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A qual'tat've evaluat'on on the 'nformed consent of women undergo'ng cesarean sect'on 
 

Oya Meşel'1 & Berna Arda2 
 

Abstract 
The concept of $nformed consent means that the pat$ent voluntar$ly accepts med$cal $ntervent$on w$th h$s/her free 
w$ll after be$ng fully and adequately $nformed about the med$cal $ntervent$ons to be performed. In the context of 
our thes$s, wh$ch was completed at Ankara Un$vers$ty, Inst$tute of Soc$al Sc$ences, Department of Women’s 
Stud$es, Integrated PhD program, the ma$n purpose of the study was to exam$ne whether the $nformed consent of 
the woman was obta$ned w$th$n the framework of cesarean sect$on pract$ces, whether and how much the $nformed 
consent was obta$ned properly from a b$oeth$cal perspect$ve. The $ssue was approached from the perspect$ve of 
women. A qual$tat$ve study was conducted w$th the part$c$pat$on of 10 women who had undergone a cesarean 
sect$on. The $nterv$ewees’ reasons for preferr$ng cesarean sect$on, the$r relevant thoughts, the dec$s$on-mak$ng 
process, and the$r value d$scourses on $nformed consent $n cesarean sect$on were obta$ned through $n-depth 
$nterv$ews us$ng a prepared quest$onna$re. The quest$onna$re used $n our study $s a quest$onna$re w$th open-ended 
quest$ons for sem$-structured $nterv$ews that allow for the collect$on of deeper and contextual$zed $nformat$on. 
The data obta$ned were evaluated by themat$c analys$s method.  The value d$scourses that came to the fore $n the 
$nterv$ews were categor$zed $nto context, ma$n theme, and sub-themes. Accord$ng to the f$nd$ngs of the study, $t 
was observed that $nd$v$dual, soc$al/env$ronmental and phys$c$an factors played a role $n the preference for 
cesarean sect$on, and fear of vag$nal del$very and pa$n was an $mportant factor. In the context of op$n$ons, $t was 
found that the number of $nterv$ewees who evaluated cesarean del$very negat$vely was h$gh. It was determ$ned 
that there was no mater$al shortage $n obta$n$ng $nformat$on about cesarean del$very, but the fear of vag$nal 
del$very h$ndered the des$re to have that $nformat$on. Regard$ng the dec$s$on on the mode of del$very, the 
$nterv$ewees agreed that th$s should be a jo$nt dec$s$on of the phys$c$an and the woman. The method and scope of 
$nformed consent were exam$ned, and $t was found that $nformed consent was not duly appl$ed eth$cally and that 
the scope of the $nformat$on prov$ded to women d$d not $nclude all the elements that should be $ncluded $n 
$nformed consent. As a result, $t has been observed that the cond$t$on of $nformat$on, wh$ch $s a s"ne qua non to 
g$ve consent autonomously, $s not suff$c$ently prov$ded. 
 
Keywords: woman, ch$ldb$rth, cesarean sect$on, $nformed consent, b$oeth$cs 
 

Introduct'on 
The b&rth process &s an &mportant turn&ng po&nt &n women’s l&fe course. Under the control and 
superv&s&on of modern med&c&ne, pregnancy and ch&ldb&rth, wh&ch were prev&ously a natural 
process, have been med&cal&zed s&nce the beg&nn&ng of the 20th century (Prosen & Krajnc, 2013). 
It &s stated that b&rth has moved away from the natural way of b&rth, the place where the b&rth 
takes place has been transformed &nto a hosp&tal, the part&c&pants &n the b&rth have changed from 
women and m&dw&ves to phys&c&ans and healthcare personnel, the techn&ques used have changed 
from natural processes to med&cat&on and surgery, and the mean&ng of b&rth has changed from a 
soc&al and personal event to a med&cal event (Parry, 2008). In our study, cesarean sect&on b&rth, 
wh&ch &s a surg&cal operat&on, was d&scussed. Cesarean sect&on &s a surg&cal &ntervent&on that has 
been used very frequently both &n our country and around the world &n recent years. 
  Accord&ng to John Hopk&ns Med&c&ne, cesarean sect&on, c-sect&on, or cesarean b&rth &s the 
surg&cal del&very of a baby through a cut made &n the mother’s abdomen and uterus. To put &t 
more bluntly, cesarean sect&on &s def&ned as the del&very of the fetus, placenta and membranes 
through an &nc&s&on &n the abdom&nal and uter&ne walls when vag&nal del&very &s not poss&ble 
due to var&ous &nd&cat&ons (Dempsey et al., 2017, pp. 37–43). Cesarean sect&on &s an operat&on 
performed to save the l&fe of the pregnant woman and the baby &n cases where vag&nal del&very 
&s &mposs&ble or dangerous, to reduce the r&sk of death of the pregnant woman and the baby, or
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to reduce the r&sk of a cr&ppled b&rth; &t has become a low r&sk operat&on to save the l&fe of the 
fetus; &t has become a procedure that w&ll fac&l&tate the l&ves of the pregnant woman, the baby 
and the phys&c&an. The w&despread use of cesarean sect&on has occurred &n parallel w&th med&cal 
and techn&cal &nnovat&ons, such as the mon&tor&ng of fetal health, &mproved surg&cal techn&ques, 
the use of ant&b&ot&cs, safe surg&cal and anesthes&a methods. Accord&ng to the World Health 
Organ&zat&on (2015), the &deal cesarean sect&on rate &s around 10–15%. When we look at Turkey, 
we see that th&s rate &s 57.3% (OECD, 2023). However, &t &s stated that a cesarean sect&on rate 
above 10% has no effect on maternal and &nfant mortal&ty rates. The Turkey Demograph&c and 
Health Survey (TDHS) conducted &n 2018 revealed that 38% of cesarean sect&on dec&s&ons were 
made before the onset of labor pa&ns and 14% after the onset of labor pa&ns. Th&s can be 
&nterpreted as an &nd&cat&on that cesarean sect&ons are not performed based on &nd&cat&ons or out 
of necess&ty (Hacettepe Un&vers&ty Inst&tute of Populat&on Stud&es, 2018, pp. 115–116). 
 

