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Abstract

Objective: To find out the preferred and actual mode of delivery of obstetricians’ own children. Design: Cross-sectional
survey. Setting: Three Congresses of Gynecology and Obstetrics and four large maternity hospitals in Rio de Janeiro, Brazil.
Population: Physicians who held a specialty degree in gynecology & obstetrics or were trainees in this specialty and worked in
the state of Rio de Janeiro. Methods: Prevalence and 95% confidence interval. Main Outcome Measures: Preferred and actual
mode of delivery for own children. Results: A total of 465 participants answered the questionnaire in the three Congresses
and four maternity hospitals. Seventy six percent (95% CI 71 - 81) of the 262 participants who delivered at least one child
had Caesarean for the first child. Seventy two percent (95% CI 68 - 76) claimed they would prefer a vaginal birth for their
own children, but only a third of those (34%) delivered vaginally. Conclusions: In a group of well informed, socially privileged
and empowered women (especially regarding childbirth decisions), the most common mode of delivery was Caesarean, not the
natural vaginal birth. Thus, even for those who want to try and reduce the number of Caesareans, it appears that their success
will demand broader strategies, than simply to focus on physicians perversely forcing (or talking into) powerless misinformed
women to deliver through C-section; this narrative seems to be wrong, at least in the sample of women in our study. Tweetable

Among obstetricians in Rio de Janeiro 76% had a Caesarean for their own children

Introduction

The popularity of Caesarean birth (C-section) is probably larger in Brazil than in any other country,! with
45% and 90% of births in the public and private health sector respectively in primiparous women; 55% of all
such births.? The large number of C-sections may be due not to medical necessity but, it has been suggested,
to perverse financial incentives for doctors or doctor’s fear of malpractice suits involving complications from
natural births.! Financial incentives and fear of being sued may partly explain why 56% of primiparous
Brazilian women in the private health sector expressed a desire to deliver vaginally at the start of pregnancy,
but only 9% ended up doing so.?

People, especially experts, are inherently skilled and experienced in successfully making difficult decisions in
real life situations.? On the other hand, certain circumstances lead experts to make not the best decisions, but
decisions that protect them from being sued, are influenced by their innumeracy when interpreting statistical
evidence or are advantageous for them financially. This “SIC ” syndrome (S elf-defense,] nnumeracy and
C onflict of interest) is common among physicians.*

One way to try and avoid the physicians “SIC' ” syndrome, at least partially,* when trying to elucidate the
causes of medical decision making, is to ask the physician not what she thinks is best for you , but rather,



what she thinks is best forher . Or even better, is to find out what would she do if she were you .53 In this
way financial conflict of interest and defensive medicine are avoided, though innumeracy remains.

In short, the number of C-sections in Brazil is very large compared to other countries.'® Perverse financial
incentives and fear of being sued may partly explain why obstetricians in Brazil choose C-section rather than
vaginal birth for their patients!-2. Obstetricians are inherently skilled and experienced in making decisions
about child birth. However, due to the “SIC ” syndrome,* the decisions they make regarding their patients
may be diverted from the best interest of the patients. Asking obstetricians what is their preferred mode of
deliveryfor their own children unveils an answer that is true to their expert skilled judgment (to the best of
their knowledge), and is not distorted by perverse financial interests or fear of being sued. Even better, it
is to find out what the obstetrician actually doeswhen she or he is in your position . In this way, suddenly,
the health (and convenience) of the mother and the health of the child become the sole focus, stripped of
possible perverse incentives.

The aims of this study were twofold: to find out the preferencesof obstetricians regarding the mode of
delivery (C-section or vaginal) for the birth of their own children or that of their partners; to find out the
actual mode of delivery amongst obstetricians and their partners for the birth of their own children.

Methods
Study design, settings and participants

This was a cross-sectional survey carried out in Rio de Janeiro, Brazil. We applied the questionnaire in four
settings (one setting was not located in Rio de Janeiro, but only participants residents in Rio de Janeiro
were recruited): 41%° Rio de Janeiro Congress of Gynecology and Obstetrics (SGORJ) in 6-8 July 2017;
57" Brazilian Congress of Gynecology and Obstetrics (FEBRASGO) in Belem 15-18 November 2017; four
large maternity hospitals in Rio de Janeiro, December 2017 — April 2018; 42"4Rio de Janeiro Congress of
Gynecology and Obstetrics (SGORJ) in 3-5 May 2018.

