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SUMMARY 
Objectives: The study evaluated pre and post-operative perception and aversion to caesarean delivery (CD) among 
men whose partners underwent the procedure. 
Design: A multicentre cross-sectional study. 
Setting: Two tertiary and two secondary health facilities.  
Participants: Men whose partners underwent CD at the study sites. 
Methods: Participants were recruited by purposive sampling, data collection was through interaction via an inter-
viewer-administered questionnaire first immediately the decision for CD was made and thereafter on the third post-
operative day. Men whose partners had vaginal delivery were excluded from the study and data management was 
with SPSS version 21.0 while p<0.05 was significant. 
Results: Awareness about CD was 84.0% mainly through the healthcare workers (42.1%) and the female partner 
(34.1%); 88.0% of participants recommended CD for medically-indicated reasons. The greatest influence on consent 
was the male partner (48.8%). The major pre-operative concerns were limitation of family size (34.7%) and fear of 
repeat CD (34.0%). Pre-operative perceptions of CD included being expensive (60.7%), fear of the procedure 
(48.0%), fear of complications (45.3%) and longer hospital stay (44.0%). Aversion to CD was 30.0% pre and 5.3% 
post-operation; predictors of aversion were history of previous surgery among male or female partner and awareness 
about CD. However, there were reductions in negative perception and aversion post-operation.  
Conclusion: The high negative perception and aversion to CD among male partners were reduced post-operation. 
Healthcare workers should address the concerns and negative perceptions about CD and prioritize patient-friendly 
experiences during surgical operations.  
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INTRODUCTION 
In low resource countries especially Sub-Saharan Afri-
ca, despite the awareness about caesarean delivery 
(CD), many women are averse to it due to desire for 
vaginal delivery, fear of surgery or anaesthetic compli-
cations, concerns about repeat CD and possible death.1-3 
Other concerns include increased duration of hospital 
stay, delay in resuming household chores and limitation 
of family size.4,5  

In addition, some women experienced poor reception at 
home or criticism from their partners after undergoing 
CD.6 Generally, studies on aversion to CD have focused 
mainly on women; a study reported aversion rates of 
71.7% before and 20.9% after the procedure among 
women who had CD.3   
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Male partner involvement in reproductive health refers 
to the various ways in which men relate to reproductive 
health problems, programmes and reproductive behav-
iour.7  
 
It also includes all forms of assistance and support pro-
vided by men to improve their partners’ and children’s 
health during pregnancy, labour and delivery.8 The gen-
der role model assign roles in households and communi-
ties based on sex such that in patriarchy, men hold the 
position of power and decision-making in all issues in-
volving members of the household. On the other hand, 
women are limited in self decision-making on health-
related issues including access to healthcare, financial 
power to pay for treatment and the capacity to give con-
sent for CD thereby prolonging the waiting time and 
increasing life threatening complications.9,10 In a study 
on aversion to CD among women who required the pro-
cedure, the male partner was reported to be the overrid-
ing influence in giving consent in 26.8% of cases.3 
Therefore, although CD reduces maternal and perinatal 
morbidity/ mortality when indicated; access to and ac-
ceptance by women to undergo CD requires the active 
involvement of men. 
 
While research has evaluated aversion to CD among 
women in patriarchal settings; the responses of the male 
partners remain understudied although men are an im-
portant determinant of the response of women to the 
procedure. Therefore, as we continue to encourage male 
participation in reproductive health, their dominant role 
in decision-making should be explored to make their 
participation beneficial. The study aimed at evaluating 
the perception and aversion to CD among male partners 
of women who had CD by conducting a pre-and post-
operative evaluation among these men.  
 
METHODS 
The study was a prospective cross-sectional study con-
ducted at two secondary and two tertiary health facilities 
in Nigeria. These facilities were chosen because they 
were the main public referral hospitals offering CD in 
the study area. Participants were the male partners of 
women who had emergency CD at the study sites during 
the study period.  The inclusion criteria were being the 
male partner of the woman who underwent the CD and 
an informed consent to participate in the study. Other 
male relations and partners of women who had vaginal 
deliveries were excluded from the study.  
 
The sample size was calculated using the formula for 
cross-sectional study.11 Using a prevalence of 7% for 
aversion among male partners,12 a confidence level of 
95%, a degree of accuracy of 0.05% and attrition rate of 
20%, the minimum sample size for the study was 120. 

However, 150 participants were recruited to increase the 
power of the study.   
 
