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bstract

bjective: This study aims to analyse the environment encouraging C-section in Lebanon and to reveal approaches that could
e adopted for the reduction of this practice, by considering the attitudes, opinions and actions of different stakeholders.
ethods: Semi-structured interviews were conducted with 20 selected key players, including hospital directors, midwives,

nsurance bodies, syndicates and scientific societies, ministries, international agencies, medical schools, media representatives
nd women’s groups. In addition, a group discussion was conducted with 10 obstetricians. Semi-structured interviews were
onducted with a convenience sample of 36 women who had a C-section within 4 months preceding the study. Data was analysed
sing the Policy Maker software version 2.3.
esults: Findings of the study point to the role of multiple factors in shaping the current practices related to C-section deliv-
ries, among which are the organisation of the health care system, the dominance of the private sector, the lack of physician
ccountability, the minimisation of midwives’ roles in the process and women’s misconceptions about C-sections.

onclusions: Involvement of the diversity of players is important to change practices in maternity care in Lebanon, after
onsidering their position and power. Different strategies making use of available opportunities to improve the current situation
re discussed.

2006 Elsevier Ireland Ltd. All rights reserved.
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. Introduction
Caesarean sections (C-sections) help reduce mater-
al and perinatal mortality in the minority of cases
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here women develop complications during preg-
ancy. On the other hand, being a major surgical
rocedure, C-section carries risks, particularly respi-
atory complications and neurological impairment of
he newborn, in addition to long term postpartum mor-

idity for the mother [1]. A recent study estimates that
.1% of C-sections might result in foetal injuries [2].
lanned repeat C-sections are gaining popularity espe-
ially in view of the controversy about the benefits

rved.
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nd harms of planned vaginal births after C-section.
Cochrane review of 2004 [3] reports a lack of infor-
ation from trials about the optimal route of delivery

or women with previous C-sections. Recent studies,
owever, point to an elevated risk of unexplained still-
irths in subsequent pregnancies among women with
previous C-section [4], as well as to an increase in
aternal morbidity with repeat C-sections [5,6].
Over the past few years, the increasing rates of C-

ection in many developing and developed countries
ave raised concern about unnecessary C-sections with
o medical or demographic contributing factors [7].
lthough there are methodological difficulties in estab-

ishing an “acceptable” level of C-section rates across
ountries [8], there is no evidence that rates over 15%
t the population level improve maternal health or new-
orn outcomes [9].

The observed increase in C-section rates in many
arts of the world has been accompanied by the
edicalization of childbirth and the routine use of

nnecessary interventions, such as the use of routine
ntravenous infusions and oxytocin in labour [9]. This
ise has also been attributed to a reduction in operative
aginal deliveries, especially in Brazil, Czechoslovakia
nd Canada [10]. It is by no accident that settings, such
s Scandinavian countries and The Netherlands, which
id not follow this increasing trend in C-section rates in
he 1990s, perceive birth as a normal physiological pro-
ess and value few interventions [9]. Many developing
ountries are still faced with the challenge of reduc-
ng national C-section rates through policy action [11],
lthough few have implemented similar policies. One
xample is Brazil, where the Ministry of Health has
ecently imposed an upper limit of 35% for the rate of
-section in public hospitals, a country where rates in

he private sector can reach up to 70% [7].
Although clinical, demographic, socio-economic

nd health service factors for the rising rates have
een extensively studied in the literature, little research
as been conducted in the Arab World on the practice
f C-section. A recent study examining levels of C-
ection deliveries using the Demographic and Health
urvey (DHS) data in 18 Arab countries, found that
opulation level C-section rates were below 5% for 4

ountries, 5–15% for 11 countries and above 15% for 3
ountries, among which is Lebanon. Moreover, higher
-section rates were observed in countries with better

ocio-economic and health indicators [12]. As else-

f
c

(

lth Policy 83 (2007) 37–49

here in developing countries, few studies have been
onducted on the factors leading to high C-section rates
n the Arab World. Analysis of the 2000 DHS data from
gypt showed that the rate of C-section was determined
y variations in place of delivery, whereby compli-
ations were more important determinants in public
ospitals, as compared to demographic characteristics,
uch as maternal age and birth order, which were most
mportant in private hospitals [13]. Further studies are
eeded to understand how women perceive the rela-
ive merits of delivery by C-section or what policies
ould be encouraged to possibly reduce the incidence
f medically non-indicated C-section.