B'oeth'cs and cesarean sect'on 
In th&s study, we a&m to reveal whether women’s &nformed consent &s duly obta&ned &n cesarean 
sect&on pract&ces &n Turkey and to present a b&oeth&cal evaluat&on. The concept of b&oeth&cs &s 
def&ned as the &nvest&gat&on of eth&cal &ssues ar&s&ng &n the f&elds of b&ology, med&c&ne, health 
serv&ces, and genet&cs by apply&ng the methods and pr&nc&ples of moral ph&losophy (Harr&s, 
2001, pp. 1–4). In the book Pr#nc#ples of B#omed#cal Eth#cs, publ&shed by Beauchamp and 
Ch&ldress, the four bas&c pr&nc&ples of b&oeth&cs are respect for autonomy, benef&cence, 
nonmalef&cence, and just&ce. The pr&nc&ple of respect for autonomy &s based on two cond&t&ons. 
These are the r&ght of other &nd&v&duals to respect the autonomous act&ons of the &nd&v&dual and 
the &nd&v&dual’s r&ght to expect th&s respect (Beauchamp & Ch&ldress, 1989, pp. 67–80; Faden 
& Beauchamp, 1986, pp. 241–262; S&lva, 1990, pp. 40–51; Beauchamp, 1991, pp. 160–162, 
180–182).  
 From an eth&cal po&nt of v&ew, the balance of benef&ts and harms for the mother and the baby 
after cesarean sect&on, whether the pregnant woman’s autonomy &n dec&s&on-mak&ng &s 
respected, and the appl&cat&on of the pr&nc&ple of just&ce emerge as factors to be cons&dered. 
Informed consent, wh&ch &s related to these four bas&c pr&nc&ples w&th&n the framework of 
b&oeth&cs, &s def&ned as the pat&ent’s voluntary acceptance of the med&cal &ntervent&on w&th 
h&s/her free w&ll after the pat&ent &s fully and suff&c&ently &nformed about the &ntervent&on to be 
performed, the benef&ts, harms, and r&sks of the &ntervent&on, and the benef&ts, harms, and r&sks 
of alternat&ve &ntervent&on methods (Jonsen, 1998, pp. 3–33). As stated by Kaba and 
Soor&akumaran (2007), the purpose of &nformed consent &s not only to g&ve &nformat&on to the 
other person, but also to ach&eve the des&red result, that &s, to enl&ghten that person.  
 When we evaluate the cesarean sect&on phenomenon &n terms of cesarean sect&on, &t &s 
poss&ble to say that women hav&ng &nformat&on &n the dec&s&on-mak&ng process about cesarean 
sect&on, &n other words, be&ng enl&ghtened &s effect&ve, and when the l&terature and research on 
th&s subject are exam&ned, &t &s poss&ble to say that there are problems &n &nformed consent 
pract&ces regard&ng cesarean sect&on pract&ces &n Turkey. In th&s context, the quest&ons we 
&nvest&gated &n our study &nclude what affects women’s b&rth preference, the&r thoughts about 
cesarean sect&on, sources of &nformat&on about cesarean sect&on, the compat&b&l&ty of the 
&ntervent&on &n the b&rth dec&s&on w&th pat&ent and human r&ghts, cesarean sect&on pract&ces &n 
Turkey &n terms of b&oeth&cs, whether elect&ve cesarean sect&on can be recommended desp&te 
the r&sk of compl&cat&ons, the method of appl&cat&on of &nformed consent &n cesarean sect&on, 
the effect of enl&ghtenment on the b&rth process, the scope of enl&ghtenment and the &nclus&on 
of the components of &nformed consent. 
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Mater'als and method 
The study a&med to reveal the perspect&ves and exper&ences of women. The qual&tat&ve research 
method was used to present the v&ews of the &nterv&ewees d&rectly to the reader as much as 
poss&ble, to accept subject&v&ty, emot&onal&ty, and s&ncer&ty as a pr&nc&ple, and to val&date 
women’s feel&ngs and behav&ors &n contrast to trad&t&onal research.  
 On Apr&l 30, 2021, an appl&cat&on was made to Ankara Un&vers&ty Eth&cs Comm&ttee w&th&n 
the scope of Non-Cl&n&cal Research on Humans. On July 5, 2021 the Eth&cs Comm&ttee dec&ded 
that the &mplementat&on of the study was eth&cally appropr&ate. Data were collected through &n-
depth &nterv&ews. Snowball sampl&ng was used, and an &nterv&ew group of 10 people was formed 
among women between the ages of 18–45 who had g&ven b&rth by cesarean sect&on. The 
&nterv&ews were conducted between December 2, 2021 and March 18, 2022, three of them face-
to-face and seven of them onl&ne. The l&m&tat&on of the study &s that there were no quest&ons 
regard&ng the soc&o-demograph&c &nformat&on of the part&c&pants &n the &nterv&ew quest&ons. 
Therefore, the relat&onsh&p between women’s soc&o-demograph&c character&st&cs and the&r v&ews 
on &nformed consent was not &ncluded &n the study.  
 Another l&m&tat&on &s that s&nce the subject of the study &s the &nformed consent of women &n 
cesarean sect&on appl&cat&ons, a sample cons&st&ng of women who have g&ven b&rth by cesarean 
sect&on &s &ncluded &n the study. For th&s reason, women who gave b&rth vag&nally were not 
&ncluded &n the sample group, so the study does not &nclude the v&ews of women who had g&ven 
b&rth vag&nally about &nformed consent &n the b&rth process. It should be taken &nto cons&derat&on 
that the results of the study are not general&zable and no general&zable &nformat&on was 
produced. 

After the &nterv&ew, the records were analyzed and an &nterv&ew code was created for each 
&nterv&ewee to protect the&r personal data. Codes were created for the &nterv&ewees, and the f&rst 
letter of the word cesarean sect&on, the last two d&g&ts of the year of the &nterv&ew and the order 
of the &nterv&ew were used to create the codes. Interv&ew codes were used when referr&ng to the 
&nterv&ewees &n the follow&ng stages of the study. The &nterv&ewees were asked 8 open-ended 
quest&ons. The &nterv&ew quest&ons a&med to &nvest&gate whether &nformed consent was duly 
obta&ned &n cesarean sect&on procedures. In the data obta&ned after the transcr&pts, the responses 
of the &nterv&ewees were exam&ned one by one, and all the data obta&ned &n an &nterv&ew were 
class&f&ed and organ&zed for the next stage. 
 Themat&c analys&s was used to analyze the data, codes were created, themes were &dent&f&ed, 
themes were def&ned and named after be&ng checked, and the report&ng phase began. The 
answers g&ven by all &nterv&ewees were brought together for each quest&on. Wh&le answer&ng a 
quest&on &n the &nterv&ew, &t was checked whether &t also &ncluded the answer of one of the other 
quest&ons or &ntersected w&th another answer. Tables were prepared to make the data more 
understandable. 
 

