
1 

 

DECISION-MAKING AROUND CAESAREAN 

SECTION IN A RURAL HOSPITAL IN MALAWI  

 
STUDY PROTOCOL 

 

 

 

 

 

Study site: Saint Luke's Hospital, Malosa 

Duration project: 1 February 2018 – 1 February 2019 

Primary investigator: Wouter Bakker, Medical Officer    

Email: bakker.stlukes@gmail.com Phone: +265991694212  

 

 

 

 

 

  

Supplementary material BMJ Open

 doi: 10.1136/bmjopen-2019-030665:e030665. 10 2020;BMJ Open, et al. Zethof S

mailto:bakker.stlukes@gmail.com


2 

 

Abstract 
 

Research problem: Quality of care surrounding CS has to be investigated due to reports of disrespect 

and abuse in maternity health care. CS numbers are rising and some of them are performed 

unnecessarily. Health workers should ensure that the patient's right to information and consent are 

respected. Health worker perspectives on information transfer and gaining consent should be 

assessed to implement interventions accordingly and successfully. With this study, we assess the 

current quality of consultation for caesarean section and aim for improvement.  

 

Objectives:  

1. Analyse indications for caesarean sections and the use of interventions in labour. 

2. Analyse the quality of the pre- and postoperative consultation for CS according to the patient’s 
experience and recollection. 

3. Identify circumstantial factors and patient characteristics which influence the informed consent 

process. 

4. Analyse health worker perspectives on the use of informed consent prior to CS, in both 

emergency and elective settings.  

5. Study the effectiveness of a standardized informed consent checklist.  

 

Hypothesis: We hypothesize that the use of oxytocin and vacuum extractions can be improved in 

order to prevent unnecessary CS. We also hypothesize that the information transfer in consultation 

for CS is not according to accepted standards. Our proposed standardized informed consent checklist 

may aid us in reaching these standards. We also hypothesize that patients literacy, type of CS and 

performance of CS during night influence the effectiveness of our consultation. This may help in 

optimizing informed consent in specific groups.  

 

Methods: A mixed-method approach, consisting of: 

- Retrospective cohort analysis of all deliveries in 2015 and 2016 on indications for caesareans 

and the use of interventions in labour. 

- Interview-administered questionnaire study (controlled before and after study) to identify 

the quality of informed consent prior to CS. 

- Semi-structured interviews with health workers on the use of informed consent prior to CS. 

- Implementation of intervention package to support a standardized informed consent 

checklist.  

 

Benefits and Risks: No serious harm is inflicted to the patient by performing this study. 

Precautionary measures are taken to protect sensitive information of the study participants. No 

direct benefits are gained for the patient, other than an extra thorough explanation of risks of CS and 

post-CS care. However, this work lays the foundation for interventions which improve the quality of 

care in Saint Luke's Hospital.   

 

Use of results: Primarily as foundation from where we can improve Respectful Maternity Care in 

Saint Luke's Hospital. Possibly presented during conferences in places in Malawi and the 

Netherlands. An effort will be made to submit an article to a Malawian peer reviewed journal. An 

article could be submitted to an international journal, after review by the NHSRC.  
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1. Proposal Summary 
 

Title of Proposal Decision-making around caesarean section in a low-

resource setting. 

Principal investigator Wouter Bakker, MD 

 

1. RESEARCH QUESTION TO BE ADDRESSED 

How can we improve decision-making around caesarean sections in a rural hospital in 

Malawi and thereby reduce the amount of unnecessary caesareans, by looking at 

indications, interventions and informed consent? 

 

2. RATIONALE FOR RESEARCH 

Malawi currently has a population caesarean section (CS) percentage of 6.1%, of which 

1.3% are elective procedures, and it has been slowly rising since 1992. [1] Hospital-based 

CS rates, however, are way higher. It is critical that this rise in CS is justified by the correct 

indications and is accompanied by an increase in awareness of the necessity of informed 

consent. Increasing the use of interventions in labour, like amniotomy, oxytocin 

administration and vacuum extraction could improve chances for vaginal delivery and 

prevent an unnecessary CS. Besides evidence based quality care, mothers deserve 

information and autonomy in their health, pregnancy and childbirth. Discussing the 

process and indications of caesareans thoroughly between clinicians and patients can 

assist in decision making.  Several reports have recognised insufficiencies in the informed 

consent process prior to caesarean sections, as well as in the broader concept of RMC 

during facility-based deliveries in low-income countries.  Despite its importance and being 

one of the most practical factors of the Bowser and Hill model to improve, the current 

state of informed consent for CS in Malawi has not be documented yet. Also, health staff 

perspectives on the need for informed consent and what it should accomplish might be 

helpful in improving informed consent and thus quality of care. This mixed-method study 

aims to give insight in the current practice of CS and its effectiveness in a low-income 

setting. Providing baseline data on the current state may present the need for 

improvement and lay the foundation for interventions, such as standardization of the 

consent process.  

Based on our clinical experience, we hypothesize that a proportion of caesareans 

performed could be avoided and that use of interventions can be extended. We also 

hypothesize that the information transfer in consultation for CS might not always be 

according to accepted standards. However, health workers probably recognize the 

shortcomings in our consultation and may come up with suggestions how to overcome 

these barriers. We expect them to see the necessity and use of informed consent, and be 

open to possible additions. Our proposed informed consent checklist may aid us in 

reaching these standards. 

 

OBJECTIVES 

1. Identify indications for caesarean sections in order to find opportunities to 

prevent unnecessary caesareans to reduce maternal morbidity and 

mortality. 

2. Determine use of evidence-based interventions in labour in our setting as 

amniotomy, oxytocin administration and vacuum extraction 
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3. Analyse the completeness and recollection of the pre- and postoperative 

consultation for CS, according to the patient’s experience. 
4. Identify circumstantial factors and patient characteristics which influence 

the informed consent process. 

5. Analyse health worker perspectives on and experiences with the use of 

informed consent prior to CS, in both emergency and elective settings. 

6. Study the effectiveness of an informed consent checklist on completeness 

of informed consent and patient recollection.  

 

3. METHODS 

The study will take place at Saint Luke's Hospital in Malosa, a rural CHAM facility. Maternity 

care here is free of charge for patients in the surrounding area. 

 

This study project will make use of a mixed method approach, consisting of the following: 

 

1. Retrospective data analyses of all vaginal births, vacuum extractions and caesarean 

sections over a two-year period: All patient data from the labour ward from the 

years 2015 and 2016 are collected. These files consist of partographs and 

information on admission and follow-up.  

a. Indications for caesareans done in this period will be extracted and compared 

to national protocols. The partographs will be assessed to see if the conditions 

for the indication are met and indications will be classified accordingly.  

b. All information concerning decisions during the labour process are collected: 

artificial rupture of membranes and induction or augmentation with oxytocin.  

c. All vacuum extractions will be evaluated on their indication, outcome and use 

before and after re-introduction and training. 

2. Quantitative survey into quality and uptake of informed consent: In the period 

January – September 2018, a survey will be conducted into the quality of informed 

consent on caesarean sections. Exit-interviews with patients who underwent 

caesarean will be conducted, focused on their experiences and ability of 

information recall. An intervention to improve the quality of informed consent will 

be designed and assessed in the study period. 

3. Qualitative analysis of perception of informed consent by health workers: To gain 

more insight in the use, functionality and challenges with informed consent in the 

setting, interviews with health workers will be conducted in the same period as 

stated above, following a semi-structured questionnaire. This will be combined 

with focus group discussions to get a clear picture on the perceptions of staff on 

informed consent. 