In each setting we approached the potential participant, asked whether she or he was a gynecologist or
obstetrician (or a trainee) and whether she or he resided and worked in Rio de Janeiro. If yes, we then
explained the objectives of the survey and invited her or him to participate. We used the same strategy in
all settings paying attention not to hand out a questionnaire again to the same participant that had already
answered it in a previous occasion in the survey. The participant then signed the consent form and answered
the self-administered anonymous questionnaire.

We obtained ethical approval from the Research Ethics Committee of Pedro Ernesto Hospital/Rio de Janeiro
State University (report number 2,138,839). There is no conflict of interests to declare.

Inclusion criteria were to hold a specialty degree in gynecology & obstetrics or to be an enrolled trainee in
this specialty and to work as a physician in the state of Rio de Janeiro. Male physicians were included, as
information about preference and choice of mode of delivery of the wife of a male participant was obtained
from him and not from his wife.

Variables

The main outcome variables were preference and actual mode of delivery. To find out about the preference
the question was the following: “In a normal gestation, with 39 weeks of evolving, a single fetus with cephalic
presentation with 3.5 kg weight or less, which mode of delivery you would choose for yourself or for your
wife/partner?” The options of answers were “vaginal - with analgesia if necessary” or “caesarean”. To find
out about the actual mode of delivery, we asked those who reported that they had genetic children, which
was the mode of delivery of each birth; the options of answers were “vaginal”, “vaginal with analgesia” or
“caesarean”.

Main co-variables were sex, age, reasons for preferring and for choosing C-section or vaginal delivery.

The questionnaire was similar to at least another one that had been used in a similar study in England.!! The



first draft of our questionnaire was initially examined by two obstetricians and then piloted in a group of five
obstetricians working in a state hospital in Rio de Janeiro, in February 2017. We changed a few questions
after this first round of field testing following their feedback. In March 2017 we piloted the new version
in another group of five obstetrics trainees and one experienced consultant obstetrician, who worked in the
Pedro Ernesto Hospital, at the University of the State of Rio de Janeiro. After this round we incorporated
new suggestions. In April 2017 the questionnaire was examined by an experienced obstetrician who holds a
degree in Epidemiology and she suggested a few changes. Still in April 2017, after the new modifications,
we applied the questionnaire in a new group of five obstetricians in a state hospital in Rio de Janeiro, who
did not make any new suggestions for changes.

Study size

Study size was based on the main aim, that is, to estimate the prevalence of C-section among obstetricians
and obstetrician’s wives or partners in Rio de Janeiro. According to the General Medical Council, there
were 2,748 obstetricians / gynecologists in the state of Rio de Janeiro in 2015.1% For an expected prevalence
of 90% =+ 5% of C-section in this population, a sample of 132 individuals would be enough. In the most
challenging scenario, that is, a prevalence of 50% + 5%, we would need 338 participants.

Data analysis

We estimated prevalence and 95% confidence interval. To ensure that there was no duplication of the same
participant answering the questionnaire more than once in different settings, we cross checked the information
about sex, year of graduation and date of birth. We built the database in EXCEL and analyzed using Epi
Info™and SPSS™,

Results

There were 157 obstetricians working in the four large maternity hospitals and 114 answered our ques-
tionnaire. In the congresses, it was not possible to obtain information about the exact numbers of obstetricians
enrolled, as other specialists such as urologists enrol as well, but the organizers did not have the information
of enrolment by specialty. In any case, most were gynaecologists/obstetricians. One of us (ALSM), with the
help of a research assistant, personally approached all participants who attended the three congresses. The
number of physicians enrolled in the Rio de Janeiro congress in 2017 was 550 and we managed to approach
216. Of these, 212 answered the questionnaire; three refused to answer and one did not return it. In the Belém
congress there were 207 physicians from Rio de Janeiro enrolled. Of these, we managed to approach 60, but 7
had already answered the questionnaire in the previous congress, three did not return the questionnaire and
one refused to answer it. Finally, in the Rio de Janeiro congress in 2018 there were 459 physicians enrolled,
but a large number had already answered our questionnaire in the previous congresses or in the hospitals.
In this last wave of data collection 139 answered our questionnaire, with one refusal and no unreturned
questionnaire. Thus, in total 465 obstetricians answered our questionnaire, with only five refusals and four
unreturned questionnaires.