The sampling technique employed was purposive sam-
pling in which all consenting male partners of women 
for CD at the study sites were recruited until the sample 
size is completed. The male partners of all women who 
had CD were informed and counselled about the study 
after the decision for the procedure has been made and 
an informed consent was obtained. A pre-operative in-
terviewer-administered questionnaire was administered 
to each participant to determine the perception and aver-
sion to CD before the procedure while a post-operative 
evaluation was conducted on the third day after the sur-
gery.  
 
The third day was chosen to provide opportunity for the 
respondents to have had enough experience for post-
operative evaluation. The study questionnaire included 
demographic factors, perception about CD before the 
surgery, events surrounding the surgery including the 
response when informed of the need for CD, issues 
about consent, and influences in accepting the procedure 
as well as the post-operative perception of CD. The data 
obtained from the study was analyzed using the Statisti-
cal Package for Social Sciences (SPSS software version 
21.0) with level of significance set as p value <0.05.  
 
Ethical approval was obtained from the ethical review 
committee of the University of Ilorin Teaching Hospital, 
Ilorin, Nigeria (Approval number ERC 
PAN/2016/03/1504) before commencement of the study 
and an informed consent was obtained from all partici-
pants in the study. 
 
RESULTS 
There were 150 participants, the mean age was 
37.5±6years (range 22 to 53 years), 107(71.3%) had 
tertiary education, 126(84.0%) were aware of CD and 
the common sources of information were healthcare 
workers in 53(42.1%) and the female partner in 
43(34.1%). Also, 132(88.0%) of participants opined that 
CD should be performed only when medically indicat-
ed; 98(65.3%) of the female partners have had previous 
surgery out of which 95(96.9%) were previous CD as 
shown in Table 1.  
 
From Table 2, 115(76.7%) of participants imagined that 
the partner might have CD, 82(71.3%) of them went for 
prayers while 12(10.4%) discussed with the health 
worker. The greatest influence in giving consent for the 
CD was the husband in 73(48.8%) while 8(5.3%) did 
not agree that the partner should undergo the CD.  
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Table 1 Biosocial characteristics of the male partners 
Parameter  Frequency  

n=150 (%) 
Age group (years)  
20-29 10 (6.7) 
30-39 87 (58.0) 
40-49 45 (30.0) 
50-59 8 (5.3) 
Mean age ± SD 37.5±6  

(range 22-53) 
Occupation   
Civil servant 83 (55.3) 
Artisan  9 (6.0) 
Business/ trader 58 (38.7) 
Level of education   
None  4 (2.7) 
Primary  8 (5.3) 
Secondary  31 (20.7) 
Tertiary  107 (71.3) 
Wife had surgery before   
No  52 (34.7) 
Yes  98 (65.3) 
Type of surgery the wife had (n=98)  
Caesarean delivery 95 (96.9) 
Myomectomy  3 (3.1) 
Awareness about CD  
Yes  126 (84.0) 
No  24 (16.0) 
Source of information about CD (n=126)  
Books  8 (6.4) 
Radio  12 (9.5) 
Relatives  16 (12.7) 
Television   17 (13.5) 
Friends  21 (16.7) 
Internet  29 (23.0) 
My wife  43 (34.1) 
Health workers  53 (42.1) 
Opinion about CD  
Should be the normal mode of delivery 6 (4.0) 
Should be on request by the couple  12 (8.0) 
Should be performed when medically indicat-
ed 

132 (88.0) 

* More than one answer allowed 
 
The major pre-operative concerns of the men were that 
CD will limit the number of children the partner could 
have in 52(34.7%) while 51(34.0%) believe the partner 
will require CD in future deliveries.  
 
While 79(52.7%) opined that the male partner should 
give consent for CD, 63(42.0%) want it to be a couple 
decision and 6(4.0) want the wife to give consent. When 
informed about the need for CD, 109(72.7%) agreed 
without delay, 98(65.4%) will willingly consent while 
123(82.0%) will encourage a friend to consent to wife’s 
CD. 
 