F'nd'ngs and D'scuss'on 
The f&nd&ngs are presented &n tables and deta&led w&th explanat&ons below. 
 
In Table 1, when the &nterv&ew results are analyzed, &t &s seen that the answers to quest&on one 
(What are your thoughts about cesarean del&very?) and quest&on four (What are your reasons 
for preferr&ng cesarean del&very?) &ntersect. The context of the analys&s was determ&ned as 
‘cesarean sect&on’ and the ‘reason for preference’ was determ&ned as the ma&n theme. Sub-
themes emerged as ‘&nd&v&dual’, ‘soc&al/env&ronmental’ and ‘phys&c&an’s gu&dance’. When the 
sub-themes are deta&led, ‘fear of ch&ldb&rth, fear of pa&n’, th&nk&ng that cesarean del&very &s 
‘comfortable’, ‘anx&ety about loss of sexual funct&on’ due to vag&nal del&very, ‘lack of 
&nformat&on’ about cesarean/vag&nal del&very, and th&nk&ng that ‘the r&sk of compl&cat&ons &s less 
&n cesarean del&very’ were emphas&zed as &nd&v&dual preference reasons. 



 

 94 

Table 1. Interv&ewees’ reasons for preferr&ng cesarean sect&on. 
 

Context Themes 

Main theme Sub-themes 

Cesarean 
section 

Reason for 
preference 

Individual 
 Fear of childbirth/pain 
 Comfortable 
 Anxiety about loss of sexual function 
 Lack of information 
 The risk of complications is thought to be low 
 
Social/Environmental 
 Sharing negative experiences with vaginal birth 
 
Physician’s guidance 
 Indication 

 
 Under the soc&al/env&ronmental sub-theme, ‘shar&ng negat&ve exper&ences about vag&nal 
b&rth’ was emphas&zed. ‘Ind&cat&on’ was emphas&zed under the sub-theme of phys&c&an’s 
gu&dance. Our analys&s revealed that the most emphas&zed factor among the reasons for 
&nd&v&dual preference for cesarean del&very was fear of ch&ldb&rth. Three (3) of the &nterv&ewees 
stated that they wanted to have a cesarean sect&on due to fear of ch&ldb&rth. In add&t&on, these 
three (3) &nterv&ewees stated that they d&d not have enough &nformat&on about vag&nal del&very. 
A qual&tat&ve study conducted on a sample of 12 health profess&onals (seven obstetr&c&ans, three 
m&dw&ves and two neonatolog&sts) work&ng &n d&fferent hosp&tals &n Sweden, &t was emphas&zed 
that a large proport&on of women request&ng cesarean sect&on exper&ence fear of ch&ldb&rth 
(Fredr&ksson et al., 2024, pp. 5–7). Fear of ch&ldb&rth has been a very common problem &n recent 
years, wh&ch can occur &n all women who have never g&ven b&rth, w&ll g&ve b&rth for the f&rst 
t&me, or have g&ven b&rth before, affect&ng the woman and her fam&ly dur&ng pregnancy, b&rth 
and postpartum per&ods and caus&ng var&ous health problems (Dencker et al., 2019, pp. 99–111). 
Accord&ng to a meta-analys&s &nclud&ng 29 stud&es from 18 countr&es worldw&de, &t was revealed 
that approx&mately 14% of pregnant women exper&ence fear of ch&ldb&rth (O’Connell et al., 
2017, pp. 907–920). In our study, as the analys&s of the responses revealed, the fear of labor/pa&n 
was related to the pregnant woman’s lack of knowledge about ch&ldb&rth, and that the reason 
for preference was related to soc&al/env&ronmental factors and phys&c&an gu&dance. As emerged 
from the analys&s of responses, both personal and env&ronmental stor&es of r&sky pregnanc&es 
and feedback on adverse b&rth exper&ences may lead to a preference for cesarean del&very. The 
&nterv&ewee w&th protocol number C.22.5 stated &n her d&scourse that she was severely affected 
by the negat&ve b&rth exper&ence of her mother’s close relat&ves, and these negat&ve exper&ences 
of vag&nal del&very caused traumat&c fear of ch&ldb&rth &n the &nterv&ewee. Another result of our 
study was that all of the &nterv&ewees were d&rected to cesarean sect&on by the phys&c&an due to 
&nd&cat&ons. Two (2) of the &nterv&ewees were referred for cesarean sect&on by the phys&c&an due 
to a large baby, two due to preterm labor, two due to low water, two due to the baby be&ng 
breech, one due to contract&ons not start&ng, and one due to lack of oxygen supply to the baby’s 
bra&n. Therefore, for the &nterv&ewees, cesarean sect&on was not a cho&ce, but a necess&ty. 
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Table 2. Interv&ewees’ op&n&ons about cesarean sect&on. 
 

Context Themes 

Main theme Sub-Themes 

Cesarean 
section 

Opinions 

Positive 
 Comfortable and healthy 
 Same as vaginal delivery 
 
Negative 
 Regret 
 Long recovery period 
 Scary 
 Vaginal birth is more valuable 
 Social pressure related to motherhood 
 
Other 
 Should not be optional 
 The physician factor is important 
 Information is a comforting factor 