There are therefore several reasons for exploring the
otential for reducing excessive C-section rates in cer-
ain developing countries, such as Lebanon, whether
rom the vantage-point of increasing women’s con-
rol over and decision-making concerning childbirth,
educing medical risk to both mother and newborn
hrough the application of evidence-based medicine,
r decreasing the financial burden of excessive C-
ection rates. Existing literature on C-section tends
o focus on identifying the main factors for exces-
ive C-section rates without looking at the environment
haping the views of stakeholders that ultimately deter-
ines whether strategies to reduce these rates will be

ffective. The contribution of policy analysis in this
eld would be its consideration of the non-clinical and
on-demographic factors that have shown to be impor-
ant in explaining high or rising rates of C-section and
nalyzing the potential challenge for reducing these
xcessive rates.

. Factors leading to increasing C-section rates

Factors that have contributed in many settings to
xcessive C-section rates can be broadly categorised
s (1) physician-specific factors; (2) woman-specific
actors; (3) financial factors and (4) management fac-
ors concerning the organisation of obstetric care. In
ractice, however, these categories are likely to over-
ap and mutually reinforce one another, and each set of

actors is embedded within a larger social and economic
ontext in ways that need to be investigated.

1) Physician-specific factors include physician train-
ing and/or professional experience [14,15], gender
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– with male physicians found in the UK, for
example, to be more likely to perform C-section
than their female colleagues [7,16] –, age [15],
time-convenience, fear of litigation and defen-
sive medicine [9,15], as well as a widespread
belief among physicians that C-section is safe and
implies few risks [8,9].

2) Woman-specific factors include the socio-
economic status of the woman and her or her
family’s payer status. In recent years, women’s
demand for C-section has been widely reported as
a significant factor explaining the rise in C-section
rates. This assertion, however, has been to a large
extent negated by empirical findings, such as a
study in the UK by Graham et al. [17], which
found that of the 166 women interviewed, only
7% reported maternal preference as a factor influ-
encing C-section delivery, and a national survey of
3061 women in Sweden which reported that only
8.2% of the women preferred C-section delivery
[18]. The few studies documenting women’s
views of C-section postpartum indicate that
their satisfaction with their delivery experience
depended largely on the level of information they
had prior to the delivery about a possible C-section
and the extent to which they were involved in
the decision-making process concerning their
delivery [9,17].

3) Financial factors: a number of studies have indi-
cated that the nature of health financing and
rewards to physicians implicit in Ministry of
Health, insurance or hospital reimbursement poli-
cies for C-section versus normal delivery are
key factors in explaining high C-section rates
[8,19,20]. Interviews with obstetricians in a study
in Chile [21] found that financial incentives were
also a major factor for high C-section rates in
that country. However, this was not due to higher
payment to physicians for C-sections, but rather
to the low salaries in the public sector: this
necessitates them working in the private sector
and having frequent movement between different
centres in scattered locations, therefore making
planning births more desirable. Moreover, hospi-

tals were seen to benefit from C-sections in terms
of the extra hospital stays and the higher bed occu-
pancy rates that result from programming births
[21].
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b
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4) Management factors have been shown to play a
significant part in explaining high C-section rates,
including type of hospital, medical and institu-
tional influence over women’s choice, the extent
of team-work among health-care providers, the
role and staffing of midwives, and other factors
concerned with the organisation of obstetric care
[9,11,14,17,21,22]. For example, inadequate care
and supervision during labour, as well as insuffi-
cient numbers of trained midwives have both been
suggested as reasons for the rising C-section rates
in the UK [7].

As noted above, however, several of these cate-
ories, when combined, are likely to be important
n explaining high rates of C-section. In a study in
razil, for example, using a postpartum survey, par-

icipant observation in obstetric wards and in-depth
nterviews, Hopkins [22] found that contrary to the pop-
lar image that women are requesting C-sections, the
ajority of women surveyed did not seek this option.
owever, doctors were highly influential in encourag-

ng the so-called “demand” for surgical delivery. This
bservation lends weight to the importance of qualita-
ive methodologies in investigating stakeholders’ views
bout C-section practice and rates.

. Factors conducive to change

A cross-national study of C-section rates in Latin
merica [11] concluded that actions to reduce C-

ection rates need to involve public health authorities,
edical associations, medical schools, doctors, mid-
ives, nurses, the media and the general population.
et, few studies have been conducted to explore these
arious stakeholders’ views on C-section practice in a
eveloping country context.

A pilot effort to reduce C-section rates in Canada
oncluded that critical factors leading to the “right
ttitude” towards intervention in birth should include
taking pride in a low caesarean rate, developing a
ulture of birth as a normal physiological process, and
aving a commitment to one to one supportive care

uring active labour” [9, p. 3]. Again, however, there
s little literature indicating how such an attitude can
e instilled. Certainly, practice guidelines alone do not
hange behaviour and there is need for greater public
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wareness of physician and hospital C-section rates
14]. Other literature has pointed to the importance of
eam-work and the further involvement of women in
ecision-making regarding their birth experience, as
ritical pre-requisites for change [9].