 

4. RISKS & BENEFITS 

Benefits and risks have been thoroughly discussed in the research group and are 

considered minimal. The patients undergoing exit-interviews might be at risk of being 

disadvantaged by health workers in future care, because of criticism on information 

transfer. This risk is minimized by anonymizing the questionnaire outcomes and 

administer the questionnaire on discharge in a separate room. Outcomes are only 

available to the independent researcher.  
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The health workers included in the qualitative in-depth interviews might be at risk of being 

criticized because of views not in accordance with hospital policy. This risk is minimized by 

anonymizing the collected interview data by an independent interviewer (SZ) and using a 

transcription for analysis, rather than the voice recording itself.  

The performance of this study will increase awareness on the decision-making process 

around caesareans and the informed consent process. This may lead to a better health 

worker – patient relationship, of which staff and patients will benefit, and to a higher 

standard in quality of care and communication. Patients will receive an additional 

explanation of risks and implications on future pregnancies of their caesarean section, 

which might influence postoperative outcomes in a positive way.  

Reviews of the ongoing study and the data collected will be conducted as per policies of 

the NHSRC. Any serious events will be reported promptly as required. This study does not 

involve any new therapies.  

 

5. COSTS & COMPENSATION 

Participants will not receive any direct compensation for participation in the study.  

However, they will receive additional consultation on post-operative risks and implications 

on future pregnancies associated with CS. Participants will not be asked to assume any 

out-of-pocket costs for their participation. 

 

6. CONFIDENTIALITY ASSURANCES 

All data, including study identification numbers, will be stored electronically under 

password protected software. All research paperwork including data collection forms, will 

be kept in a locked cabinet in the administration office of Saint Luke's Hospital; only the 

primary investigator will have access to it. Data will be anonymized to maintain strict 

protection of confidentiality. All members of the research team are well aware of issues 

related to confidentiality, especially with regards to HIV status.  Furthermore, all personnel 

have been trained in subject protections and Good Clinical Practice. An independent 

ombudsman may be contacted by the patient if any wrongdoing has occurred. The patient 

information sheeth has been attached as a supplemental document to this application. 

 

7. CONFLICT OF INTEREST 

The research team does not have any conflicts of interest in performing this study. 

 

8. COLLABORATIVE AGREEMENTS 

The proposed study will be a collaboration between Saint Luke's Hospital and Leiden 

University Medical Centre. Letters of approval and support are provided as supplemental 

documents to this application. 

 

9. INTENDED USE OF RESULTS  

The results will be presented to the hospital staff and will hopefully assist in improving 

maternity care. Study results will be summarized and explained in an accompanying 

article. If the authors decide to publish the article, a copy will be send to the National 

Health Sciences Research Committee for review. An effort will be made to publish the 

findings in at least one local or international peer reviewed journal. Also, a final report will 

be send to the NHSRC after finishing the study.  
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The results can be a foundation for quality of care interventions, such as an informed 

consent checklist and focus group discussions with obstetric health staff.  It may be 

presented in conferences in Malawi or internationally to address the importance of this 

subject. Furthermore, the whole project will give experience for the staff involved, which 

might motivate and assist them in their future career. Outcomes of this relatively small 

study project hopefully leads to more research being performed on the subject, for 

example in bigger multi-centre studies.    
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2. Main Proposal 

 
Title of project Decision-making around caesarean section in a low-

resource setting. 

Principal Investigator Wouter Bakker, MD 

Place of Study Saint Luke's Hospital 

 
1. BACKGROUND AND JUSTIFICATION 

Unnecessary caesarean sections 

Caesarean sections are rising worldwide, in both high- and low-income settings.(1–3) In 

their in 2015 updated statement on caesarean sections the WHO concluded that we 

should aim for a population based caesarean rate of 10%, with above that no significant 

improvement on maternal and neonatal outcome.(4) In a low-income setting as Malawi, 

caesarean section rates on population level still appear to be low, but on institutional level 

they are rising.(5) Caesarean sections are associated with severe maternal outcomes like 

hysterectomy, blood transfusion, need for ICU admission and death and this association is 

even higher Africa compared to Latin-America or Asia.(6–9) A study from South-Africa 

found a three times increased risk of maternal death after caesarean compared to vaginal 

birth, with haemorrhage as leading cause of death.(10) The risk on infections or uterine 

rupture in further pregnancies can also not be underestimated, especially not in a country 

where the average fertility rate is above five.(11–14) It remains therefore crucial to 

carefully select those cases eligible for surgical intervention and prevent to perform 

unnecessary procedures.(2) Where it used to be a problem of too little, too late and 

mothers and children died of not getting access to surgical care, we nowadays could also 

talk of too much, too soon. Critical evaluation of protocols, indications and individual cases 

could raise knowledge about necessary and unnecessary caesareans and assist in 

management of further cases. This can be done by audit of indications, group discussions 

and case evaluations. The World Health Organization advises to monitor CS rates on facility 

level.(4) There are many different classifications for caesareans described and a systematic 

review described the Robson classification as being the best suitable for identifying 

indications for caesareans.(15) This classification divides the indications for caesareans in 

different groups, but provides no means to compare indications to international standard 

protocols, to assess whether the decisions for performing an caesarean was based on 

correct grounds.(16) This could be useful at facility but also regional level, as a first step to 

identify pitfalls and work on reducing unnecessary procedures.  

 

Interventions in labour  

Analysing the indications of caesareans, we can identify in which area’s we could improve 
to prevent ending up in unnecessary caesarean sections by using interventions in labour. 

These evidence based interventions are basic, broadly available and less risky than surgery. 

They require good monitoring of labour, for example using partographs. This is the case 

already in a big part of the world, although documentation is sometimes suboptimal.(17) 

Amniotomy and oxytocin administration should be available in every BEmOC setting, and 

should be used in case of poor progress of labour, if correctly identified.(18–20) 

Maintaining experience with this could prevent performing unnecessary caesarean 

sections. In the case of prolonged second stage of labour, forceps or vacuum extraction 

could provide assistance before opting for emergency caesarean section and local training 
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and support could improve its use.(21,22) Pro-active support of labour could also result in 

successful vaginal birth after caesarean, preventing complicated repeat 

caesareans.(13,23) Together, correct and indicated use of these evidence based 

interventions could assist further in preventing unnecessary procedures and deliver 

mothers the care they deserve.  

 

Informed consent 

Besides evidence based quality care, mothers deserve information and autonomy in their 

health, pregnancy and childbirth. Discussing the process and indications of caesareans 

thoroughly between clinicians and patients can assist in decision making. One of the 

universal rights for childbearing women is the right to information and informed consent. 

