
 

i

v 

 

 

Choice and Change: Understanding Cambodian Women’s Decision-Making Processes for 

Childbirth Modes  

 

by 

Kayla Jackson 

Duke Kunshan University Global Health Program 

Duke University 

 

Defense Date: March 29th, 2024 

 

 

 

Approved: 

Qian Long, Chair 

Marius Wamsiedel, Advisor 

Chenkai Wu 

 

 

 

 

 

 

 

 

 

 

 

 

Thesis submitted in partial fulfillment of the requirements for the degree of Master of Science in 

the Department of Duke Kunshan University Global Health Program in The Graduate School of 

Duke University 

2024 

 



 

 

ABSTRACT 

Choice and Change: Understanding Cambodian Women’s Decision-Making Processes for 

Childbirth Modes 

 

by 

Kayla Jackson 

Duke Kunshan University Global Health Program 

Duke University 

 

 

Defense Date: March 29th, 2024  

 

 

Approved: 

Qian Long, Chair 

Marius Wamsiedel, Advisor 

Chenkai Wu 

 

 

 

 

 

 

 

 

 

An abstract of a thesis submitted in partial fulfillment of the requirements for the degree of 

Master of Science in the Department of Duke Kunshan University Global Health Program in The 

Graduate School of 

Duke University  

2024 

  



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Copyright by 

Kayla Jackson 

2024



 

 
iv 

Abstract 

Background: The landscape of childbirth has transformed over time, shifting from home 

births guided by midwives to a medicalized procedure predominantly in hospitals, with Cesarean 

sections (CS) as a significant innovation. Globally, CS rates have risen, including elective CS 

without medical necessity. Research conducted by the World Health Organization suggests 

optimal CS rates are between 10-15%, but many countries exceed this value. Initially, in 2014 

Cambodia’s rate was at 6.9%, but the latest data released from the Cambodian Demographic and 

Health Survey has reported a significant increase of almost 18%. Factors like demographic 

transitions and improved health care are likely to have contributed to this rise. Understanding the 

decision-making process for childbirth modes is crucial, with medical opinions sometimes 

differing from patient preferences. This study focuses on Cambodian women, exploring the 

factors influencing their birth mode decisions, aiming to highlight the significance of women's 

perspectives in shaping childbirth practices.  

Methods: Fourteen in-depth, semi-structured interviews were conducted with either 

nulliparous, primipara, or multipara pregnant women in Phnom Penh, Cambodia. Participants met 

eligibility criteria such as having single pregnancies over 28 weeks of gestational age, lacking a 

medical indication from a physician for cesarean section, and being free from known pre-existing 

medical illnesses or diseases diagnosed during pregnancy. Lastly, participants were not employed 

as health professionals. Thematic analysis was used on twelve interview transcriptions to analyze 

the data.  

Results: Thematic analysis revealed several influential factors, including utilizing 

external information sources like physicians and family and/or friends, participants’ knowledge of 

delivery method and procedure recovery, a mode of birth preference largely based on the 
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patient’s individual circumstances, the discussion of patient autonomy and authority to decide, 

and the recognition that childbirth expectations might change during labor.  

Conclusion: These research findings highlight that Cambodian pregnant woman 

processed their mode of birth based on a variety of influences and factors. This data suggests that 

an individual’s decision is impacted by their environment and the context of their lives. These 

results can help medical professionals, other maternal health providers, and policymakers better 

understand how Cambodian pregnant women process their mode of birth decisions. 
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1. Introduction  

Historically, childbirth was conducted at home with the aid of midwives or local women. 

However, contemporary childbirth practices have transformed into medicalized procedures 

predominantly occurring in hospital settings and overseen by physicians and their teams. 

Typically, these teams can include nurses, midwives, trained birth attendants, and various other 

medical professionals. This transition represents a notable medicalization of childbirth. In 1992, 

Peter Conrad characterized medicalization as a process “consisting of defining a problem in 

medical terms, using medical language to describe a problem, adopting a medical framework to 

understand a problem, or using a medical intervention to “treat” it” (Conrad, 1992). One 

particularly significant advancement in medical intervention that has revolutionized childbirth 

delivery or mode of birth (MOB) is Cesarean sections (CS). 

Initially, CS were primarily reserved for deliveries with medically necessary indications, 

such as fetal distress, placenta previa, malpresentation, or maternal health conditions. However, 

in the latter half of the 20th century and the early 21st century, there has been a prominent rise in 

non-medically indicated CS procedures, contributing to an overall increase in the CS surgical 

rate. In fact, between 2000 to 2015, there was 3.7% global increase of CS usage (Betrán et al., 

2016). While CS have undoubtedly contributed to the reduction of maternal and neonatal 

mortality rates, this surgical procedure also introduces heightened risks due to the abdominal 

incision it entails. Potential risks and complications of CS include maternal mortality, neonatal 

morbidity, uterine abruption, chronic pain, and long-term health implications (Antoine et al., 

2021; Sandall et al., 2018). Although CS is a crucial intervention when medical necessary, the 

increasing number of individuals opting for elective C-sections without valid medical indications 
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poses a complex dilemma between patient autonomy by the pregnant individuals and concerns 

regarding the overutilization of CS in healthcare facilities.  

Furthermore, there is ambiguity about a recommended CS rate. Initially in 1985, the 

World Health Organization (WHO) stated that there was “no justification for any region to have a 

caesarean section (CS) rate higher than 10–15 %”; however, scarce evidence was available at the 

time and the CS rates being observed for largely located in northern European countries (WHO, 

1985; Betrán et al., 2015). The WHO revisited their statement in 2015 after international concern 

by conducting two studies: a systematic review on that sought to find an ideal CS rate and a 

worldwide country-level analysis (WHO, 2015). Following this research, the WHO concluded 

that increases in CS rates up to 10-15% at the population level are associated with decreases in 

maternal, neonatal and infant mortality as any rate less than 10% often will be an indicator that an 

unmet institutional medical need exits, but CS rates higher than 10-15% do not indicate any 

positive, optimal maternal and neonatal outcomes (Ramos et al., 2021; WHO, 2015). 

Nonetheless, instead of focusing on a specific CS rate to maintain, all efforts should be made to 

provide CS to women in need. As such, the WHO no longer recommends a population-level CS 

rate but advises that hospital-based settings might implement the Robinson classification system 

which classifies patients into categories based on five common obstetric characteristics: parity, 

onset of labor, gestational age, fetal presentation, and the number of fetuses (WHO, 2015). By 

implementing a universal system across the world, the WHO aims to establish a common starting 

point for comparing maternal and perinatal data within facilities over time and between facilities 

thus identifying and implementing strategic interventions on specific groups classified within the 

classification system (WHO, 2015).   

There is immense concern regarding the increasing CS rate, as many countries currently 

report population-level CS rate that exceed the levels, often doubling them, that indicate no 
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evidence of associated reductions in maternal and neonatal mortality. This includes countries in 

the global north and south that each have unique medical practices, maternal health preferences, 

and healthcare system factors yet an increasing CS rate is a shared element of almost all areas. 