. C-section in Lebanon

Lebanon is one good example of a developing coun-
ry where an unregulated health care system, together
ith the dominance of the private health care sector

nd of private health insurance, has created the opti-
al environment for the medicalization of childbirth.
revious studies have already indicated high levels
f medicalized and non-evidence-based delivery prac-
ices. For example, 88% of deliveries take place in
ospitals in Lebanon, and many of the practices during
abour and delivery that are categorised by WHO as
nnecessary or even harmful (such as enema, perineal
having, episiotomy, induction of labour) are routinely
pplied [23].

Two national surveys conducted in Lebanon in 1996
24] and in 1999 [25] have shown rather high C-section
stimates of 17% and 23%, respectively, with higher
ates in the capital Beirut (22.6% and 29.8%, respec-
ively). Moreover, estimates of C-section delivery
ates in micro-level studies have found rates ranging
etween 18% [23] and 35% [26] according to the
ource.

Among a sample of hospitals in Beirut and its
uburbs, C-section rates were higher for deliveries
ccurring during weekdays, for women covered by
he Ministry of Public Health insurance scheme and
or those receiving prenatal care in private health cen-
res [26]. Unlike findings from studies on C-section
n Latin America [8,11] which indicated that women
ith greater education and socio-economic position
ad greater C-section rates, findings from hospitals
n Beirut and its suburbs [26] indicate that C-section
ates are higher among women with higher illiteracy
evels. However, in the national survey in 1996 [24],
-section was associated with higher education levels
mong women.
Confirming studies elsewhere on women’s views of
-section [17], Chaaya et al. [27] found in a study in

he capital Beirut and the agricultural area of Bekaa
hat the incidence of post-natal depression is higher

m
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mong those who delivered by emergency C-section,
nd women were not given sufficient information about
he risk of C-section before delivery. Moreover, the
esults of a qualitative study among postpartum women
n Lebanon indicated that women preferred vaginal
irths and considered them a “success”. These views
ere accentuated in rural settings where women expect
eliveries to be a “painful” process, not necessarily
ccompanied by epidurals; thus recognising it as a nor-
al process and expecting less medical interventions

28].
Any effort for the reduction in the rate of C-section

n Lebanon needs to be preceded by a thorough under-
tanding of the different forces responsible for the
erpetuation of this practice. This would provide valu-
ble insights into the different opportunities for change
vailable in the Lebanese setting.

Based on our experience and the existing literature,
e would hypothesise that the organisation of obstet-

ic care and hospital policies are significant factors
n Lebanon. The role of health insurance compa-
ies in promoting or discouraging C-section has not
een explored in Lebanon and is expected to be sig-
ificant. Moreover, physician-specific factors such as
onvenience, economic incentives, and insurance com-
anies’ reimbursement policies are hypothesised to
oster increasing rates of C-section deliveries.

This study aims provide an analysis of the policy
nvironment encouraging C-section in Beirut and its
uburbs and to reveal approaches that could be adopted
or the reduction of this practice in hospitals by con-
idering the attitudes, opinions, and actions of different
takeholders.

. Methodology

We developed a list of all key players and inter-
st groups who could provide us with their expert
pinion regarding the C-section delivery in Lebanon.
he list included physicians (Ob/Gyn, anaesthetists and
aediatricians/neonatologists), hospital directors, mid-
ives, insurance bodies (private and public), orders and

ocieties (physicians, midwives and nurses), deans of

edical schools, ministries (Ministry of Public Health

nd Ministry of Social Affairs), international agencies
UNFPA, UNICEF and WHO), women’s groups, indi-
idual women, and key people in the media.
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All selected persons were contacted and appoint-
ents were set for interviews. Three of the authors

AK, RS and TK) conducted in-depth interviews with
0 stakeholders, except for obstetricians. Obstetricians
orking in different hospitals in Lebanon and from
ifferent medical schools, along with the head of
he Lebanese Society of Obstetrics and Gynaecology
LSOG), were invited to a group discussion of 10 peo-
le on the issue of C-section practices in Lebanon. The
nterviews were conducted between November 2003
nd February 2004.

The interviews and the group discussion were
emi-structured, with same questions addressing stake-
olders’ personal impression about the rate of
-section deliveries in Lebanon; their knowledge of
xisting national policies for normal and C-section
eliveries; their knowledge of WHO recommendations
nd their attitude towards them and possible expla-
ations for the high rate of C-section deliveries in
ebanon. Probing served to identify opportunities and
bstacles that work for or against reduction of C-
ection delivery and to learn more about their power as
olicy makers and their opponents’ power concerning
his issue. In this study, we used a subjective evalua-
ion of power: we were asking the interviewees whether
hey exert any power in shaping policies and practices
elated to C-section or how do they think they can influ-
nce policy. Finally, the interviewees were invited to
uggest mechanisms to introduce policies for reducing
-section. The interviews lasted for around 30–45 min
nd were conducted in Arabic and English, and tran-
cribed verbatim to English.

