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ABSTRACT

Cesarean section (CS) rates have risen significantly over the past decade, with many countries surpassing
the World Health Organization’s standard of 10-15%. Women with a previous cesarean- Robson group 5-
contribute substantially to this increase. For low-risk women, vaginal birth after CS is a safe and cost-ef-
fective alternative that can reduce cesarean-related morbidity and ease the burden higher rates placed on
the healthcare system. Despite these benefits, many women in Kenya still prefer repeat elective cesarean
delivery in subsequent pregnancies. This study investigated the factors influencing this preference among
low-risk women attending Kijabe Hospital. This qualitative phenomenological study involved 18 women
with prior cesarean delivery attending the hospital. Participants were selected through purposive sampling
based on predefined inclusion and exclusion criteria. Data was collected through in-depth interviews using
a semi-structured interview guide and analyzed using inductive thematic analysis with the Dedoose soft-
ware. Maternal reasons for preferring repeat CS included fear, personal preference versus the influence of
loved ones, the convenience of simultaneous bilateral tubal ligation, and the desire to experience a vaginal
birth. Prior birth experiences also shaped maternal choices of delivery modes. Traumatic vaginal interven-
tions, an expressed low confidence in successful vaginal birth, and the considerations of risks over benefits
were all influential. Participants also emphasized the importance of healthcare providers’ recommenda-
tions, noting counseling gaps and facility preparedness to offer VBAC services. Ultimately, reducing re-
peat cesareans among low-risk women requires a comprehensive strategy: Strengthening the support for
VBAUC services, improving the quality of patient-provider communication, and addressing the emotional
and psychological impacts of prior birth trauma. Institutional policies that encourage comprehensive coun-
seling and shared decision-making are key to encouraging safer, evidence-based birth practices.

Keywords: Birth trauma, Mode of delivery, Repeat elective cesarean section, Vaginal birth after
cesarean section, VBAC Counseling,
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INTRODUCTION

Cesarean section (CS) is a lifesaving
intervention in cases of obstetric complications
like antepartum hemorrhage, fetal distress, and
prolonged labor. It offers no additional benefits
when performed without medical necessity
(Betran et al., 2016). Although relatively safe,
CS carries significant risks such as bleeding,
infection, visceral injury, newborn respiratory
complications, and potential maternal or infant
death. Complications relating to anesthesia like
cardiac arrest and venous thromboembolism can
also occur (Sandall et al., 2018). Complications
such as adhesions, chronic pelvic pain, sexual
dysfunction, and subfertility extend beyond
pregnancy. Beyond the health risks, CS imposes
a socio-economic burden, with costs up to twelve
times higher than vaginal delivery (Binyaruka et
al., 2021).

Despite the known health and financial
implications, global rates continue to rise,
with many countries exceeding the WHO’s
recommended threshold of 10-15% (Betran et
al., 2021). Between 2010 and 2018, the global
rate climbed to 21.1%, with significant increases
in Eastern Asia (44.9%) and Northern Africa
(31.5%) (Betran et al., 2021). Between 2014 and
2022 CS rates in Kenya surged from 5.3% to
12.3% in rural areas and from 14.7% to 23.8%
in urban areas (KDHS, 2022). Institutional rates
are alarming: Kijabe Hospital reports a CS rate
of 60%. This rate is comparable to other tertiary
institutions such as Kiambu Level 5 Hospital
(37.8%), Tenwek Mission Hospital (47.75%),
Naivasha Sub-County Referral Hospital
(27.8%), Nakuru Provincial General Hospital
(52.3%), and PCEA Chogoria Hospital (81.1%)
(KHIS Tracker, 2023).

As CS rates continue to rise globally and locally,
understanding the drivers of this trend is crucial
to the formulation of targeted interventions
to mitigate the health risks and financial
implications. A sub-analysis of this trend in
different obstetric populations defined by the
Robson classification system indicates that
repeat CS significantly contributes to overall
CS rates (Van der Spek et al., 2020; Vogel et
al., 2015). Despite evidence that non-medically
indicated CS provides no added benefit for
mothers or infants, many women today prefer
CS even when vaginal birth is feasible (D’Souza
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et al., 2013). This trend is evident at Kijabe
Hospital, where between January to December
2023, 21% of CS were performed on women
with a previous CS, largely due to maternal
preference for RECS without other medical
indications.

While a previous CS is a well-established risk
factor for repeat CS, several other medical and
non-medical factors influence delivery mode
choices (“ACOG Practice Bulletin No. 205,”
2019). ACOG asserts that a prior CS, particularly
with a low-transverse uterine incision, is not an
automatic indication for repeat CS, and women
without contraindications should be offered
the option to attempt a VBAC. Women with
a previous unplanned CS represent a special
population in the sense that the conditions
leading to their primary CS may be absent or
modifiable for their current pregnancy. An
example could be a primary CS due to fetal
distress. For these women, VBAC is a viable
and effective strategy that will help avert CS-
associated morbidity and reduce the overall
CS rates. However, research on this group is
scarce particularly in LMICs such as Kenya,
highlighting an obvious contextual knowledge
gap. This study investigated the factors
influencing the preference for RECS among low-
risk women with a prior unplanned CS attending
Kijabe Hospital, the impact of previous birth
experiences, and the role healthcare providers
play in guiding decisions about delivery modes.

METHODS

Research Design

This qualitative study utilized a
phenomenological design. This approach was
deemed suitable for evaluating such a complex
phenomenon, involving the interaction of
past experiences, emotions, attitudes, and the
dynamics of family, society, and the healthcare
system (Cridland et al., 2015).