 
 

 
 
Table 2 Response, consent taking and other peri-
operative events among participants 
Parameters   Frequency 

n=150 (%)  
Imagined wife might deliver via CD  
Yes 115 (76.7) 
No  35 (23.3) 
Action taken after the thought (n=115)  
Told my mother 2 (1.7) 
Believed it was a spiritual attack 5 (4.4) 
Shoved it aside 6 (5.2) 
Told my partner 8 (7.0) 
Told the health worker 12 (10.4) 
Went for prayers 82 (71.3) 
Greatest influence in giving consent  
In-laws  3 (2.0) 
Religious leader 3 (2.0) 
Male partner’s relatives 5 (3.3) 
Husband’s friends  5 (3.3) 
Wife/ female partner  11(7.3) 
Health worker 50 (33.3) 
Husband/male partner 73 (48.8) 
Male partner’s response to need for CD  
Did not agree that partner should have CD 8 (5.3) 
Agreed that partner should have CD 142 (94.7) 
Pre-op concern of male partners*  
Comment of others 3 (2.0) 
May be unable to pay the bill 20 (13.3) 
Baby might die 22 (14.7) 
Wife/ partner might die 45 (30.0) 
Wife/ partner may require CD for next delivery 51 (34.0) 
May limit number of children wife/ partner can 
have 

52 (43.7) 

Who should give consent for CD?  
The husband’s parents 2 (1.3) 
The woman 6 (4.0) 
The couple 63 (42.0) 
The husband 79 (52.7) 
Male partner’s awareness about indication for 
CD 

 

Aware  127 (84.7) 
Unaware  23 (15.3) 
Response when informed that partner needed CD  
Broke down and wept 12 (8.0) 
Refused initially 12 (8.0) 
Asked for time to inform my religious leader 17 (11.3) 
Agreed with the decision 109 (72.7) 
Possible response if partner needs CD in future  
Disapprove of the procedure 8 (5.3) 
Willingly accept 98 (65.4) 
I don’t know 44 (29.3) 
Advise to a friend whose partner needs CD  
Encourage husband to disapprove of the proce-
dure 

4 (2.7) 

Encourage him to give consent 123 (82.0) 
I don’t know 23 (15.3) 
*Multiple answers allowed 
 
From Table 3, the pre-op perceptions of the male part-
ners include that it was expensive by 91(60.7%), 
72(48.0%) perceived it is to be feared, 68(45.3%) per-
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ceived it has many complications while 66(44.0%) per-
ceived CD as a cause of longer hospital stay.  
 
However, there was a significant positive improvement 
in all perceptions post CD except among those with the 
perception that CD is for people without faith 
(p=0.722).  
 

 From table 4, aversion to CD was reported among 
45(30.0%) participants’ pre and 8(5.3%) post CD.  
The significant predictors of aversion pre-operation 
were history of previous surgery among male partner 
(p=0.009), previous surgery in the female partner 
(p=0.001) while awareness about CD (p=0.007) and 
consent of the male partner to the CD (p=0.001) were 
significant post operation. 
 

Table 3 Comparative analysis of perception to CD before and after the procedure among the male partners 
Perception about CD  Before CD 

n=150 (%) 
After CD 
n=150 (%) 

χ2 P value 

Expensive 91(60.7) 74(49.3) 54.623 <0.001 
Like a death sentence 13(8.7) 5(3.3) 54.509 <0.001 
Fear of anaesthesia 25(16.7) 8(5.3) 20.704 <0.001 
It could harm my baby 11(7.3) 14(9.3) 28.674 <0.001 
It could harm my wife 33(22.0) 28(18.7) 35.872 <0.001 
Has many complications 68(45.3) 44(29.3) 47.112 <0.001 
Possible blood transfusion 28(18.7) 14(9.3) 15.057 <0.001 
A dangerous procedure 40(26.7) 18(12.0) 40.496 <0.001 
It is for those without faith 4(2.7) 3(2.0) 0.084 0.722 
Fear of surgical procedure 72(48.0) 29(19.3) 17.401 <0.001 
It means future CD 22(14.7) 31(20.7) 67.869 <0.001 
It reduces number of children 46(30.7) 51(34.0) 37.398 <0.001 
Causes longer hospital stay 66(44.0) 54(36.0) 14.836 <0.001 
CD: Caesarean delivery 
 
Table 4 Assessment of aversion and its determinants pre and post caesarean delivery among the male partners 
Parameter  Pre-operative aversion 

Total participants= 150 
Post-operative aversion 
Total participants=150 

Yes (n=45) No (n=105) χ2 P value Yes  
(n=8) 

No  
(n=142) 