In addition, a convenience sample of 36 women
ho had undergone a C-section in different hospitals

n Beirut during the 4 months preceding the study
as selected through private obstetricians’ clinics.
wo trained interviewers visited women at home and
onducted semi-structured interviews about their expe-
iences with a C-section delivery.

Policy Maker version 2.3 was used to organise,
anage and analyse the data. This software uses

pplied political analysis as a method for organising,
anaging and analyzing policies. The analysis is

uided through matrices for five steps, including (1)

efining the policy under question, (2) identifying
ifferent stakeholders, (3) determining stakeholders’
ositions and relationships with each other, (4)
etermining opportunities and barriers for adopting

t
C
e
p
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he policy and, (5) suggesting strategies and assessing
heir impact [29]. The use of the Policy Maker requires
ertain inputs about the power of each stakeholder with
egards to the discussed policy. The research team used
he subjective evaluation of power by each interviewee
nd its own assessment of their power for the current
nalysis. Further discussions among the team members
egarding the qualitative data resulted in a similar
valuation of power to the subjective evaluation of the
nterviewees. Common strategies that were mentioned
n different interviews were assessed on feasibility.

In the following sections, we first present stake-
olders’ interests, positions, relative power and
elationships with each other and consider opportuni-
ies and obstacles facing the policy. Then, we suggest
trategies for the reduction of C-section rates.

. Definition of the policy

At present there is no existing governmental regula-
ion or policy concerning the rate of C-section delivery
n Lebanon. In this paper, we are interested in explor-
ng the potential for introducing a policy to reduce the
-section rate in Lebanon, despite the absence of exten-

ive public discussion on this issue presently in the
ountry. We borrow Barker’s definition of “policy” to
ean: “the networks of interrelated decisions which

ogether form an approach or strategy in relation to
ractical issues concerning health care delivery” [30,
. 27]. Thus in this case, we are considering the deci-
ions at clinical, health system and governmental level
hich affect C-section rates in Lebanon.

. Key players

For the purpose of our analysis, the interviewed
takeholders were grouped into the following main
ategories: governmental bodies, non-governmental
rganisations, hospitals, insurance agencies, the Order
f Physicians, women, obstetricians, anaesthetists, pae-
iatricians, nurses, midwives and the media.

Fig. 1 presents all groups of players according to

heir position towards policies favouring reduction of
-section and their relative power in terms of influ-
ncing the formulation and the implementation of such
olicies.
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Fig. 1. Position map: curr

This position map reveals that some players with
elatively low power are highly supportive of the for-
ulation and implementation of policies for reducing
-section rates in Lebanon. The midwifery schools in
ebanon offer a training supporting normal deliver-

es and low interventions during childbirth. However,
idwives are quite marginalised in private hospi-

als, especially in urban settings, and their roles are
estricted to those of an obstetric nurse: the encounter
etween the woman and the midwife happens only dur-
ng labour in hospitals and the midwife’s role is limited
o providing information on routine procedures, such
s available pain relief methods and some support dur-
ng labour. This situation was clearly explained during
he interview with a prominent midwife, in addition
o physicians’ reluctance, during the group discus-
ion, in admitting that midwives are trained to possess
ll necessary skills for normal deliveries. The situa-
ion is a little different in rural areas and “poorer”
rban neighbourhoods, where some midwives have
heir own private practices. This is mainly due to a
ocial preference for women providers among the more

onservative rural populations. Moreover, midwives
o conduct vaginal deliveries in addition to support-
ng women during labour in public hospitals, despite
he fact that the latter represent a small proportion of

i

c
u

tions on the entire policy.

ll hospitals in Lebanon. In addition, midwives lack
rofessional representation, such as a syndicate or an
ssociation, which could lobby for their participatory
nd leading role in private institutions. Thus, midwives
s a group of players, were classified as having low
ower with high support to policies favouring reduction
n C-section practices.

There is also a substantial number of players who
re non-mobilised, the most important group being
omen. Our series of interviews with women high-

ight the lack of information on C-section deliveries
n terms of indications, procedures, interventions and
ecovery period. In Lebanon, there are no organised,
ystematic ways of delivering information relevant to
he delivery process, to the complications that might
rise during delivery necessitating a C-section, or to
ifferences in postpartum experiences between normal
nd C-section deliveries. The type and the amount of
nformation women get are totally subject to individ-
al physicians’ practices and approach to childbirth.
e believe that this body of information is the neces-

ary basis for mobilising women to be more closely

nvolved in decisions related to their delivery.