Most participants were female and younger than 50 years of age (mean age 42). Nearly a fifth was trainees
and worked only in the private sector (Table 1).

The 72% preference for vaginal birth was similar within the demographic subgroups, except for practice
sector: among obstetricians who practiced only in the public sector (131) and only in the private sector (85),
the preference for vaginal birth was 80% (95%CI 73 - 86) and 60% (95%CI 49 - 70), respectively (Table 2).

The main reasons selected from a checklist for preferring vaginal birth were speedier recovery and lower risk
of postpartum infection. Safety of the baby and the possibility to plan were the main reasons for preferring
Caesarean. Safety of the baby was also one of the main reasons for preferring vaginal birth (Table 2).

The most prevalent actual mode of delivery was Caesarean, with 75% (95% CI 68 - 81) of the 181 obstetricians
and 79% (95% CI 69 - 86) of the 81 obstetricians’ partners delivering the first child through this mode.



Together, 76% (95% CI 71 - 81) of the 262 participants who delivered at least one child had Caesarean for
the first child (Table 3).

Among the 200 participants who had a C-section for the first child, there was a medical reason / advice for
the C-section in 73% (95% CI 66 - 79); within those who reported that they preferred a vaginal birth this
prevalence was 88% (95% CI 81 - 93) while within those who preferred a C-section, this prevalence was 53%
(95% CI 42 - 63). (Table 3).

Among the 170 participants who preferred vaginal birth for own child and delivered at least one child, 34%
had a vaginal birth for the first child, while among the 90 participants who preferred Caesarean, 96% had a
Caesarean for the first child (Table 3).

Discussion

Although we did not use a probabilistic sample to represent the obstetricians of the state of Rio de Janeiro,
our convenience sample was relatively large, comprising nearly 20% of the 2,748 registered obstetricians in
the state of Rio de Janeiro, and only a few of those approached refused to answer the questionnaire.

Our main finding was that most of the obstetricians delivered their own children through Caesarean. The
prevalence of 76% that we found was even higher than the prevalence in the general Brazilian population
of primiparous women, of 55%.2 The prevalence of Caesareans among obstetricians was higher in Rio de
Janeiro than in most other countries where we found analogous studies®!3and similar to another city in
Brazil;'® the highest prevalence that we found outside Brazil was in Thailand and China, with 80% and 70%
of obstetricians delivering their own children through Caesareans, respectively in these two countries.”'2If
the main reason for the high number of C-sections in Brazil were perverse financial incentives for physicians,
we would expect that obstetricians would deliver the children of their patients through C-section but their
own children through vaginal birth. As we found that they deliver their own children mostly through C-
section, it appears that there are other more important reasons for the high prevalence of C-sections such as
concerns for the health of the mother and child, and the mother’s preference.

Interestingly, most obstetricians (72%) claimed they would prefer a vaginal birth for their own children,
but only a third of those (34%) delivered vaginally. Similarly, in the general Brazilian population 72% of
primiparous women claimed at the beginning of their pregnancy they preferred vaginal birth, but only 43%
ended up delivering vaginally in the same pregnancy.? Therefore, obstetricians do to their patients what they
do to themselves.

The preference for a Caesarean was high among the obstetricians in our study, nearly 30%, but lower than
in a few other countries such as Argentina (30%), the USA (46%), China (53%) and Iran (34%),” 1719 and
higher than in most countries, including England (between 10% and 17%), Israel (9%), Canada (6%), Norway
(2%) and Holland (less than 2%) 56 8 11-12, 20-27,

As expected, most Caesareans among participants who preferred vaginal birth were justified on the basis of
a medical necessity (nearly nine in ten). More difficult to explain was the far fewer Caesareans that could
be justified on the basis of a medical necessity among participants who preferred Caesarean birth (nearly
five in ten); after all, medical necessity for a Caesarean should be the same regardless of the preference of
the mother for one or other mode of delivery. Maybe, as a Caesarean was already the choice of the mother
anyway, regardless of a medical necessity, they were not always informed of the medical necessity or the
necessity was not yet clear before the Caesarean procedure started.