  
 In Table 2, wh&ch was created &n connect&on w&th quest&ons one and four, pos&t&ve, negat&ve 
and other sub-themes were determ&ned &n relat&on to the ma&n theme of thoughts w&th&n the 
framework of the responses g&ven by the &nterv&ewees. When the &nterv&ew results are analyzed, 
comments such as ‘comfortable and healthy’, ‘same as vag&nal b&rth’ are g&ven under the 
pos&t&ve sub-theme; comments such as ‘regret’, ‘recovery process &s long’, ‘scary’, ‘vag&nal 
b&rth &s more valuable’, ‘soc&al pressure related to motherhood’ are g&ven under the negat&ve 
sub-theme. Under the other sub-theme, statements such as &t ‘should not be opt&onal’, ‘the 
phys&c&an factor &s &mportant’, and ‘&nformat&on &s a comfort&ng factor’ were l&sted. Accord&ng 
to the analys&s result, &t &s noteworthy that the number of &nterv&ewees who emphas&zed the 
negat&ve aspects of cesarean sect&on was h&gher. There were two (2) &nterv&ewees who expressed 
a pos&t&ve op&n&on on cesarean sect&on. As emerged from the analys&s of responses, most of the 
&nterv&ewees found vag&nal del&very more valuable than cesarean sect&on. The &nterv&ewees who 
stated that they were d&sappo&nted because they had a cesarean sect&on stated that they wanted 
to exper&ence the natural way of b&rth. Moreover, the results of the analys&s show that e&ght of 
the &nterv&ewees supported the &dea of vag&nal b&rth after cesarean sect&on (VBAC) and that they 
would l&ke to have the&r second b&rth vag&nally &f they d&d not encounter any med&cal problems. 
In the Un&ted States, about 90% of pregnant women who had a prev&ous cesarean sect&on had 
another cesarean sect&on. In a sample of 3006 women &n Pennsylvan&a who gave b&rth for the 
f&rst t&me between 2009 and 2011, 45% of these women wanted to VBAC for the next t&me. The 
determ&nants for women who wanted VBAC were found to be the absence of recurrent 
&nd&cat&ons, plann&ng for three or more ch&ldren, want&ng to exper&ence vag&nal b&rth, and 
d&ff&culty recover&ng from the f&rst cesarean sect&on. The most common reason for preferr&ng 
cesarean del&very was that the f&rst del&very was by cesarean sect&on (Attanas&o et al., 2019). 
 On the other hand, as emerged from the analys&s of responses, cesarean sect&on causes soc&al 
pressure on women due to the bel&ef that they cannot be good mothers. Interv&ewees stated that 
the negat&v&t&es exper&enced w&th the newborn were attr&buted to cesarean del&very, espec&ally 
by the&r fam&l&es. 
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 As emerged from the analys&s of responses, the role of the phys&c&an &n the b&rth process &s 
very &mportant. In a meta-analys&s, &n wh&ch s&x databases (PubMed, Web of sc&ence Core 
Collect&on, Cochrance Network, Embase, CINAHL, PsycINFO) were searched from the&r 
&ncept&on unt&l May 2023 and 1675 references were rev&ewed to &nvest&gate the form and 
effect&veness of shared dec&s&on-mak&ng regard&ng the mode of del&very after cesarean sect&on, 
shared dec&s&on-mak&ng was found to allev&ate dec&s&on-mak&ng confl&cts regard&ng the mode 
of del&very after cesarean sect&on and to be an effect&ve &ntervent&on to &mprove the qual&ty of 
dec&s&on-mak&ng (Yu et al., 2024). 
 Also, accord&ng to the results obta&ned from the answers g&ven, cesarean sect&on should not 
be performed unless there &s a med&cal &nd&cat&on and that th&s type of del&very should not be 
done by cho&ce. Th&s shows that the &nterv&ewees do not have a pos&t&ve att&tude towards elect&ve 
cesarean sect&on. An elect&ve cesarean sect&on &s def&ned as cesarean del&very at a t&me 
determ&ned by the preference of the expectant mother after the baby has completed &ts normal 
gestat&on w&thout any med&cal necess&ty (Thulman et al., 1990). In the case of cesarean sect&on, 
autonomy &s l&m&ted &n d&rect proport&on to protect&ng the health of both the mother and the 
newborn. In th&s context, &f there are no maternal or fetal &nd&cat&ons, scheduled vag&nal del&very 
should be recommended as the appropr&ate and safe method. If a cesarean sect&on &s preferred 
after comprehens&ve clar&f&cat&on about the r&sks and benef&ts, the surg&cal &ntervent&on &n 
quest&on should be performed after the 39th gestat&onal week (Dosedla et al., 2024, pp. 30–31). 
  
Table 3. Interv&ewees’ sources of &nformat&on about cesarean del&very and factors affect&ng the&r 
knowledge acqu&s&t&on. 
 

Context Themes 

Main theme Sub-themes 

Knowledge 
acquisition 

Information 
source 

Internet 
Written/visual material 
 Magazine 
 Book 
 Video 
 
Social environment 
Physician 
Other health personnel 
 Midwife 
 Anesthesiologist 
 Nurse 

Factors 
affecting the 

process 
Not wanting to be informed due to fear of childbirth 

 
 In Table 3, &n relat&on to the answers g&ven to quest&on two (What &s the source of your 
&nformat&on about cesarean sect&on?), the sub-themes of ‘&nternet’, ‘wr&tten/v&sual mater&al’, 
‘soc&al env&ronment’, ‘phys&c&an’, ‘other health personnel’ were formed &n relat&on to the ma&n 
theme of &nformat&on source. As emerged from the analys&s of responses, most of the 
&nterv&ewees benef&ted from &nformat&on about cesarean sect&on on the &nternet. Regard&ng the 
ma&n theme of ‘factors affect&ng the process’, the sub-themes of ‘not want&ng to have 
&nformat&on due to fear of ch&ldb&rth’ and consent were formed. Accord&ng to our analys&s of 
the &nterv&ew results, some &nterv&ewees d&d not want to learn about ch&ldb&rth by the&r own 
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vol&t&on. It was revealed that the reason why the &nterv&ewees d&d not want to be &nformed was 
that they d&d not want to &ncrease the&r fear of ch&ldb&rth. It was revealed that fear of ch&ldb&rth 
prevents hav&ng &nformat&on about ch&ldb&rth, but paradox&cally, not hav&ng &nformat&on also 
causes fear of ch&ldb&rth. The process of obta&n&ng &nformat&on does not &nclude &nformat&on 
about the del&very by phys&c&ans and other health personnel. None of the &nterv&ewees &n our 
study stated that they gave up the&r r&ght to be &nformed before cesarean sect&on. In the 
qual&tat&ve study conducted &n Sweden, &t was stated that fear of ch&ldb&rth &s not an autonomy 
problem. It was emphas&zed that &t &s &mportant to understand why a pregnant woman 
exper&ences fear of ch&ldb&rth, espec&ally &f she &s pregnant for the f&rst t&me, and to help her 
(Fredr&ksson et al., 2024, p. 7). 
 
Table 4. The dec&s&on-maker on the mode of del&very and the c&rcumstances affect&ng the 
dec&s&on-maker. 
 