Obstetricians and the Lebanese Society for Obstetri-
ians and Gynaecologists (LSOG), working under the
mbrella of the Order of Physicians in Lebanon, are
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n extremely important group of players. The health
are sector in Lebanon is dominantly private and most
ospitals do not have written policies for labour and
elivery [23]. Obstetricians practicing in these hos-
itals represent a mosaic of medical education and
raining backgrounds and usually follow the standards
f care upon which they have been trained. More-
ver, there are no efforts by medical scientific bodies
o organise and standardise maternity care and med-
cal practices. Most of the obstetricians interviewed
or this study stated that financial profits are not the
ajor reason for the high levels of C-section, in con-

rast to what was found in a study in Chile [21],
ointing instead to the convenience factor as a lead-
ng force behind the observed trend. Some pointed to
he decline in the quality of obstetric training, result-
ng in a “new generation” of obstetricians who lack
kills in operative vaginal deliveries or do not feel com-
ortable in handling complications and opt easily for a
-section. There were limited concerns about profes-

ional liability. Malpractice suits are very rare as the
atient-provider relationship is built on trust; people
arely believe that they can influence any change in
he system. Moreover, the fact that some lawsuits have
een filed is not likely to influence C-section practices
n the country in general. The group discussion revealed

lack of strong commitment from obstetricians to
ctively organise efforts to instigate and enforce uni-
ed standards of obstetric practices or to find means for
nsuring the delivery of good quality maternity care.

Insurance companies or third party payers represent
nother important stakeholder of interest to this analy-
is. We interviewed two representatives from this group

ith opposing support to the C-section issue. The dif-

ering level of support is probably due to the difference
n the insured population with these two companies.
ne major insurance company reflected their interest in

d
o
c
d

able 1
pportunities for the reduction in C-section rates

Opportunity Players

Opportunity #1: changes in the physician’s payment
scheme

Obstetricians; insu

Opportunity #2: the development of standards of
care for intrapartum and postpartum management
in two maternity centers

Obstetricians; wom

Opportunity #3: cooperation with NGOs, women’s
groups and media to raise women’s awareness

Women
lth Policy 83 (2007) 37–49 43

nd benefit from reducing C-section rates in Lebanon.
owever, they considered other major surgical inter-
entions (e.g. open heart surgeries) as providing higher
ost benefits if reduced, therefore did not regard reduc-
ng C-sections as a priority issue. Another third party
ayer has been actively involved in efforts to reduce
-section rates by producing reports and monitoring

ndividual obstetricians’ practices. Their approach has
enerated some debate about interests in cost contain-
ent and assessing medical indications for C-section

etween obstetricians and third party payers or insur-
nce companies. It is however unlikely that pressure
rom the third party payers will lead to changes in prac-
ices: if they withhold reimbursement to the physician
or having a high c-section rate, they might risk los-
ng clients due to high competition between insurance
ompanies.

. Opportunities

There were a number of opportunities identified
hrough key informant interviews (Table 1), which if
romptly used, may introduce small changes in the
urrent practices in Lebanon.

In Ministry of Public Health’s (MOPH) insurance
chemes, physician reimbursement for C-section deliv-
ries is slightly higher than that for vaginal deliveries.
rivate insurance companies usually follow a simi-

ar norm in payment schemes. We identified a plan
evised by MOPH bodies to reduce this difference or
ven to eliminate it all together. They are proposing a
light reduction in the reimbursement for the C-section

eliveries and a slight increase in the reimbursement
f vaginal deliveries. Although physicians gave finan-
ial incentives a minimal role in encouraging C-section
eliveries, nevertheless such an opportunity could be

Action

rance; women Raising recommendations to MOH and third
party payers

en Review and recommend for adoption at the
national level

Workshops, meetings
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sed to establish a more equitable payment scheme and
o overcome financial considerations in general.

Women’s groups are unfortunately not very actively
nvolved in maternal health issues in Lebanon. We
pproached a few representatives of these groups as
art of our key informant interviews and identified their
nvolvement in social rather than health issues con-
erning their communities. However, they expressed
willingness to cooperate and mediatise issues around
omen’s health, if presented with valid arguments

bout its importance as a priority for women’s health
n the country.

. Obstacles

A number of obstacles for changing practices related
o C-section deliveries were identified (Table 2). These
ere grouped into obstacles related to physician’s fac-

ors, those related to the organisation of the health
ystem, and those related to women.

