical situations (n = 123)
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Bivariate analysis: association between selected demographic characteristics of

respondents and opinions on cesarean section rates

Opinions on the cesarean section rate in the respondent’s own institution (Table 3.2)

Only three subjects answered that they considered the cesarean section rate to be

“low”. Therefore, such subjects were removed from the analysis.
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Table 3.2. Association between selected demographic variables and respondent’s opinion on the
cesarean section rate in their own hospital
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Professionals less than 45 years old, not having children, being residents, with less
than 20 years as MD and less than 15 years licensed as specialists and without a teaching

grade were more likely to respond that the rate was about right.

Neither sex, form of delivery in previous birth, nor decision-making status were

statistically associated with a specific answer to this question.

Regarding whether the cesarean section rate should decrease, stay the same or
increase, only one subject answered that it should increase. Therefore, the subject was

removed from the analysis (Table 3.3).
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Table 3.3. Association between selected demographic variables and respondent’s opinion on how the
cesarean section rate should be in their own hospital
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Residents were less likely to respond that the cesarean section rate should

decrease (OR= 0.10, 95% CI: 0.01-0.75; p= 0.002).

Teaching grade was marginally associated with this option. Therefore, this variable

was included in the multivariate analysis.

Opinions on possible causes for the increase of cesarean section rates

Socio-demographic characteristics were also examined with respect to their
association with opinions regarding potential causes for the increase in cesarean section
rates. Opinions were recoded into 3 categories (disagree, neutral, agree). As noted above
(see section Methods), opinions were subsequently recoded into 2 categories, i.e.

“disagree” and “agree”, where “agree” included “strongly agree”, “agree” and “neutral”.

Variables showing a p value < 0.10 were also included in the tables.

Resulits for this question will be presented grouped according to Michie’s domains.

Domain: Environmental context and resources.

Females were more likely to agree with the statement that the increase in cesarean

section rates is due to the increase in obstetric dystocias (Table 3.4).
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Years licensed as specialist showed a marginal statistical association with this

answer. Therefore, this variable was included in the multivariate analysis.
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Table 3.4. Association between selected demographic variables and respondent’s opinion on
increase in obstetric dystocias as a possible cause of the increase in cesarean section rate
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The introduction of new technologies was seen by obstetricians with a teaching
grade as an important cause for the increase in cesarean section rates (Table 3.5).
Professors were more likely to agree with this statement (OR= 2.74, 95% Cl: 1.22-6.24; p=

0.007).
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Table 3.5. Association between selected demographic variables and respondent’s opinion on the
introduction of new technologies as a possible cause of the increase in cesarean section rates
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Male physicians, those with a previous vaginal birth (them or their partners) and
people able to make decisions about performing a cesarean section, were more likely to
agree with the statement that a great volume of cases to assist when on call is a possible

cause for the increase in cesarean section rates. (Table 3.6)
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Table 3.6. Association between selected demographic variables and respondent’s opinion on great
volume of cases to assist when at call as a possible cause of the increase in cesarean section rates
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Obstetricians who have children were more likely to consider that the increase in

maternal age is a cause of the increase in cesarean section rates. (Table 3.7)

Gender was marginally associated with this option. Therefore, this variable was

included in the multivariate analysis.
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Table 3.7. Association between selected demographic variables and respondent’s opinion on
increase in maternal age as a possible cause of the increase in cesarean section rates
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There were no socio-demographic variables statistically associated with the option

high number of previous cesarean sections (Table 3.8).
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Table 3.8. Association between selected demographic variables and respondent’s opinion on great
number of previous caesarean section as a possible cause of the increase in cesarean section rate
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Domain: Social influences

Physicians with a teaching grade were more likely to agree with the statement that
administrative pressures are an important cause of the increase in cesarean section rates.

(Table 3.9)

The association between professional status and this option showed a marginal

significance; therefore, this variable was included in the logistic regression model.
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Table 3.9. Association between selected demographic variables and respondent’s opinion on
administrative pressures as a possible cause of the increase in cesarean section rates

35. 27 (20.6)
27.5) 21 (16)

0.98

: (0.45 - 2.5) 07
' )) .72 0.14
: (079 -378) '
390298 |
1.03
9(6.9) (038-282 0%
1.06
(043-258 08
0
11(8.4) »
37(28.2) 014-1.1g B
0.7
' 036-168) 4
3 - -
40 (36) 16 (144)
34(30.7) 21 (18.9) 0 2%554) 0.28
322
(137-764 0003
71 (54.2) - 37(28.2) 057
12(9.3) 11(8.3) 015 022

1

103



Females were less likely to agree that patient/relative request was a cause of the

increase in cesarean section rates. (Table 3.10)

Age was marginally associated with this option; therefore, this variable was included

in the multivariate analysis.
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Table 3.10. Association between selected demographic variables and respondent’s opinion on
patient/relative request as a possible cause of the increase in cesarean section rates
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Domain: Beliefs about consequences

There were no socio-demographic variables statistically associated with the option

fear of litigation as a cause for the increase in cesarean section rates (Table 3.11).
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Table 3.11. Association between selected demographic variables and respondent’s opinion on fear of
litigation as a possible cause of the increase in cesarean section rate
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Opinions on potential interventions that could be useful to decrease cesarean section rates

The possible association between socio-demographic characteristics and opinions
regarding potential interventions to decreavse cesarean section rates was investigated. As
in the previous question, answers were recoded into 3 categories (disagree, neutral,
agree), and subsequently recoded into 2 categories, i.e. “disagree” and “agree”, where

“agree” included “strongly agree”, “agree” and “neutral’”.

Regarding the use of the partograph, only professional status was marginally
associated with this option (p= 0.08). Therefore, the variable was included in the logistic

regression model (Table 3.12).
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Table 3.12. Association between selected demographic variables and respondent’s opinion on using
the partograph as an intervention to decrease the cesarean section rates
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Both having children and the form of delivery in previous birth were marginally
associated with the intervention asking for a second opinion before performing a cesarean
section (p= 0.07 and p= 0.05, respectively). Therefore, they were included in the logistic

regression model (Table 3.13).
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Table 3.13. Association between selected demographic variables and respondent’s opinion on asking
a second opinion as an intervention to decrease the cesarean section rates
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Specialists, and especially those licensed for less than 15 years, as well as
decision-makers, were less likely to consider performing an ECV as an intervention to

decrease cesarean section rates. (Table 3.14)

Teaching grade showed a marginal statistical association with this option and was

also included in the multivariate analysis.
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Table 3.14. Association between selected demographic variables and respondent’s opinion on
performing an external cephalic version as an intervention to decrease cesarean section rates

27 (20.6) 47 (35.9) (o0

21 (16) 36 (27.5) 04l s2y 09
0.87
(040-188) 0O
41313 65(49.6) 062
7(5.4) 18 (137) 02iazy 0%
0.76
(031-183) 05
12(9.2) . 3'_1 3
36 (27.4) 75 (57.3) (o7 a0
154
(069-344) 073
0.29
(011-074y 0004
201
091-4435
0.30
(041-082 0008

113



Teaching grade was associated with the option of trying a vaginal delivery in
patients with a previous cesarean section. Professionals with a teaching grade were more
likely to agree that it could be a useful intervention to reduce cesarean section rates (OR=
2.18, 95% CI: 0.94-5.12; p= 0.04). Professional status was marginally associated with this

option (p= 0.07) and was also included in the multivariate analysis (Table 3.15).
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Table 3.15. Association between selected demographic variables and respondent’s opinion on trying
a vaginal delivery in a patient with a prewous cesarean section as an intervention to decrease the
cesarean section rates
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There were no socio-demographic variables statistically associated with the option

making decisions regardless of patient/relative demand (Table 3.16).
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Table 3.16. Association between selected demographic variables and respondent’s opinion on
making decisions regardless of patient / relative demand
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Obstetricians’ attitudes when facing different hypothetical clinical situations.