Study Location

The study was conducted at Kijabe Hospital, a
tertiary teaching and referral facility in Kiambu
County. Kijabe is the largest hospital in the
county with a 363-bed capacity. and manages
approximately 6000 pregnant women annually.
It has a wide catchment area that includes both
walk-in and referred patients from Kiambu
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County as well as neighboring counties such as
Nairobi, Nakuru, Kajiado, Machakos, Makuenti,
Narok, and Bomet. The setting provides an
important context for understanding decision-
making processes in a tertiary facility with a
broad patient base.

Study Population

The study involved prenatal and postnatal
women with a previous unplanned CS attending
Kijabe Hospital. Low-risk pregnant women with
a prior unplanned CS, and postnatal women who
had undergone RECS or VBAC following an
unplanned CS were included in the study. Women
whose prior CS was planned, those whose prior
CS was not conducted in Kijabe Hospital, those
with medical or obstetric contraindications to
VBAC, and those presenting in active labor or
with illness requiring urgent intervention were
excluded from the study.

Sampling

Participants were selected through purposive
sampling (Creswell, 2014). This method was
chosen to target individuals who met the
inclusion criteria to explore the research topic
efficiently. The aim was to conduct 15-30 in-
depth interviews (IDIs), following Guest et al.
(2006), who found that meaningful themes can
emerge from six interviews, with saturation
typically reached by the 12th. In this study,
thematic saturation was achieved by the 15th
interview, with no new themes emerging. To
confirm this, three additional interviews were
conducted, verifying saturation.

Data Collection Tools

Data was collected through IDIs using novel
semi-structured interview guides prepared in
basic English and Swahili and informed by a
review of previous research and theoretical
literature. The guides included closed-ended
questions to gather socio-demographic data and
predominantly featured open-ended questions
designed to prompt discussions aligned with
the study’s objectives. Before data collection,
the guides were pre-tested with respondents
at Kijabe Hospital’s Naivasha satellite clinic
to assess their clarity, appropriateness, and
reliability in eliciting the desired responses.

Data Collection Procedures
The IDIs were scheduled during participants’
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antenatal or post-natal care visits and were
conducted face-to-face in a private room at
the MCH unit. Discussions, guided by a novel
semi-structured interview guide were held in
either English or Kiswahili and lasted about
20 minutes. Participants provided a written
consent process after a thorough explanation
of the study emphasizing the ethical principles
of autonomy, confidentiality, and voluntary
participation. With the participants’ consent, the
interviews were audio recorded and recordings
were stored in a password-protected folder to
maintain confidentiality.

Data Management and Analysis

Audio recordings were transcribed verbatim, and
Swahili recordings were translated into English.
The recordings were anonymized by assigning
random pseudonyms. The transcripts were kept
in a password-protected device. Using Braun and
Clarke’s (2006) six-step approach, the research
assistant and the lead researcher independently
conducted open coding and then synthesized
the codes into a unified codebook. This axial
coding process led to the identification of key
themes and subthemes. Relevant literature
was reviewed to contextualize these themes
within existing research. Dedoose 9 software
was used for the systematic analysis of the
rest of the transcripts. Representative quotes
were highlighted to preserve the integrity of
participants’ words and provide clear examples
of their perspectives. An independent expert
reviewed the transcripts, confirming the
accuracy of the identified themes and subthemes.
Emerging themes were compared with existing
literature to assess consistency, identify any
divergent themes, and assess data saturation

Ethical Considerations

Ethical approval was granted by Kijabe
Hospital’s Research and Ethics Committee
(KH/ISERC/0025/2024) and  NACOSTI
(NACOSTI/P/24/36285). Participation
was voluntary, with informed consent, and
withdrawal was allowed without repercussions.
Pseudonyms ensured anonymity, and transcripts
were securely stored in a password-protected
device. Counseling services were offered to
participants who had not received sufficient
guidance on delivery options.
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RESULTS

General Information

Eighteen of the 20 women who consented
to the study completed the interviews,
yielding a 90% response rate. This was due to
participants’ interest, availability, and rapport
during recruitment. Two participants withdrew
for personal reasons, but thematic saturation
was reached after 15 interviews, with three
additional interviews confirming saturation.
Most participants (n=15) attended ANC at
Kijabe Hospital, while three preferred nearby
facilities but chose Kijabe for delivery due to
trust in care providers and VBAC availability.
Despite emotional difficulty during discussions,
comprehensive was still successfully collected.
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Socio-demographic Characteristics of
Study Participants

The participants’ mean age was 32, all were
married and all had NHIF, with half having
additional private health insurance coverage.
All participants were multiparous, with most
interviewed during the prenatal stage, and
three during postnatal visits. The majority had
tertiary-level education, as did their spouses.
Sixteen participants had a prior CS due to non-
reassuring fetal status (NRFS) coupled with
poor labor progress. Other reasons for previous
CS included breech presentation, cord prolapse,
and one case of macrosomia. A summary of
these demographics is provided in Table 1.