In any case, the number of Caesareans for medical reasons was too high compared to other countries.
It appears that when any unexpected event happens that might create any difficulty during birth, the
obstetrician turns to the C-section. This could explain the paradox why so many obstetricians say they
prefer vaginal birth for their own children, but ended up having a Caesarean. Maybe, due to characteristics
of their training or specialist education, they lack skills and or confidence to perform a vaginal birth or trust
more their skills to perform a Caesarean.



Another alternative to explain this paradox is the social pressure that a woman faces when deciding the mode
of delivery for her child. Society expects women to choose the natural alternative. Caesarean is considered the
“wrong” option when there is no medical necessity. Women in general and possibly even more so obstetricians,
are under pressure to fight against the excess of Caesareans in Brazil. In these circumstances women may
say they prefer vaginal birth, but in reality prefer and therefore end up delivering through Caesarean; they
may genuinely believe that C-section is the safest mode of delivery nowadays.

In addition to a medical necessity, the Caesarean is also a new medical technology that aims to improve
the quality of the birth experience, rather like, for example, some psychotropic drugs and plastic surgeries
that are employed not necessarily to treat a disease, but to improve quality of life of people who are not
sick. Thus, the increase in the rates of Caesareans may also be a result of the mother’s desire for a more
convenient, less painful, less traumatic and safer mode of delivery (even if there is no scientific evidence for
that). This desire is expected to be as common among obstetricians as in the general population, and our
findings are coherent with this reasoning.

This is not to say that excess of unnecessary Caesareans is not a problem; many obstetricians may be ill
informed, ill trained or give way to perverse financial incentives, which lead to C-sections in many instances
when the best alternative is a vaginal birth; for example, when the woman prefers a vaginal birth and there
is no clear medical reason to perform a Caesarean. Maternities should be well equipped and structured, and
professionals well trained and qualified to meet the demands of women who desire a vaginal birth; most
obstetricians in our study claimed that their ideal mode of delivery was vaginal, but ended up having a
C-section. On the other hand, we also must caution against a too strong and ill informed reaction against
the excess of Caesarean births, because it may lead to the stigmatization of women who legitimately choose
to have a Caesarean in the absence of a medical necessity.

Maybe one of the motivations for an ill informed reaction against the Caesarean birth is that it is not
natural. People tend to believe that what is natural is good — the naturalistic fallacy.?®However, there are
many things in life that are natural but are not good, for example, the tendency to be violent and selfish.
The fallacy is that what happens in nature is right. But “nature does not dictate what we should accept or
how we should live our lives”.2? Vasectomy, the pill, and to choose to be childless are all unnatural legitimate
options in a modern world. Giving birth vaginally is not easy for women; often it is a long, painful and
dangerous event. There are many imperfections of the human body and mind that are responsible for much
human suffering and put life in danger.3%-3! “The body is a bundle of trade-offs. Everything could be better,
but only at a cost... Your brain could have been bigger, but at the risk of death during birth”. The birth
canal is too narrow.?! There are several examples of modern preferences for artificial alternatives that are
more convenient and agreeable than their natural counterparts. The argument that vaginal birth should be
the preferred alternative as opposed to Caesarean based only on the fact that the first is natural and the
second artificial, is fallacious and therefore does not help the debate. A rational and useful debate should
consider the advantages and disadvantages of each mode of delivery, including the risks and benefits for the
health of the mother and the baby (i.e., safety issues), the costs for society and the preferences of the mother.
The result of a well informed debate about this issue may be that different societies, different groups within
societies and different women within societies may show contrasting attitudes towards the Caesarean and
therefore, its rates may vary within and across societies for perfectly legitimate reasons.

Culture is to do the same things in different ways. In every human society, ancient and modern, women
deliver babies with assistance at the time of birth, so it is rarely a solitary event. However, the type of help
varies between and within societies. For example, women in Holland usually deliver their babies with the
assistance of a midwife rather than a physician and often at home rather than in a hospital. Probably a
result from this birth configuration is one of the lowest rates of Caesareans in a modern society.?? On the
other side of this spectrum are women in Brazil who usually deliver their babies in a hospital and with the
assistance of a physician; this birth configuration is arguably one of the reasons for Brazil’s highest rates of
Caesareans.?