Context 
Themes 

Main theme                          Sub-themes 

Mode of 
delivery 

Decision-maker 

In partnership with physician and pregnant 
woman 
Physician with pregnant consent  
Physician 
Medical conditions 

Conditions affecting 
the decision-maker 

Traumatic fear of childbirth  
Indication 

 
 Table 4 &s based on the responses to quest&on two (Who should dec&de on the mode of 
del&very &n your op&n&on?). The context &n wh&ch the v&ews of the &nterv&ewees were sought was 
determ&ned as the ‘mode of del&very’, and ‘the dec&s&on-maker’ and ‘the cond&t&ons affect&ng 
the dec&s&on-maker’ were put forward as the ma&n themes.  In the context of mode of del&very, 
the sub-themes of phys&c&an and pregnant woman &n relat&on to the ma&n theme of dec&s&on-
maker, phys&c&an w&th the consent of the pregnant woman, phys&c&an and med&cal cond&t&ons, 
and sub-themes of fear of traumat&c b&rth and &nd&cat&on &n relat&on to the ma&n theme of 
cond&t&ons affect&ng the dec&s&on-maker were formed. As &t emerges from the analys&s of the 
responses, almost all &nterv&ewees sa&d that the phys&c&an and the pregnant woman should make 
a jo&nt dec&s&on. It was stated that &n the absence of r&sk, the dec&s&on should be left to the woman 
to a great extent, and &n case of r&sk, a jo&nt dec&s&on should be taken. Th&s d&scourse aga&n 
br&ngs to m&nd the pract&ce of elect&ve cesarean sect&on. Elect&ve cesarean sect&ons are uneth&cal 
except for &nd&cat&ons (F&go, 2015, pp. 69–70). The b&oeth&cal debate on elect&ve cesarean 
sect&on suggests that the value of women’s autonomy &n b&rth dec&s&ons should be taken as a 
g&ven, and that the dec&s&on-mak&ng process &s not about whether women should be allowed to 
choose the mode of del&very. From a legal po&nt of v&ew, the r&ght to determ&ne the 
c&rcumstances of ch&ldb&rth as a part of pr&vate l&fe &n terms of Art&cle 8 of the Convent&on on 
Human R&ghts &ncludes the method of ch&ldb&rth chosen by the woman (Dosedla et al., 2024, 
pp. 28–29). On the other hand, &n the qual&tat&ve study conducted &n Sweden, wh&ch we have 
ment&oned before, &t was stated that the med&cal dec&s&on-mak&ng process should &nvolve both 
profess&onals and pat&ents, that pat&ents should be fully &nformed about treatment, &ts benef&ts 
and harms, alternat&ve treatment methods, care opt&ons, and that the dec&s&on-mak&ng process 



 

 98 

&s collect&ve as well as &nd&v&dual; that &s, mult&faceted. However, &t was emphas&zed that the 
respons&b&l&ty for dec&s&on-mak&ng l&es w&th profess&onals. (Fredr&ksson et al., 2024, pp. 10–12). 
 
Table 5. Informed consent method and health personnel prov&d&ng &nformat&on to &nterv&ewees. 
 

Context Themes 

Main theme Sub-themes 

Informed 
consent 

Method 

Only verbal consent  
Only written consent  
Both verbal and written consent  
Neither verbal nor written consent 

Health personnel 

Physician 
Anesthesiologist  
Assistant 
Nurse  
Midwife 

 
 In Table 5, quest&on f&ve (Were you &nformed by the phys&c&an about the procedure to be 
performed before the cesarean sect&on?), quest&on s&x (Were you &nformed about poss&ble 
s&tuat&ons or compl&cat&ons that may be encountered after cesarean sect&on? If you were 
&nformed by the phys&c&an, what k&nd of procedure was followed by the phys&c&an?), quest&on 
seven (If you were &nformed by the phys&c&an, what k&nd of procedure was followed by the 
phys&c&an?) and quest&on e&ght (D&d you th&nk that the &nformat&on prov&ded to you &ncluded all 
the pos&t&ve or negat&ve effects of the procedure and was suff&c&ently explanatory for you? In 
add&t&on, Table 6, Table 7, Table 8 and Table 9 were prepared based on the answers g&ven to 
these quest&ons. In th&s framework, an attempt was made to reach the op&n&ons of the 
&nterv&ewees on whether they were &nformed about cesarean del&very, &f they were &nformed, 
what k&nd of method was followed and whether the &nform&ng was done properly, and wh&ch 
health personnel &nformed the pregnant woman. Accord&ng to the analys&s of the responses 
g&ven by the &nterv&ewees when research&ng the method of &mplementat&on of &nformed consent 
&n cesarean del&very, as we can see &n Table 5, ‘&nformed consent’ was determ&ned as the context. 
‘Method’ was &dent&f&ed as the ma&n theme, and sub-themes emerged as ‘only verbal consent’, 
‘only wr&tten consent’, ‘both verbal and wr&tten consent’ and ‘ne&ther verbal nor wr&tten 
consent’. In relat&on to the ma&n theme of ‘method’, and sub-themes of ‘phys&c&an’, 
‘anesthes&olog&st’, ‘ass&stant’, ‘nurse’ and ‘m&dw&fe’ were formed &n relat&on to the ma&n theme 
of ‘healthcare personnel’.  

Sub-themes that emerged accord&ng to the analys&s of the &nterv&ew results &n Table 5 are 
deta&led &n Table 6. In Table 6 and Table 7, &nformat&on prov&ded &s &nd&cated w&th (1) and lack 
of &nformat&on &s &nd&cated w&th (0). Boxes marked w&th (–) &nd&cate that the &nterv&ewee d&d 
not make any comments on that &ssue. As seen &n Table 6, no &nterv&ewee stated that they were 
only verbally &nformed. One (1) (&nterv&ewee w&th protocol number C.22.10) &nterv&ewee was 
only &nformed &n wr&t&ng. There were f&ve (5) &nterv&ewees (&nterv&ewees w&th protocol numbers 
C.22.5, C.22.6, C.22.7, C.22.8, C.22.9) for whom both wr&tten and verbal &nformed consent was 
obta&ned. As emerged from the analys&s of responses, four (4) &nterv&ewees (&nterv&ewees w&th 
protocol numbers C.21.1, C.21.2, C.21.3, C.21.4) spec&f&ed that ne&ther verbal nor wr&tten 
consent was obta&ned. It should be noted that two (2) &nterv&ewees &n our study (&nterv&ewees 
w&th protocol numbers  C.21.1. and C.21.4.) were not &n a  suff&c&ent cond&t&on to g&ve consent  
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Table 6. Procedure for the &mplementat&on of &nformed consent &n the context of cesarean 
del&very by &nterv&ewees. 
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Only verbal Only written Both verbal and 
written 