Table 1: Socio-demographic Characteristics of Study Participants

Variable Description n =18 Percentage (%)
Age in years 27-30 7 39
31-34 8 44
>34 3 17
Residence Urban 7 39
Peri-urban 5 23
Rural 6 33
Level of education Primary 1 6
Secondary 2 11
Tertiary 15 83
Spouse level of Education Primary 1 6
Secondary 1 6
Tertiary 16 89
Health insurance status NHIF 9 50
NHIF & Private Insurance 9 50
Monthly household income  Not sure 6 33
<Kshs. 50,000 4 22
50,000- 100,000 6 33
>100,000 Kshs. 2 11
Place of ANC attendance in  Kijabe Hospital 17 94
the previous pregnancy Other facility 1 6
Place of majority ANC Kijabe Hospital 15 83
attendance in the current Other facility 3 17

pregnancy

Factors Influencing Delivery Mode

Preferences

Factors influencing the preference for RECS
are presented in alignment with the study’s
objectives, revealing key themes and subthemes

that reflect maternal considerations and the
role played by healthcare providers in shaping
delivery decisions. Representative quotes
are highlighted. A summary of the thematic
breakdown is shown in Table 2 below.
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Table 2: Thematic Breakdown of Factors Influencing Delivery Mode Preferences

Objective Themes
Maternal Reasons for Preferring Fear
Repeat Fear of pain

Cesarean Section (CS) Fear of child safety

Fear of uterine rapture

Personal preference versus the influence of loved

ones

The convenience of simultaneous BTL

Fulfillment
Impact of Prior Birth Experiences

Traumatic Vaginal Interventions
Vaginal examinations

Process of labor induction
Prolonged labor process
Low confidence in successful VBAC

Risks over benefits
Poor birth outcomes

Delayed healing and incapacitation
Impact of repeat CS on future fertility

Influence of Healthcare Providers

Impact of provider’s recommendations

Delivery options counseling

Lack of counseling

Adequacy of counseling

Timing of counseling

Facility Preparedness to offer VBAC services

Maternal Reasons for Preferring Repeat
Elective Cesarean Section (RECS)

Four key themes reflecting a complex and
multifaceted decision-making process emerged.
They included (1) fear, (2) personal preference
versus the influence of loved ones, (3) the
convenience of simultaneous bilateral tubal
ligation (BTL), and (4) fulfillment.

Fear

Fear was a central theme across many
participants’ stories encompassing the fear of
physical pain, fear for the child’s safety, and fear
for their own safety, specifically fear of uterine
rupture. Many women expressed a profound
fear of labor pain which drove them to opt for
RECS, as they considered CS pain predictable
and manageable. One participant shared her
sentiments,

I was in so much pain that I did not expect...
that is what made me go back to this, to the CS.”
(MS).

Another participant questioned the limited
availability of epidural services, suggesting

that access to epidural analgesia could alleviate
labor pain, potentially encouraging women to
consider VBAC. She said,

“.... I heard there is like epidural. .... why is
it not being introduced? So, that you can give
somebody even the encouragement of (sic) I can
try the scar.” (R18)

Conversely, some participants considered post-
CS pain more severe, yet despite this, still chose
RECS due to concerns about the unpredictability
of labor. One participant explained her rationale
for this decision,

“.. let me just go and get pain at once. CS pain,
which is not a joke at all, and then I will heal
rather than getting pain twice.” (J10)

Ultimately, the fear of enduring the unknowns
of labor and the potential risk of additional
pain from an emergency CS outweighed these
women’s concerns about the post-operative
challenges of a repeat cesarean.

Concerns for child safety during labor
significantly influenced the choice of RECS.
Women whose previous CS resolved a life-
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threatening situation for their infants, such as
NRFS, were particularly apprehensive about
attempting VBAC. This fear outweighed any
other considerations. One participant shared her
concerns,

“... I think the baby will be safer. My main
agenda is for the baby to be safe. For instance,
if I get prolonged labor, then she has something
like, like that cerebral palsy. I'll live regretting
because there was another better option.” (MS8)

Concerns about child safety during labor were
closely intertwined with fears for the participant’s
own well-being. Many women were particularly
apprehensive about the possibility of uterine
rupture, a known risk of VBAC. One woman
expressed her concern stating,

“.... Uh, for me basically the rupture.... I fear
the rupture ...” (E5)

Although this complication is statistically rare,
the fear of such a serious outcome was enough
to discourage them from considering VBAC.

Personal preference versus the influence of
loved ones

Many women’s narratives revealed a delicate
balance between personal preferences and
the influence of their loved ones. While some
framed their decision as deeply personal,
others described the significant impact family,
particularly spouses and mothers had on their
choice. Spousal preference for RECS stemmed
from the emotional trauma of the previous
failed vaginal birth. One participant shared her
husband’s opinion:

“... He was not very keen to have labor again,
because for him it was very traumatizing... He
was traumatized the first time....” (J10)

Despite this external input, most women
ultimately based their decisions on prior
experience. For instance, one participant
shared that her mother strongly encouraged
her to attempt VBAC after witnessing her
difficult recovery from her previous CS,

“My mom is for normal delivery. She has gone
to the extent of looking for herbs so that I
can drink so that at least I have that normal
delivery to avoid CS. But I'm not sure...” (19)
Despite her mother’s urging, the participant
leaned toward a RECS because she doubted
her ability to have a successful VBAC.
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The convenience of simultaneous BTL

The option of simultaneous BTL during
CS emerged as a key factor among women
desiring permanent sterilization who valued
the convenience of combining both procedures
especially since it aligned with their family
planning goals. Two women cited this as their
primary reason for undergoing RECS. Another
participant, having reached her desired family
size, saw RECS as the perfect opportunity to
undergo simultaneous BTL, avoiding the need
for a separate procedure later. She explained:
“... the reason I want a CS is according to my
age, I don't want another child. So, I want to be
closed. That's why I want CS.” (H7)

This practicality made CS an attractive option
beyond recovery or surgical concerns.