Obstetricians were asked if they would recommend a cesarean section under three
specific clinical situations. Two of them were related to performing a cesarean section
assuming a normal pregnancy with no clinical reason for such surgical intervention. Of
these two situations, one involved performing a cesarean section on themselves/their
partners and the other one on a patient without any type of family relationship with the

physician.

The third clinical situation explored the obstetricians’ attitudes when assisting a
pregnant woman who had undergone a cesarean section in a previous birth. Clinicians

were asked if they would try a vaginal delivery in that situation.

Tables 3.17a and 3.17b show that in the scenarios related to a normal pregnancy
without any clear indication to perform a surgical intervention, age was statistically
associated with the answers. People less than 45 years old were more prone to choose a

cesarean section, both for themselves/their partners, or an unrelated patient.

Regarding the hypothetical clinical situation involving a woman with a previous

cesarean section (Table 3.17c), residents were more likely to try a vaginal delivery.
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Table 3.17a. Answers to the hypothetical clinical situation “Would you choose / recommend an
elective cesarean section for yourself or your partner without a medical indication?”
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Table 3.17h. Answers to the hypothetical clinical situation “Would you choose/ recommend an

elective cesarean section for a patient (not your-self or your partner) without a medical indication?”
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Table 3.17c. Answers to the hypothetical clinical situation “Would you consider trying a vaginal
delivery in a patient with a previous cesarean section?”
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Logistic regression

Possible causes for the increase in cesarean section rates (Table 3.18)

Increase in obstetric dystocias: It is more likely that specialists licensed for less than
15 years agree that the increase in cesarean rates is due to the increase in obstetric

dystocias, when compared to specialists licensed for 15 years or more.
High volume of cases to assist when on call: Physicians with a previous vaginal birth
(them/their partners) are more likely to agree that this is a cause for the increase in

cesarean sections.

Administrative pressures: Physicians with a teaching grade are more likely to agree

that the increase in cesarean section rates is due to administrative pressures.

Patient/relative demand: Males are more likely to agree that patient/relative demand

is a cause for the increase in cesarean sections.
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Table 3.18. Logistic regression. Association between selected variables and possible causes for the

increase of cesarean section rates

Years
licensed as Gender (Female / 0.46 196 0.14 0.023
/| specialist (<15 Male) (0.20-1.08) ' (0.26 - 0.76) '
| [215)
.| Form of Gender (Female/
previous Male); Decision- 0.25 2201 0.13 0.002
delivery maker status (Yes | (0.07 - 0.81) ' (0.04 - 0.48) '
(Vaginal / CS) / No)
Gender (Female /
Male); Has
,, children
y | Teaching / Professional / 2 44 0.31
grade (yes status (Resident ) -1.18 ' 0.04
no) Specialist) (0.85-7.13) (0.10-0.94)
Gender
2.12 5.32
ﬁ:lrg)ale / Age (<45 /= 45) (0.96 - 4.70) 1.67 (166 - 17.0) 0.005

Potential interventions to decrease cesarean section rates (Table 3.19).

Physicians with a teaching grade answered more frequently that they agree that
trying a vaginal delivery in a woman with a previous CS could be a useful intervention to

decrease cesarean section rates.
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Table 3.19. Logistic regression. Association between selected variables and potential useful
interventions to decrease cesarean section rates

Teaching
grade
(Yes/No)

Professional status
(Resident/Specialist)

0.46
(0.20- 1.07)

-1.93

0.15
(0.04 - 0.48)

0.001

Has children
(Yes/No); Form of
previous delivery

(Vaginal/CS)

Professional status

(Resident/Specialist);

Years licensed as
specialist (<15/215);
Decision-maker
status (Yes/No);
Teaching grade
(Yes/No)
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Description of open questions

When asked about other causes for the increasing cesarean section rate (other than
those stated in the survey) (Table 3.20), 16 physicians gave an answer and there were 28

responses. Two people provided more than one answer.

Table 3.20. Other causes for the increasing cesarean section rate (n = 28)

Fourteen professionals stated other potentially useful interventions to decrease the
cesarean section rate (other than those stated in the survey) (Table 3.21), with a total of 14

responses.

Table 3.21. Other potentially useful interventions to decrease the cesarean section rate (n = 14)

Regarding the question on recommending an elective cesarean section for
themselves/their partner without any clear medical indication, there were 104 responses;
97 physicians stated they would not choose/recommend it (1 was not useful) and 7

considered they would choose/recommend it. (Tables 3.22a and 3.22b).
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Table 3.22a. Decision of performing a cesarean section without any medical indication (on her/his
partner). Answer NO (n = 96)

Table 3.22b. Decision of performing a cesarean section without any medical indication (on her/his
partner). Answer YES (n =7)

When asked about a similar clinical situation, but in a woman without any type of
family relationship, 101 obstetricians answered; 88 stated they would not perform the

cesarean section, and 16 stated they would. (Tables 3.23a and 3.23b)

Table 3.23a. Decision of performing a cesarean section without any medical indication (on unrelated
patient). Answer NO (n = 88)
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Table 3.23b. Decision of performing a cesarean section without any medical indication (on unrelated
patient). Answer YES (n =13)

One hundred and four people answered the question about trying a vaginal delivery
in a woman with a previous cesarean section. There were 105 responses (1 provided 2
responses); 53 physicians stated they would try it (2 reasons could not be classified) and
52 stated they would not try a vaginal delivery in a patient with a previous cesarean section

(3 reasons could not be classified). (Tables 3.24a and 3.24b)

Table 3.24a. Decision of trying a vaginal delivery in a patient with a previous cesarean section.
Answer NO (n = 49)

Table 3.24b. Decision of trying a vaginal delivery in a patient with a previous cesarean section.
Answer YES (n = 51)
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Chapter 4. Discussion

This is the first survey applied to Cuban obstetricians (specialists and residents)
directly involved in caring for pregnant women in labour, regarding their opinion about
current cesarean section rates and their attitudes when facing different clinical situations
where they must decide whether to perform a cesarean section. There are a number of

important issues arising from this study.