.1. Physician-related factors

Obstetricians participating in the group discussion
eported lack of skills among young obstetricians to
onduct operative vaginal deliveries. Following recom-
endations of many international scientific societies,
bstetric residency programs in Lebanon are no longer
raining physicians to perform operative vaginal deliv-
ries for certain obstetrical indications, such as twin
regnancies or breech presentations. This has created

o
i
n
c

able 2
bstacles for the reduction in C-section rates

bstacle Players

hysician factors
Lack of training in operative vaginal deliveries Obstetricians; wom
Convenience factor and type of practice Insurance; women
Different backgrounds of medical training Obstetricians; Orde

ealth system related factors
Lack of national guidelines of standard care Governmental bodi

Order of Physician
Lack of coverage of pain relief in vaginal delivery Anaesthetists; insur

Lack of audit and supervision of practice Obstetricians; Orde

omen related factor
Women’s misconceptions about C-section Women
lth Policy 83 (2007) 37–49

nsecurity among obstetricians to perform obstetric
anoeuvres and has acted as an important impetus

or decisions to conduct C-section. The fact that train-
ng programs are following the latest recommendations
n this matter was positively interpreted by some of
he obstetricians participating in the group discussion;
owever, a few representatives of the “older” genera-
ion of practitioners considered it a pitfall in the training
rograms of different medical schools.

The most important factor cited by obstetricians,
hat affects their decision to perform a C-section is the
onvenience of controlling the date and time of deliv-
ry. Health care in Lebanon is mainly private and the
ervices provided are on a one-to-one basis. Obstetri-
ians handle the childbirth of each woman attending
heir private clinic and perform deliveries in differ-
nt hospitals. Therefore, scheduling births to avoid odd
ours of the day or weekends becomes appealing and
reates less hassle to moving around a lot between
ospitals during the same day. One obstetrician par-
icipating in the group discussion advocated for group
ractice to overcome the convenience factor. However,
thers identified a number of obstacles preventing the
pplication of group practice in this setting, among
hich were women’s preferences for continuity of care

nd financial considerations.
Another physician-related factor identified in this

tudy is the lack of continuous medical education

utside health care facilities affiliated with academic
nstitutions. The absence of a culture accepting the
eed for evidence-based practice is only one of the
onsequences of this situation. The mosaic of obstetric

Action

en
Change type of practice

r of Physicians; women Continuous medical education

es; insurance; obstetricians;
s; women

Recommend and enforce national
guidelines

ance; obstetricians; women Recommend coverage of pain
relief in vaginal delivery

r of Physicians; women Implement hospital-based audit

Increase awareness of women
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ractices found in Beirut or outside of the capital mir-
ors the variety in education and training backgrounds
f practicing obstetricians. The medical schools func-
ioning in Lebanon graduate physicians following
ither the French or the American educational system.
oreover, there are a substantial number of medical

raduates returning back into the country after grad-
ating from Eastern European schools or other Arab
ountries. The LSOG counts around 36 different train-
ng backgrounds of obstetricians licensed to practice
n Lebanon. These physicians pass through one major
xamination to receive their practice permits soon after
heir graduation from medical schools either inside
r outside Lebanon. There are no legal requirements
or renewal of these permits. Instituting continuous
edical education into the legal system for providing

ractice permits or providing incentives for obstetri-
ians to seek and participate in continuous medical
ducation opportunities remains a major challenge.

.2. Health system related factors

The most important of health system factors, as
erceived by different players, is the lack of unified
ational standards and guidelines for obstetric care in
he country. There are individual hospital initiatives
o devise and implement standards of care for intra-
artum and postpartum management of birth; however,
hese could not be considered generalisable to the
ntire country. A main obstacle in the development
nd mainly in the enforcement of such standards is
o doubt the diversity in medical schools existing in
ebanon. This is a situation where, given the lack
f power of a higher authority in the organisation of
he private health care sector, it is difficult to reach a
onsensus on best practice.

Epidurals are among the common forms of pain
elief in normal vaginal deliveries used in facilities in
ebanon [23]. Women interviewed in this study con-

rasted and compared the pain experienced in vaginal
nd C-section deliveries. One of the main identified
actors leading to a demand in C-section is the notion
f painless deliveries. In this context, pain relief meth-
ds become very desirable. However, private insurance

ompanies and public social security systems do not
eimburse epidurals in vaginal deliveries for cost reduc-
ion purposes. Epidurals are considered an addition to
he basic package for a vaginal delivery, in contrast to

i
i
a
o
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otal financial coverage for anaesthesia (general, spinal
r epidural) for C-sections.

.3. Women-related factors

As mentioned above, women mentioned their quest
or painless deliveries as an impetus to consider a
-section. Many of these women reported in the inter-
iew a lack of information about the postpartum period
ollowing C-section delivery before they made the deci-
ion to undergo it. Our interviews with women also
howed that the idea of C-section as a painless delivery
s sometimes nurtured by obstetricians, encouraging
omen towards such a decision.

According to what I hear. . . it [Caesarean] is easier
han normal delivery. Doctors say that it is easier to
ave a Caesarean than to have cuts and sutures with a
ormal delivery.”