Being able to accept an intervention willingly after receiving adequate and 

comprehensible information about the risks and benefits of the suggested treatment and 

alternatives, is defined as valid informed consent.(24) In the Bowser and Hill model on 

disrespect and abuse, non-consented care is one of the categories and could lead to 

reduces accessibility of health facilities, risking complications in pregnancy, labour or the 

postnatal period.(25) Although forming a necessity, informed consent can be suboptimal, 

leading to questions, confusion and dissatisfaction with patients.(26,27) The use or misuse 

of informed consent is easily monitored at facility level and information on this could give 

insight in areas of improvement. Several reports have recognised insufficiencies in the 

informed consent process prior to caesarean sections (28-30), as well as in the broader 

concept of RMC during facility-based deliveries in low-income countries. (25, 31-33) 

Causes that inhibit informed consent practices are low level of education of the patient 

population, poor communication between doctor and patient, not enough time given for 

obtaining consent, extensive use of medical terminology and low level of knowledge of 

informed consent among doctors.(29) On a structural level, poor working conditions 

caused by system deficiencies leading to high workloads among practitioners, may also 

add to the problem.(34,35)  The deficiencies in the informed consent process result in the 

preservation of false perspectives women have of caesarean sections. Prior counselling to 

C-sections with comprehensible information about the indication, procedure, common 

complications and implications on future pregnancies (36) might enhance women's 

understanding and thereby diminish misconceptions of the proposed surgery. As of yet, 

very few data is known on the use and quality of informed consent for surgical procedures 

in a low-resource setting. Identifying this and creating opportunities to improve the 

consent process can contribute to the decision-making and quality of care around 

caesarean sections.  

 

2. HYPOTHESIS 

We hypothesize that a significant amount of caesareans could be avoided and that there  

are opportunities during labour to do so. Also, we predict that the current the consultation 

prior to a caesarean section is suboptimal and that not all patients can reproduce their 

indication and the risks of a surgical intervention. Patient educational level and time of 

surgery might influence the information transfer effectiveness. Health workers might 

assist in identifying shortcomings and give insight in clinical practice of the consultation. 

With these inputs, an intervention package will be implemented consisting of a informed 

consent checklist, assessing the identified barriers and tackling them. We hypothesize that 
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with this approach we will improve the recollection of the patient and make the 

consultation more complete.  

 

3. OBJECTIVES 

The broad objective of this study is to improve the current informed consent consultation 

for caesarean section. This objective can be specified by the following objectives; 

 

1. Identify indications for caesarean sections in order to find opportunities to 

prevent unnecessary caesareans to reduce maternal morbidity and mortality. 

2. Determine use of evidence-based interventions in labour in our setting as 

amniotomy, oxytocin administration and vacuum extraction 

3. Analyse the completeness and recollection of the pre- and postoperative 

consultation for CS, according to the patient’s experience. 
4. Identify circumstantial factors and patient characteristics which influence the 

informed consent process. 

5. Analyse health worker perspectives on and experiences with the use of informed 

consent prior to CS, in both emergency and elective settings. 

6. Study the effectiveness of an informed consent checklist on completeness of 

informed consent and patient recollection.  

 

4. METHODOLOGY 

 

Study site  

The project will conducted in St. Luke’s Hospital in Malosa, Malawi. The hospital is based 
in the southern region of Malawi. St. Luke’s is a CHAM (Christian Health Association of 
Malawi) facility, working with a principle of minor user fees for their service. Maternity 

care is free of charge for the catchment population through the governments Service Level 

Agreement (SLA). The 150 bed rural hospital offers all types of care, including 

comprehensive emergency obstetric care for pregnancies from all gestational ages, with 

an average number of 2500 births per year. It serves a catchment population of roughly 

30,000. The caesarean section rate was 19% in 2015 and 23% in 2016. This increase led to 

questions with hospital management and the request for further investigation. The 

principal investigator works full-time as a medical officer in St. Luke’s since 2016 and has 

on the ground experience in the labour ward. He has close contact with management, 

hospital staff and patients and acquired insight in local problems and needs. 

 

Study period 

The whole study project will roughly take place between January 2018 and January 2019, 

but data of previous periods will be incorporated (from 2015 onwards). 

 

Study design 

The projects has a mixed-methods study design, consisting of a retrospective data analysis 

of all vaginal births, vacuum extractions and caesarean sections over a two-year period, a 

quantitative survey into quality and uptake of informed consent and a qualitative analysis 

of perceptions of health workers on informed consent . When shortcomings and barriers 

are identified, we propose to implement a structured informed consent checklist in 
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concordance with instructions on usage. The factors of influence we identified in both the 

analysis of the questionnaires and interviews, we will implement in the intervention.  

 

Retrospective data analyses of all vaginal births, vacuum extractions and caesarean 

sections over a two-year period.  

3500 case files of women who delivered in Saint Luke's Hospital between 1 January 2015 

and 31 December 2016 will be collected and analysed retrospectively. Files consist of 

partographs and information on admission and follow-up. The information is collected in 

a database and statistical analysis on three major subjects will be done. The following 

information is gathered; 

1. Indications for caesareans done in this period will be extracted and compared to 

national protocols. The partographs will be assessed to see if the conditions for the 

indication are met and indications will be classified accordingly. 

2. All information concerning decisions during the labour process is collected: 

artificial rupture of membranes and induction or augmentation with oxytocin. The 

usage of these methods will be evaluated. 

3. All vacuum extractions will be evaluated on their indication, outcome and use 

before and after re-introduction and training, which took place in first quarter of 

2016 

 

Quantitative survey into quality and uptake of informed consent. 

Between January 2018 and September 2018 a structured exit-questionnaire will be 

administered to all patients delivering via CS in Saint Luke's Hospital. We aim to include 

150 patients in total. The first 75 patients will be included for the analysis of the current 

status of the completeness and effectiveness of the informed consent consultation. The 

following 75 patients are included after implementation of an intervention, for measuring 

its effectiveness. Approximately 30 patients deliver by CS each month in the hospital. All 

consenting women who underwent CS can be included, either emergency operations or 

elective surgery. Exclusion criteria are non-consenting women and women not fit enough 

to participate due to post-operative complications. During the first months of the 

inclusions, the construction and implementation of the intervention takes place, based 

on the gathered data and identified shortcomings.  

 

The quality of consultation is assessed by the completeness and recollection according to 

the patients’ experience. In order to assess the completeness, the patient will be asked 

about several aspects of the consultation prior to CS. Based on international guidelines 

(36), the following information should be given to the patient: 

1. Reason for the procedure. 

2. What the procedure involves. 

3. Associated risks. 

4. Implications on future pregnancies.  

Additionally, she should be asked verbally for consent of proposed procedure. We add 

one extra aspect for verbal consent gathering by health worker; 

5. Asking for verbal consent. 

 

Based on these five criteria, percentages of occurrence can be calculated and a mean 

score of completeness from 0 – 5 can be given.  
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The recollection of the patient will be assessed by two different measures; 

a. The percentage of patients able to recollect the indication for their CS as 

mentioned in their patient file.  

b. The percentage of patients able to recollect the most common risk factors of CS. 

 

The checklists will be interview-administered, because additional explanation can be 

given to patients where necessary. The interviews will be performed by an independent 

interviewer, not involved in routine patient care (SZ). The interviewer will make clear to 

the patient that the questionnaire is voluntary and not part of routine care.  

Questionnaire administration takes place right before patients are discharged. Patient 

files will be analysed to gather patient demographics, including amount of antenatal 

consultations, HIV-status, time of surgery and presence of written consent. The rest of 

the socio-demographic data is gathered during the interview itself. This includes tribe-

allocation, literacy, educational level, marital status and amount of previous deliveries 

and caesarean sections. The interviewer will work guided by the Chichewa questionnaire 

and will be assisted by a translator from the hospital, oriented on the study objectives 

and methods. This can either be a nurse, student or support staff, since the questions are 

straightforward and mostly multiple-choice. Data will immediately be entered in the 

databank, to assure the quality of the data entry. Analysis will be performed with IBM 

SPSS Statistics version 24. The database will be created during the study period. 