First, most surveyed people agreed that the current cesarean section rates are high
in their institutions and also agreed that the main causes for this increase are the high
number of previous cesarean sections, the introduction of new technologies, the increasing
number of inductions, administrative pressures and new indications to perform a cesarean
section. The estimate of an “ideal’ cesarean section was about 20%, consistent with
Chalmers 2, who investigated the care provider's estimate of the ideal cesarean section
rate and found that it ranged from, on average, 16.2% in teaching hospitals to 19.8% in

private practice.

The studies included in the Systematic Review failed to establish a theoretical
framework to explain obstetrician behaviour regarding key facts like obstetrician opinions
about the increase in cesarean section rates. In our study we framed the question related
to the possible causes of the increase in cesarean section rates into the theoretical

domains described in Michie’s model (", which is the one that best fits this study.
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Using a theoretical framework beforé creating a questionnaire allows the questions
to be mapped on to different domains and constructs. As well as assisting in the
identification of important areas that might otherwise be missed, it also clarifies what
specific aspects of physicians’ behaviour that it might be possible to influence. There are
some issues like the large number of previous cesarean sections and the increase in
advanced maternal age which is not possible to influence change. However some
variables, such as knowledge of the available evidence, and reactions to administrative
and social pressures, could potentially _be influenced by using educative programs
addressed to physicians, such as audit and feedback, practice guidelines and television

based education.

Identifying a suitable theory also allows us to develop a priori hypotheses and,
therefore, use it in a predictive way. If such hypotheses were supported, there would be a
stronger basis on which to develop interventions to alter key behaviours. It is important
that the cost and effort that goes into developing interventions is directed towards those
which are most likely to succeed, so some empirical evidence to support their theoretical

rationale is valuable.

There are a number of potentially useful theories, such as the Health Belief Model,
the Protection Motivation Theory, the Social Cognition Theory the Theory of Reasoned
Action, and the Theory of Planned Behaviour. From these, Protection Motivation Theory
which includes five components (self-efficacy, responsive effectiveness, severity,

vulnerability and fear in response to education or information) seems to be the most
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appropriate to predict behavioural intentions to improve health-related behaviour, or

intention to modify behaviours.

The survey instrument sought opinions on a range of potential factors influencing
cesarean section rates, some of which were not within the control of providers, and some
of which might be modifiable. Most of the constructs related to possible causes for the
increase in cesarean section rates were framed into the domain “environmental context
and resources”, for example, the introduction of new technologies and the high number of
cases to assist when on call, as well as some characteristics in the population like
presence of obstetric dystocias, high number of previous cesarean deliveries and increase
in maternal age. These domains are not under the control of the care providers and it is
unlikely they could be modified by a change in behaviour. However, there are some
constructs which could feasibly be modified, for example, those related to the domain
“social influences”, in this case, administrative pressures and patient/relative demand. This
is the case also for the domain “Beliefs about consequences”, which included the item fear

of litigation.

The study showed that there are two groups of causes particularly important in
explaining the increase in cesarean section rates and in giving us guidance for developing
effective interventions, as they enhance the understanding of underlying processes leading
to the decision of performing a cesarean section . One group includes those causes
related to environmental context and resources, where the introduction of new

technologies and the high number of previous cesarean sections were identified as leading
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reasons for the increase. The other group includes social influences, specifically

administrative pressures, as one of the most important causes.

Most of the obstetricians stated that the volume of cases to assist at the delivery
room when on call is not a determining cause to explain the increase in cesarean section
rates in recent years. Recent demographic data from the Cuban population, shows a

decrease in the number of births during the last 15 years (see Graph 1.2 Appendix 1).

Regarding other probable causes of increasing cesarean section rates, differences
in teaching grade and age were noted. Specialists and respondents with a teaching grade
were more likely to perceive the introduction of new technologies and administrative
pressures as causes for the increase. On the other hand, respondents aged less than 45,
licensed for less than 20 years as MDs, and less than 15 as specialists more frequently
perceived patient/relative request as an important contributing factor to the rise in the

cesarean section rates.

Obstetricians considered some administrative issues to be the most important
causes. These include the obstetrician’'s responsibility for bad long-term outcomes during
childhood (disability), lack of personnel to follow labour in women at risk, flaws in the
bodies in charge of analyzing cesarean sections, and lack of appropriate technology to

assess the risk during labour.

The question about potential interventions that could be useful in decreasing
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cesarean section rates provided an indirect measure of obstetricians’ knowledge of

evidence-based interventions aimed at decreasing such rates.

The use of the partograph was considered as an intervention likely to reduce
cesarean rates. The partograph is a simple, inexpensive tool used to provide a continuous
pictorial overview of labour. It is a pre-prin‘ted form on which care providers record labour
observations. Most partographs have three distinct sections where observations are
entered on maternal condition, fetal condition and labour progress ©°). Based on the results
of a study conducted in South East Asia, the World Health Organization recommended the

partograph for obstetric care (1%

. However, some practitioners have questioned its
effectiveness, particularly when used in high-income countries, arguing that its evaluation
was not rigorous. Furthermore, there are worries that what is appropriate in one place at
one time is not necessarily appropriate at another time in the same place or in another

setting, and that constant supervision is needed even when the partograph has been used

for years (14,

Asking for a second opinion before performing a cesarean section was the
intervention that most professionals considered useful to decrease current rates. Chaillet et
al @ note that this intervention has been demonstrated to be useful in reducing
emergency cesarean rates, but has had no effect on elective cesarean rates. Althabe et al
® pointed out that 22 intrapartum cesarean sections could be prevented per 1000

deliveries, an impact that could be considered as modest.
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Performing an ECV was the only intervention that obstetricians did not consider to
be useful to decrease cesarean section rates; however, differences in age were noted. It
was more likely that specialists licensed for less than 15 years, respondents without a
teaching grade, and self-reported decision-makers would not consider ECV as a potentially
useful intervention. This could reflect a lack of training in a procedure that has been
virtually banished from current Cuban obstetrical practice, even when in Cuba there is wide
dissemination of the WHO Reproductive Health Library, where the intervention is
recommended. In an extensive systematic review of ECV at or near term, Hofmyer 9
found convincing evidence of a reduction in non-cephalic birth (relative risk [RR] 0.38, 95%
confidence interval [Cl] 0.18-0.80), as well as in cesarean sections (RR 0.55, 95% CI 0.33-
0.91), without any difference in unfavorable events such as Apgar score less than 7 at one
minute, low umbilical artery pH levels, neonatal admissions, perinatal death, nor time from
enrolment to delivery. Although another systematic review of ECV before term ®1) failed to
find similar results, authors reported a 9.5% decrease in non-cephalic presentation at birth,
as well as a 7.5% decrease in cesarean section when ECV was started early. External
cephalic version has been recognized as a feasible and appropriate intervention in low and
middle-income countries ©®, in settings with limited resources. The Cuban Handbook of