One country included in this example is Cambodia. Cambodia’s increased c-section rate over the 

last few decades is largely influenced by the impact of its demographic transition and improved 

healthcare system supported by a focus to strengthen maternal and child services (Glaeser et al., 

2020). Table 1 illustrates this change by listing the change in institutional births and CS rate for 

2000, 2005, 2014, and 2021-2022 which are all reported values from the Cambodian 

Demographic and Health Survey (DHS). Both institutional births and CS rate increased 

significantly over the last two decades. More specifically, this increase occurred between 2014 

and 2022.  

Table 1: 2000-2022 Cambodian Institutional Births & National C-Section Rate 

 
2000 2005 2010 2014 

2021 - 

2022 

Institutional births (%) 10 28.2 54.6 83 98 

C-Section Rate (%) 0.8 1.8 3.0 6.3 17.9 

Source: NIS 2001, 2006, 2011, 2014, 2022; Glaeser et al., 2020 & Boatin et al., 2018 

Addressing maternal health disparities in Cambodia and increasing access to formal 

health facilities have led to a shift in birthing events from home settings to institutional health 

care facilities. With increased access to environments with technological treatment options, it is 

unsurprising that these two rates coincide. As a result of the increase, Cambodia's CS rate, as 

reported in the latest DHS report, went beyond the value that evidence indicates has no positive 

effect.   
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There is also concern that this rate will continue to increase as both urban and rural 

regions are accessing health facilities at similar rates as seen in Figure 1. In addition to the rural 

and urban dynamics, Cambodia also has a dual public and private healthcare market that has 

reported differences in CS rate as seen in Table 2. In the latest DHS 21-22 report, the CS rate in 

private facilities account for more than half of all deliveries occurring in the private domain. This 

creates a major concern that the unregulated private infrastructure has impacted the utilization of 

CS. While there are many benefits to increased medical access, there are some concerns related to 

an increasing CS rate. Based on this new rate, it is essential that the decisions revolving around 

MOB be studied. 

 

Figure 1: 2000 - 2022 Urban vs Rural Births Occurring at a Health Facility 

Source: NIS 2001, 2006 2014, 2022 

 

 

Table 2: Percentage of live births via CS in Cambodia. 

 CS Rate (%) 

Public Sector 10.3 

Private (non-NGO) 50.2 

Source: NIS, 2022 
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The regulation regarding CS usage is complex as there are different opinions by various 

stakeholders. While many medical professionals advocate for vaginal birth as preferential, this 

can conflict with the patient’s perspective. Additionally, in some healthcare facilities, the 

opposite situation has been occurring. Some patients prefer vaginal birth although the medical 

opinion is pursuing nonmedical necessity CS. It is important that pregnant women be able to 

make this vital decision with all the necessary information about the risks and benefits at hand.  

 

1.1 Research Gap & Aim 

To our knowledge, only one social science study conducted in 2015 interviewed pregnant 

women in Phnom Penh, Cambodia (Schantz et al., 2016). Given that this study was conducted 

eight years ago, there is a pressing need for additional research efforts surrounding CS and mode 

of birth to gather updated information. Recent data from the DHS 2021-22 indicate a surge in the 

CS rate since the original study, underscoring the importance of updated research.  

This study aims to investigate how Cambodian women make decisions regarding their 

choice of delivery method. Analyzing factors influencing this decision-making process is crucial 

as it provides insight into why women may prefer one birthing method mode over another. 

Interviewing pregnant women offers invaluable insight directly involved in the birthing event. 

This research study seeks to explore Cambodian women’s reasoning behind their birth choice 

which enhance an understanding in the pregnant stakeholders’ perception in mode of birth. This 

knowledge will assist in identifying ways to understand the importance of the women’s 

perspective and relevant future discussions on delivery methods. 
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2. Literature Review 

2.1 Definitions: Vaginal Birth vs Cesarean section 

A vaginal or natural birth is a physiological process wherein a fetus is delivered though 

the birth canal. During this process, uterine contractions assist in pushing the fetus downward 

while the cervix dilates, allowing passage (WHO, 2018). In a vaginal birth, the fetus’ head 

typically emerges first, followed by the rest of the body (Mayo Clinic, 2022). This method of 

birth is considered natural because it allows the fetus to pass through the birth canal, which can 

help to squeeze fluids from the lungs and facilitate the transition to breathing air (WHO, 2018). 

Due to language translations and cultural preferences in Cambodia, ‘natural birth’ is the preferred 

phrase instead of ‘vaginal birth’. As such, this paper will often utilize ‘natural’ as this was the 

word used in the fieldwork and analysis.  

A CS is a surgical procedure in which a fetus is delivered through incisions made in the 

abdomen and uterus (ACOG, 2022). This delivery method may be planned in advance due to 

medical reasons or performed as an emergency procedure if complications during labor arise 

where the pregnant patient may receive regional anesthesia such as an epidural or spinal 

anesthesia to numb the lower part of the body while remaining awake although some general 

anesthesia may be utilized if needed to induce unconsciousness. (Mayo Clinic, 2022). After 

making the vertical or horizontal incisions, healthcare providers carefully extract the fetus from 

the uterus. CS can be lifesaving for both the pregnant individual and baby in certain situations, 

but some risks, infection, blood loss, and complications for future pregnancies, do exist (ACOG, 

2022). CS typically requires a longer recovery period compared to natural birth since it involves a 

major abdominal surgery. After undergoing a CS, subsequent pregnancies often mandate another 

CS delivery. However, in some cases, subsequent pregnancies may be delivered vaginally, a 

procedure known as Vaginal Birth After Cesarean (VBAC). The primary reason for the 
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preference of CS in subsequent pregnancies is the risk associated with attempting a vaginal 

delivery after a CS, as it may lead to the rupture of the cesarean scar on the uterus (Glover et al., 

2023). 

2.2 Maternal Health  

Maternal health describes the physical, mental, and social well-being of women 

throughout pregnancy, childbirth, and the postpartum period (WHO: Maternal Health, 2021). It is 

a critical component of public health as it directly impacts the health outcomes for both mothers 

and their children. Maternal health is crucial in reducing maternal mortality, which refers to the 

death of a woman during pregnancy, childbirth, or within 42 days of termination of a pregnancy 

(WHO: Maternal Health, 2021). Maternal mortality became an immense concern as the global 

maternal mortality rate (MMR) was estimated to be 385 in the 1990s, and following a decade's 

worth of efforts, the 2000s MMR was still significantly high at 243 (Douthard et al., 2021).  

The Millennium Development Goals (MDGs) played a crucial role in focusing global 

attention on improving maternal health, but their impact on reducing maternal mortality rates 

varied by region and country. While some progress was made, particularly in regions where 

MDG-focused interventions were implemented effectively, challenges remained in achieving 

significant reductions in maternal mortality worldwide. 