Fulfillment

The desire to experience a vaginal birth
weighed heavily on women's decisions. This
paradoxical desire to experience vaginal
birth despite opting for CS stemmed from the
perceived emotional benefits, particularly
the immediate bonding between mother
and child following vaginal delivery. One
participant regretted missing this moment
but felt RECS was the best option because she
doubted her ability to achieve a successful
VBAC. She still held on to the idealized vision
of the intimate connection that occurs right
after vaginal birth.

".. One of the things that I would always find
very exciting is when you deliver a mother, then
you put the baby on their chest right there...
I was looking forward to that scenario... very
exciting.” (J10)

Another participant, aware that successful
VBAC was not certain, still felt strongly about
it seeing it as her last chance to experience
natural childbirth:

“..I'm aware, that I can try and still fail.... but
I'm picking it at this level because once I have
a second scar, I wouldn’t have any time to do
any VBAC. That’s an opportunity that is closed.
(R18)”

The potential risks ofa VBAC were worthwhile
to fulfill this desire.
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Impact of Previous Birth Experiences on
Delivery Method

As participants reflected on their previous
deliveries, a range of emotional, physical,
and psychological factors came to light,
each impacting their decisions. Key themes
included (1) traumatic vaginal interventions,
(2) low confidence in successful VBAC, and (3)
considerations of risks over benefits.

Traumatic Vaginal Interventions

Many participants shared distressing
experiences centered around vaginal
examinations, labor induction, and the
physical and emotional toll of prolonged
labor, all of which left lasting impressions
on the women. Vaginal examinations were
described as painful and traumatizing.

“.. I had like 10 vaginal examinations and my
down there was very sore... this nurse would
come check... a medical intern comes... then a
consultant... it reached a point, I became like if
you tell me we check I just start crying.... It was
traumatizing. (B2)

RECS appealed to many women as it offered
a way to avoid reliving these distressful
experiences.

The use of the Foley catheter for labor induction
was another distressful aspect. One participant
vividly recalled her experience:

“I came at 42 weeks. They said, um, they have
to induce me... they started with something.
They were calling mechanicals, I dont know
mechanical something. They were hot balloons,
they were putting hot balloons. They were
opening you like a vehicle...imagine all that
pain, Never again. (A1)

The fear of enduring such pain again deterred
many women from Virginal birth.

Some participants’ negative birth experiences
were compounded by a prolonged labor process
which they described as never-ending and
exhausting. Reflecting on her experience, one
participant stated:

“...Iwas traumatized. I labored the whole night
morning up to around 12 pm.... for me it was
traumatizing. I labored for over 18 hours, of
which I think it was so long It was torturous.”
(B2)
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The sheer thought of enduring long hours
of labor left many women hesitant to try a
vaginal birth again.

Low confidence in successful VBAC

Anotherrecurringtheme was the strongsense
of uncertainty about achieving a successful
VBAC and the perception of the failed vaginal
birth as a “waste of effort.” After experiencing
an unplanned CS, many women doubted their
ability to deliver vaginally, making them lean
toward RECS. One participant shared her
concerns:

“..chances are that you know, I'm still me.
Nothing has changed. So if I was not opening
up then, what is it going to make me open up
now?” (A1)

Most respondents viewed the emotional and
physical toll of enduring labor to ultimately
end up with a CS as a “waste of effort” Some
even referred to it as “double pain” referring
to the suffering from both labor and the
subsequent CS. One participant expressed
this sentiment stating:

“... if by then, if I would have gotten through
vaginal birth, it could be worth the pain, you
know? It was just torture for nothing.... I wish
I would have gone there direct (sic)... it was
double pain. (A1)

Thisperception made RECS more appealingas
it seemed predictable and controlled sparing
women the uncertainty and exhaustion they
linked to a VBAC attempt.

Risks over benefits

A few women'’s delivery choices were influenced
by the complications they experienced with their
initial CS. Concerns about poor birth outcomes,
delayed healing, incapacitation, and the impact
of repeat CS on future fertility emerged as
critical factors guiding the preferences for either
RECS or VBAC.

For five participants, the trauma of their previous
experience was tied to poor birth outcomes, as
their infants suffered birth asphyxia. This fueled
an overwhelming fear of attempting VBAC.
One participant, whose second child developed
cerebral palsy after suffering asphyxia due to
prolonged labor, faced a similar situation in her
third pregnancy, resulting in an emergency CS.
This experience made her hesitant to attempt a
VBAC, fearing another ordeal.
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“My second born, I gave birth normal, and they
got a problem, I had prolonged labor.... Even
now they have a problem, they are special.... |
don't want to be given normal because of that
case because I am afraid for this child to have
problems.” (HS)

Some women described a difficult recovery
process complicated by infection of the CS
wound. These experiences left them wary of
undergoing another CS fearing similar or worse
challenges. One participant recounted her
frustration:

“... I'll still prefer normal delivery. Because
even for my recovery in the CS, the feeling was
not okay... The wound itself took time to heal
and every time I was, I used to come here to
be checked...Even at three months, I was not
stable.” (R18)

Interestingly, despite experiencing
complications, two women still opted for RECS.
The unpredictability of labor and the possibility
of induction posed a greater concern for them
than the known challenges of recovering from
a CS. In contrast, some women, recounting
their struggles with resuming daily activities,
including self-care and caring for their newborn
preferred VBAC, hoping for a quicker recovery
and the independence to care for themselves
and their babies. One participant articulated this
sentiment:

“..you're not able even to wash your baby, even
just simple breastfeeding you have to be held.
Just getting out of bed. You are supported. It’s
tough.” (17)

While some participants sought to regain
their independence through vaginal delivery,
the perceived control and predictability of
a RECS by others outweighed their fear of a
vaginal birth highlighting the nuanced nature
of the decision-making process.