Procedures for Diagnosis and Treatment *®

, defines the favorable and unfavorable
conditions for a vaginal birth in a breech presentation, but usually the unfavorable
conditions are predominant; therefore, a cesarean section is easily justifiable. Some
individual, organizational, setting and social factors may be influencing this, as well as a
lack of theoretical understanding of the processes involved in changing the behaviour of

healthcare professionals ¢7- 7.
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The high number of obstetricians who would try a vaginal delivery in patients with a
previous cesarean section is remarkable, since in Cuba it is not routine practice. The
Cuban Handbook of Procedures for Diagnosis and Treatment ?®, the guidelines ruling the
general practice in obstetrics, does not clearly define the conditions under which to try a
vaginal delivery after a cesarean section. It states that it is possible to try a vaginal delivery
if the cause of the previous cesarean section remains the same and recognizes the risk of
uterine disruption as at least 1%. While the American College of Obstetrics and
Gynecology " supports Vaginal Birth After Cesarean Section (VBAC) as a safe and
acceptable option, the systematic review by Dodd et al % did not find randomized clinical
trials and concluded that the evidence coming from observational studies is potentially
biased, so that any recommendation should be taken cautiously. Authors also concluded
that both repeat cesarean section and vaginal delivery after a cesarean section are
associated with benefits and harms. The Clinical Guidelines for cesarean section published
by the National Collaborating Centre for Women’s and Children’s Health " drew the same
conclusions and defined a number of guidelines to help decide the form of delivery after a
cesarean section. It may be hypothesized that this is a field where Cuban obstetricians
might be involved, based on the assumption that if the professionals are motivated and
have the intention to change, it is reasonable to predict that behaviours may be modified,

provided that appropriate strategies are implemented ©%.
Although the differences showed no statistical significance, physicians were more

likely to perform a cesarean section in a patient asking for it without a clear medical

indication, than to choose the procedure in the same situation for themselves (if female) or
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their partners (if male). This finding is consistent with those of other authors. In our
systematic review, the positive answer to questions equivalent to “Would you recommend
a cesarean section for a patient requesting it without any clinical indication?” has shown an
important and significant variation over the years, with the answer “Yes” to this question
about 7 times more frequent in 2007 than in 1986 % 57 84105, 1) The reasons for such
differences are unclear and purely speculative. It could reflect the physicians’ perceptions
of the associated risks, their knowledge about the short and long-term consequences of
the procedure, its complications and costs and/or the fear of a legal claim if any adverse
outcome occurs, associated with the childbirth. It has been published that the rise in legal
claims due to malpractice in recent years, physicians’ fear of facing legal action and
administrative measures, fear of loss of prestige, patient pressure, and even the increase
of evidence-based medicine " % could be behind this attitude. Since the procedure is
becoming more and more frequent and safe “" %" %) care providers and the population

may accept it as a “normal” obstetric procedure.

Maternal and fetal risks associated with the surgical procedure were the
predominant reason for refusing to perform a cesarean section without a clear medical
indication. A small number of obstetricians answered that they would agree to perform a
surgery under such conditions, and the woman's right to choose the form of delivery was

the predominant reason to support that answer.

Another important finding, in some ways a matter of concern due to its potential

future influence on cesarean section rates, was that younger professionals (i.e. residents,
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licensed for less than 20 years as MDs and less than 15 years as specialists) were more
likely to consider that cesarean rates are about right. Similarly, physicians under 45 years
of age were more likely to perform a cesarean section without a clear medical indication.
Reports from other studies are contradictory. Some studies have reported a statistically
significant association between age of provider and likelihood of performing a cesarean

section (1% while others have not %,

Other interventions considered potentially useful in decreasing current rates
included a better analysis of each cesarean section performed, improving the fetal
wellbeing study and decreasing the number of inductions, closely related to surgical

deliveries.

It is important to address not only the information needs of clinicians and
organizations, but also the social and organizational factors that interfere with the
application of knowledge (1) as well as to-identify possible barriers influencing behaviour.
Belizan et al '"¥ conducted a study in Argentina, which identified a number of barriers
influencing the introduction of evidence-based knowledge. Even though the context and
health systems are quite different in Argentina and Cuba, there are some common points
that might serve to make some inferences about behaviour determinants. Belizan et al
identified three principal levels of barriers to change: individual or group, hospital and
environment. At an individual level, providers do not perceive problems or bad outcomes
with their current practice, have problems understanding and assessing scientific literature

and do not have the skills to perform a new practice (self-efficacy, i.e. one’s perception of
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the ability to perform the behaviour).®® Language barrier is also a major issue.“® At a
hospital level, access to information and the Internet is difficult and limited, there is a lack
of data analysis of utilized practices and their results, and time to study is scarce. At an
environmental level, training in critical and scientific appraisal of the literature is absent
from both the university and the residence programs. Economic constraints are also an

important barrier at this level.

Women's attitudes are relevant to the overall research question although the plan is

to address them separately in a future investigation.

The first issue is the population to be surveyed. It is conceivable to expect different
response patterns when the survey is administered to pregnant women, women who had
just had a baby, women who have had either a cesarean section or a vaginal delivery,
women selected from sampling frames that have nothing to do with maternity or obstetrics
(e.g. female members of professional organisations, church groups, etc). Even though our
study showed no differences regarding gender, it would be interesting to study if female

obstetricians respond differently when they are not acting as doctors but in a patient role.

Women's views should be investigated by using appropriate instruments and

considering a priori covariates likely to be associated to a specific answer.

There are a number of available techniques. Validated questionnaires with closed

and open questions, as well as questions with a Likert scale may be used. They will allow
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us to explore specific questions of interest, for example, socio-demographic characteristics
of target population, and also to obtain information on what they consider to be a cesarean
section; why can a CS be done, the time of pregnancy when a CS can be done, the risks
and benefits of normal delivery / CS, the women'’s sources of information about these
topics (personal experience, relatives, friends, media, press, health care providers, etc.),
and their preferences about the form of delivery. Covariates like age, parity, form of
previous delivery (if any), school level, residence (urban / rural), occupation, etc. could
influence the answers, so it is necessary to take them into account. Answers could be
different depending on the moment in which the questionnaire is applied. Therefore,
gestational age at the time of the study should be considered. Opinions and feelings about
the form of delivery should be also exblored after the delivery occurred, since this
experience may change women's views. The outcome in the newborn (admission,

complications, etc.) may also impact women's views.

Questionnaires may be complemented with qualitative methods to obtain further
useful insights, because it is not always possible to assess in a single questionnaire all the
important aspects related to women'’s opinion and knowledge about the caesarean section.
Using techniques like focus groups and semi-structured interviews would be appropriate to

achieve these goals.