Neither verbal nor 
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C.21.1 0 0 0 1 

C.21.2 0 0 0 1 

C.21.3 0 0 0 1 

C.21.4 0 0 0 1 

C.22.5 0 0 1 0 

C.22.6 0 0 1 0 

C.22.7 0 0 1 0 

C.22.8 0 0 1 0 

C.22.9 0 0 1 0 

C.22.10 0 1 0 0 

Total 0 1 5 4 

 
due to emergency cesarean sect&on. From an eth&cal and legal perspect&ve, the phys&c&an’s 
d&sposal of the pat&ent requ&res the pat&ent’s consent and part&c&pat&on. The phys&c&an’s 
respons&b&l&ty &s to enl&ghten the pat&ent. Med&cal pract&ces performed w&thout &nformed consent 
are cons&dered unlawful. In the event of there be&ng a state of necess&ty &n med&cal pract&ce and 
the pat&ent cannot perce&ve or evaluate &t, &t &s accepted that consent ex&sts due to the value g&ven 
to the r&ght of personal&ty. Med&cal s&tuat&ons requ&r&ng urgent &ntervent&on may el&m&nate the 
phys&c&an’s obl&gat&on to &nform. The s&tuat&on taken &nto cons&derat&on here &s the benef&t to be 
prov&ded by the pat&ent and the fact that the pat&ent’s l&fe w&ll be endangered &f med&cal 
&ntervent&on &s not performed.  
 However, &n our study, &t was revealed that two &nterv&ewees (&nterv&ewees w&th protocol 
numbers C.21.2, C.21.3) were not &nformed verbally or &n wr&t&ng, although the&r s&tuat&ons 
were not emergenc&es. Consent of the pat&ent &s essent&al &n med&cal &ntervent&ons. If the pat&ent 
can declare h&s/her consent, &t &s an eth&cal and legal obl&gat&on to comply w&th th&s. Even &f the 
pat&ent does not want to be &nformed, the phys&c&an should evaluate th&s s&tuat&on and quest&on 
whether the pat&ent has a val&d reason. Obta&n&ng &nformed consent &s, therefore, a fundamental 
requ&rement for respect&ng the autonomy of &nd&v&duals and ensur&ng the&r &nformed 
part&c&pat&on &n the treatment to be appl&ed. Accord&ng to the results obta&ned from the analys&s 
of the &nterv&ews, none of the &nterv&ewees wa&ved the&r r&ght to &nformed consent. The fact that 
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ne&ther verbal nor wr&tten &nformed consent was obta&ned from two &nterv&ewees desp&te 
meet&ng the qual&f&cat&on requ&rements shows that eth&cal standards were not adhered to and 
that there was an eth&cal v&olat&on. W&th&n the framework of the autonomy of the person, &t &s 
the pat&ent’s dec&s&on, not the phys&c&an’s, whether to &nform or not. It &s of great eth&cal 
&mportance that the pat&ent &s &nformed verbally, understands the &nformat&on, and g&ves wr&tten 
&nformed consent autonomously. 
 Except for the &nterv&ewee w&th protocol number C.22.8, &t was learned from the statements 
of the &nterv&ewees who ment&oned that both wr&tten and verbal procedures were followed 
regard&ng consent that they were not &nformed &n deta&l about the operat&on, the forms they 
s&gned were not suff&c&ently explanatory about the pr&nc&ples of appl&cat&on, and they d&d not 
remember any &nformat&on wr&tten on the form. 
 
Table 7. Informat&on about poss&ble s&tuat&ons before and after cesarean sect&on on the bas&s of 
&nterv&ewees. 
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C.21.1 0 0 0 0 1 

C.21.2 0 0 0 0 0 

C.21.3 0 – 0 0 – 

C.21.4 – 0 0 0 1 

C.22.5 1 – 0 0 – 

C.22.6 – – 0 0 – 

C.22.7 1 – – – 1 

C.22.8 1 – 1 1 1 

C.22.9 – – 1 1 1 

C.22.10 0 – 0 0 0 

Total 3 0 2 2 5 

 
 The scope of the &nformat&on to be prov&ded &n clar&f&cat&on should &nclude d&agnos&s, 
treatment, treatment alternat&ves, the chances of success and durat&on of treatment, s&de effects 
and consequences of treatment, dangers &f any, and the consequences that may be encountered 
&n the absence of treatment, and the phys&c&an should expla&n th&s &nformat&on &n a way that the 
pat&ent can understand. The f&nd&ngs that emerged from the responses rece&ved dur&ng the 
&nterv&ews are presented &n Table 7. When we look at the scope of the &nformat&on prov&ded 
about cesarean sect&on, four &nterv&ewees stated that they were not &nformed about anesthes&a, 
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wh&le three (3) &nterv&ewees d&d not express an op&n&on on th&s &ssue. Moreover, seven (7) 
&nterv&ewees were not &nformed about the r&sks of cesarean sect&on and the r&sks that may be 
encountered after cesarean sect&on, the number of &nterv&ewees who d&d not express an op&n&on 
on both &ssues was 1. Two (2) &nterv&ewees stated that they were not &nformed about wound/cut 
care, wh&le three (3) &nterv&ewees d&d not express any op&n&on on th&s &ssue. 
 Informed consent &s cons&dered a shared dec&s&on that &s the result of a surgeon-pat&ent 
partnersh&p &n surg&cal pract&ce (Dosedla et al., 2024, p. 20). Informed consent should also 
&nclude the pat&ent’s voluntary dec&s&on after the content of the med&cal &ntervent&on &s conveyed 
to the pat&ent &n all deta&ls, prov&d&ng the pat&ent w&th suff&c&ent t&me to make a dec&s&on, and 
g&v&ng the pat&ent the opportun&ty to ask quest&ons &n order to el&m&nate all doubts &n h&s/her 
m&nd dur&ng the dec&s&on-mak&ng process. The cond&t&on for the pat&ent’s consent to the 
&ntervent&on &s to be &nformed and to be able to comprehend the &ssues they have been &nformed 
about. The &mportant po&nt here &s that the pat&ent &s free to dec&de whether to accept or reject 
the proposed treatment or &ntervent&on. In order for the pat&ent to understand and comprehend 
the &nformat&on prov&ded, &t &s recommended that the phys&c&an s&mpl&fy the &nformat&on 
depend&ng on the pat&ent’s capac&ty to understand, use s&mple terms, repeat the &nformat&on 
clearly, &f necessary, and evaluate whether the pat&ent understands &t. In add&t&on to these, 
enl&ghtenment should be done at a level where the pat&ent can make a healthy dec&s&on, 
unnecessary deta&ls should be avo&ded &n order not to cause the pat&ent to th&nk &n d&fferent ways 
and not to negat&vely affect the treatment process. If there are &ssues that the pat&ent does not 
understand, the phys&c&an should make repet&t&ons, allow the pat&ent to ask quest&ons and try to 
answer the&r quest&ons.  

