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Abstract: Background: In rural Pakistan, childbirth has shifted significantly from home-
based traditions to hospital-centered medical care. This transition raises concerns regarding its im-
pact on maternal and infant health in resource-limited settings. Objective: To examine the extent
of childbirth medicalization and its impact on postnatal health outcomes in rural Arifwala, Pakistan.
Methods: This study employed a qualitative phenomenological design. Sixteen women (aged 18—
40) who delivered in healthcare facilities in the Arifwala and Pakpattan districts were recruited via
purposive sampling from three Basic Health Units and one Tehsil Headquarters Hospital. Semi-
structured interviews were conducted in Punjabi or Urdu, and data were analyzed using Braun and
Clarke’s thematic analysis. Results: Cesarean sections accounted for 68.8% of deliveries, a rate
significantly exceeding international recommendations. Primary drivers included maternal anemia,
fear of labor pain, family influence, trust in healthcare providers, and improved facility access.
Postnatal outcomes frequently included prolonged physical recovery, psychological distress, and
anxiety regarding infant health. Women's attitudes toward medicalization ranged from acceptance
to regret, often shaped by their previous birth experiences. Conclusion: Medicalized childbirth is
prevalent in rural Arifwala, driven by a complex mix of health, social, and structural factors. While
medical intervention is vital for complications, the current high rates contribute to negative physical
and psychological outcomes. Recommendations include strengthening prenatal care, providing cul-
turally sensitive counseling, integrating mental health support, and enforcing evidence-based
guidelines to reduce unnecessary surgical deliveries.
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1. Introduction

Childbirth is a universal human event, yet the way it is managed has changed considerably
over time. In recent decades, childbirth has increasingly shifted from traditional, community-based
practices to medically managed procedures conducted in institutional settings. This shift is com-
monly described as the medicalization of childbirth, referring to the growing dependence on med-
ical technology, clinical supervision, and interventions during labor and delivery (Benyamini et al.,
2017). Although this trend is observed worldwide, traditional birthing practices remain common in
many developing regions.

In rural Pakistan, childbirth was historically managed at home with the support of traditional
birth attendants or experienced female family members. These practices were closely linked to
cultural values, social relationships, and community support systems (Sarker et al., 2016). Over
time, however, rural areas have experienced a noticeable movement toward institutional and med-
ically supervised births. Improvements in healthcare infrastructure, increased availability of trained
medical staff, and changing perceptions of safety and modern healthcare have contributed to this
transition (Khan et al., 2019; World Health Organization, 2021).

Both governmental and non-governmental organizations have played a significant role in pro-
moting hospital-based deliveries and medical interventions as safer alternatives to traditional child-
birth practices (Shaikh et al., 2017). Through awareness campaigns and outreach programs,
healthcare professionals have influenced community beliefs, gradually increasing acceptance of
medicalized childbirth (Howard et al., 2017). At the same time, concerns about complications
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during home births have encouraged families to seek institutional care, often viewing medical in-
tervention as a necessary measure to protect the health of mothers and newborns (Sheikh et al.,
2016).

While medical intervention can be essential in managing childbirth complications, concerns
have been raised about the increasing use of unnecessary procedures, particularly Cesarean sec-
tions, which may not always be medically justified (Nazir, 2015). Such practices may contribute to
the gradual loss of traditional birthing knowledge and community-based support systems. These
concerns are particularly important in rural settings, where healthcare resources remain limited and
unevenly distributed. Women in these areas continue to face significant health risks, including post-
partum hemorrhage, infection, hypertension, and anemia, often due to inadequate antenatal care
and limited access to emergency obstetric services (Thiels et al., 2015).

The rural setting of Arifwala presents distinct challenges that influence maternal and neonatal
health outcomes. Many remote areas experience shortages of healthcare facilities, trained staff, and
essential medical services (Ahmed et al., 2022). As a result, women often receive insufficient pre-
natal care and face delays in accessing emergency treatment during labor, which can negatively
affect postnatal health. Limited access to health information further compounds these challenges,
particularly regarding maternal nutrition, danger signs during pregnancy, and postnatal care prac-
tices (Gibore et al., 2020).