In a study similar to ours in Norway, in which the prevalence of Caesareans was 27% among obstetricians,



the authors concluded that “The rate of cesarean section in the general population is unlikely to fall as
long as so many obstetricians have their own children delivered by cesarean section”;*? even more so in Rio
de Janeiro, where we found this prevalence to be 76%. Thus, as in Norway, we concluded that the debate
about C-section versus vaginal birth should not focus exclusively on perverse incentives for physicians, on
the defence of the natural alternative, or on physicians forcing powerless women to have C-sections against

their will.
Conclusion

We showed that in a group of well informed, socially privileged and empowered women (especially regarding
childbirth decisions) the most common mode of delivery was Caesarean, not the natural vaginal birth.
Thus, even for those who want to try and reduce the number of Caesareans, it appears that their success will
demand broader and more sophisticated strategies and actions, than simply to focus on physicians perversely
forcing (or talking into) powerless misinformed women to deliver through C-section; this narrative seems to
be wrong, at least in the sample of women in our study.
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Table 1) Demographic characteristics of the obstetricians who participated in the survey, Rio de Janeiro,
Brazil

Demographic characteristics Number (%)

Sex

Female 351 (75)
Male 114 (25)
Age 77

30 99 (21)
31-40 163 (35)
41-50 84 (18)
51-60 67 (14)7;7
60 52 (11)
Qualification®

Obstetrician / Gynaecologist 351 (78)
Trainee in Obstetrics / Gynaecology 101 (22)
Practice sector?

Public 131 (34)
Private 85 (22)

Both 171 (44)
Total 465 (100)

1 — 13 participants did not answer this question; 2- 78 participants, missing information (72 did not practice
obstetrics and six did not answer this question).

Table 2) Prevalence (%) and 95% confidence intervals (CI) of obstetricians’ self-reported personal preference
for her own mode of delivery and that of his partner, and reasons selected from a checklist, Rio de Janeiro,
Brazil.

% (95% CI)

Number

Self-reported actual mode of delivery of own first child!

Vaginal
Vaginal with analgesia
Caesarean

Medical reason / advice for the Caesarean of first child?

Yes (n=200)

Among those who preferred vaginal birth (n=113)2
Among those who preferred Caesarean (n=85)
Preferred vaginal for own child (n=170) 2

Vaginal delivery
Vaginal delivery with analgesia
Caesarean delivery

Preferred Caesarean for own child (n=90) *

Vaginal delivery
Vaginal delivery with analgesia
Caesarean delivery

14 (10 - 19)
10 (7 - 14)
76 (71 - 81)
73 (66 - 79)
88 (81 - 93)
53 (42 - 63)
21 (15 - 27)
13 (9 - 20)
66 (58 - 73)
2 (0 - 8)

2 (0 - 8)

96 (89 — 99)

37
25
200

146
99
45

35
23
112




1- Two participants did not answer this question; 2- With analgesia if necessary.

Table 3. Prevalence (%) and 95% confidence intervals (CI) of obstetricians’ self-reported own mode of
delivery and that of his partner, whether there was a medical reason for the Caesarean, and mode of delivery
according to preferred mode of delivery of own child, Rio de Janeiro, Brazil.

% (95% CI) Number

Self-reported actual mode of delivery of own first child!

Vaginal 14 (10-19) 37
Vaginal with analgesia 10 (7 - 14) 25
Caesarean 76 (71 -81) 200
Medical reason / advice for the Caesarean of first child?

Yes (n=200) 73 (66 - 79) 146
Among those who preferred vaginal birth (n=113)2 88 (81-93) 99
Among those who preferred Caesarean (n=85) 53 (42 - 63) 45
Preferred vaginal for own child (n=170) 2

Vaginal delivery 21 (15-27) 35
Vaginal delivery with analgesia 13 (9-20) 23
Caesarean delivery 66 (58 — 73) 112
Preferred Caesarean for own child (n=90) *

Vaginal delivery 2(0-38) 2
Vaginal delivery with analgesia 2(0-38) 2
Caesarean delivery 96 (89 - 99) 86

1- Among the 262 participants who had at least one child; 2- Two participants did not answer this question.