Allthe participants recognized the cumulative
effect of multiple CS in limiting future family
size,thisweighed heavily ontheirdecisions.As
scar tissue builds up with each CS, so does the
risk of complications in future pregnancies,
such as uterine rupture, placenta accreta, and
surgical difficulties which can predispose to
visceral injury. This heightened risk is behind
the recommendation to limit the number of
CS. One participant, aware of these potential
risks, expressed her strong desire to preserve
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her reproductive options, stating,
“I don’t want to experience a limitation in

the children I would want to get because of
previous CSs...” (D4).

In contrast, despite acknowledging the impact
of multiple CS on future fertility, some women
still opted for RECS driven by fear of labor
pain and safety concerns. This divergence in
choices underscores the multifaceted nature
of the decision-making processes. While
the potential limitation on family size was a
consideration for many, it was not always the
determining factor in their choices.

Influence of Healthcare Providers and
Health Systems

This objective sought to explore how healthcare
providers  influenced women’s delivery
decisions drawing solely from the participants’
recollections of their discussions with
providers. Key themes included (1) providers’
recommendations, (2) gaps in counseling,
and (3) facility’s preparedness to offer VBAC
services. The findings highlight the significant
role providers play in the decision-making
process.

Impact of provider’s recommendations

Many participants expressed deep trust in
their providers, often aligning their choices
with the guidance given during ANC. One
participant, for example, emphasized her
reliance on her doctor’s advice, stating,

“..the doctors who will be seeing me. Whatever
they’ll advise me, that is what I'm going to do
because you are experts in this field...” (19)
Conversely, a participant revealed that her
inclination towards RECS stemmed from
the negative recommendations she received
from providers, specifically the nurses:

“..I have many opinions from nurses who are
(sic) with me in my previous experience.... They
are like, E5, I hope you're not coming back here
to labor... Come get a CS and go.” (ES5)

The nurses’ doubts about her ability to
have a successful VBAC led her to choose
RECS underscoring the importance of clear,
evidence-based communication and support
from healthcare professionals.

Delivery options counseling

Participants reported varied counseling
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experiences with more than half reporting
having received no counseling on their
delivery options, particularly regarding the
possibility of VBAC. This lack of information
led to an automatic preference for RECS, as
they were unaware of VBAC as an option. One
participant narrated her encounter with her
provider stating,

“...At was, like this.... will you have a VBAC? 1
said No. Then he said, okay, .... It was as simple
as that. Like I didn't hear a no, you should
try vaginal birth because it has one to three
advantages. Or No, don't try VBAC because
you’ll have no risk of this. No. That did not
happen.” (B2)

The lack of discussion on VBAC made some
women assume that repeat CS was their only
option. For instance, one respondent, well into
her third trimester, expressed her uncertainty
about her delivery options, saying:

“... I dont know. The option I know is that I'll
go back to the CS because I hear when you start
with the knife, it'’s there you will go back.” (C3)

This theme was particularly prominent among
participants who were healthcare themselves.
They reported having received no counseling on
their delivery options during their ANC. They
believed their providers assumed they were
already knowledgeable but in reality, they were
unaware of the details of their delivery options.
One participant shared:

“.. especially for us. I'll speak in the place of
the staff and me as a medical practitioner.
When we step in the shoes of going to a clinic...
sometimes the info is being held because
somebody assumes you know it. They assume
we know it, or somebody will give you shallow
information.... that one is one thing that needs
to be changed...I don’t work in Mat so I don’t
know ...” (R18)

Participants who received comprehensive
information on both delivery modes expressed
greater confidence in their decisions. For
instance, one participant narrated the contrast
between her first and second pregnancy saying,

“.. the first time we never had a chance to
discuss about cesarean with any medical
practitioner. But the second time at least |
knew things. And even I had a chance to ask
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questions. And the doctor was really nice.
He gave me good answers. So, even if you
are compromising, you feel you’re making a
decision from a sober point...” (N14)

Dissatisfied with the information provided,
some women resorted to independent
research using Google to fill knowledge gaps
about their delivery options. For instance,
one participant who reported receiving no
formal counseling but was aware of the risk
of uterine rupture explained:

“I've made research on my own. I've Googled.”
(B2)

These findings emphasize the value of
detailed counseling, which empowers
women to make informed decisions with
greater clarity and confidence. In contrast,
insufficient guidance can drive women to
seek information independently, which may
not be accurate or comprehensive.

The timing of counseling also emerged as a
key factor with participants suggesting that
counseling should begin early, ideally at the
initial ANC visit, and continue throughout the
pregnancy to allow sufficient time to reflect
on their options and engage in meaningful
discussions with their healthcare providers.
Continuous counseling was viewed as essential
in helping to reassure women and alleviate
anxiety as they approached their delivery. One
participant shared her sentiments:

“... information from the word go.... once a
woman comes for the first antenatal clinic. It’s
important to prepare her psychologically. For
the whole period. Not like you’re coming for the
last clinic and then that s when you 're discussing
most of these things...” (N27)

This insight underscores the importance
of consistent, timely, and comprehensive
counseling in supporting informed decisions
among women with prior unplanned CS.