Two studies reported impactful changes through MDG-focused efforts. One study stated 

that the global maternal mortality ratio declined by approximately 43% between 1990 and 2015 

(Alkema et al., 2016). This would suggest progress related to MDG 5, the goal aimed at 

improving maternal health; however, this decline fell short of the MDG target of reducing 

maternal mortality by three-quarters in 2015. As such, this study highlighted the significance of 

sustaining efforts after the MDG era to further reduce maternal mortality. The second study also 
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emphasized that while significant progress was made in some countries during the MDG era, the 

progress was uneven with disparities between high-income and low-income countries (Hogan et 

al., 2010). This information underscored the need for targeted interventions and investments in 

maternal health in certain regions of the world in order to reduce maternal mortality.  

While the MDGs helped raise awareness and mobilize resources for improving maternal 

health, their impact on reducing maternal mortality rates varied widely. Moving forward, 

sustained efforts, enhanced health systems, and targeted interventions will be crucial for 

achieving further reductions in maternal mortality globally. Not surprisingly, following the MDG, 

the Sustainable Development Goals (SDGs) were created to build on the success and areas 

needing further improvements. The 17 SDGs, comprising 169 targets, broadens the scope and go 

further than the MDGs by addressing the root causes of poverty and the universal developmental 

needs of all people (United Nations, n.d.)  

Specifically, SDG 3 aims to ensure healthy lives and promote well-being for all at all 

ages. Target 3.1 under SDG 3 particularly addresses maternal mortality, aiming to reduce the 

global maternal mortality ratio to less than 70 per 100,000 live births by 2030 (United Nations, 

2015). Moreover, SDG 5 focuses on achieving gender equality and empowering all women and 

girls, and although this goal does not directly address MMR, SDG 5 emphasizes the importance 

of improving maternal health and reproductive rights as part of broader gender equality efforts 

(United Nations, 2015). 

In 2020, it was estimated that 287,000 women globally died from maternal deaths which 

yielded  an overall MMR of 223 maternal deaths per 100 000 live births for the 185 countries and 

territories covered in this analysis (WHO et al., 2023). As seen in Figure 2 while overall trends 

suggest a decrease in maternal mortality, improvements are still necessary almost a decade 

following the establishment of SDGs, especially since trends indicate a reversal or stalling in the 
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2016 to 2020 bracket. In all, maternal health targeted intervention and focused efforts are still 

essential in overcoming global health equity and disparities globally.  

 

Figure 2: Global MMR stratified by five-year time period, 
Source: WHO et al., 2023 

2.3 Cambodia: Maternal Health and Birth 

 Cambodia has experienced significant improvements toward maternal and child health 

including meeting the MDGs Goal 4 and 5a of reducing child and maternal mortality (Ministry of 

Health et al., 2014). More recently, in the DHS 21-22 reported, the maternity mortality was 

reported to be 154 per 100,000 live births which is an immense decrease as in 2000 the MMR 

was 488 per 100,000 (Um et al., 2024). A significant factor likely contributing to this 

improvement is the expansion and improved health insurance coverage through Cambodia’s 

National Social Security Fund (NSSF) and Health Insurance Scheme in 2008 which has increased 

the proportion of women covered by health insurance from 16% in 2014 to 22% in 2021-2022 as 

reported by the DHS 21-22 reports (NIS, 2022). Nonetheless, efforts are still needed to meet the 

SDGs goal of 70 per 100,000 live births.  
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3. Methods 

3.1 Study Setting 

Data collection for this research project took place in Phnom Penh, Cambodia, the 

country’s capital and most populous city situated in the south-central region of the country at the 

convergence of the Tonlé Sap, Mekong, and Bassac rivers. As of 2024, the city’s population is 

estimated to be just over 2,353,000 with projections indicating continued growth in the coming 

years (Macro Trends & UN DESA, 2022).  

 

Figure 3: Cambodia Country Map 

Source: NIS, 2022 

In 2019, most of Cambodia's population identified as Khmer (95.8%), with smaller 

minority groups such as the Cham (2.4%), Chinese (1.5%), and other ethnicities (0.7%) also 

present (NIS, 2019 & CIA, 2024).  Khmer serves as the official and most widely spoken 

language, accounting for 95.8% of the population. However, ethnic minority languages make up 

2.9% of spoken languages, while 1.3% of individuals speak a foreign language as their mother 

tongue, including Vietnamese, Chinese, Laotian, and others (NIS, 2019). 

Buddhism holds the status of the official religion, accounting for 97.1% of the country’s 

population. Nonetheless, there are also minority communities of Muslims (2%), Christians 
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(0.3%), and followers of other religions (0.5%) within the nation as well (NIS, 2019). In Phnom 

Penh, the capital city, religious demographics closely mirror the national statistics, with 

approximately 97.8% Buddhists, 1.6% Muslims,  0.5% Christians, and 0.1% other religious 

minority (NIS, 2019).   

3.2 Study Design 

This project’s analysis utilized semi-structured interviews conducted between February 

28th, 2024 and March 3rd, 2024 in Phnom Penh, Cambodia. Fourteen semi-structured, in-depth 

interviews were conducted in-person with a University of Health Science research assistant and 

pregnant participant. Two interviews from the data analysis were excluded. In total, twelve 

interviews were a part of the data analysis. This research study recruited individuals from a 

private maternity clinic called ‘The Maternity’ in Phnom Penh. The clinic’s name was 

anonymized to protect the privacy of both the clinic and the participants receiving medical care 

there. 

3.3 Study Population 

Women were eligible to participate if they were between the ages of 18 and 35 and met 

the following criteria: nulliparous, primipara, or multipara pregnant woman. Other eligibility 

criteria required individuals with single pregnancies over 28 weeks of gestational age, without a 

medical indication from a physician for cesarean section, free from known pre-existing medical 

illnesses or diseases diagnosed during pregnancy, and not employed as health professionals. 

3.4 Data Collection 

3.4.1 Recruitment 

Study participants were recruited from a ‘The Maternity’ which is a private clinic located 

in the ‘The Maternity’ district in Phnom Penh, Cambodia. ‘The Maternity’ manager called 
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potential participants who met the study’s criteria to see if they were interested. If the future 

participant was interested, the clinic manager scheduled a time for the individual to come to the 

clinic to be interviewed.  

‘The Maternity’ manager also reached out to the local factory manager nearby the clinic 

to recruit potential participants by providing the manager with the study’s information and 

criteria. If the factory manager knew of any potential participants that might be interested, the 

potential individuals were able to contact the clinic manager.  

3.4.2 Informed Consent 

The informed consent process for this research study followed a meticulous protocol to 

ensure participant understanding and compliance. Written consent was obtained through a pre-

approved consent form in Khmer which provided comprehensive information on this study’s 

background, participant criteria, and the consent process itself. This consent form included details 

on the study procedures, confidentiality, voluntary participation, and potential benefits and risks. 