There are some issues on relative risk and odds ratio thet shloud be addressed.
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Relative Risk (RR) is the probability that a member of a group receiving some
exposure will develop an outcome (often a disease), relative to the chance of a member of

®2 It is a relative measure of

an unexposed group will develop the same disease
comparison based on the ratio of two measures of outcome frequency, which gives
information about the strength of the relatibnship between exposure and outcome. If there
is no relationship between exposure and outcome the numeric value of relative risk is 1.0
(i. e. the probability of outcome in the exposed and unexposed groups is identical) ®_ This
measure is preferred for etiologic research because it indicates how many times higher or

lower disease risk is among the exposed individuals compared to the baseline risk among

unexposed individuals.

Odds ratio is the odds of exposure among individuals with a particular outcome
divided by the odds of exposure among those who do not have the outcome 2. The odds
ratio relates the odds of the exposure in the two populations. This measure has better

statistical properties.

Relative risk and odds ratio are two different measures that attempt to explain the
same phenomenon ), je. the strength of association between an exposure and an
outcome. If the outcome of interest that defines the cases is rare, the odds ratio will be
aproximately equal to the relative risk. For common events, however, that can be quite

different ©.
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Study Limitations

Some results reached a marginal statistical significance, raising doubts about their
true meaning, and the effects of random error due to insufficient sample size cannot be

ruled out.

The study was conducted in the City of Havana. The fact that this is the capital of
the country, and has specific characteristics, resources and access to information, might

limit generalization of results to the rest of the country.

An information bias is likely to be present due to lack of either motivation or

incentive for respondents.

Sampling is particularly advantageous in studies in which the resources are scarce
and the use of samples in epidemiologic research reduces the cost of gathering data.
Deciding on sample size is a design issue with either statistical or practical implications,
and it improves the study efficiency in terms of both efforts and resources. There is an
important issue related to the sampling frame that is important to address. According to
Kalsbeek and Heiss ©®, most frame problems fall into one of three categories, i.e.
undercoverage, overcoverage and multiplicity. In the case of this study a potential problem
present could be the undercoverage, which occurs when some members of the population

are not linked to any entry of the frame.
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Because sample was chosen from professionals physically present at the time that
the study was conducted, people abroad, on sick leave, and women on maternity leave, for
example, were excluded from sampling and some of these groups are likely to be among
the youngest obstetricians. All subjects, not just a connivance sample, should have been

surveyed as it was feasible. In the future, this approach will be taken.
Another study limitation is the lack of pilot testing.

Pilot testing can be done to inform methodological aspects of a study, or help work

out procedures, such as:

e Checking the presentatiqn of the selected instrument (e.g. whether a
questionnaire is understandable, translation has been done accurately,
questions are written in a clear non-offensive style, logically arranged, not
missing things, etc)

o Working out the logistics of recruitment and/or administration — e.g. better
to mail it, do it in a meeting, etc

¢ Estimating likely response rate (though pilot studies are smaller than

definitive studies, therefore statistically less precise).

Pilot testing is not the same as formal validation. Many of the questions used in the

questionnaire were adapted from existing English-language surveys, but we did not
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conduct a formal validation study. This means that, even with our best efforts, we cannot

be sure of the validity of the survey we actually administered.

Pilot testing can help detecting questions with skewed responses, questions which
tend to be skipped, issues related to open-ended questions and extremely high

s, (26,29

correlation )t is very important that this form of testing is conducted with members

of the target audience for the survey.

Review by colleagues would allow the identification of other necessary questions,
elimination of some questions, and different formats and presentation of questions to

improve their understanding.

Interviews with target respondents would help making the questions clear and the

interpretation homogeneous and also include all possible alternatives of response.

The items in this instrument were drawn from other questionnaires that have been
widely used but for which no validation data are available. Face and content validation of
the questionnaire by informal evaluations would ensure we were measuring the behaviors
we believed important to assess. It is important to address whether it measures what it
purports to measure, and also to know to what extend the data it captures is actually

reflecting the truth accurately.

The techniques used to obtain open answers may not have been appropriate. Other
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methodological approaches such as in-depth interviews and focus groups might have
provided more varied information and better insights into the opinions and attitudes of
professionals regarding cesarean section rates. Given the nature of the study, qualitative

components may not have been sufficiently explored.

The analysis would have been strengthened by the inclusion of other statistical
techniques such as linear regression to look at the correlation between variables and
covariates when both are continuous variables, e.g. ideal CS rates and age, years of

licensed as MD and years of accreditation as specialist.

In the logistic regression analysis, collinearity seems to be present. Collinearity
occurs when two or more of the explanatory variables are correlated to the extent that they
convey essentially the same information about the observed variation in the dependent
variable. In the regression models containing age, years since received MD and years of
accreditation as specialist are highly correlated ©?. Collinearity makes it very difficult to
separate the effects of these variables statistically and analyses yield model coefficients

with very large variances so that effect estimates may be highly unstable ©®,

Conducting multiple analyses may have led to inflated alpha levels and statistically

significant results by chance, not because a bona fide association is present.
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Conclusions

Future research should focus on trying to determine the ideal cesarean section rate.
The WHO proposed rate of 15% %) could be out of date at this time, because a number of

new indications are arising almost daily as a result of technological developments.

Obstetricians’ opinions regarding potential measures to decrease this trend should
also be a subject of investigation, even though the potential difficulties to conduct such
trials are widely recognized. Randomized controlled trials conducted so far © 5% 190 have
failed to show a truly effective intervention to reduce cesarean section rates to clinically

significant levels.

One of the most important steps in changing behaviour is identifying barriers that
hinder professionals in implementing interventions aimed at improving health care and
patient outcomes. Future studies should focus on identifying the most important barriers
and developing strategies to overcome them. According to the evidence, the effectiveness

of tailored interventions remains uncertain and more rigorous trials are needed ©V.

It is also important to design interventions to improve the knowledge translation into
clinical practice. However, until new, well-designed and conducted trials are available,
there are a number of interventions such as printed educational materials, educational

outreach, audit and feedback, reminders and local opinion leaders that, if used
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appropriately, could lead to important improvements in professional practice and patient

outcomes. 2 43 80)
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Table 1.1. Cesarean section rates in Cuba, from 1990 to 2006

188373 | 175543 | 158789 | 153536 | 148493 | 148394 | 141335 | 153881

151730 | 140064 | 127443 | 123801 | 118049 | 115279 | 108924 | 118472
36643 | 35367 | 31346 | 29735 | 30444 | 33115 | 32431 35409
19.45 20.15 19.74 19.37 20.50 22.32 22.95 23.01

152305 | 151973 | 144740
115564 | 113026 | 106473 | 102625 | 102169 | 94270
36741 | 38047 | 38267 | 37086 | 40033 | 43402 | 44204 | 43651 | 41574
2412 | 2504 | 2644 | 2654 | 2815 | 3153 | 3454 | 393 | 3715

Graph 1.1. Cesarean section rates in Cuba, from 1990 to 2006
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Graph 1.2. Births in Cuba, from 1990 to 2006
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Table 3.1. Sources for selected variables