Descriptive analysis will be used to identify the percentage of criteria met in the total 

group. Pre- and post-intervention groups will be compared with either a Chi-square test 

or unpaired t-test.   

 

Qualitative analysis of perception of informed consent by health workers. 

Between April 2018 and July 2018, in-depth interviews will be held with health workers 

related to obstetric healthcare working in the antenatal clinic, maternity department or 

theatre. We aim to include 20 participants and have at least one focus group discussion. 

The interviews will encompass several aspects regarding informed consent for CS. The 

interview tool includes: 

1. Personal experiences with informed consent. 

2. Definition and goals of informed consent. 

3. Daily practice of informed consent. 

4. Barriers to informed consent. 

5. Ethical considerations linked to informed consent. 

Convenience and snowball sampling will be used and data will be collected until data 

saturation is reached. Interviews will be conducted by an independent researcher (SZ) to 

prevent courtesy bias, following a semi-structured questionnaire. The interviews will be 

recorded, transcribed and analysed with qualitative data analysis software MAXQDA. 

Coding will be done in order to identify themes around the subject. Data will be processed 

anonymously. No incentives are given for participation. The questionnaire and interview 

checklist are provided as supplemental documents to this application. 

 

Sample size 

Approximately 30 patients deliver by CS each month in the hospital. All consenting women 

who underwent CS can be included, either emergency operations or elective surgery. 

Exclusion criteria are non-consenting women and women not fit enough to participate due 
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to post-operative complications. Sample size is based on the amount of time available, but 

aimed at a total of 150 inclusions.    

For the qualitative part, data will be collected until data saturation is reached, which we 

based on experience expect around 20 interviews, using convenience and snowball 

sampling. We aim to include at least one focus group discussion.  

The retrospective review will include roughly 3500 records.  

 

5. DISSEMINATION OF FINDINGS 

The direct aim of the project is quality improvement in the facility in the field of caesarean 

section indications, interventions in labour and informed consent. By focussing on these 

aspects of care, health workers have the opportunity to analyse their own practice and 

improve their skills, of which both health workers and patients will benefit. We hope 

identified barriers can lead to development of training packages of which all health 

workers and ultimately patients can benefit. All results will be presented on facility and if 

possible on district level. An effort will be made to publish the findings in at least one local 

or international peer reviewed journal, of which a copy will be send to the National Health 

Sciences Research Committee for review. Also, a final report will be send to the NHSRC 

after finishing the study. Outcomes of this relatively small study project hopefully leads to 

more research being performed on the subject, for example in bigger multi-centre studies.    

  

6. PERSONNEL 

Wouter Bakker, medical doctor, is the primary investigator and will lead the project.  

Siem Zethof, master-student in medicine, will take responsibility of the data gathering for 

both the quality survey with exit-questionnaires and the interviews with health workers.  

Felix Nansongole, clinical officer, is involved in the development of the research tools and 

patient approach.  

 

7. WORK-PLAN 

The project will take place in its entirety between January 2018 and January 2019. The first 

months are used for protocol writing and ethical approval. Practical approach is discussed 

and analysed in the facility. A small pilot was conducted to improve the questionnaire.  In 

the first half of 2018 the first half of patients for the qualitative survey will be included. 

Also, the interviews with health workers will be held during this period of time. In 

April/May, the intervention checklist will be developed and applied. The second half of the  

survey, to evaluate the effectiveness of the proposed intervention, will be held after 

implementing the checklist. Data analysis will take place during the second halve of 2018. 

The cohort analysis will be performed throughout the year.  
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2018 Jan Feb Mar Apr May Jun Jul Aug Sep Oct Nov Dec

Writing	proposal

Validating	and	pilot

Application	ethical	committee

Exit-questionnaire	survey

Qualitative	data	collection

Introduction	informed	consent	checklist

Data	analysis

Retrospective	cohort	data	analysis

Dissemination	of	results

 

 

8. BUDGET 

 

This research is not financed by any sponsors. Expected minor costs are as follows.  

 

Printing costs 20.000 MWK 

Hiring a translator for questionnaire 72.500 MWK 

On-ground translator fees 20.000 MWK  

10% NHSRC fee 11.250 MWK 

Total budget 123.750 MWK 

 

 

The costs will be paid out of the primary investigators personal account. It is thinkable 

that this project leads to more structurally funded research projects in the region.   
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3. Informed Consent 

 
Informed consent is gathered prior to administration of the questionnaire. The 

investigator gathering the informed consent will not have a treatment relationship with 

the individual. The aim of the research will be verbally explained and details about 

inclusion criteria and reasons for inclusion of the individual in particular, use of 

questionnaire, financial compensation, risks and benefits, confidentiality and contact 

details will be discussed in the Participant Information sheet. The patient will be informed 

that conduction of this research is not part of their routine care and completely voluntary. 

The individual is free to refuse to participate and will be free to withdraw from the 

research at any time without penalty or loss of benefits to which he or she would 

otherwise be entitled. Also, there will be touched upon the limits to the researchers’ ability 

to guarantee confidentiality and the measures that are taken. Verbal informed consent 

will be gathered and additionally written explanation will be handed out to the patient, 

where another confirmation of consent is asked. The first page of the questionnaire is 

dedicated to informing the patient and asking for their written consent. Illiterate patients 

may give consent with a fingerprint.  

 

Deliberately has been chosen to administer the participant information sheet verbally, 

because the information is very extensive and hard to understand all at once. We will give 

patients the option to ask questions and they will receive contact details for further 

explanation on study participation and progress. Also contact details of Saint Luke's 

Hospital personal have been included, who can link participants to an independent health 

advocate (ombudsman). Verbal explanation of this seems appropriate, because during 

pilot studies we found an illiteracy/bad understanding of Chichewa in 20% of patients. By 

doing this verbally and providing room for discussion, we make an effort to respect the 

autonomy of all patients viable for inclusion.  

 

Considering the interviews with health workers, informed consent is gathered prior to 

interviews with the health workers. Verbally the scope of the research will be explained, 

the use of a recorder and the possible extraction of quotes. No names will be mentioned. 

None of the data can be linked to the included health personal. Numbers will be used for 

anonymization purposes.  

 

The records of consent will be stored in the administration office of the hospital. The 

records are anonymous, but linked to admission numbers. An encrypted database, only 

accessible to the primary investigator, will link the admission numbers to the gathered 

data. This way we can link the informed consent form to an individual case. However, 

patient names are not recorded and cannot be traced.  
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3a. Informed Consent Exit-Questionnaire Survey 

 

PATIENT INFORMATION SHEET   ENGLISH  

 

Study title: Decision-making around caesarean section in a low-resource setting. 

Locality: Saint Luke's Hospital Ethics committee ref.: National Health 

Science 

Research Ethics 

Committee  

Primary 

investigator: 

Wouter Bakker Contact phone 

number: 

+265991694212 

 

CONSENT PAPER 

 

These questions are part of the research study on quality safe motherhood. 

They aim to see if you were properly informed before undergoing a caesarean section and if 

the health care personnel asked for your consent. 

They also aim to see your current knowledge on caesarean section. 

This research study will help us to identify shortcomings in the information provision prior to 

a caesarean section. This will help to improve safe motherhood.  

 

RESEARCH METHODOLOGY 

We will use questions. 

 

ACTIVITIES DURING THE RESEARCH 

If you accept to take part in this research, you will be asked questions and your part will end 

there. We will use your patient files to look at your HIV-status, amount of antenatal consults, 

parity, amount of caesarean sections and the indication for your current caesarean section.  