If the participant was illiterate and could not read the written consent form, the Cambodian 

research assistant read the consent form to the participant. After receiving all the information and 

consent form, the participant wrote and signed their name. If the participant could not print their 

full name, the Cambodian research assistant wrote their name while the participant provided their 

signature. A copy of this consent form was provided to each participant following the completion 

of the interview, so participants could contact the research team with questions or concerns about 

the research study.  

As stated by the Cambodian National Ethics Committee for Health Research (NECHR), 

written consent forms are the preferred method to obtain informed consent from participants. 

Additionally, written consent forms must be stored by the local collaborating partner, University 

of Health Sciences, in Cambodia for seven years. This is in compliance with local regulations. To 
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ensure access by the DKU Principal Investigator, the signed consent forms were securely stored 

electronically via Duke OneDrive .  

3.4.3 Interview Collection 

Interviews were conducted in Khmer by the local research assistants from University of 

Health Sciences. The interviews were audio-recorded with a voice recording device, and 

following the interview, the data from the recorded device was transcribed by the research 

assistant into English for reporting purposes for the PI. The English transcript results were 

analyzed through NVivo to identify common themes in the qualitative data. All interviews were 

conducted in a private room in the ‘The Maternity’ clinic to ensure confidentiality. Following the 

completion of the interview, all participants were compensated $10 USD for their time and efforts 

participating in the research study. Each compensation envelope had a blank written consent form 

in each compensation envelope. This blank form was an exact copy of the one participants had 

signed at the beginning of the interview and provided the participant with the research team’s 

contact information and the NECHR contact information if necessary.  

3.4.4 Ethical Consideration 

Ethical approval was approved by Duke Kunshan University Institutional Review Board 

(IRB) in Kunshan, Jiangsu, China in October 2023 and the Cambodian National Ethics 

Committee for Health Research (NECHR) in February 2024. 

3.5 Semi-Structured Interview Guide 

Qualitative data were collected through an in-depth semi-structured interview guide 

(Appendix A) designed to explore Cambodian pregnant women's decision-making process 

regarding mode of birth. The semi-structured guide was organized into distinct topic domains 

including patient demographics, the social construct of motherhood, knowledge about Cesarean 
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section versus natural birth, and factors influencing the decision-making process. The interview 

guide was developed collaboratively by research team members from Duke Kunshan University 

and the University of Health Sciences in Cambodia, and the guide was initially drafted in English 

and then translated into Khmer. Any translation discrepancies were addressed to ensure cultural 

relevance and participant understanding. The flexible nature of semi-structured interviews 

allowed interviewers to adapt questions to each respondent’s answer thus facilitating deeper 

exploration of relevant topics throughout the interview process.  

3.6 Data Analysis  

Transcriptions of the audio files were created by the two Cambodian research assistants 

who conducted the qualitative interviews. Data were de-identified for all participants. Interview 

transcripts were uploaded to the Duke OneDrive. The principal investigator utilized a thematic 

analysis approach to code the transcripts. NVivo14.23.0 was used to code and organize the data.  

First, interview transcripts were grouped by whether the participant was a nulliparous or 

primipara/multipara pregnant woman. After all interviews were read, the transcriptions were 

coded and then organized into potential themes by grouping together related codes that conveyed 

similar ideas. The researcher then reviewed and refined the identified themes.  
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4. Results 

4.1 Demographic Characteristics 

The socio-demographic characteristics of this cohort are shown in Table 3 and Table 4. 

The final study sample consisted of 14 interviews. 2 interviews were excluded from the data 

analysis as their age exceeded the study’s eligibility. Most participants reported their age between 

23 and 32 years old with a mean age being 28.3 years old. All interview participants were 

married. Majority of the pregnant women had completed at least one grade or more of secondary 

school level education. One participant reported their occupation as an industrial engineer at a 

factory while all remaining participants stated their occupation was factory workers. Household 

size varied in the cohort although majority reported their household to be larger than the 

participant and their husband. Most of the monthly household income was either 400, 500, or 700 

USD. All participants reported their current place of residence in Phnom Penh; however, multiple 

participants reported their hometown outside of the capital city.  

Related to pregnancy characteristics, most of the participants either were nulliparous (n= 

5) or primiparous (n= 6), and majority preferred a natural delivery (10) over a CS (2). For those 

who previously had children, eight of those children were born via natural delivery while only 

one had been delivered via CS. Eight of the participants had expectations to deliver at a public 

hospital facility, three preferred at a public health center, and one expressed a desire for it to 

happen at a private clinic. All participants received maternal care checkups; however, many 

participants attended multiple facilities throughout their pregnancy instead of attending just once 

facility.  
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Table 3: Sociodemographic Characteristics of the Analytic Sample 

Variable Respondents, N=12  

(Frequency) 

Current Age, years 

23 

24 

25 

28 

29  

30 

31 

32 

 

 

1 (8%) 

1 (8%) 

1 (8%) 

  2 (17%) 

  2 (17%) 

  2 (17%) 

  2 (17%) 

1 (8%) 

 

Marriage Status  

Married  

Not Married 

 

 

       12 (100%) 

- 

Education Level 

Primary School or Less 

Secondary School 

University, Equivalent, or Higher 

 

 

  3 (25%) 

  8 (67%) 

1 (8%) 

 

Occupation  

Factory Worker  

Industrial Engineer  

 

    11 (92%) 

1 (8%) 

 

Household Size 

2    

3  

4 

6 

7 

 

  3 (25%) 

  4 (33%) 

  2 (17%) 

  2 (17%) 

1 (8%) 

 

Household Monthly Income (USD)   

250  

400   

500   

600  

700 

 

 

1 (8%) 

  3 (25%) 

  4 (34%) 

1 (8%) 

  3 (25%) 

 

Current Place of Residence  

Phnom Penh     

Adjacent Providence   

Distant Providence   

 

 

     12 (100%) 

- 

- 
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Table 4: Maternal & Pregnancy Related Characteristics of the Analytic Sample 

Variable Respondents, N=12  

(Frequency) 

Number of Pregnancy * 

One 

Two 

Three 

Four + 

 

 

  5 (42%) 

  6 (50%) 

-  

1 (8%) 

Desired Birth Mode for Current Pregnancy 

Natural  

C-Section 

 

 

   10 (83%) 

  2 (17%) 

 

Expected Delivery Location  

Public Hospital   
Public Health Center   
Private Clinic    

 

 

  8 (67%) 

  3 (25%) 

1 (8%) 

 

Previous Birth Mode ** 

Natural  

C-Section 

 

 

    8 (89%) 

    1 (11%) 

Maternal Care   

Yes  

No  

 

       12 (100%) 

-   

 

Maternal Care Facility *** 

Public Hospital 

Health Center 

Private Clinic 

 

   5 (23%) 

   9 (41%) 

   8 (36%) 

 

*Number report includes current pregnancy 

**Frequency (N= 9): Women w/ previous pregnancies. Women who were nulliparous were 

excluded.  