Geder, age

Al-Mufti ¥, Bergholt *'*, Cepicky ''*’, Chalmers
@2 Cotzias @”, Faas-Fehervary ®®, Ghetti “9,
Gonen “?, Groom “®, Jacquemin ®%, Kenton

9 Kravitz %, Kwee ©?, Land ®®, MacDonald
©9) McGurgan ", Reime ©®, Usha Kiran (1,

Vimercati 1%, Wright 119, wu ("

Type of institution

Al-Mufti ), Bergholt "', Cotzias ", Faas-
Fehervary ©® Ghetti “?, Gonen “?, Kenton
®9) Kravitz ®® Land ©?, McGur%an ) Usha
Kiran (% Vimercati "%, wy (1"

Professional status

Al-Mufti ) Gonen ¥4, Kenton ©°), Kravitz ®?,
Kwee ©2 Land ©® MacDonald ©°, McGur%an
) Reime ©®®, Usha Kiran "%, Vimercati ("*®

Years licensed as GP

(Goh)etti “9 Kenton ©9, McGurgan ™, Vimercati
103

Years certified as ob/gyn specialist

Bergholt ¥ Cotzias *”, Gonen “?, Wright
(110) WU (111)

Parenting

Bergholt ", Faas-Fehervary ), MacDonald
(69), WU (111)

Current obstetrical practice

Kenton ®% wy "

Knowledge about cesarean section rate

Usha Kiran "

About ideal cesarean section rate

Chalmers *9

Causes of increase in cesarean section rate

Reime ® Usha Kiran (9

Proposed intervention to reduce cesarean
section rate

Kravitz ®, Reime ® Usha Kiran (%

Attitudes towards cesarean section if
obstetrician/his partner were pregnant

Al-Mufti ), Cepicky "®) Chalmers “?, Gonen
“2) Groom “®, Jacquemin ®*, Johanson ©,
Land ©®® MacDonald ©%

Potential interventions to reduce cesarean
section rate

Kravitz ®, Reime ©, Usha Kiran (%0

Attitudes towards cesarean section if
obstetrician/his partner were pregnant

Al-Mufti ) Cepicky "®, Chalmers *“), Gonen
“2) Groom “, Jacquemin ®*, Johanson ©®,
Land ®, MacDonald ¢
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APPENDIX 2

Questionnaire

(Spanish version)
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ACTITUDES Y OPINIONES DE GINECOBSTETRAS SOBRE
EL INCREMENTO DE LAS OPERACIONES DE CESAREA.

HOJA 1

1- Hospital: 0O 1) R. Gonzalez-Coro
O 2) A. Arias
O 3) E. Hernandez
O 4) 10 Octubre
O 5) Enrique Cabrera

2.- Edad: (afios cumplidos).

3.- Sexo: [ 1) Femenino
O 2) Masculino

4.- Clasificacion Profesional:
O 1) Residente (SALTE A LA PREG. 6)
0O 2) Especialista 1* grado.
O 3) Especialista 2*° grado.

5.- Categoria Docente:
O 1) Prof. Consultante
O 2) Prof. Titular
0O 3) Prof. Auxiliar
O 4) Prof. Asistente
O 5) Prof. Instructor
O 6) Ninguna

6.- Ailos de graduado como Médico/a:
ES RESIDENTE, SALTE A LA PREGUNTA 8).

7.- Aiios de graduado como Especialista:

(SI

8.-¢ Cuantos hijos tiene? ESCRIBALO EN NUMEROS,
USE 0 PARA INDICAR QUE NO TIENE HIJOS. (SI NO

TIENE HIJOS, IR A LA PREGUNTA 10).

9.- Forma del parto (1= Si; 2= No; 9= no

corresponde)
O 1) Vaginal Eutécico

O 2) Vaginal Instrumentado
O 3) Cesarea Primitiva
O 4) Cesarea lterada

10.- ¢En la actualidad realiza personalmente y/o

participa en la toma de decisiones
partos/cesareas?
0 1) Si O 2) No

11.- ;Usted considera que la tasa de cesarea
Institucién esta:

O 1) Nosé

O 2) Alta

O 3) Mas o menos adecuada

O 4)Baja?

de

en su

(Si la respuesta es “no sé” o “mas o menos

adecuada”, salte a la preg. 14).

12. - ;jUsted considera que la tasa de cesareas en su
Institucion deberia:

O 1) Disminuir O 2) Permanecer igual O 3) Aumentar?

13.- ;Cual Usted considera debe ser la tasa “correcta”
de cesareas? Por favor, escribala en porcentaje.

14.- En el ano 1990, la tasa de cesareas en Cuba fue de
19,5% y en el afio 2004, dicha tasa fue de 34,5%. Las
siguientes son razones potenciales para explicar este
aumento en las tasas de cesarea. Por favor, clasifique
cada item en una escalade 1 a 5.

14.1.- El aumento de las tasas de cesarea se debe al
aumento de las distocias obstétricas [ (1= ESTOY MUY
EN DESACUERDO, 2= ESTOY EN DESACUERDO, 3=
NEUTRAL, 4= ESTOY DE ACUERDO, 5= ESTOY MUY
DE ACUERDO)

14.2.- El aumento de las tasas de cesarea se debe a la
introduccion de nuevas tecnologias [] (1= ESTOY MUY
EN DESACUERDO, 2= ESTOY EN DESACUERDO, 3=
NEUTRAL, 4= ESTOY DE ACUERDO, 5= ESTOY MUY
DE ACUERDO)

14.3.- El aumento de las tasas de cesarea se debe a
presiones administrativas [] (1= ESTOY MUY EN
DESACUERDO, 2= ESTOY EN DESACUERDO, 3=
NEUTRAL, 4= ESTOY DE ACUERDO, 5= ESTOY MUY
DE ACUERDO)

14.4.- El aumento de las tasas de cesarea se debe a la
demanda de las mujeres/ los familiares [] (1= ESTOY
MUY EN DESACUERDO, 2= ESTOY EN DESACUERDO,
3= NEUTRAL, 4= ESTOY DE ACUERDO, 5= ESTOY
MUY DE ACUERDO)

14.5.- El aumento de las tasas de cesarea se debe al
miedo a demandas legales [1 (1= ESTOY MUY EN
DESACUERDO, 2= ESTOY EN DESACUERDO, 3=
NEUTRAL, 4= ESTOY DE ACUERDO, 5= ESTOY MUY
DE ACUERDO)

14.6.- El aumento de las tasas de cesarea se debe al gran
volumen de casos a atender en el salén de partos cuando
esta de guardia [] (1= ESTOY MUY EN DESACUERDO,
2= ESTOY EN DESACUERDO, 3= NEUTRAL, 4= ESTOY
DE ACUERDO, 5= ESTOY MUY DE ACUERDO)
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ACTITUDES Y OPINIONES DE GINECOBSTETRAS SOBRE
EL INCREMENTO DE LAS OPERACIONES DE CESAREA.