 

ADVANTAGES AND DISADVANTAGES OF THIS RESEARCH 

There is nothing to fear since there will be no new drugs or any kind of physical examination. 

There will be no direct advantages, but the results of the study will help to identify ways of 

strengthening patient education and respectful care given to pregnant women. You will 

receive an additional explanation of the risks of CS and its implications for future 

pregnancies.  

 

THE RESEARCH STUDY IS NOT COMPULSORY 

It is not compulsory to take part in the research study and to refuse to take part in this study 

will not affect the type of treatment that you are going to receive during this stay.  

 

THE RIGHT TO WITHDRAW FROM THE STUDY 

You have the right to withdraw from the study any time, without consequences. 
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CONFIDENTIALITY 

We will make an effort to keep all information confidential, except when we have been asked 

by the law or the research bodies.  Names shall not be used. Instead numbers shall be used. 

There will be no connection between your information and your identity. 

 

 

 

THE RESULTS OF THE RESEARCH STUDY 

You will be informed about the results of the study when we have finished scrutinizing them. 

You can contact the investigator any time for an update on the study results (see contact 

details).  

 

RESEARCH POPULATION 

Pregnant women who have undergone Caesarian Section are the ones required to take part in 

the study. 

 

CONTACT DETAILS 

If you have questions or comments concerning this research study, you can find the 

researcher: 

 

Name, position:   Simon Zethof, co-investigator 

 Phone:     +265995661849 

 Email:     Siemzethof@hotmail.com 

 

 

 

If you want to speak to an independent person you can find him on the address below; 

 

Name, position   Mr J. Phiri, Senior Adminstrative Officer 

Phone:     +0882010868 / 0999121039 

 

Name, position   Mr P. Manjere, Human Resource Officer 

Phone:     +0883377691 / 0999121039 

 

 

You can also contact the National Health Science Research Ethics Committee 

 

 Name, position   Dr. Damson Kathyola, NHSRC representative 

Phone:     +26 560 1726422, ask for Dr. Kathyola 

 Email:     directorgeneral@ncst.mw 
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Declaration by participant: 

I hereby consent to take part in this study. 

 

Participant’s name: 

Signature: Date: 

 

 

Declaration by member of research team: 

 

I have given a verbal explanation of the research project to the participant, and have answered 

the participant’s questions about it.   
 

I believe that the participant understands the study and has given informed consent to 

participate. 

 

Researcher’s name: 

Signature: Date: 
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PATIENT INFORMATION SHEET    CHICHEWA  

 

 
Study title: The quality of care for caesarean sections in Saint Luke's Hospital, Malawi: A 

mixed-method approach. 

Locality: Saint Luke's Hospital Ethics committee ref.: National Health 

Science Research 

Ethics Committee  

Lead 

investigator: 

Wouter Bakker Contact phone number: +265995661849 

 
 

PEPALA LA CHILOLEZO  

Mafunsowa akupanga mbali imodzi ya kafukufuku wa maphunziro a pamwamba a uchembere 

wabwino.  

Zikukhudza ngati  mwauzidwa moyenera musanapangidwe opareshoni  ndiponso ngati a 

chipatala akufunsani  zachilolezo chanu.   

Zikhudzanso zomwe mukudziwa panopa za ma opareshoni.  

Kafukufukuyu adzatithandiza kuona zofooka zimene zimapezeka popereka uthenga kwa mayi 

oyembekezera asanapangidwe opareshoni.  

 

NDONDOMEKO YA KAFUKUFUKU  

Ife tidzagwiritsa ntchito mafunso. 

 

ZOCHITIKA MUKAFUKUFUKU AMENEYU 

Ngati mutavomera kutenga mbali mukafukufukuyu,mudzafunsidwa mafunsondipo mbali 

yanu idzathera pomwepa.  Tidzagwiritsanso ntchito ma fayilo anu popanga kafukufukuyu. 

 

UBWINO NDIKUYIPA KWA KAFUKUFUKU AMENEYU 

Palibe choopsa china chili chonse popeza sipadzakhala mankhwala achilendo kapena 

kuyezedwa kwina kulikonse. 

Sipadzakhala ubwino wina uliwonse koma zotsatira zakafukufuku zizathandiza kupezera njira 

zolimbikitsa kudziwitsa ndi kuwonesetsa kuti zisankho za amayi apakati zikulemekezedwa. 

 

KAFUKUFUKU AMENEYU SIWOUMILIZA  

Kutengambali pakafukufuku ameneyu ndikosaumiriza ndipo kukanakutenga mbali 

pakafukufuku ameneyu sikudzakhudza chisamaliro chimene muyenera kulandira patsikuli. 

 

UFULU OTULUKA MUKAFUKUFUKU AMENEYU  

Muli ndi ufulu wonse kutuluka mukafukufuku ameneyu ndipo sipadzakhala chovuta china 

chili chonse. 

 

 

 

KUSUNGA CHINSINSI  

Tidzayetsetsa kusunga chinsinsi pa zonse zokhudza munthu wina aliyense kupatula 

pokhapokha ngati tafunsidwa ndilamulo kapena mabungwe oyang’anira kafukufuku. Mayina 
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sadzidzagwiritsidwa ntchito mmalo mwake manambala ndiamanene adzidzagwiritsidwa 

ntchito, sipadzakhala kugwirizana kwinakulikonse pa nkhani ndi mayina anu 

 

ZOTSATIRA ZA KAFUKUFUKU  

Mudzadziwitstsidwa zotsatira zakafukufuku ameneyu tikadzakamaliza kuunika bwinobwino 

 

 

 

CHIWERENGERO CHA ANTHU OTENGAMBALI PAKAFUKUFUKU AMENEYU 

Kafukufuku ameneyu adzafunika kwa amayi onse oyembekezera amene anapangidwa 

opaleshoni ndi amene adzatenge mbali. 

 

 

MUNGATIPEZE BWANJI? 

Ngati muli ndimafunso kapena ndemanga pokhudzana ndikafukufuku ameneyu, mukhoza 

kutifikira Kwa opanga kafukufuku; 

 

Name, position:   Simon Zethof, co-investigator 

 Phone:     +265995661849 

 Email:     Siemzethof@hotmail.com 

 

 

 

Ngati mukufuna kuyankhula ndi munthu wapadera mukhonza kumupeza pa keyala ili 

mmunsimu: 

 

Name, position:   Mr J. Phiri, Senior Adminstrative Officer 

Phone:     +0882010868 / 0999121039 

 

Name, position:   Mr P. Manjere, Human Resource Officer 

Phone:     +0883377691 / 0999121039 

 

 

National Health Science Research Ethics Committee 

 

 Name, position   Dr. Damson Kathyola, NHSRC representative 

Phone:     +26 560 1726422, ask for Dr. Kathyola 

 Email:     directorgeneral@ncst.mw 
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Ine……………………………….. (Otengambali) ndawerenga zofunikirazi. Ndasankha 
kutenga mbali pakafukufuku ameneyu mosakakamizidwa. Ndamvetsetsa kuti ndili ndi ufulu 

kukana kuyankha funso komanso kutuluka mukafukufuku ameneyu nthawi ina iliyonse. 

Ndamvetsetsa kuti mayankho anga adzakhala achinsinsi 

. 