*** Number exceeds 12 since participants attend multiple facilities throughout their pregnancy.  
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4.2 Outcomes Themes  

In the interview, questions were separated into topic domains: the social construct of 

motherhood, knowledge about CS versus natural birth, and factors influencing the decision-

making process. The goal of asking these topic domains and questions was to examine different 

potential influences and factors impacting the decision-making process. Through the transcription 

analysis, several recurring themes incorporated influential elements that tracked how pregnant 

women might process their preference for a specific MOB and how they came to this decision. 

The results indicate that MOB preference is a multifaceted process with multiple influences likely 

affecting or contributing to a childbirth preference by pregnant women. Below, the response and 

common themes are explored. 

4.2.1 Delivery Mode Information Sources  

 When asked about describing delivery modes and where this information often 

comes from, all participants were able to identify natural and CS as the most common childbirth 

methods. Initially, some nulliparous pregnant women were hesitant to provide details, as they had 

not yet experienced the event, but when prompted to explain what they have heard, they provided 

detailed knowledge about each MOB. When discussing the various sources of information for 

childbirth, several repeating groups of individuals were noted. These people were grouped into 

three types: health professionals; family, friends, and colleagues; and personal experiences.  

 Pregnant women identified healthcare professionals as useful and often trustworthy 

sources when obtaining knowledge related to their pregnancy and childbirth. This was often 

revealed while asking about the role of healthcare professional and education. One participant 

who was 32 years old and primiparous highly stressed the significance of maternal checkups and 

consultations with medical professionals.  
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“Healthcare providers are expertise in that field so it is like we are getting the 

advice from our parents when consulting with them. We can ask them if we have 

any question. We can discuss and seek good advice from them. Anything 
provided by healthcare professional is significant. I pay attention to their 

consultation and advice at 95%.” 
 

One 30-year-old, primiparous participant identified medical professionals as a source they rely on 

for multiple maternal health aspects. 

“The sources of information that I rely on is from healthcare professionals; like 

they advise me how to take care of my baby, the bathing, the hygiene and taking 

care of mother health.”  

Asking medical advice from health professionals was echoed by another participant who was 30 

years old and primiparous. However, this participant recognized that during these consultations 

they might not recognize what they should ask, or the concern occurs outside of the visit. This 

quote below was mentioned when asked about necessary improvement for birth information and 

resources.  

“I think it is not enough, but every time, I come to meet healthcare professional, I 

have no idea what I should ask them. … I also want to have an improvement on 

that part because sometimes, I cannot come to meet them immediately so I wish I 

can contact them via mobile phone.” 

While health professionals are widely cited as trustful sources of maternal health 

information and childbirth recommendations, the location of advice from medical staff varied. A 

large majority of participants identified they attended health centers or public hospitals for 

maternal health checks due to a NSSF compensation they received as a reason to seek medical 

care from the specific location type. Below is a quote from a 24-year-old, nulliparous participant 

who prioritized seeking care from a health center or public facility due to a NSSF compensation.  

“I have an NSSF card as I am a factory worker. When you come to receive 
check-up at public health facility, the pregnant women are given 20$ per month. 

You cannot receive the money if you go to a private health facility that has 
cooperation with NSSF. Yet, if you go to public health facilities such as health 

center or large hospital like Calmette, you can receive that money.” 
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However, this same individual stated that they only utilize the NSSF-compensated facilities when 

they will receive the money and will choose to seek medical care elsewhere for other check-ups 

or medical attention.  

“Yes, but I come to the health center only at the month which I can get the 

money. Besides, for other months, I come to have check-up at health facility 

around me.”  

This became even more complex when the same 24-year-old, nulliparous participant cited that 

they planned on giving birth at a facility they had never sought maternal checks-ups before. The 

large infrastructures size and the ability to receive a complementation were identified as potential 

factors related to their decision-making process.  

“I have never received a maternal check-up at Calmette hospital, but I used to go 

there once I got sick last time. … Because it is a large hospital, and I can receive 

allowance from our prime minster.” 
 

 Another cited source of information related to childbirth was family, friends, and 

colleagues. One 29-years-old, nulliparous pregnant women identified their mother-in-law as 

influential, especially when discussing her own mothers-in-law’s personal experience giving birth 

naturally.  

“I’m looking for the information from my mother-in-law because I don’t live with 
my own mother. I asked her how to give birth by natural birth. She advised that 

natural childbirth is good because she has experienced it.”  

Another 28-year-old, multiparous participant stated the importance of their elders’ advice 

specifically on MOB.  

“For me, I believe in old people's words. They say natural birth is better than 
cesarean delivery. We can take care of ourselves so that our baby is born 

easily.” 

 

However, family and friends were occasionally perceived as less dependable sources. 

Participants expressed that while family and friends were important for discussing health-related 

matters and childbirth preferences, their lack of expertise in medical knowledge and health 
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conditions caused some hesitation in fully trusting their advice. Below is a statement provided by 

a 32-year-old, primiparous participant.  

“My friends encourage me to continue to have natural birth, but this also 
depends on our health condition that we always follow up with our health … 

Anything provided by healthcare professional is significant. I pay attention to 

their consultation and advice at 95%.”    

 

Additionally, a 29-year-old, primiparous women mentioned that even her family acknowledged 

the differences in childbirth circumstances compared to previous generations, leading them to 

believe that health professionals might offer more reliable information.  

“When I asked them, they told me that their generation was different from now; 

so, they didn’t know. Then, we should have more trust in healthcare 

professionals and only trust some information on Facebook.” 

4.2.2 MOB Knowledge  

Pregnant women identified natural and CS as two modes of birth and described each 

delivery method. When asked to provide an opinion between the two options, natural delivery 

was most often cited as the preferred method. When asked to explain why, many participants 

recognized that natural birth was likely more painful than CS but acknowledge that the recovery 

time for natural birth was less time consuming when comparing the intensive wound care 

required of a CS delivery. One 29-year-old, nulliparous woman described the healing process 

being more difficult and requiring more time.   

 “I think natural delivery is as easy as cesarean section, but cesarean section will 

afflict us later. If we give birth through natural delivery It will heal soon but if 
cesarean section they need to be shot with Anesthesia or sedation which makes it 

not easy to heal.” 

 

 Likewise, another participant who was 32-years old and primiparous acknowledged that 

it’s the pregnant woman’s responsibility to clean her wound and if problems should occur, she 

should seek medical advice from healthcare professionals. The statement below is about a 

colleague who had experienced a CS and had issues related to their wound and health.  
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“For those who have c-section delivery, if they take a serious care of themselves, 

they will get better recovery. However, if they don’t take care of themselves, it 

can cause to serious problems. The stitches on the wound might tear up or it can 
get swollen on that area. For instance, my colleagues had vaginal discharge and 

the stitches kept on tear up. This is because she doesn’t take care of herself or 
seek for care from healthcare professional to address that vaginal discharge 

problem.”  