Facility Preparedness to offer VBAC services

The availability of VBAC services at healthcare
facilities was another key factor, particularly
among women attending ANC outside Kijabe
Hospital. They bypassed their local facilities to
travel great distances to access VBAC services.
One participant, traveled nearly 400 kilometers
to Kijabe to access the service.
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“I realized that here they allow VBAC like there
are other hospitals that don't allow VBAC. Like
where I was going, um, for clinic (sic) they
didnt.... They were saying even if you come in
labor, we will still do a CS on you.” (D4)

This example underscores how limited access
to VBAC services restricts women’s options,
pushing them towards RECS even when they
might prefer vaginal birth. Access to VBAC
services is vital in ensuring women have the
autonomy to pursue their desired delivery
method.

DISCUSSION

This study explored key factors influencing
the preference for RECS under three main
objectives: maternal reasons for preferring
RECS, the impact of previous birth experiences,
and the influence of healthcare providers. Fear
of labor pain emerged as a dominant reason for
choosing RECS, with many participants citing
labor pain as a significant deterrent to attempting
VBAC. This is consistent with findings from
Jenabi et al. (2020), where women favored CS
to avoid labor pain. Despite acknowledging
that CS recovery pain was often severe and
prolonged, many women in my study still opted
for RECS, prioritizing their safety and that of
their infants over the fear of surgery-related pain.
These women perceived CS pain as predictable
and manageable with pain medication.
Interestingly, a Nigerian study by Olofynbiyi
et al. (2015) found that most women initially
preferred VBAC because they perceived CS as
more painful. However, nearly 70% eventually
chose RECS due to safety concerns, a sentiment
echoed by participants in my study. Although
the risk of uterine rupture is low, between 0.2%
to 1.5% for women with a single low transverse
incision (ACOG Practice Bulletin No. 205,
2019) this fear strongly influenced many
women’s preference for RECS. These findings
highlight the importance of comprehensive
counseling that provides clear information on
the risks and benefits of both delivery methods
while addressing women’s concerns about pain
and safety. Counseling should also emphasize
the availability of pain management options
such as epidural anesthesia to encourage VBAC.

One approach that aligns with these goals is the
Centering Pregnancy model, which combines
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traditional healthcare with group support. In this
model, women meet with providers and peers
to discuss pregnancy, childbirth, and parenting
in a supportive environment. Liu et al. (2017)
found that this group-based care approach
improved women’s birth experiences, helping
them feel more empowered through education
and shared experiences. Integrating elements of
this model into prenatal care could offer women
the knowledge and emotional support necessary
to make more informed decisions. While Kenya
may not be ready to reimburse providers for
group consultations, low-cost or no-cost support
groups led by trained healthcare professionals
can be established within hospitals, churches, or
community centers to support and help women
feel confident in their delivery choices.

The tension between individual preferences and
the strong influence of loved ones, particularly
spouses, parents, and social networks was
evident. Despite this, most women in my study
ultimately made independent choices based
on previous experiences, their perceptions of
potential complications, and external factors
like provider recommendations, and healthcare
access. Similarly, a study conducted in Ethiopia
found that women faced familial with spouses
and in-laws having an upper hand in decisions
regarding delivery (Zewude et al., 2022).
This contrast in the extent to which women
exhibited autonomy highlights potential cultural
differences and underscores the importance of
culturally sensitive counseling that encourages
informed consent while respecting family
dynamics. By providing comprehensive
counseling and validating women’s experiences,
healthcare providers can help women and their
families make decisions that align with their
values.

The convenience of undergoing simultaneous
BTLduringCSwasakeyconsideration,especially
for women with large families who expressed
a preference for this combined approach to
eliminate the need for another procedure. This
finding appears to be underexplored as I did
not find comparative studies addressing it. My
findings highlight how logistical convenience
and cost-saving efforts can shape decisions.
Providers must acknowledge convenience as a
valid consideration especially where financial
constraints or surgical risks are a concern.
Discussing the option of simultaneous BTL
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within the framework of informed consent
can enhance patient satisfaction and support
family planning goals. Providers must consider
the implications of sterilization, ensuring that
women do not feel coerced into choosing RECS
purely for convenience without fully exploring
other family planning options.

Personal fulfillment through vaginal delivery is a
key theme in many African studies. A systematic
review across rural Africa, including Kenya,
Uganda, Ethiopia, Sudan, and Nigeria found
that many women valued vaginal birth for its
cultural significance as a marker of resilience and
validation of womanhood (Fantaye et al., 2019).
Similarly, a study in Uganda highlighted vaginal
birth as a symbol of strength, perseverance, and
maternal achievement (Namujju et al., 2018).
These sentiments were echoed in my study
with many women expressing a deep longing
to experience vaginal birth probably reflecting
broader cultural values that tie childbirth to
notions of fulfillment and validation. However,
despite these deep-rooted desires, most women
ultimately opted for RECS driven by concerns
for child safety, past trauma, and doubts about
successful VBAC. This illustrates the complex
interplay between emotional or cultural desires
and the practical realities of medical risks
and past experiences all of which have to be
considered to ensure women feel fulfilled and
empowered in their choices.