Cultural and religious traditions continue to shape childbirth practices and postnatal care in
rural communities. While these traditions provide emotional and social support, they do not always
ensure hygienic or safe birth conditions (Byrne et al., 2016). Traditional beliefs also influence new-
born care, feeding practices, and maternal recovery after childbirth. Socioeconomic constraints
such as poverty, lack of clean water, inadequate sanitation, and transportation difficulties further
worsen maternal and infant health outcomes (Khan et al., 2020).

Gender inequality remains a major barrier to maternal healthcare in rural Pakistan. Limited
decision-making power, restricted mobility, and dependence on male family members often prevent
women from seeking timely antenatal care or choosing appropriate birth settings (Omer et al.,
2021). Understanding how these social, economic, and cultural factors interact with the medicali-
zation of childbirth is essential for developing effective and inclusive maternal health policies.

The effects of medicalized childbirth in rural areas are complex. Women continue to experi-
ence high rates of postnatal complications, including infection, anemia, hypertension, and excessive
bleeding, largely due to gaps in skilled care and emergency services (Patra et al., 2018). Infant
mortality also remains high, driven by poor sanitation, inadequate nutrition, limited healthcare ac-
cess, and insufficient knowledge of newborn care. Common causes include premature birth, birth
asphyxia, and neonatal infections (Zakar et al., 2018). Malnutrition among mothers and infants
further increases health risks, leading to low birth weight, delayed growth, and greater vulnerability
to illness. Inadequate access to family-planning services contributes to closely spaced pregnancies,
placing additional strain on maternal and infant health and increasing mortality risks (Anwar et al.,
2023).

Problem Statement

The medicalization of childbirth in rural Arifwala, Pakistan, is an emerging issue whose im-
plications for postnatal health outcomes remain insufficiently explored. Understanding these effects
is essential for improving maternal and infant health and ensuring that healthcare practices meet
the needs of rural populations (Atif et al., 2017). Factors such as access to healthcare facilities,
availability of trained medical personnel, and the presence of essential medical equipment strongly
influence the extent of medicalized childbirth in rural settings (Mahmood et al., 2022).

Traditional childbirth practices in rural areas relied heavily on midwives, family members,
and community support networks. The increasing shift toward medicalized childbirth has disrupted
these systems, sometimes reducing the emotional and social support available to women during
labor and delivery (Jabeen et al., 2020). Although medical interventions can prevent serious com-
plications, they may also lead to unnecessary procedures and adverse outcomes when used without
clear medical need (Alianmoghaddam et al., 2017).

Socioeconomic conditions, including education, income level, and local cultural norms, play
a key role in shaping childbirth practices and postnatal health outcomes in Arifwala. These factors
influence women’s access to healthcare, their ability to make informed decisions, and their prefer-
ences regarding place and mode of delivery (Hameed et al., 2018). A detailed examination of the
relationship between childbirth medicalization and postnatal health is therefore necessary to inform
healthcare planning and policy development in rural Pakistan.

Rationale and Significance

This study addresses important gaps in existing research on maternal healthcare in rural Paki-
stan. While the medicalization of childbirth is widely documented in global literature, limited at-
tention has been given to how this process unfolds in low-resource rural settings such as Arifwala
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(Rai et al., 2019). By focusing on this specific context, the study identifies the factors driving med-
icalized childbirth and examines its effects on postnatal health outcomes.

Understanding the relationship between medicalization and postnatal health can guide im-
provements in maternal healthcare delivery (Hag, 2017). The findings will assist healthcare profes-
sionals and policymakers in identifying weaknesses in current systems and developing strategies
that improve the quality of maternity and newborn care in rural areas (Tripathy, 2020).

This study also addresses methodological gaps in previous research, which has largely focused
on urban or higher-income populations. By concentrating on rural Arifwala, the research provides
locally grounded evidence that reflects cultural practices, economic conditions, and healthcare ac-
cess barriers specific to the area (Igbal et al., 2017). The findings offer practical insights that can
inform policy decisions, healthcare training, and resource allocation while respecting local tradi-
tions and community values. In addition, the study contributes to broader discussions on maternal
health in low-resource settings, offering lessons applicable to similar rural contexts in other devel-
oping countries.

Aim and Objectives

Research Aim

To examine the medicalization of childbirth in rural areas of Arifwala, Pakistan, and assess
its effects on postnatal health outcomes.