χ 2 P value 

Occupation          
Artisan  4(8.9) 4(4.8) 1.437 0.488 1(12.5) 8(5.6) 1.082 0.582 
Self-employed 15 (33.3) 43(40.9)   2(25.0) 56(39.5)   
Civil servant  26(57.8) 57(54.3)   5(62.5) 78(54.9)   
Level of education         
None 2(4.4) 2 (1.9) 6.602 0.158 0(0.0) 4(2.8) 0.832 0.934 
Primary 0(0.0) 8(7.6)   0(0.0) 8(5.6)   
Secondary 9(20.0) 22(20.9)   2(25.0) 29(20.4)   
Tertiary  34(75.6) 73(69.5)   6(75.0) 101(71.1)   
Previous surgery (man)         
Yes 8(17.8) 5(4.8) 6.742 0.009 0(0.0) 13(9.2) 0.802 0.371 
No  37(82.2) 100(95.2)   8(100.0) 129(90.8)   
Previous surgery (woman)         
Yes 17(37.8) 81(77.1) 21.552 0.001 6(75.0) 92(74.8) 0.349 0.555 
No  28(62.2) 24(22.9)   2(25.0) 50(35.2)   
Awareness about CD         
Yes 35(77.8) 91(86.7) 1.852 0.174 4(50.0) 122(85.9) 7.269 0.007 
No  10(22.2) 14(13.3)   4(50.0) 20(14.1)   
Consented to the CD         
Yes 43(95.6) 99(94.3) 0.100 0.751 3(37.5) 139(97.9) 54.699 0.000 
No 2(4.4) 6(5.7)   5(62.5) 3(2.1)   
Blood transfusion (woman)         
Yes  14(31.1) 24(22.9) 1.135 0.287 2(25.0) 36(25.3) 0.001 0.982 
No  31(68.9) 81(77.1)   6(75.0) 106(74.7)   
 
DISCUSSION 
Although awareness about CD among the men in the 
study was lower (84.0%) than 93.3% among pregnant 
women in a similar study,3 the men’s major source of 

information about CD were the health workers and the 
female partners.  
 
This suggests an effective communication among health 
workers and antenatal clinic attendees as well as a step-
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down of the information from the women to their part-
ners. Therefore, health workers should continue to pri-
oritize health talks and other avenues to educate preg-
nant women on health-related issues as its impact is 
extended to their partners. 
 
In recent times, efforts have focused on reducing the 
rising global CD rate especially by preventing unneces-
sary CD. Therefore, the opinion of 88.0% of men in this 
study that CD should be medically indicated is a posi-
tive development. A report from Louisiana indicated 
that the probability for potentially unnecessary CD was 
17/100 for primary and 43/100 for repeat CS.13 Thus, 
efforts should be intensified to prioritize and encourage 
medically indicated CD. It was observed that 76.7% of 
men in this study at some time in the antenatal period 
imagined that the female partner could have a CD; 
10.4% of them discussed this with the health worker 
while 71.3% approached the religious leader for sup-
port. This underscores the need for improved engage-
ment of the male partners by health care workers during 
antenatal clinic visits to create an enabling environment 
for counselling. This further supports the call by preg-
nant women for antenatal classes for the male partners14 
to provide additional opportunity for education and 
counselling on the concerns of these men. 
 
Obtaining informed consent for CD is often a challenge 
in patriarchal cultures; in this study, 52.7% of partici-
pants opined that it is the right of the male partner to 
give consent, 42.0% favoured a joint decision by the 
couple while 4.0% agreed that the woman can give con-
sent. Also, the major influence for accepting the proce-
dure was the male partner in 48.8%, the health worker 
in 33.3% and the female partner in 7.3%. In a study 
from Southeast Nigeria, 90% of the participating preg-
nant women wanted the male partner to sign the con-
sent, 6% favoured the woman while 4% supported that 
any of the couple can give consent.15 In another study 
among pregnant women in a patriarchal culture, 82% of 
pregnant women were willing to undergo CD if the 
male partners consent to it despite the woman’s disap-
proval because men are the head of the family and the 
women believe that men want what is best for them and 
the baby.15 This underscores the psychology of patriar-
chal culture where the man is assumed to be right in all 
his decisions. However, although 5.3% of the male par-
ticipants disagreed that the woman should have CD, the 
in-laws and relations overruled the decision and the 
women had the surgery. This highlights the common 
overriding influence of in-laws in decision making in 
patriarchal cultures where they are also believed to be 
affected by the outcome of such decisions.  
 