Kutsimikiza kwaotenga mbali       Tsiku  

 

 

Umboni       Tsiku 

 

 

Kutsimikiza Kwa opanga kafukufuku   Tsiku 

 

CHALA 
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3b. Informed Consent Interview Health Workers 

 

Research: Health Worker Perspectives on Informed Consent for Caesarean 

Sections. 
 

Department          Obstetrics  

Organization  Saint Luke's Hospital 

Date  

 
Dear Sir, Madame, 

 

The following interview will be conducted to gain insight in your perspectives on giving 

information to the patient and gaining her consent prior to CS. The interview will discuss 

personal experiences with informed consent, as well as thoughts about the information 

transfer, practical use of informed consent and ethical considerations.  

 

- The interviews are anonymous. The interviewee only states his/her function, age, 

gender, department and years of working experience. 

- The interviews will be recorded and analyzed only by the interviewer. 

- Comments may be used as quotes in the article. This, again, will be anonymous.  

- The interview takes 30 minutes to 1 hour.  

 

 

By conducting interviews and analyzing them as one entity, the researcher tries to understand 

the process of informed consent and apply interventions were needed. This may improve the 

quality of care in Saint Luke's Hospital, but also may serve as an example for other health 

facilities.  

 

 

This interview is not compulsory and will not affect your work in a negative way. The 

researcher may write during the interviews. The notations include observations and possible 

quotes.  
 

 

 

 

 

I hereby give my consent for participating in this study   
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4. Data Collection Instruments 

4a. Exit-Questionnaire  
 

DATA COLLECTION SHEET      ENGLISH 

  

[Questionnaire: Quality of Consultation Caesarean Section] 
 

Department          Obstetrics  

Organization  Saint Luke's 

Hospital 

Date  

Dear Madame, 

 

This list of questions is part of a study on the quality of consultation in Safe Motherhood. 

It will address whether or not you were informed sufficiently prior to your caesarean section 

and if healthcare providers asked for your consent.   

It will also address your current knowledge of caesarean sections.  

This study will enable us to identify shortcomings in the provision of information and 

improve Safe Motherhood for you and future patients.   

 

- If you find any of the questions hard to understand, you may ask the 

interviewer for clarification.  

- If you find any of the questions offensive or do not want to answer 

them for any other reason, do not feel obliged to do so. Leave a blank 

space.  

- The questionnaire should take 15 minutes to complete. You may quit 

the questionnaire anytime you like. 

 
The questionnaire is anonymous and will be analysed by an independent researcher.  

Your answers will be confidential. Only the interviewer and researcher will take notice of 

them. 

The filled-in answers will not affect the quality or accessibility of your healthcare in a 

negative way.  

We will be using your patient records to identify the reason for your caesarean section as 

stated by the caregiver. 
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Part 1: Your social and demographic information  

Instructions: 

This part aims to collect information about your life.  

When a line is depicted after a question, put your answer on the line. 

 

Example question:  

How many times have you been to Saint Luke's Hospital? 

 ________________________ 

 

When several options are given, pick one option (except when stated otherwise).  

 

Example question:  

Was your previous delivery a caesarean section? 

a. Yes 

b. No 

 

Questions on patient demographics: 

PICK ONE OPTION! 

1. Are you able to read Chichewa? 

 a. Yes 

 b. No 

2. Which tribe are you related to? 

 a. Yao-tribe 

 b. Chewa-tribe 

 c. Ngoni-tribe 

 d. Chotupa-tribe 

 e. Lomwe-tribe 

 

3. How old are you?     ______________________________ 

 

 

4. Indicate your marital status: 

a. married 

b. single  

c. relationship 
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5. Religion: 

a. Christian 

b. Muslim 

c. Jehovah  

d. Other 

e. None 

6. Occupation? 

a. Employed 

b. Business/self employed 

c. Student/school  

d. None 

e. Farmer 

7. Indicate your highest education level attained:  

a. None 

b. Primary school (Standard 1- 8) 

c. Junior Secondary school (Form 1 and 2) - Junior Certificate of Education 

(JCE) 

d. Senior Secondary school (Form 3 and 4) - Malawi Secondary Certificate of 

Education (MSCE) 

e. College 

f. University 

 

8. How many times have you given birth? ___________________________________ 

 

 

9. How many caesarean sections did you have? _______________________________ 

 

8. Which level of provider asked you for your consent prior to operation during your 

hospital stay?  

a. Nurse/midwife  

b. Doctor 

c. Guardian 

d. No one 
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Part 2: Received information and consent 

Instructions: 

Please answer these questions based on the counseling you have received for this C-section 

from the healthcare provider. The information should be received during THIS HOSPITAL 

STAY or antenatal consultations. It may either be mentioned before or after your C-section.  

Example question.  

Was your previous delivery a caesarean section? 

a. Yes 

b. No 

 

1. Did someone from the hospital inform you of the reason for this caesarean section? 

a. Yes 

b. No 

2. PICK ONE OPTION! 

According to you, what was the reason for the caesarean section? PICK ONE OPTION! 

a. Birth canal was too narrow for baby's head (CPD, obstructed labour, prolonged 

second stage, failed VBAC, macrosomia)  

b. Problem with heart baby (Non-reassuring fetal status, fetal distress) 

c. Problem with position of child (Fetal malpositioning, fetal malpresentation)  

d. High blood pressure (Preeclampsia/eclampsia/HELLP syndrome) 

e. Blood loss prior to labour (ante-partum hemorrhage, abnormal placentation, 

placenta praevia, placental abruption)  

f. Cord was in front of the baby. (Funic presentation or cord prolapsed)  

g. Uterine tear/rupture 

h. Breech presentation in first pregnancy  

i. 2 or more CS in history 

j. Other   ___________________________ 

k. Don't know  

3. Did someone from the hospital inform you on what a caesarean section involves?   

The doctor should have told you about the operation room (theatre) and the use of 

anesthetics (spinal block), and the possible complications of anesthetics?  

a. Yes  

b. No  
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4. Did someone from the hospital gave you information on the risks associated with a 

caesarean section during this stay?  

a. Yes (go to question 5) 

b. No (go to question 6) 

 

5. PICK 3 OPTIONS! 

Which of the following risks are MOST COMMON following a caesarean section? 

PICK 3 OPTIONS! 

a. Increased risk of bleeding 

b. Instruments left in abdomen  

c. Maternal death  

d. Infection 

e. Extended recovery time 

f. Becoming paralyzed 

 

6. Did a healthcare provider explain that your future deliveries should be in the hospital, 

now that you’ve had a caesarean section?  
a. Yes 

b. No 

c. Bilateral tubal ligation  

 

7. Were you asked for your consent prior to this surgery?  

a. Yes (go to question 9) 

b. No (go to question 8) 

 

8. Did you sign a consent form for this caesarean section? 

a. Yes 

b. No 
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9.  If you were NOT asked for consent, why do you think this happened? 

a. Doctor knows best 

b. Women's feelings not considered 

c. Unable to make decision due to drugs or complication 

d. Sudden emergency 

e. My guardian gave consent 

f. High risk to baby 

g. Other reason, fill in: ________________________________________________ 
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Part 3. Your Perspective on Hospital stay 

Instructions: 

The following instrument aims to give insight in your experiences of this hospital stay.  

For each of the questions below, circle the response that best characterizes how you feel about 

the statement, where:  

1 = Strongly Disagree, 2 = Disagree, 3 = Neither Agree Nor Disagree, 4 = Agree, 5 = 

Strongly Agree 

 

Example: 

 

 Strongly 

disagree 

Disagree Neither 

Agree nor 

Disagree 

Agree Strongly 

Agree 

I felt informed about my cesarean section during my hospital 

stay. 