 

Contrastingly, one 23-year-old, nulliparous participant believed that natural delivery was 

even less painful when compared to CS due to the recovery related requirements.  

“Natural birth is less painful compared to c-section. For c-section, during the 

delivery, it is not really painful, but after performing c-section, can be two or 

three days later, it will become very painful. Yet, for natural birth, I heard that it 

is very painful during delivery, but after that, it will get back to normal.” 

4.2.3 Mode of Birth Preference 

  In the end, all the participants declared a preference for one of the MOB after 

considering CS and natural delivery as the two primary options, with a significant majority 

favoring a natural delivery over CS. For example, a 29-year-old, nulliparous woman expressed a 

preference for natural delivery due to her healthy condition, echoing the sentiment of other 

participants who perceived CS as primarily reserved for medically necessary situations.  

“If they let me choose, I will still choose natural birth because I am 
healthy why do I need to give birth by C-section?” 

Similarly, a 25-year-old nulliparous pregnant participant mentioned their preference, which was 

influenced by their employment status in the formal economy as a factory worker, as noted in the 

first quote. Another statement by the same participant also shared their insight into their 

knowledge of pain and recovery time associated with natural delivery. 

“First, it is because I work at factory. By having natural birth, I can get 
recover faster and do the heavy work later. In addition, the faster 

recovery of natural birth also makes it easier for me to look after my 
child.” 

 

 “One good point of natural birth is mother will not experience any 
serious pain after she gives birth to her baby. It only feels painful before 
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or during the labor. Also, it might take only one week for a wound from 

natural birth to recover. It is better and easier to have natural birth.”  

    

Another participant who was 29 years old and primiparous highlighted a similar concern related 

to recovery time and wound care when comparing natural vs CS. This was a recurring statement 

made by participants as they were concerned with the surgical incision cite resulting in a longer 

recovery time which interfered with their ability to work.  

“The birth wound from natural birth takes shorter time to recover than 
the surgical wound of c-section birth. One of my colleagues had a c-

section delivery and she still feels pain in her surgical wound.”  

“For natural birth, we can recover and come back to work faster; we 
don’t need to take serious care of ourselves compared to c-section birth. 

We are also afraid of having the surgical wound or scar resulting from 

c-section birth.” 

 Among the two participants who preferred a CS for their upcoming birth, both were 

concerned with potential health reasons such as obesity and fetal presentation, both of which are 

health-related concerns. The participant who expressed concern about their weight strongly 

preferred a CS delivery. In contrast, the participant had not descended into the birth canal would 

have opted for a natural delivery if there were no complications. However, given the concern, the 

pregnant women indicated a preference for CS if the issues persisted.  

4.2.4 Authority in the Decision-Making Process 

When asked to identify who has the most priority in making the decision to have a natural 

vs CS delivery, the pregnant women herself was an often-cited answer. A 23-year-old, 

nulliparous woman stated:   

“No, it is the woman, herself to decide whether she want natural delivery or c-
section. However, in the case when woman cannot have natural delivery, the 

healthcare professionals will require to perform c-section, but if woman can have 

natural delivery, then it depends on her decision”.  
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 Additionally, healthcare professionals were mentioned as important stakeholders in the 

decision-making progress either in addition to the pregnant women herself or above. One 29-

year-old, nulliparous woman said this when prompted who was the biggest stakeholder on the 

decision-making process. 

“Healthcare professionals because they know our health, we only know that we 

are in pain and want to give birth but we don’t know about our own health. Only 

healthcare professionals know.”   

 
Numerous participants agree with this sentiment and advise that the two most important were the 

pregnant woman and the health professional. That the pregnant woman is responsible for 

expressing their symptoms, but the health professional is responsible in listening to these 

symptoms and providing advice.  

4.2.5 Recognition of Birth Dynamics  

While each participant had a preferred MOB, supported by specific reasons influenced by 

various factors, many of the participants recognized that their preference toward a specific MOB 

was not guaranteed. A 31-year-old primiparous participant acknowledged that input from a health 

professional day of birth would potentially alter their initial preference towards accepting a CS 

delivery.  

“If the day of childbirth came and the doctor said it was impossible to give birth 

by natural birth and had to give birth by C-section, I had to follow his/her 

advice.” 

This belief was reiterated by a 30-year-old nulliparous woman who emphasized the importance of 

women being open to CS if their health status changes particularly in the eyes of medical staff.  

“It's fine. But if something goes wrong and we have to give birth by cesarean 
section, we have to accept. For example, Doctors say that I need to give birth by 

cesarean section, so it’s okay I will follow them.” 
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5. Discussion 

This study aimed to identify factors contributing to the decision-making process of 

Cambodian pregnant women regarding their preferred mode of childbirth delivery. The factors 

revealed among this cohort of pregnant Cambodian women were multi-dimensional. The themes 

included are utilizing external sources of knowledge, knowledge related to natural and CS 

delivery modes, establishing a preference based on the input and knowledge possessed, 

discussing who has the authority in the decision-making process, and recognizing that birth 

delivery modes do dynamically change. 

This study underscored the pivotal role of external information sources, including 

healthcare professionals, family members, and friends, on pregnant women’s preference and 

perceptions regarding childbirth. This finding aligns with previous studies which similarly 

highlighted the impact of both health professionals and social networks on MOB preferences 

(Nguyen et al., 2024). Specially, this study revealed that the decision to trust advice and 

knowledge from health professionals and families was widely accepted by the majority of 

participants, underscoring the significant influence of these sources in the decision-making 

process. However, variability existed among participants, with some expressing a greater trust in 

health professionals over family and friends. Interestingly, participants stated a few times that 

their elder family members recognized a lack of personal experience on childbirth matters due to 

the evolving landscape of medicalization and institutionalization in birth practices over the last 

several decades. This finding highlights the shifting dynamics within familial and medical 

spheres, where health professionals are increasingly trusted and regarded as authoritative sources 

of information on maternal and childbirth delivery decision-making. Overall, these findings 

highlight an importance consideration for external influences when addressing the complexities 

of decision-making surrounded MOB.  
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Related to childbirth delivery knowledge, this study indicated that participants possessed 

a nuanced understanding of childbirth delivery characteristics, recognizing that both natural and 

CS methods entailed pain. However, pregnant women in this study distinguished between the 

types and duration of pain associated with each method. While natural delivery was viewed as 

involving intense pain during childbirth itself, the recovery period time was perceived as less 

painful and less time intensive compared to CS. Notably, participants cited wound care for the 

surgical incision as significant consideration when deliberating their preferred MOB. This aligns 

with research conducted in Japan, where primiparous women also expressed concerns about 

postoperative pain following CS and exhibited a preference for natural delivery (Takegata et al., 

2018). The perceived severity of CS wound care emerged as a major concern during the 

interviews, potentially impacting participants’ ability to recover swiftly and attend to newborn 

care or return to work. Returning to work posed a particular concern regarding wound care as 

physical labor or lifting tasks could potentially exacerbate the healing process. Additionally, their 

employment status was crucial as it provided necessary income, further emphasizing the 

importance of swift and smooth recover post-delivery.  