HOJA 2

14.7.- El aumento de las tasas de cesarea se debe al

gran numero de cesareas previas ] (1= ESTOY MUY
EN DESACUERDO, 2= ESTOY EN DESACUERDO,
3= NEUTRAL, 4= ESTOY DE ACUERDO, 5= ESTOY
MUY DE ACUERDO)

14.8.- El aumento de las tasas de cesarea se debe al

aumento de la edad de las mujeres ] (1= ESTOY
MUY EN DESACUERDO, 2= ESTOY EN
DESACUERDO, 3= NEUTRAL, 4= ESTOY DE
ACUERDO, 5= ESTOY MUY DE ACUERDO)

14.9.- Otra ] (1= Si, 2= No)

14.10. - Si otra, por favor dé detalles

15. Las siguientes, son
potenciales que pudieran ser Gtiles para disminuir
las tasas de cesarea. Por favor, clasifique cada
item enunaescalade1a5

15.1.- Aplicar el partograma en todos los trabajos de
parto pudiera ser una intervencioén util para disminuir
las tasas de cesédrea ] (1= ESTOY MUY EN
DESACUERDO, 2= ESTOY EN DESACUERDO, 3=
NEUTRAL, 4= ESTOY DE ACUERDO, 5= ESTOY
MUY DE ACUERDO)

15.2.- Solicitar una segunda opinién pudiera ser una
intervencion Gtil para disminuir las tasas de cesarea D
(1= ESTOY MUY EN DESACUERDO, 2= ESTOY EN
DESACUERDO, 3= NEUTRAL, 4= ESTOY DE
ACUERDO, 5= ESTOY MUY DE ACUERDO)

15.3.- Realizar la versién cefalica externa pudiera ser una
intervencion util para disminuir las tasas de cesarea ] (1=
ESTOY MUY EN DESACUERDO, 2= ESTOY EN
DESACUERDO, 3= NEUTRAL, 4= ESTOY DE ACUERDO,
5= ESTOY MUY DE ACUERDO)

15.4.- Intentar el parto vaginal en pacientes con una cesarea
anterior pudiera ser una intervencién util para disminuir las
tasas de cesarea ] (1= ESTOY MUY EN DESACUERDO,
2= ESTOY EN DESACUERDO, 3= NEUTRAL, 4= ESTOY
DE ACUERDO, 5= ESTOY MUY DE ACUERDO)

15.5.- Tomar las decisiones independientemente de la
demanda de las mujeres/los familiares pudiera ser una
intervencién til para disminuir las tasas de cesarea (1=
ESTOY MUY EN DESACUERDO, 2= ESTOY EN
DESACUERDO, 3= NEUTRAL, 4= ESTOY DE ACUERDO,
5= ESTOY MUY DE ACUERDO)

15.6.- Otra ] (1= Si, 2= No)

15.7. - Si otra, por favor dé detalles

intervenciones |
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ACTITUDES Y OPINIONES DE GINECOBSTETRAS SOBRE

EL INCREMENTO DE LAS OPERACIONES DE CESAREA. HOJA 3

16.- En el caso hipotético de que usted o su compaiiera estuviera embharazada por primera vez, ;usted
escogeria/recomendaria una cesarea electiva para usted o su compariera, asumiendo que se trata de un
embarazo a término, no complicado, con feto unico en cefalica, con un peso fetal <= 3600 g?

O1)Si 0 2) No

16.1.- Por qué?

17.- jUsted consideraria intentar un parto vaginal en una paciente con un embarazo a término, no
complicado, con feto tinico en cefalica, con un peso fetal <= 3600 g, con una cesarea anterior?

00 1) Si 0 2) No

17.1.- { Por qué?

18.- En el caso hipotético de que una paciente embarazada por primera vez, ;usted realizaria una cesarea
electiva si ella lo solicita, asumiendo que se trata de un embarazo a término, no complicado, con feto Gnico
en cefélica, con un peso fetal <= 3600 g?

01)Si O 2) No

18.1.- ; Por qué?
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Survey on Attitudes and Opinions Regarding the Cesarean Section of Obstetricians
from the City of Havana, Cuba

1- Hospital: []R. Glez-Coro [] A. Arias [] E. Hdez [] 10 Octubre [ Enrique Cabrera

2. - Age: (last birthday)

3.-Sex: O 1)Female [] 2)Male

4. - Professional Status:

[ 1) Resident (Go to Question 6) [1 2) 1st Grade Specialist [13) 2nd Grade Specialist

5. - Teaching Grade:

[1 1) Consultant Professor O 4) Assistant Professor
[ 2) Titular Professor [] 9) Instructor
[ 3) Auxiliary Professor O 6) None

[]4) Assistant Professor
| 5) Instructor

6) None

6. - Years of licensed as Medical Doctor:
(If Resident, please go to Question 8)

7. - Years of received as Specialist:

8. - How many children de you have? Write in the number, use 0 to indicate no children
(if no children, please go to question 10)

9. - Form of delivery in previous birth (if any)
[ 1) vaginal eutocic
[J 2) Vaginal instrumental
[J 3) First Cesarean section
[]4) lterative cesarean section

Page 1/4
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10. - At present, do you personally assist and/or take part in decision making regarding
deliveries/cesarean section?

O 1) Yes O 2) No
11. - Do you consider the cesarean section rate in your Institution to be
[] 1) !don't know
[] 2) High
[] 3) About right
[14) Low?

(If your answer is either “I don’t know” or “about right”, please go to Question 14)

12. - Do you consider the cesarean section rate in your Institution should

] 1) Decrease [] 2) Stay the same [0 3)Increase

13. - What do you consider to be the “appropriate” cesarean section rate? Please, write in percentage

%

14. — In 1990, the caesarean section rate in Cuba was 19.5%. In 2004, such rate was 34.5%. The
following are potential reasons to explain the increase in cesarean section rates. Please, rank each
item in a scale from 1 to 5, where:

1: strongly disagree 2: disagree 3: neutral 4: agree 5: strongly agree

14.1 The increase in cesarean section rates is due to the increase in obstetric dystocias

1: strongly disagree 2: disagree 3: neutral 4: agree 5: strongly agree

14.2 The increase in cesarean section rates is due to the ilntroduction of new technologies

1: strongly disagree 2: disagree 3: neutral 4: agree 5: strongly agree

14.3 The increase in cesarean section rates is due to administrative pressures

1: strongly disagree 2: disagree 3: neutral 4: agree 5: strongly agree

14.4 The increase in cesarean section rates is due to women/relatives demand

1: strongly disagree 2: disagree 3: neutral 4: agree 5: strongly agree

14.5 The increase in cesarean section rates is due to fear of litigation

1: strongly disagree 2: disagree 3: neutral 4: agree 5: strongly agree
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14.6 The increase in cesarean section rates is due to the great volume of cases to assist at the delivery room
when you are at call