Prior traumatic experiences such as distressing
inductions, painful vaginal exams, and
prolonged labor resulted in women preferring
RECS to avoid reliving the physical and
emotional toll of their previous birth. This is
consistent with findings by Jenabi et al., (2020)
and Tully et al.,, (2019)we found women’s
accounts of their experiences largely portrayed
cesarean section as everything that they had
wanted to avoid, but necessary given their
situations. Contrary to popular suggestion,
the data did not indicate impersonalized
medical practice, or that cesareans were being
performed ‘on request.” The categorization of
cesareans into ‘emergency’ and ‘elective’ did
not reflect maternal experiences. Rather, many
unscheduled cesareans were conducted without
indications of fetal distress and most scheduled
cesareans were not booked because of ‘choice.’
The authoritative knowledge that influenced
maternal perceptions of the need to undergo

34

operativedelivery included moving forward from
‘prolonged’ labor and scheduling cesarean as a
prophylactic to avoid anticipated psychological
or physical harm. In spontaneously defending
themselves against stigma from the ‘too posh
to push’ label that is currently common in
the media, women portrayed debate on the
appropriateness of cesarean childbirth as a social
critique instead of a health issue. The findings
suggest the ‘need’ for some cesareans is due to
misrecognition of indications by all involved.
The factors underlying many cesareans may
actually be modifiable, but informed choice
and healthful outcomes are impeded by lack of
awareness regarding the benefits of labor on the
fetal transition to extrauterine life, the maternal
desire for predictability in their parturition and
recovery experiences, and possibly lack of
sufficient experience for providers in a variety
of vaginal delivery scenarios (non-progressive
labor, breech presentation, and/or after previous
cesarean, who noted that women with negative
birth experiences often choose CS to avoid the
unpredictability of VBAC. Interestingly, while
these studies identified broader patterns of fear
around unpredictable labor, my study provides
a more detailed perspective on specific and
potentially modifiable birth-related traumas like
vaginal exams that leave lasting impressions.
Acknowledging  that these  distressing
experiences are not fixed outcomes underscores
the importance of trauma-informed maternity
care an approach that prioritizes safety, trust,
autonomy, collaboration, and empowerment
to address women’s psychological needs
(Seng & Taylor 2015). Interventions like
better pain management, gentler exams, and
better communication can help reduce these
traumatic experiences. The consistency of these
findings across studies highlights the value of
personalized, compassionate counseling that
acknowledges each woman’s unique fears
and past experiences when discussing future
delivery options.

Uncertainty surrounding the success of VBAC
was a key factor in many women’s decisions.
Fear of undergoing labor only to end in another
CS led many to opt for RECS. Similar findings
were reported by Tully et al., (2019), where
women who endured lengthy labor chose RECS
to avoid a repeat ordeal. While Tully’s work
emphasized emotional and physical exhaustion,
my findings revealed a deeper sense of personal
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failure suggesting a potential cultural influence.
There is evidence of cultural attitudes shaping
women’s decisions. For instance, in Tanzania,
Penn-Kekana et al. (2007) found that vaginal
birth was viewed as the ideal, and CS as a solution
for “failure”. Ohaja & Anyim (2021), noted
similar attitudes across African contexts with
emphasis placed on vaginal delivery. For many
African women, successful VBAC appears to
offer emotional and cultural validation, allowing
them to reclaim control over their childbirth
experiences. Given the emotional, physical,
and cultural weight of these experiences,
healthcare providers must approach counseling
with sensitivity and emphasize shared decision-
making. Compassionate counseling that
addresses past trauma, and provides clear,
evidence-based guidance on the risks and
benefits of VBAC, can empower women to
make informed choices and alleviate feelings of
inadequacy.

Closely tied to prior trauma was the perception
of risks over benefits. Many women viewed CS
as a safer option especially if their previous birth
was marked by a life-threatening complication
such as fetal asphyxia. For these women, RECS
offered a predictable and controlled environment
that mitigated the perceived risks of VBAC. This
mirrors findings in South Africa where women
with a prior history of NRFS preferred RECS
to safeguard their children’s health (Tully et al.,
2019). However, it is important to recognize
that CS is not inherently safer and carries risks
for both the mother and infant (Sandall et al.,
2018). The conditions leading to NRFS in the
prior pregnancy may also not repeat and with
appropriate medical oversight, women can
safely attempt VBAC which provides similar
safety outcomes without the surgical risks
(“ACOG Practice Bulletin No. 205,” 2019). My
findings expand on the findings of Tully and
colleagues by highlighting a broader range of
safety concerns that include post-CS recovery.
Women who experienced complications such as
delayed wound healing, infection, or prolonged
physical incapacitation, were more inclined to
attempt VBAC, reflecting findings by Moftat
(2018) where women viewed VBAC recovery
as less taxing. These findings emphasize the
complexity of the decision-making process
as women must consider fetal safety while
avoiding personal harm. Healthcare providers
should address both maternal and infant risks
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when counseling women fostering a care
environment where women feel empowered to
choose the safest delivery option based on their
unique circumstances.

This study also revealed a subtle yet complex
relationship between future fertility concerns and
delivery mode choices among women with prior
CS. While some participants opted for VBAC
to preserve their reproductive options, others
opted for RECS motivated by fears of labor pain
and safety concerns. This divergence highlights
the multifaceted nature of the decision-making
process, where family size is just one of several
factors at play. While I did not find African
studies to support these findings, a recent study
in Iran found that women had similar concerns
(Khalajinia & Alipour, 2024). In many African
communities, where large families are valued,
preserving fertility may take precedence over
immediate health concerns. These perspectives
emphasize the importance of personalized
counseling that addresses cultural, economic,
and social contexts.