In this research study, I observed two distinct perspectives concerning patient autonomy 

and the right to determine childbirth delivery mode. Firstly, many of the Cambodian participants 

asserted that the decision regarding natural or CS birth rested solely with the pregnant woman, a 

viewpoint consistent with other published research findings (Takegata et al., 2020). While women 

in this study believed the pregnant individuals had a significant agency in the decision-making 

process for delivery mode, including the right to choose CS, they still predominantly preferred 

natural delivery. This finding mirrors a similar trend observed in Thailand, where 32% of 

participants felt CS on maternal request was their right, yet 77.3% of those who stated CS as their 

right still preferred natural delivery (Yamasmit et al., 2012). While this study did not directly 
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explore healthcare workers’ perceptions regarding authority, existing research suggest a global 

trend among maternity care providers to accommodate CS per maternal request and advocate for 

pregnant patients’ involvement in decision-making processes (Loke et al., 2019). 

The second opinion found in this research study suggested that healthcare professionals 

hold the authority to determine delivery mode, whether it be natural or CS delivery. This second 

perspective is supported by a research project in the UK which indicated that 50-70% of women 

in that study felt that it was the obstetricians’ responsibility to decide if a CS was necessary 

(Kingdom et al., 2009). This slightly diverged from this research project as the participants 

considered both delivery methods as a medical professional’s responsibility. One possible 

explanation for this difference could be the significant emphasis placed by pregnant woman on 

their health condition. This consideration extends beyond medical staff identifying an unhealthy 

state necessitating a CS but also recognizing when a healthy status may allow for a natural 

delivery.  

Considering who has the right to decide on MOB is crucial for several reasons. First, it 

respects the autonomy and agency of pregnant individuals as this ensures the patients have the 

right to control over their birthing experiences. Secondly, understanding the dynamics of 

decision-making in childbirth can inform healthcare policies and practices to better support 

pregnant individuals and improve overall birthing experiences. To understanding the dynamics of 

authority decision making and agency, it’s vital to acknowledge that both inputs hold importance. 

A study in Ethiopia highlighted this by revealing that while 60% of patients believed they had the 

right to decide on various surgical procedures, a quarter of participants also viewed it as a shared 

responsibility between patients and healthcare professionals (Adu-Bonsaffoh et al., 2022). This 

shift would suggest that rather than viewing patients and healthcare professionals as adversaries, 

they could collaborate to consider each other’s beliefs and preferences.  
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Since this project was a cross-sectional study focused on the participants’ preferences 

before their impending births, it is impossible to compare these preferences with those expressed 

during labor or in the postpartum period. Nonetheless, this research revealed that the participants 

recognized that the possibility of the actual birth mode differing from their expectation or 

preferences on the day of labor. This information is important as it illustrates the adaptability  

exhibited by the participants, aligning with findings from other research studies indicating that 

pregnant women often experience a sense of loss of control during birth and may have an 

unsatisfying birthing experience (Fair et al., 2012).   

In this research project, a few questions explored the locations where participants 

received maternal health checks during their pregnancies and where they intended to give birth. 

Based on the findings, I discovered that the majority of the participant cohort opted to seek 

maternal care at health centers or public hospitals affiliated with the NSSF, which provided 

pregnant patients with a financial allowance. The Cambodian government first implemented the 

financial initiatives in 2014 and was expanded in 2023 to include four prenatal check-ups, each 

reimbursed at $20, a $200 payment on the day of birth, and 10 more payments of $20 when they 

take their babies for check-ups and vaccination appointments (Long, 2023). Although it was 

unclear whether the participants were beneficiaries of the old or newer policy, the financial 

assistance greatly alleviated their concerns about missing work for maternal health check-ups. 

However, accessing care at these facilities proved challenging if participants did not receive the 

allowance. For example, traveling to these facilities would require missing work and had the 

added cost for transportation. Consequently, many of the participants sought medical care at other 

facilities, both public and private, likely due to proximity. A closer location minimized 

disruptions to work disruptions and incurred lower transportation costs, a sentiment echoed by 

many participants.  
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While the implementation of an allowance for women enrolled in the NSSF scheme has 

had a positive impact on its intended beneficiaries, this research yielded a critical factor to 

consider when participants seek additional care at secondary facilities: continuity of care. 

Previous research in this area has demonstrated that continuity of care in maternal health is 

closely linked with positive child delivery experiences (Wiegers, 2009; Dahlberg et al., 2013). If 

participants are receiving medical care from multiple healthcare establishments, it is important to 

consider potential negative consequences or experiences that may occur due to a lack of 

continuity in maternal health care. Additionally, while further research is necessary to study this 

specific phenomenon, it is plausible that an increased demand for non-medically necessary CS 

may be attributed to women seeking medical advice from private facilities, which often report 

nearly doubled CS rates. As of 2022, 58 public facilities and 70 private facilities in Phnom Penh 

have signed agreements with the NSSF scheme (Kingdom of Cambodia, 2023). Even if the 

pregnant women ultimately give birth at a public hospital under the NSSF scheme collaboration, 

they might have received maternal health advice from a private facility.  

In all, this study has important implications in understanding various factors related to the 

decision-making process for Cambodian women. This included identifying external knowledge 

sources, knowledge related to natural and CS delivery modes, establishing a preference based on 

the input and knowledge possessed, discussing who has the authority in the decision-making 

process, and recognizing that birth delivery modes do dynamically change. These findings seek to 

fill a gap in literature around delivery mode preferences in Cambodian women as the country is 

documenting an increase in CS and institutional births as seen from the most recent DHS report. 

There were also some limitations regarding this research project. First, the number of 

participants in this cohort underscore a need for caution. Additionally, the participant represented 

a select population group that lives relatively close to the private clinic, and almost all the 
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participants occupation worked as factory workers. More precisely, these participants represent a 

specific subset of individuals employed as they work in the formal job economy market. In 2019, 

statistics revealed that out of the 7.3 million noncivil servant workers, approximately 1.1 million 

were engaged in the formal sector, while 6.1 million were a part of the informal sector, and fewer 

than 0.1 million worked in households (Bordon, 2024). With reduced volume and less diversity, 

the results of this study may not be generalizable or representable to the general population in 

Phnom Penh. 

Nonetheless, even with these limitations, this study’s current findings emphasize the 

significance importance and opportunities for future research with more updated data and larger 

samples sizes. Furthermore, while this study only relied on interview participants while currently 

pregnant and preceding their upcoming birth, it would be beneficial for a prospective research 

study to interview participants before and following their delivery. This would gather further 

important data to confirm the prior preferred delivery option, what mode of birth occurred, and 

how participants viewed their decision afterwards.  