My doctor said that I would be at risk of tearing my
ound. She said “why do you want to suffer with pain

nd try a normal delivery?”

This, in addition to the absence of systematic ways
f providing information about the childbirth process in
eneral to women in Lebanon, has created the so-called
demand” for C-section deliveries.

0. Strategies

A number of strategies were identified throughout
he interviews and discussion within the study team
Table 3). These strategies, if implemented by the inter-
sted bodies, can pave the way towards a reduction in
he observed C-section rates in Lebanon.

0.1. Audit system

Hospital audits are used in certain facilities, espe-
ially the ones affiliated with academic institutions.
he medial director of one of the hospitals with

he lowest C-section rate in Beirut and the suburbs
ttributed their success to the rigorous audit system

nstituted in their facility. Most obstetricians participat-
ng in the group discussion and the hospital directors or
dministrators interviewed in the study agreed largely
n the importance of instituting an audit system in
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Table 3
Recommended strategies to reduce C-section rates

Strategy name Actions Problems Benefits

Strategy #1
Audit system 1. Implement the system within the

hospitals
Logistic difficulties More accountability

Lack of incentives on the
behalf of the departments
within hospitals

Strategy #2
Change of type of practice 1. Encourage existing group practice

through promoting the idea in the media,
among women and obstetricians
(dissemination meetings)

Women’s resistance:
continuity of care

Decrease the
convenience factor

Physician’s resistance,
mainly financial

Strategy #3
Develop national guidelines 1. Establishing of a national task force Different schools of

practice
Strengthening the
basis for litigation

2. Consolidating the network of
concerned parties
3. National conference to discuss and
launch the guidelines

Strategy #4
Implementation of national guidelines 1. Coordination between syndicate of

physicians and different ob/gyn
departments within hospitals

Lack of incentives to
implement the guidelines

Standardization of
care nationally

Lack of accountability

Strategy #5
Mobilization of women 1. Awareness campaigns to correct

misconceptions and change perceptions
Perceived credibility of
physician

Decrease acceptance
and demand of
C-section

2. Media campaign

Strategy #6
Sensitization of media 1. Dissemination meetings with key Lack of incentive and Place C-section on the

all
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media people
2. Press conference for

bstetric departments as a mean to evaluate practices
nd control the use of unnecessary interventions,
mong which are non-indicated C-sections.

Instituting an audit system in all maternity wards in
ebanese hospitals will definitely increase the account-
bility of individual practitioners to the overall system
dopted in the hospital. One of the anticipated problems
o recommend this strategy is the lack of incentives in
rivate facilities. It demands more effort by all mem-

ers of the obstetric department and better commitment
o the provision of quality care. The current accredita-
ion system of private hospitals may introduce such an
ncentive if implemented as an on-going activity.

i
t
p
s

interest agenda of media

0.2. Change of type of practice

Obstetricians identified convenience in the timing
f the delivery as the main barrier to reduce C-section
ates. Some mentioned their struggle in trying to form
roup practice to reduce the effect of the convenience
actor. The LSOG is not well acquainted with group
ractice and some resistance is anticipated, mainly due
o competition in practice among obstetricians working

n Beirut and the suburbs. The recommended strategy
herefore suggests the introduction of the idea to the
ublic through the media and to professionals through
pecialised meetings.
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0.3. National guidelines

The development of national guidelines to stan-
ardise the practice of maternal health care throughout
he country has long been the interest of several stake-
olders, such as the LSOG and the Ministry of Public
ealth. The study team recommends that a national

ask force comprised of different schools of medicine
nd of different interested parties should be overseeing
uch an activity. This task force can be used to bring
etter collaboration and more commitment to the
mplementation of the guidelines. One thing regarded
s more challenging than the mere fact of establishing
hem is the implementation of these guidelines: it needs

very close collaboration and continuous follow-up
y the LSOG, the Ministry of Public Health and the
dministrations of hospitals. It is to be noted here that
he issue of development and implementation of guide-
ines extends beyond obstetrics, to all other medical
elds.

0.4. Mobilisation of women

The study showed a substantial level of acceptance
f C-section deliveries among women who had
ndergone this procedure. The majority of interviewed
omen believed that a C-section was necessary for the

success” of their deliveries with very few knowing
he medical indication for their C-section. Some primi-
arous women were expecting a “painless” delivery;
owever, they conveyed their disappointment at not
eing informed about the extent of pain experienced
ostpartum. Interestingly, throughout their discourse,
omen maintained their trust towards the obstetrician

egarding the decisions taken during their childbirth
nd eliminated questions raised in their minds by
aying “they (the obstetricians) know best”.