Pre-operative concerns of the male partners included 
possible limitation of number of future children, fear of 
repeat CD, death of the woman or baby and possible 
inability to pay the hospital bill. In a similar study, the 
male partners were concerned about the severity of the 
labour pain and viewed the decision for CD as an oppor-
tunity to relieve the labour pain.16 In another report, 
32.1% of male partners were concerned about possible 
death of the woman, 14.9% feared limitation in the 
number of future children while 10.3% were bothered 
by possible complications after the surgery.17 In another 
study, the male partners were anxious about the life and 
safety of the wife and child and considered the conse-
quences of the woman’s death on the family.16 The anx-
iety among the male partners was heightened by the 
duration of surgery; the men described the waiting peri-
od as being long and time appeared to be moving too 
slowly while the kept looking at the watch.1  
 
The commonest perception of men about CD were that 
the procedure was expensive, dangerous, associated 
with complications and leads to prolonged duration of 
hospital admission. Generally, CD is expensive com-
pared to vaginal delivery while families in low-income 
countries fail to capitalize on the cushion provided by 
health insurance in augmenting the cost. In a study 
among women who had CD, 54.6% paid out-of-pocket 
because they did not enrol for health insurance; thus, the 
amount they paid for CD was significantly higher than 
the contribution of those on health insurance.18 Another 
study showed that CD was associated with a mean dura-
tion of 71.7 hours compared to about 24 hours for most 
vaginal deliveries.19 
 
In this study, aversion to CD among male partners was 
30% pre and 5.3% post-operation while previous sur-
gery by either the male partner or the woman and 
awareness about CD were statistically significant de-
terminants of aversion. In a similar report on aversion 
among women undergoing CD, aversion was 71.7% 
before and 20.9% after the surgery.3 The reduction in 
aversion post-operation has been linked to the counsel-
ling and the outcome of the CD. Male partners were 
reported to be relieved on seeing both the woman and 
baby in good condition after CD with eventual support 
for CD as the right delivery option.16 In another report, 
the authors reported previous surgery to be associated 
with increased aversion for CD. Therefore, the authors 
recommended that medical personnel should prioritize 
patient safety as well as other interventions to make the 
surgical experience patient friendly as this influences 
the attitude to CD in the future.3  
 
 



Original Article 
 
 
                                                                                              

www.ghanamedj.org  Volume 55 Number 4 December 2021 
Copyright © The Author(s). This is an Open Access article under the CC BY license. 

290 

The role of religion and religious leaders in decision 
making on health-related issues continues to attract at-
tention globally. In this study, religious leaders were the 
first contacted for advice by the men following the 
thought that the woman may deliver by CD in 71.3% of 
cases, the first to be called after decision for CD in 
11.3% and the major influence of consent to the proce-
dure in 2.0% of cases. It has been reported that religious 
leaders can play an important role in the health behav-
iours of their congregants by influencing decision mak-
ing at individual, congregational and communal levels.20 
Therefore, they can be partnered in health promotion, 
empowered with the correct information with which to 
facilitate favourable disposition and acceptance of CD 
for themselves, their congregants and the community.  
 
The study recommends that healthcare workers should 
provide enabling environment to discuss concerns and 
perceptions of women and their partners about CD 
throughout pregnancy, labour and delivery. In addition, 
efforts should be made to scale up uptake of health in-
surance for women of reproductive age and their fami-
lies to reduce the cost of maternity services. Health 
workers should intensify efforts to make surgeries safer 
and patient-friendly while religious leaders should be 
partnered to improve the perception and response to CD 
among the populace.  
 
CONCLUSION 
The study concludes that negative perception and aver-
sion to CD remains high in the pre-operative period 
among male partners of women who underwent CD 
although these improved in the assessment post-surgery.  
 
REFERENCES 
1. Awoyinka BS, Ayinde OA, Omigbodun AO. Ac-

ceptability of caesarean delivery to antenatal pa-
tients in a tertiary health facility in South West Ni-
geria. J Obstet Gynecol 2006;26(3):208-210. 

2. Aziken M, Omo-Aghoja M, Okonofua F. Percep-
tions and attitudes of pregnant women towards cae-
sarean section in Urban Nigeria. Acta Obstet Gyne-
col Scand 2007;86(1): 42-7. 

3. Adeniran AS, Aboyeji AP, Fawole AA, Balogun 
OR, Adesina KT, Isiaka-Lawal S. Evaluation of 
parturient perception and aversion before and after 
primary caesarean section in a low-resource coun-
try. Int J Gynecol Obstet 2016;132(1):77-81. 