Finally, I want to acknowledge that my status as a white, US-born, female could result in 

certain biases in my interpretation of the results as an outsider to the project’s location. 

Recognizing and understanding this potential bias, I strived to work closely with the Cambodian 

research assistants to learn more about the Cambodian culture and context to better understand 

the local setting and people. I was very open to feedback from the research assistants throughout 

the planning and implementing process to recognize my position and how collaborating was 

essential for both sides. 
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6. Conclusion 

This study qualitatively analyzed how women processed mode of birth decisions. In 

exploring the process of mode of birth decisions-making and preferences among Cambodian 

pregnant women, these findings highlight the multifactorial nature of this selection process. These 

results suggest that pregnant women incorporate childbirth knowledge from external sources like 

healthcare staff, family, and friends, they also recognize specific birth characteristics involving 

pain and recovery time as significant reasons, who has the agency and the right to decide, and 

how dynamic childbirth can change. Simply put, people do not make decisions in isolation, but 

they are influenced by the context in which they live and interact. Understanding these MOB 

decision-making process is a crucial step in identifying ways to create targeted interventions and 

potential future ways to reduce unnecessary CS or improve maternal health standards in 

Cambodia. As such, future research related to improving maternal health should consider how 

pregnant women perceive their upcoming delivery decision and preferences.  
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Appendix A 

SEMI-STRUCTURED INTERVIEW GUIDE 

CURRENTLY PREGNANT 

Background & Demographic Info   

Before we get to the main questions, we also like to collect a little bit of demographic information 

from everyone.  

 

1. AGE: What year were you born, and how old are you?  

 

2. MARRIAGE STATUS: Are you married? How long have you been married?  

- Clarify with single, divorced, separated, widow, etc. if not stated. 

 

3. EDUCATION STATUS: What education level have you finished? 

 

4. OCCUPATION: What is your occupation?   

 

5. HOUSEHOLD SIZE: How many family members do you have?  

 

6. HOUSEHOLD INCOME: What is your approximate monthly household income?   

 

7. RESIDENTIAL LOCATION:  

- Where are you currently living, including the city and neighborhood?  

- How far did you travel to receive medical care at INSERT LOCATION NAME?  

 

8. PARENTAL STATUS: Do you have children, besides this current pregnancy ? If so, 

how many and what are their ages?" 

 

9. What childbirth mode did you have for your previous children, and where?   

 

10. Did you receive maternal check-ups for your previous pregnancies? If so where? 

 

11. How many months pregnant are you? How many weeks of your pregnancy?  

 

12. Do you receive maternal check-ups for this pregnancy? If so where?  

 

13. Where do you plan on giving birth?  

 

 

Motherhood & Social Construction   

14. How would you describe your perception of motherhood before becoming a mother 

yourself? 
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15. [FOLLOW UP] Has this perception changed since becoming a mother?   

 

 

16. What do you appreciate about being a mother? Can you share specific moments or 

experiences that highlight these rewards?  

 

17. What are the most challenging aspects of being a mother?   

 

18. [FOLLOW UP] How do you cope with or overcome these challenges?  

 

19. How do societal and cultural expectations influence your views and experiences of 

motherhood?   

 

20. In your opinion, how has the role of mothers in society evolved over the years? Do you 

think these changes have affected how you approach motherhood?  

 

21. How do you perceive the influence of media and social media on the portrayal of 

motherhood? Has this had any impact on your own experiences or self-image as a mother? 

 

Knowledge about CS vs vaginal birth 

22. What delivery options do you know about? Please describe the key differences between a 

natural and c-section delivery.  

 

23. What reasons might a C-section happen?  

 

24. Who decides on whether a C-section should happen?  

 

25. Do you know about the potential risks and complications associated with a natural and C-

section births? Please share your knowledge on this topic.  

 

26. How well-informed do you feel about a natural births compared to C-sections? Are there 

specific advantages or disadvantages in your opinion?  

 

27. Are you familiar with the recovery process and postpartum experiences associated with 

both natural and C-section births? Please share your knowledge about these aspects. 

 

 

Decision process to choose MOB.  

MULTIPLE PREGNACIES 

28. [IF PREVIOUSLY PREGNANT] Would you describe your experience with childbirth? 

Specifically, could you share the details of where and when you gave birth?   

 

29. [If PREVIOUS C-SECTION] What were the main factors or concerns that led you to opt 

for a Cesarean section (CS) if that was your choice?  

 

30. [IF PREVIOUS NATURAL BIRTH] What were the main factors or concerns that led 

you to opt for a natural birth if that was your choice? 
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QUESTIONS FOR EVERYONE CURRENTLY PREGNANT  

31. Have you chosen a preferred mode of birth for this pregnancy?   

 

32. What are some key factors or considerations that would influence your choice between 

C-section or natural birth?  

  

33. Who played a significant role in supporting or influencing your decision regarding 

childbirth mode?  

- Prompt with family, friends, or healthcare professionals if participant needs clarification.  

 

34. Were there any challenges or conflicts in reaching a decision?  

- Prompt with family, friends, or healthcare professionals if participant needs clarification.  

 

35. How do you think the presence or absence of support influenced your childbirth 

decision?  

 

36. In your community or culture, are there any prevailing beliefs or norms related to 

childbirth modes that would influence an individuals' decisions to opt for a C-section or vaginal 

birth? Please describe in more detail if any exist. 

 

37. [IF YES] How might these factors shape people's choices?  

 

38. What sources of information do you rely on or trust when seeking knowledge about 

childbirth options and procedures, such as vaginal birth and C-sections?   

 

39. What is your opinion about the role of healthcare providers in educating expectant 

parents about their options for childbirth?  

 

40. Are there specific resources from healthcare professionals you find particularly helpful?  

 

41. Are there specific resources, besides from healthcare professionals, you find particularly 

helpful? 

 

42. Do you believe there is room for improvement for birth resources?   

 

43. Can you describe any efforts or educational resources that you believe could help 

individuals better understand the options and implications of choosing between natural and C-

section births?  

 

Emotional and Psychological Aspects:  

44. How do you feel about choosing your childbirth method? 

 

 

45.  Has your decision changed before getting pregnant and after getting pregnant?   
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Post-Birth Reflection [IF RELEVANT]: 

46. Looking back at your childbirth experience, do you have any regrets or aspects you wish 

had been different regarding the mode of delivery?  

 

47. What advice would you give to other women facing similar choices about childbirth 

modes?  

 

Future Perspectives:  

48. What changes, if any, would you like to see in the way childbirth options are discussed 

and provided to women in Cambodia?  

 

49. As a participant in this study, what message would you like to convey to researchers 

regarding childbirth choices?  

 

Conclusion:  

50. Is there anything else you would like to share regarding your childbirth experiences or the 

broader topic of childbirth choices in Cambodia? 
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