Regard&ng the f&fth, s&xth, seventh, and e&ghth quest&ons related to &nformed consent where 
the answers of the &nterv&ewees &ntersected, the &mplementat&on of the bas&c components of 
&nformed consent &n the context of cesarean sect&on and the &nclus&on of the scope of 
&nformat&on were &nvest&gated. In Table 8, the &nclus&on of the &tems related to the bas&c 
components of &nformed consent and the scope of &nformat&on w&th&n the scope of the 
&nterv&ewees’ d&scourses &s &nd&cated w&th a (+) s&gn and om&ss&on &s &nd&cated w&th a (–) s&gn.  
In order to explore whether &nformed consent was duly obta&ned &n terms of b&oeth&cs and the 
place of the b&oeth&cal approach &n these pract&ces, &t was analyzed wh&ch b&oeth&cal pr&nc&ples 
the &nterv&ewees def&ned &n accordance w&th the scope of the process. The pr&nc&ples &n quest&on 
are Art&cle 4, Art&cle 5, Art&cle 6 of the Un&versal Declarat&on on B&oeth&cs and Human R&ghts 
(2005), w&th&n the framework of &nformed consent. As emerged from the analys&s of responses, 
for most of the &nterv&ewees, the cond&t&on of &nformat&on, wh&ch &s a cond&t&on for g&v&ng 
consent autonomously, was not met. W&th&n the framework of the answers g&ven to the four 
quest&ons related to &nformed consent; &t was revealed that the &nterv&ewees were aware of the 
necess&ty of obta&n&ng &nformed consent. On the other hand, accord&ng to the analys&s of the 
responses, &nformed consent &s based on respect for &nd&v&dual autonomy and personal r&ghts. 
The analys&s revealed that the phys&c&an d&d not play an adequate role &n enl&ghtenment, and 
that aux&l&ary health personnel were mostly ass&gned to have pat&ents s&gn the consent 
document. From the analys&s of the responses we obta&ned, pat&ents d&d not have the opportun&ty 
to ask quest&ons about med&cal &ntervent&on or consent and d&d not have enough t&me to read 
and understand the consent form. Furthermore, analys&s of the responses also revealed that 
un&nformed &nterv&ewees were quant&tat&vely more than &nformed &nterv&ewees. 

W&th&n the framework of the bas&c components of &nformed consent, s&x (6) &nterv&ewees 
stated that the &nformat&on was not d&sclosed to them, four (4) &nterv&ewees stated that they were 
&nformed, and &nformat&on was understood by four (4) &nformed &nterv&ewees. S&x (6) 
&nterv&ewees gave consent w&thout &nformat&on. Four (4) &nterv&ewees were &nformed about the 
r&sks of surg&cal procedures, two (2) &nterv&ewees about alternat&ves, two (2) &nterv&ewees about 
the  consequences  &f  the  treatment  &s  not  accepted,  two  (2)  &nterv&ewees  about consent to  
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Table 8. Implementat&on of the bas&c components of &nformed consent &n the context of cesarean 
sect&on and &nclus&on of the scope of &nformat&on 
 

Basic components of 
informed consent 

Status of implementation 

C.21.1 C.21.2 C.21.3 C.21.4 C.22.5 C.22.6 C.22.7 C.22.8 C.22.9 
C.2

2.10 

Disclosure of 
information to the 

patient 

– – – – – + + + + – 

Understanding of the 
information by the 

patient 

– – – – – + + + + – 

Voluntary consent – + + – + + + + + + 

Patient’s competence 
to give consent 

– + + – + + + + + + 

Scope of information 

Inclusion Status 

C.21.1 C.21.2 C.21.3 C.21.4 C.22.5 C.22.6 C.22.7 C.22.8 C.22.9 
C.2

2.10 

Diagnosis and 
treatment 

– – – – – + + + + – 

Risks of surgical 
procedures 

– – – – – + + + + – 

Alternative treatment 
methods 

– – – – – – – + + – 

Consequences if 
treatment is refused 

– – – – – – – + + – 

Approval to treat 
unforeseen conditions 

– – – – – – – + + – 

Anesthesia – – – – + – + + – – 

 
treatment of unforeseen cond&t&ons, three (3) &nterv&ewees about anesthes&a. F&ve (5) 
&nterv&ewees (&nterv&ewees w&th protocol numbers C.21.1., C.21.2., C.21.3., C.21.4. and 
C.22.10) were not &nformed about any subject that should be &ncluded &n the scope of d&sclosure. 
Informed consent, wh&ch &s a legal requ&rement, &s cruc&al &n prov&d&ng pat&ent-centered care. 
Informed consent should &nclude d&scuss&on of the r&sks and alternat&ves of the procedure and 
should be g&ven voluntar&ly by a competent person. A study of 88 women who underwent 
planned cesarean sect&on and 62 women who underwent unplanned cesarean sect&on &n a tert&ary 
care obstetr&cs center &n downtown Toronto, Canada, showed h&gher pat&ent sat&sfact&on w&th 
the dec&s&on to have an elect&ve cesarean sect&on compared to an emergency (Levy et al., 2022, 
pp. 785–790). 
 As &t emerges from the analys&s of the responses g&ven, for only one (1) &nterv&ewee 
(&nterv&ewee w&th protocol number C.22.8.), &nformed consent was duly obta&ned for cesarean 
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sect&on. When we look at the analys&s of the data, &t &s seen that the factors that pos&t&vely affect 
women’s percept&on of b&rth are the care rece&ved by the pregnant woman, be&ng &nformed about 
the pract&ces, be&ng &nformed about the opt&ons, part&c&pat&ng &n dec&s&ons, and be&ng able to 
exerc&se the r&ght to choose autonomously. Decades of emp&r&cal research have shown that 
people undergo&ng treatment are unable to make a completely free dec&s&on about the treatment 
they w&ll undergo because they do not rece&ve all the necessary &nformat&on and do not fully 
understand the &nformat&on they rece&ve (Resn&k et al., 2021, p. 61). Based on the analys&s of 
the responses, &t was found that the most &mportant factors affect&ng women’s cho&ce of del&very 
were enl&ghtenment and correct appl&cat&on of eth&cal pr&nc&ples. Also, &t was observed that the 
most &mportant reason for women to prefer cesarean sect&on was fear of labor/pa&n, and the 
reason for fear of labor/pa&n was that women were not suff&c&ently enl&ghtened. Other factors 
that &ncrease the preference for cesarean sect&on are negat&ve b&rth stor&es and women’s shar&ng 
of body &mage. 
 