Research Objectives
To examine the extent and characteristics of medicalized childbirth in rural Arifwala.
To identify factors influencing the medicalization of childbirth in the study area.
To explore women’s experiences and perceptions of medicalized childbirth.
To assess postnatal health outcomes among women who experienced medicalized childbirth in
rural Arifwala.
Research Questions
To what extent is childbirth medicalized in rural Arifwala, Pakistan?
What factors contribute to the medicalization of childbirth in this area?
How do women perceive and experience medicalized childbirth?
What postnatal health outcomes are associated with medicalized childbirth in rural Arifwala?

2. Materials and Methods

Research Design and Study Setting

This study employed a qualitative phenomenological approach to examine the medicaliza-
tion of childbirth and its effects on postnatal health outcomes within the rural context of Arifwala,
Pakistan. The phenomenological design was specifically selected to capture the lived experiences
of women, aiming to understand their perceptions and interpretations of undergoing medicalized
childbirth. The research was conducted in and around Arifwala, a town located in the Pakpattan
district of Punjab. This region serves as a characteristic rural setting in Pakistan where long-estab-
lished, traditional childbirth practices exist alongside an increasing shift toward formal medical
care. The area is defined by limited healthcare infrastructure, a predominantly agricultural econ-
omy, and a strong influence of cultural beliefs that continue to shape local birthing practices.

Study Population and Sampling

The study population was women between the ages of 18-40 years with a recent history of
delivering in healthcare facilities in the district. The sampling frame was three Basic Health Units
(BHUSs) of Arifwala and one Tehsil Headquarters (THQ) Hospital of Pakpattan, as they are the
major institutional childbirth service providers for rural women.

Purposive sampling strategy was used to select the participants who were able to give detailed
information about their experiences related to medicalized childbirth. Participants were recruited
using facility-based recruitment with the help of gatekeepers at each location. The researcher drew
women from different socioeconomic backgrounds, levels of education, and experiences in child-
birth in order to have a range of perspectives.

A total of 16 women were included in the investigation with the sample size determined by
data saturation. By the same time in the fourteenth interview, recurring themes had been noticed,
and it was confirmed in interviews number fifteen and sixteen that no significant new information
was forthcoming.

Inclusion criteria: Females between the ages of 18-40 years at the time of discharge in the
selected facilities who reside in District Pakpattan, Tehsil Arifwala and are capable of providing an
informed consent.

Exclusion criteria: Females not in the specified age range, females who delivered outside
institutional settings and those living outside the study area.

Data Collection Tools and Procedure
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A semi-structured interview guide was built up that included 4 sections: demographic infor-
mation, knowledge about local practices and perception, access to maternal healthcare, experiences
of medicalization and postnatal outcome. The semi-structured design provided flexibility in prob-
ing while maintaining consistency among interviews.

Open-ended, semi-structured face-to-face interviews in Punjabi or Urdu were carried out with
the participants. All interviews were audio recorded with permission and lasted from 30-60
minutes. The researcher used techniques of active listening and probing questions to get in-depth
responses.

Pilot testing was done with three women who met the inclusion criteria, but did not participate
in the final sample. Feedback resulted in small changes to the form of questions and the question
sequence and helped the researcher learn appropriate rapport building skills for the cultural context.

Data collection took one week at DHQ Pakpattan and three BHUs of Arifwala. Following
permission from the authority and the identification of potential participants by staff at the ward,
the researcher approached women who had recently delivered. Interested participants were pro-
vided with detailed information regarding the study and given informed consent forms. Interviews
were carried out in individual areas within the facilities to maintain the confidentiality of the infor-
mation.

Ethical Considerations

Ethical standards were strictly observed throughout the research process. Approval was ob-
tained from the relevant departmental ethics committee, and permission for data collection was
granted by the Medical Superintendent of DHQ Pakpattan. All participants provided informed con-
sent after being informed about the study’s purpose, procedures, and their right to withdraw at any
stage. Confidentiality was maintained by anonymizing all data and using pseudonyms in reporting.
Participant privacy and well-being were prioritized at every stage of the study in accordance with
established ethical guidelines.