1: strongly disagree 2: disagree 3: neutral 4: égree 5: strongly agree

14.7 The increase in cesarean section rates is due to a high number of previous cesarean sections

1: strongly disagree 2: disagree 3: neutral 4: agree 5: strongly agree

14.8 The increase in cesarean section rates is due to an ilncrease in the women'’s age

1: strongly disagree 2: disagree 3: neutral 4: agree 5: strongly agree

14.9 Other

1) Yes 2) No

14.10 - If other, please be detailed

15. - The following are potential interventions that could be useful to decrease the cesarean section
rates. Please, rank each item in a scale from 1 to 5

15.1 To apply the partograh in all the deliveries could be a useful intervention to decrease the cesarean section
rates

1: strongly disagree 2: disagree 3: neutral 4: agree 5: strongly agree

15.2 To ask for a second opinion could be a useful intervention to decrease the cesarean section rates

1: strongly disagree 2: disagree 3: neutral 4: agree 5: strongly agree

15.3 To perform an external cephalic version could be a useful intervention to decrease the cesarean section
rates

1: strongly disagree 2: disagree 3: neutral 4: agree 5: strongly agree

15.4 To try a vaginal delivery in patients with a previous cesarean section could be a useful intervention to
decrease the cesarean section rates

1: strongly disagree 2: disagree 3: neutral 4: agree 5: strongly agree

15.5 To make your decisions regardless women/ relatives demand could be a useful intervention to decrease the
cesarean section rates

1: strongly disagree 2: disagree 3: neutral 4: agree 5: strongly agree
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15.6 Other

1) Yes 2) No

15.7. - If other, please, be detailed

16.- In the hypothetical case that you or your partner were pregnant for the first time, would you
choose/recommend an elective cesarean section for yourself or your partner, assuming a term,
uncomplicated, singleton, cephalic pregnancy with weight <= 3600 g?

[]1) Yes [ 2)No
16.1. - Why?

Page 3/417. - Would you consider to try a vaginal delivery in a patient with a term, uncomplicated,
singleton, cephalic pregnancy with weight <= 3600g, with a previous cesarean section?

[01) Yes [J2) No
17.1. - Why?

18. - In the hypothetical case that a patient were pregnant for the first time, would you perform an
elective Cesarean section if she asks for it, assuming a term, uncomplicated, singleton, cephalic
pregnancy with weight <= 3600 g?

[]1) Yes []2)No

18.1. - Why?
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L;udﬂd de La Habana, 18 de Junio del ':‘{_‘166

Afio de la Revolucidn Energética en Cuba”

gjio Cientifico del Hospital
Ginecohstétrico Docente "Ramén Gonzalez Core” con la asistencia del
66% de sus miembros el Proyecto "Opinicnss y Actitudes de los
Especialistas en Ginecologiz v Obstefricia de Iz Ciudad de La
Habana sobre la Operacion Cesarea”™ presentado por el Dr. Juan

Rt P fv—smti1a— Y PN [ ey | ~ -.'-‘ e ~
Carlos Vazguez del Instituto Nacional de Endocrinclogia, comeo

para conocer algunos aspectos v opiniones sobre el tema de interés para

idés Amador




Hospital Docente Gineco-Obstétrico “ América Arias”
Viee-Direccion de Investigaciones

Ciudad de la Habana, 9 de agosto de 2006
“Afio de la Revolucién Energética en Cuba”

A quien pueda interegar:

El Comité Cientifico del Hospital Docente Gineco-Obstétrico “América Arias” revisé y
analizé el Proyecto de Investigacién “Opiniones y Actitudes de los Especialistas en
Ginecologfa y Obstetricia de la Ciudad de la Habana sobre la Operacién Ceséarea”, de
los investigadores principales Dr. Juan Carlos Vazquez Niebla y MSc. Jorge Luis
Calero Ricardo del Instituto Nacional de Endocrinologfa, que serd aplicado en varios
hospitales maternos de la provincia Cindad de La Habana.

El Comité¢ Cientifico consideré factible su aplicacién en el Centro y no encontré
inconvenientes ni recomendaciones que hacer para dicha aplicacién.

Sin otro asunto que tratar,

Dr. Ubaldo Farnot Cardoso
Presidente Consejo Cientifico

Dr. Ju ell Moreno
Secretafio Consejo Cientifico




Ciudad de la Habana, 5 de octubre de 2006
“Afio de la Revolucion Energética en Cuba”

AVAL

En Ciudad de la Habana, a los 5 dias del mes de octubre de 2006, después de
analizar y discutir en el Consejo Cientifico del Hospital Gineco-Obstétrico
Docente “Eusebio Hernandez”, con la presencia de sus miembros, el Proyecto
“Opiniones y actitudes de los Especialistas en Ginecologia y Obstetricia de la
Ciudad de la Habana sobre la operacion cesarea”, presentado por el Dr. Juan
Carlos Vazquez, del Instituto Nacional de Endocrinologia, como responsable
del mismo, se determing que el proyecto es importante para conocer algunos
aspectos y opiniches sobre el fema de interés para el frabajo de la
Especialidad, ademas de cumplir la metodologia orientada, por lo que se
considera pertinente su realizacién.

Profesora Sdnia Aggila Setien
Presidefite -~ - -



Ciudad de la Habana, 2 de octubre de 2006
“Afio de la Revolucion Energética en Cuba”

AVAL

En Ciudad de la Habana, a los 2 dias del mes de octubre de 2006, después de
analizar y discutir en el Consejo Cientifico del Hospital Docente Materno-Infantil
“10 de Octubre®, con la presencia de sus miembros, el Proyecto “Opiniones y
actitudes de los Especialistas en Ginecologia y Obstetricia de la Ciudad de la
Habana sobre la operacién cesarea”, presentado por el Dr. Juan Carlos
Vazquez, del Instituto Nacional de Endocrinologia, como responsable del
mismo, se determind que el proyecto es importante para conocer algunos
aspectos y opiniones sobre el tema de interés para el trabajo de la
Especialidad, ademas de cumplir la metodologia orientada, por lo que se
considera pertinente su realizacién.

Profesora Norma Silva | a s
Presidente \



Ciudad de la Habana, 16 de noviembre de 2006
“Afio de la Revolucién Energetica en Cuba”

AVAL

En Ciudad de la Habana, a los 16 dias del mes de noviembre de 2006,
después de analizar y discutir en el Consejo Cientifico del Hospital General
Docente “Enrique Cabrera”, con la presencia de sus miembros, el Proyecto
“Opiniones y actitudes de los Especialistas en Ginecologia y Obstetricia de la
Ciudad de la Habana sobre la operacién cesarea”, presentado por el Dr. Juan
Carlos Vazquez, del Instituto Nacional de Endocrinologia, como responsable
del mismo, se determiné que el proyecto es importante para conocer algunos
aspectos y opiniones sobre el tema de interes para el trabajo de la
Especialidad, ademas de cumplir la metodologla orientada, por lo que se
considera pertinente su realizacién.

\ Profesor Hector Machado
Presidente