Table 9. The effects of commun&cat&on between health personnel and pregnant women. 
 

Context 
Themes 

Main theme Sub-Themes 

Relationship between 
health personnel and 

pregnant women within 
the framework of 
informed consent 

Communication 

I received satisfactory information 
 Relaxing 
 Positive effect on the birth process 
 It inspires confidence 
I did not receive satisfactory information 

 
 The data obta&ned &n the &nterv&ews regard&ng the context of the ‘health personnel/pregnancy 
relat&onsh&p w&th&n the framework of &nformed consent’ are presented &n Table 9. In relat&on to 
the ma&n theme of ‘commun&cat&on’, the sub-themes of ‘I rece&ved sat&sfactory &nformat&on’ and 
‘I d&d not rece&ve sat&sfactory &nformat&on’ were formed. As emerged from the analys&s of 
responses, the number of &nterv&ewees who d&d not rece&ve sat&sfactory &nformat&on as a result 
of the&r commun&cat&on w&th health personnel &n the context of &nformed consent was h&gher 
than the number of &nterv&ewees who rece&eved sat&sfactory &nformat&on. Only two (2) 
&nterv&ewees (&nterv&ewees w&th protocol numbers C.22.5 and C.22.8) stated that the 
&nformat&on g&ven to them was comprehens&ve. Based on the analys&s of the responses, &t was 
found that &nform&ng pregnant women pos&t&vely affected the b&rth process. R&ng et al. stated 
that ma&nta&n&ng opt&mal commun&cat&on between obstetr&c&ans, nurses, and anesthes&olog&sts 
and ensur&ng that the mother’s preferences were l&stened to were &mportant to promote a safe 
and pos&t&ve b&rth exper&ence (R&ng et al., 2021, p. 24). In add&t&on to that, &nform&ng the 
pregnant women and support&ng them dur&ng pregnancy and the del&very process was effect&ve 
&n reduc&ng cesarean del&ver&es. Increas&ng rates of cesarean sect&on reflect the confl&ct between 
women’s r&ght to self-determ&nat&on and the med&cal profess&on’s duty to pr&or&t&ze the best 
&nterests of pat&ents. However, phys&c&ans must balance respect for pat&ent autonomy w&th the&r 
respons&b&l&ty to make dec&s&ons based on the&r expert&se and med&cal sc&ence. Th&s also requ&res 
a balance between med&cal preference for vag&nal del&very when cl&n&cally appropr&ate (Dosedla 
et al., 2024, pp. 26–27). 
 

Conclus'on 
When we look at the results of the research; &t &s seen that the d&scourses w&th&n the framework 
of med&cal&zat&on and the &ncrease &n r&sk def&n&t&ons lead women to cesarean del&very and that 
th&s &s an extens&on of the soc&al roles attr&buted to women, for example, the d&scourse of ‘ch&ld 
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desp&te the mother’ &s st&ll val&d or causes the &nternal&zat&on of the role of motherhood by 
assoc&at&ng womanhood w&th reproduct&on and affects women’s exper&ences &n terms of 
mean&ng load. In the context of &nformed consent, &t was found that the scope of the &nformat&on 
prov&ded to women d&d not &nclude all the elements that should be &ncluded &n &nformed consent, 
there were problems &n the eth&cal &mplementat&on of &nformed consent &n Turkey, wr&tten 
consent was not obta&ned from most of the competent &nterv&ewees, and &nformed consent led 
to less need for med&cal &ntervent&on and a more pos&t&ve b&rth exper&ence. 
 When we look at the recommendat&ons that emerged as a result of the research, the 
enl&ghtenment to be made dur&ng the pregnancy process should have the qual&ty to ensure that 
the phys&c&an and the woman are prepared for all poss&b&l&t&es that may be encountered. It &s 
cons&dered &mportant to take &nto cons&derat&on that dec&d&ng on the mode of del&very &s a 
woman’s r&ght w&th&n the framework of human r&ghts and the pr&nc&ple of autonomy, to ensure 
that the &nformat&on &s appropr&ate for the personal, cultural, soc&al, and psycholog&cal 
character&st&cs of the woman, and to d&rect women to vag&nal del&very after cesarean sect&on &n 
appropr&ate cases. W&th&n the legal system &n Turkey, the regulat&on and &mplementat&on of the 
Regulat&on on Informed Consent should be accepted as a pr&nc&ple. Thus, &nformed consent 
pract&ces w&ll be placed on a legal bas&s. In add&t&on, the ment&oned regulat&on should be made 
mandatory &n order to protect pat&ent autonomy and &mprove the eth&cal standards of med&cal 
pract&ces by ensur&ng the cons&stent &mplementat&on and execut&on of &nformed consent 
pract&ces. 
 It would be benef&c&al to determ&ne an appropr&ate roadmap for verbal d&sclosure and to f&nd 
alternat&ve methods for spec&f&c s&tuat&ons. In order for the phys&c&an to be free and autonomous 
wh&le pract&c&ng h&s/her profess&on/ dec&s&on mak&ng, &t was seen that the &ssues of not be&ng 
subjected to external factors such as coerc&on/sol&c&tat&on/performance measurement and 
&ncreas&ng b&oeth&cs educat&on and mak&ng &t more effect&ve came to the forefront. 
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