1 2 3 4 5 

The provided information was hard to understand for me. 1 2 3 4 5 

I had the chance to ask questions. 1 2 3 4 5 

I want to receive more information on cesarean sections 

prior to surgery.  

1 2 3 4 5 

Asking for consent prior to cesarean section is important to 

me.  

1 2 3 4 5 

 

This is the end of the questionnaire. Your participation will be very 

helpful in our research for better obstetric care. Thank you for 

participating!! 

 

 

 

 

 

 

 

 

 

 Strongly 

disagree 

Disagree Neither 

Agree nor 

Disagree 

Agree Strongly 

Agree 

I want Malawian healthcare to be the best. 1 2 3 4 5 
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DATA COLLECTION SHEET FOR INTERVIEWER      
 

 

Number given by interviewer: _________________________________________ 

 
 

Handed out by:      Interviewer/Student  

 

 

Date of CS, time performed  __________________________________________ 

 

 

 

Exact indication in patient records: __________________________________________ 

   

Written by consent:      Patient/Guardian/No one 

 

HIV-status:       Positive/Non-reactive/Unknown 

 

 

Amount of antenatal consultations: __________________________________________ 

 

 

Type of CS:      Emergency / Elective 

 

 

 

Any complications 3-days post CS? __________________________________________ 

 

 

 

Any long-term complications? __________________________________________ 
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DATA COLLECTION SHEET     CHICHEWA 
 

[Mafunso: Ubwino wogawana nzeru pa nkhani za caesarean (operashoni)] 

Department          Obstetrics  

Organization Saint Luke's Hospital 

Date  

Zikomo Amai, 

 

Mafunsowa akupanga mbali imodzi ya kafukufuku wa maphunziro a 

pamwamba a uchembere wabwino.  

Zikukhudza ngati  mwauzidwa moyenera musanapangidwe opareshoni  

ndiponso ngati a chipatala akufunsani  zachilolezo chanu.   

Zikhudzanso zomwe mukudziwa panopa za ma opareshoni.  

Kafukufuku yu azatithandiza kuona zina zimene tingadziwe zothandiza 

uchembere wabwino.  

- Ngati pali mafunso ena amene musakuwamvetsa, muwafunse amene 

akukufunsani.  

- Ngati pali mafunso amene pazifukwa zosiyanasiyana simungathe 

kuyankha, mutha kutsiya osayankha.   

- Mafunso ayenera kutenga 15 minutes (mphindi 15). Mutha kutsiya 

nthawi ina iriyonse.  

 

Mafunso awa ndi achinsinsi azangoonedwa ndi wofufuza wa pa dera basi.  

Mayankho anu azakhala achinsinsinso owonedwa ndi wokufunsani komanso 

wofufuza okhawo.   

Mayankho anu sadzasintha chithandizo kapena kulandira chithandizo 

mochepera.  

Tizigwiritsa zolembedwa zachipatala poona chifukwa cha opareshoni yanu 

monga analembera a dokotala.  
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Part 1: Za gulu lanu maphunziro, zakubadwa ndi kufa  

Malangizo: 

Mbali ino ndi yofuna kudziwa za moyo wanu.  

Pakakhala mdzere pa funso mulembe yankho lanu pamdzere.  

 

Chitsanzo:  

Mwapitapo kangati ku Saint Luke’s Hospital?   

 ________________________ 

 

Ngati pali mayankho ambiri, sankhanipo limodzi (kupatulapo ngati palembedwa zina).  

 

Chitsanzo: 

Kubereka kwanu komalizira Kunali kwa opareshoni/kong’amba? 

c. Inde 

d. Ayi 

 

Mafunso okhudza kasinthidwe ka chiwerengero cha wodwala:  

 

SANKHANIPO CHIMODZI! 

 
1.  Mungathe kuwelenga Chichewa? 

 a. Inde 

 b. Ayi 

 

2. Mtundu wamu ndi chani? 

 a. Yao 

 b. Chewa 

 c. Chotupa 

 d. Ngoni 

 e. Lomwe 

 

3. Muli ndi zaka zingati?        
_____________________ 

 

 

4. Munakwatiwa: 

a. Okwatiwa 

b. Sindinakwatiwe 

c. Ndili ndi chibwenzi  
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5. Mpingo: 

 a. Mkhilisitu 

b. Musilamu 

c. Mboni za Yehova 

d. (Mpingo) wina 

e. Palibe  

 

6. Mumagwira ntchito? 

a. Ndimagwira 

b. Bizinesi/yandekha 

c. Ndikuphunzira/ pa sukuhi sukulu 

d. Palibe  

e. Mlimi  

 

7. Sukulu munalekedza mu chiyani?  

g. Palibe / Sindinapite 

h. Primary school (standard 1 – 8) 

i. Junior Secondary school (Form 1-2) - Junior Certificate of Education (JCE) 

j. Senior Secondary school (Form 3-4) - Malawi Secondary Certificate of 

Education (MSCE) 

k. College  

l. University / Yunivesite  

 

8. Mwabereka kangati?     ______________________________ 

 

9. Mwapangidwa opareshoni kangati?  ______________________________ 

8. Anakufotokozerani dongosolo la opareshoni yanu ndi ndani? 

a. A nasi / A namwina 

b. A dokotala 

c. Ondidikilira (guardian)  

d. Palibe 
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Part 2: Zomwe ndinauzidwa ndi chilolezo 

Malangizo: 

Yankhani mafunso malinga ndi momwe mwauzidwira ndi a Chipatala zokhuzana ndi 

opareshoni. Izi ziyenera kulembedwa ulendo umene mwagonetsedwa uno kapena ku sikelo.  

Chitsanzo:  

Kodi mwana wanu omalidzira anali wa opareshoni? 

a. Inde 

b. Ayi 

 

1. Alipo ena a chiptala akudziwitsani chimene chimapangitsa opareshoni?  

a. Inde 

b. Ayi 

 

2. SANKHANIPO CHIMODZI! 

Mukuganidzira kuti chimapangitsa ndichiyani? SANKHANIPO CHIMODZI! 

l. Chifukwa cha kuchepa kwa njira kapena kukula kwa mutu wa mwana? 

m. Mwana amabanika  

n. Mwana sanagone bwino   

o. BP yokwera/kuthamanga kwamagazi  

p. Kutaya magazi kwambiri ndisanabereke  

q. Kutsogoza mchombo wamwana.  

r. Kung’ambika kuphulika kwa chiberekero  

s. Kutsogoza matako amwana pamimba yoyamba  

t. Kupangidwa opareshoni yamwana kawiri  

u. China,        -

___________________________ 

v. Sindikudziwa 
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3. Alipo wina wa chipatala amene anakudziwitsani zomwe zimachitika popanga 

opareshoni? 

A dokotala/anesi amayenera kuudzani za chipinda cha opareshoni (fiyeta) ndi 

kagwiritsidwe ka mankhwala oletsa ululu komanno kwipa kwake.  

a. Inde 

b. Ayi 

 

4. Alipo wina wa muchipatala amene wakuudzani za kuopsya kwa opareshoni?  

a. Inde      

b. Ayi    

 

5. SANKHANI ZITATU MWA IZI! 

Ndi zoopsya ziti mwa izi zimene zimachitika nthawi zambiri pa opareshoni? 