4. Naithani U, Bharwal P, Chauhan SS, Kumar D, 
Gupta S. Knowledge, attitude and acceptance of an-
tenatal women towards labour analgesia and Cae-
sarean section in a Medical College in India. J Ob-
stet Anaes Critical Care 2011; 1(1):13-20. 

5. Adageba RK, Danso KA, Adusu-Donkor A, Anko-
bea-Kokroe F. Awareness and perceptions of and 
attitudes towards Caesarean delivery among antena-
tal clinic attendants. Ghana Med J 2008; 42(4): 
137-140. 

6. Sunday-Adeoye I, Kalu CA. Pregnant women’s 
view of caesarean section. Nig J Clin Pract 
2011;14(3):276-9. 

7. Kumar A. Role of males in reproductive and sexual 
health decisions. The Bihar Times (1-4), 2007, 
http://wwwbihartimes.com/articles/anant/roleofmal
es.html. 

8.  Ampt F, Mon MM, Than KK, Khin MM, Agius 
PA, Morgan C, et al. Correlates of male involve-
ment in maternal and newborn health: Across-
sectional study of men in a peri-urban region of 
Myanmar. BMC Pregnancy and Childbirth 
2015;15(122):1–11. 

9. Dickson KS, Adde KS, Amu H. What influences 
where they give birth? Determinants of place of de-
livery among women in rural Ghana. Int J Reprod 
Med 2016;1:1-8. 

10. Okojie CE. Gender inequalities of health in the 
third world. Soc Sci Med 1994; 39(9):127-147. 

11. Araoye MO. Research Methodology. In: Araoye 
MO (Ed.). Statistics for Health and Social sciences. 
Ilorin: Nathadex Press 2003:115-121. 

12. Mortazavi F, Hosseini VM, Tabarraie Y, Towfighi-
an T. Effect for the preferred mode of delivery on 
pregnant women and their husbands of a preparing 
program on the advantages of vaginal delivery. J 
Biomed 2016;e7346. Doi: 10.17795/jbm-7346.   

13. Kabir AA, Steinmann WS, Myers L, Herrera EA, 
Yu S, Jooma N. Unnecessary caesarean delivery in 
Louisiana: an analysis of birth certificate data. 
AJOG 2004; 190(1):10-19.  

14. Adeniran AS, Aboyeji AP, Fawole AA, Balogun 
OR, Adesina KT, Adeniran IP. Male partner’s role 
during pregnancy, labour and delivery: Expecta-
tions of pregnant women in Nigeria. Int J Health 
Sci (Qassim) 2015;9(3):305-313. 

15. Ezeome IV, Ezugworie JO, Udealor PC. Beliefs, 
perceptions and views of pregnant women about 
caesarean section and reproductive decision-making 
in a specialist health facility in Enugu, Southeast 
Nigeria. Nig J Clin Pract 2018;2 1(4): 423-8. 

16. Kondou A, Haku M. The experiences of husbands 
at their wives’ emergency caesarean sections. J 
Med Invest 2018;65:268-273.  

17. The Public access. Perceptions of married men and 
women relating to caesarean section in Ibadan 
North Local government area, Oyo state, Nigeria. 
Afribary.com, 2021. Available at 
https://afribary.com/works/perceptions-of-married-
men-and-women-relating-to-caesarean-section-in-



Original Article 
 
 
                                                                                              

www.ghanamedj.org  Volume 55 Number 4 December 2021 
Copyright © The Author(s). This is an Open Access article under the CC BY license. 

291 

ibadan-north-local-government-area-oyo-state-
nigeria Accessed on 15, March, 2021. 

18. Adeniran AS, Aun II, Fawole AA, Aboyeji AP. 
Comparative analysis of caesarean delivery among 
out-of-pocket and health insurance clients in Ilorin, 
Nigeria. Niger Postgrad Med J 2020;27:108-14.  

19. Komolafe MO, Komolafe JO, Ademakinwa OO, 
Owolabi AM. Is aversion to caesarean section justi-
fied in Africa? South Am J Nursing 2015;1(2):1-8. 

20. Heward-Mills NL, Atuhaire C, Spoors C, Pemunta 
NV, Priebe G, Cumber SN. The role of faith leaders 
in influencing health behaviour: a qualitative explo-
ration on the views of Black African Christians in 
Leeds, United Kingdom. Pan Afr Med J 2018; 
30:199. Doi: 10.11604/pamj.2018.30.199.15656

 
 

 