On the influence of healthcare providers and
the healthcare system, key themes included
a lack of comprehensive counseling, provider
recommendations, and facility preparedness
for VBAC. Many women reported insufficient
or poorly timed counseling that left them ill-
equipped to make informed decisions. Some
turned to unreliable online sources like Google
underscoring the need for comprehensive
and accessible counseling from providers.
Inadequate counseling led to misinformation
pushing women towards RECS even when
they were suitable candidates for VBAC.
Providers’ recommendations were also key with
many women reporting trust in their doctor’s
recommendations because they perceived
them as experts. This finding echo those of
Biraboneye (2020), where participants opted for
RECS simply because doctors recommended it.
This Kenyan study highlighted gaps in patient
education: Only 8.3% of women were aware
of the surgical and anesthetic risks of CS, and
about half were unaware of the 60% - 80%
VBAC success rate after a single CS. Developed
by Grobman et al. (2007), the VBAC score
model assesses the likelithood of VBAC success
by considering factors such as maternal age,
BMI, prior vaginal delivery, indication for the
previous CS, and current pregnancy details like
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gestational age and fetal size. Providers can
use this predictive tool to offer personalized
risk assessments that will empower women to
make informed decisions. Moreover, my study
found that counseling issues extend beyond
content to timing. Many women reported
delayed or sporadic counseling, that denied
them adequate time to reflect on their options.
Thus, these findings stress the importance of
comprehensive, continuous, and well-timed
counseling throughout pregnancy.

The unavailability of VBAC services in some
facilities limited women’s consideration of
VBAC as a viable option. This lack of access
forced women into choosing RECS, not out
of preference, but due to systemic limitations.
Similarly, Wanyonyi et al. (2010) found that
East African obstetricians were hesitant to
recommend VBAC due to insufficient trained
personnel and monitoring equipment, raising
concerns about maternal and fetal outcomes.
My study also highlights how women actively
sought these services despite systemic barriers,
an underexplored aspect in provider-centered
studies. These findings underscore the need for
healthcare systems to invest in infrastructure
and human resources to support VBAC services
to improve health outcomes while enhancing
women’s reproductive autonomy.

While the primary aim of this study was to
explore factors influencing delivery preferences,
an additional observation was made regarding
the use of VBAC scoring. Four women
were assessed using the institution’s VBAC
scoring system: three with high scores above
90% achieved VBAC while the fourth with a
score below 50% and did not have a successful
VBAC mainly due to the need for labor
induction, which deducts 10 points from the
overall score. Not all participants could be
scored as vaginal examination, a key element
of the VBAC scoring system was not always
indicated. This finding emphasizes the practical
value of predictive tools in guiding delivery
decisions. Routine use of such tools in clinical
practice could help identify strong VBAC
candidates and potentially reduce unnecessary
CS. Moreover, this finding underscores the
importance of personalized, evidence-based
counseling to support informed decisions among
women with a previous CS.
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This study had a few limitations. Homogeneity
in the sociodemographic characteristics (SDC)
of participants limited my ability to assess the
potential impact of these variables on delivery
preferences. Existing literature shows that these
factors contribute to the disparities in CS rates
between high and LMICs, and between urban
and rural populations (Boerma et al., 2018).
In Kenya, Odongo, (2020) found that urban-
dwelling women, women with higher income,
and those with health insurance were more
likely to demand for CS even when vaginal birth
is possible. Nevertheless, this lack of variability
in the SDC might reflect broader societal
changes and evolving population dynamics. For
instance, increased healthcare coverage through
NHIF has improved access to essential medical
services, including childbirth options in Kenya.
However, my findings implore us to look
beyond financial barriers as even with insurance
coverage, women may still experience trauma
or a lack of comprehensive counseling affecting
their choices. Future research should involve a
diverse participant pool to better capture how
these variables affect delivery choices. Insights
from such research will inform interventions
tailored to the needs of various populations.

Additionally, the qualitative nature of this
study poses the potential for recall bias. To
mitigate the extent of this, postnatal women
were interviewed soon after delivery, capturing
their narratives while the details were still fresh.
Many of the included pregnant women had also
undergone their previous CS within the last
three years further enhancing the likelihood
of reliable recall. The subjective nature of
qualitative research may also have introduced
researcher biases in the interpretation of data
(Holloway & Galvin, 2016). To minimize this,
I engaged in peer debriefing with my assistant
discussing findings and interpretations, ensuring
multiple perspectives to enhance the credibility
of the analysis.

CONCLUSIONS

In summary, this study highlights the complex
interplay of personal reasons, past experiences,
and healthcare-related factors influencing low-
risk women’s preferences for RECS after a prior
unplanned CS. Personal factors include fear,
personal preference versus the influence of loved
ones, the convenience of simultaneous BTL,
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and fulfillment. Key experiential factors include
traumatic vaginal interventions, low confidence
in successful VBAC, and considerations of
risks over the benefits of vaginal birth. The
influence of healthcare providers and systems
exemplified by insufficient counseling and
limited availability of VBAC services, reveals
critical gaps contributing to rising CS rates.
This interwoven complexity suggests that the
solutions are equally multifaceted. Healthcare
providers must therefore approach discussions
about delivery options with sensitivity,
acknowledging the emotional weight of past
experiences, and the influence of external
factors all of which impact women’s decisions.
These steps are essential to support women in
making well-informed decisions that align with
their preferences and health needs.

RECOMMENDATIONS

1. Hospitals should implement policies that
ensure comprehensive, individualized trauma-
sensitive care plans for all pregnant women.
This should include guidelines to reduce the
frequency of vaginal exams and adopt gentler,
trauma-sensitive practices such as explaining
procedures to minimize discomfort.

. The Ministry of Health (MOH) should
prioritize the expansion of VBAC services by
subsidizing costs relating to epidural anesthesia,
addressing staff shortages, and allocating
resources to improve infrastructure and train
personnel to offer these services safely.

iil. Future research should investigate
healthcare providers’ perspectives on counseling
and delivery options following an unplanned CS,
exploring their training, biases, and knowledge

gaps.
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