SANKHANI ZITATU MWA IZI! 

a. kutaya magazi kwambiri 

b. Kuyiwla zipangizo zogwiritsa ntichito m'mimba mwanga.  

c. Imfa pobereka 

d. Kuola kwa bala  

e. Nthawi yaitali yochilira 

f. Kufa kwaziwalo  

 

6. Kodi a chipatala anakufotokodzerani kuti kubereka mtsoglo kuyenera kuchitikira 

muchiptala poti pano mwachitidwa opareshoni? 

a. Inde 

b. Ayi 

c. Ndinatsekedwa  

 

7. Munafunsidwa za chiloledzo chanu musanachitidwe opareshoni? 

a. Inde    

b. Ayi   

  

8.Munasaina kalata yobvomeredza kuchitidwa opareshoni? 

a. Inde 

b. Ayi 
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9.  Ngati simunafunsidwe za chiloledzo chanu, mukuganidzira kuti izi zinachitika 

chifukwa chiyani? 

a. A dokotala akudziwa zonse bwino 

b. Maganizo a azimai saganidziridwa.  

c. Ndinalephera kupanga chiganizo chifukwa cha mankhwala kapena bvuto lina.   

d. Mabvuto adzidzidzi  

e. Amene amandiyang'anira anapereka chiloledzo.  

f. Zoopsya kwa mwana 

g. Chifukwa china, lembani:  ________________________________________________ 
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Part 3. Malangizo omwe mungapereke okhuzana ndi chipatalachi 

Malangizo: 

Mafunso otsatira wa athandizira kuti mudzathandizidwe monga momwe mukufunira 

mukadzabweranso.  

Pafunso linalililonse pali mayankho asanu, sankhani yankho limodzi lomwe mukuona kuti ndi 

loyenera. Muzungulize yankho loyeneralo. 

1 = Kutsutsa kwambiri, 2 = Kutsutsa, 3 = Pakati ndipakati, 4 = Kubvomera, 5 = Kubvomera 

kwambiri 

 

Chitsanzo: 

 

 Kutsutsa 

Kwambiri  

Kutsutsa Pakati 

ndipakati 

Kubvomera Kubvomera Kwambiri 

Ndinauzidwa za opareshoni nthawi imene 

ndinali muchipatala. 

1 2 3 4 5 

Chidziwitso chinaperekedwa chinali chobvuta 

kumvetsa. 

1 2 3 4 5 

Ndinali ndi mwai ofunsa mafunso. 1 2 3 4 5 

Ndikufuna C chidziwitso chokwanira pa 

zong’amba thupi nthawi ya opareshoni 
isanakwane. 

1 2 3 4 5 

Kufunsa chiloredzo nthawi yong'amba thupi 

isanakwane ndi chofunikira kwa ine.   

1 2 3 4 5 

 

Apa ndi pamapeto a mafunso athu. Kutenga nawo gawo pa kafukufuku yu 

kutandizira kuti uchembere wabwino upite patsogolo. Zikomo kwambiri 

chifukwa chotenga nawo mbali. 
 

 
 

 

 

 Kutsutsa  

kwambiri 

Kutsutsa Pakati 

ndipakati 

Kubronera Kubvomera 

kwambiri 

Ndikufuna umoyo wabwino wa 

chimalawi kukhala opambana 

koposa. 

1 2 3 4 5 
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DATA COLLECTION SHEET FOR INTERVIEWER      
 

 

Number given by interviewer: _________________________________________ 

 
 

Handed out by:      Interviewer/Student  

 

 

Date of CS, time performed  __________________________________________ 

 

 

 

Exact indication in patient records: __________________________________________ 

   

Written by consent:      Patient/Guardian/No one 

 

HIV-status:       Positive/Non-reactive/Unknown 

 

 

Amount of antenatal consultations: __________________________________________ 

 

 

Type of CS:      Emergency / Elective 

 

 

 

Any complications 3-days post CS? __________________________________________ 

 

 

 

Any long-term complications? __________________________________________ 
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4b. In-depth interview guidance 
 

Interview subject list: Informed Consent for Caesarean Section, Health Worker 

Perspective.  
 
Introduction: Scope of research, discuss informed consent.  

Interviewee characteristics: Function, gender, age, current occupation, years of working experience. 

 

1. Personal experiences with IC 

a. In how many informed consent processes prior to CS have you been involved?  

b. Can you describe your last IC process prior to CS? Elaborate.   

c. Did any of the women ever refused the operation? Elaborate.  

d. Did you encounter a situation where a woman went to CS without gaining informed consent? 

e. Would you consider your experiences with informed consent positive or negative? Why?  

2. Definition of informed consent 

a. Describe the definition of informed consent in a few sentences.  

i. Different aspects? 

ii. Purpose? 

b. What is the effect on the patient? 

c. What is the effect on the health worker? 

3. IC in clinical practice 

a. How should a regular IC process for CS look like? 

i. Which points should be discussed? 

ii. Who should discuss it? Clinician or nurse? 

iii. Should it be discussed with patient or guardian? 

iv. Should the patient or guardian give consent? 

v. Situations where IC is unfavorable? Skip IC? 

b. What are the barriers for IC? 

i. Patient characteristics 

ii. Time management 

iii. Emergency setting 

c. How to overcome the barriers mentioned?  

4. Ethical considerations 

a. Informed consent is a fictional approach, because: 

i. Most women do not have the medical expertise to comprehend the provided 

information.  

ii. Most patients expect the doctor to make a decision for them and do not want to be 

informed and involved in the decision making.  

iii. The clinician will provide selective information to coerce the patient into his option 

of choice.  

iv. A women giving no for an answer will not be tolerated. She will be forced to do 

whatever the clinician thinks is best under these circumstances.  

b. How do you assess the capability of a woman to consent? Is any woman in pain uncapable? Does it 

make a differences IC process involves the guardian rather than the patient?  

c. "Every women has the right to information, informed consent and refusal, and respect for her choices 

and preferences, including companionship during maternity care." What do you think of this statement? 

Is the right to informed consent a Human right? Is it usable in clinical practice?  

d. If a women refuses a CS, despite the damage to mother and child, should we respect this decision? Who 

should have the last word? Woman or clinician? 

5. Conclusion: 

a. Definition of informed consent? 

b. Advantages? 

c. Disadvantages? 

d. Challenges?  

e. Want to add something?  
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5. Support Letter Institution 
 

 

ANGLICAN DIOCESE OF UPPER SHIRE (ADUS) 

 
HEALTH DEPARTMENT 

P.O. BOX 21, CHILEMA 
ZOMBA, MALAWI 

 

        E-mail :  

stlukeshospitalmalosa@gmail.com 

          Tel :  +265 9 99 121 039 
Bishop: The Right Rev’d Brighton Vitta Malasa    :  +265 8 84 478 897 
 

 

Dear members of the National Health Science Research Committee, 

 

 

On behalf of St Luke’s Hospital, I would like to offer my support to Dr. Wouter Bakker to 
conduct a study to visualize the theme of information transfer prior to a caesarean section.  

 

The study: The quality of care in caesarean sections in Saint Luke's Hospital, Malawi: A 

mixed-method approach, is not only of assistance to us as a hospital, but could serve a greater 

purpose as an example to improve on the patients right of information in obstetric health care.  

 

Hereby I, endorse this study to investigate current practices of informed consent and 

stimulation of patient education.   

 

 

Sincerely, 

 

 

 

 

 

 

Winasi Boma, Principal Administrator St. Luke's Hospital.  
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