Changing women’s perspectives about the incom-
lete information received by the medical professionals
s very important. This aims at ultimately eliminating
he nurtured demand for C-sections. It is necessary
o first mobilise the media and women’s groups to
ccord the needed attention and importance to issues
elated to medicalization of maternal health in general

nd to non-medically indicated C-sections in partic-
lar. Awareness campaigns can inform women about
he risks of the procedure and the required long period
f recovery. The establishment of prenatal classes in

y
w
a
g
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ospitals or community centres that are acceptable and
ffordable to women can serve as the basic forum for
he exchange of information on evidence-based obstet-
ics. The aim of these classes should extend beyond
eing purely informational to providing women with
kills for better involvement in decisions regarding
heir pregnancy and birth. One form of such classes is
urrently being evaluated by the research team through
randomised controlled trial. Considering the extent

f trust society accords to physicians, these campaigns
nd classes need to be conducted in close collabora-
ion with professional bodies such as the LSOG and

idwifery representatives. This approach will provide
upport to the health messages and reduce physicians’
esistance to prenatal classes.

0.5. Sensitisation of the media

The media has a very powerful and influential role
n the Lebanese society. Day-time television programs
re increasingly targeting women’s health issues. These
rograms are run in their vast majority by journalists
ith no training in health and, in many instances, serve

s a marketing tool for the specific physician hosted
s a guest speaker. The representatives of women’s
roups that we interviewed highlighted their links and
lose collaboration with the media. This opportunity
ould be used to bring forward the issue of unnecessary
-sections into their agenda by disseminating local
nd international research findings to key media
eople with the purpose of sensitising them towards
ssues around the medicalization of childbirth in
eneral.

1. Conclusion

This paper analyses the environment encouraging
-section practices in Beirut, by looking at the different

takeholders involved and trying to identify opportuni-
ies for change. The health system in Lebanon is based
n its majority on the private sector, with negligible
ontrol over the quality of care and minimal role given
o regulatory bodies: one of the consequences of 15

ears of civil war. This has in fact created a situation
here physicians practice with a lack of accountability

nd use technologies without following practice
uidelines.
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The findings of this study reveal that current prac-
ices of C-section deliveries in Lebanon are shaped
y multiple interrelated factors. One example of an
mportant interrelation is seen between the women-
elated and physician-related factors. Lack of women’s
nvolvement in the decision-making process stems par-
ially from the total trust accorded to their individual
bstetricians. Similar reports are found in the work
one by Inhorn [31] in IVF clinics in Egypt and
ebanon. This situation has led to an environment
here decisions are completely made by obstetricians,
ith regard to their own convenience in relation to time

nd day of delivery. In addition, this has led to the
reation of a certain “demand” for C-sections among
omen, as reported by obstetricians. A similar envi-

onment inducing an increase in C-section is reported
n Latin American countries [32].

Any change in the current situation related to
ractices in maternity care, therefore, needs to be
pproached through involving the diversity of players
nd considering their position and power, as well as try-
ng to make use of the opportunities available. In view
f the above, we find it useful to address the issue of
ncreasing C-section deliveries in Beirut and its suburbs
hrough the following identified pathways:

1) Develop national guidelines by establishing a
national task force and consolidating the network
of different parties. This will also strengthen the
basis for litigation. The challenges that need to
be considered in the process relate to the fact that
obstetricians have been trained in different medi-
cal education systems, to the lack of incentives to
implement guidelines and to the absence of physi-
cian accountability. A new system of establishing
audits and surveying C-section cases in private
hospitals may support the implementation of the
guidelines and standards of care. Such a system
will potentially create a working environment with
an emphasis on professional accountability.

2) Encourage the very few existing group practices in
obstetrics. This could be done through media cam-
paigns for promoting the idea among women and
through working closely with professional med-

ical associations such as the LSOG. Challenges
facing this change need to be considered: acquaint-
ing women with the benefits of group practice
and giving them a major role in the process of
lth Policy 83 (2007) 37–49

care can cater to their preferences for continu-
ity of care; providing an equitable reimbursement
schemes can reduce physicians’ resistance due to
financial considerations.

3) Conduct awareness campaigns to correct miscon-
ceptions and influence the perception of women
with regards to their acceptance and demand for
C-section. Again, it is important to conduct such
activities in collaboration with physicians’ groups
in order to secure physicians’ support and pro-
vide a good level of perceived credibility to media
messages: women perceive media messages sup-
porting and encouraging vaginal births that are
communicated by physicians as highly credible.

4) Encourage the activation of an organisation for
the professional representation of midwives in
Lebanon. This will help mobilise midwives to
undertake a proactive role in maternity care in
order to be a source of information and sup-
port for women throughout pregnancy, birth and
postpartum. This would ultimately contribute to
improving the overall quality of maternity care in
the country.
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