Data Analysis

Data analysis followed Braun and Clarke's (2006) six-step thematic analysis approach:

Step 1: Familiarisation - All the audio recordings were transcribed word by word in
Urdu/Punjabi within 48 hours. The researcher read all of the transcripts several times, taking notes
on patterns of the data and emerging ideas.

Step 2: Generating Codes - A systematic coding approach was employed to identify mean-
ingful segments in the dataset, utilising both inductive and deductive techniques. Sample codes
were "fear of normal delivery,” "trust in doctors," “financial constraints", and “cultural beliefs."

Step 3: Searching for Themes - Codes were grouped into potential themes by examining
relationships and patterns among codes, with related codes grouped under broader thematic cate-
gories.

Step 4: Reviewing Themes - Themes were reviewed with respect to coded data, to ensure
adequate representation of the experiences of participants, as well as adequate data support.

Step 5: Defining Themes - Each theme was clearly labeled and defined using short descrip-
tion labels. Subthemes have been identified in order to capture nuances in the experiences of par-
ticipants.

Step 6: Producing the Report - lllustrative quotations were used to exemplify each theme to
link findings with research questions and existing research.

To increase rigor, an audit trail was kept, reflexive journaling was performed and emerging
themes were discussed with the research supervisor.

Field Challenges

Several difficulties were encountered during fieldwork work. Gynecologists were either una-
vailable or unwilling to participate because of demanding work loads, which meant it is necessary
to be exclusive in women's experiences. Many of the participants were from lower socioeconomic
strata and had low health literacy; it was assured by simply using simpler language and local ter-
minology. Interview durations varied significantly on the basis of communication styles of partic-
ipants. As a young unmarried researcher, one way of overcoming initial cultural resistance was by
complying with cultural norms, including gatekeepers, and emphasizing the academic purpose of
the study. Despite all these obstacles, rich and detailed data were successfully obtained

3. Results

This section outlines some of the findings from sixteen in-depth interviews with women who
had recently given birth in healthcare facilities in rural Arifwala, Pakistan. Four major themes
emerged following the thematic analysis: extent of medicalization, factors contributing to medical-
ization, postnatal health outcomes and women's perceptions and experiences.

3.1. Degree of the Medicalization of Childbirth

The interviews showed rampant use of medical interventions during childbirth in rural Arif-
wala. Eleven of sixteen participants (68.8%) had telescased sections, indicating high rates of
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surgical deliveries. Three subthemes emerged: prevalence of medical interventions, health prob-
lems causing medicalization and psychological consequences.

3.1.1. Prevalence of Medical Interventions

Participants said there was routine use of induced labour, epidural anaesthesia and caesarean
sections at local health facilities. Medical interventions were often posed as a matter of practice and
not an exception.

"Small clinics and hospitals on nearly every corner are the factors that are responsible for
the medicalization of childbirth in the rural settlements of Arifwala. Fear of the 'normal’ pain child-
birth has an impact on women's decisions to opt for medicalized childbirth. (Participant 2)

This quote shows how medicalization of birth through the proliferation of healthcare facilities
has become normal and fear of pain is a major factor in why medical intervention is accepted.

3.1.2. Health Complications That Drive Medicalization

Several participants referred to maternal health issues, specifically anaemia, as reasons for
medicalized delivery. Such complications often require surgical interventions.

"I had a severe anaemia during my whole pregnancy and with this | had difficulty. And | think
anaemia is one of the reasons that why women have medicalized childbirth. Diet and resources
affect the process of recovery and overall well-beings of women in the postnatal period." (Partici-
pant 1)

This finding implies the intersection between the pre-existing health conditions and medical-
ization and indicates that poor maternal health could predispose women to requiring more intensive
medical interventions.

3.1.3. Psychological Impacts

Women displayed high levels of anxiety and fear surrounding childbirth, which affected their
acceptance of medicalization.

"There should be a system to facilitate the insecurities of women regarding the childbirth
process because it is a nightmare for women." (Participant 5)

The use of the word "nightmare” to describe childbirth indicates the psychological burden that
women bear, and this may make them more receptive to medical interventions that offer greater
control and safety.

3.2. Contributing Factors to Medicalisation

Four subthemes emerged including cultural and family influences, monetary considerations,
infrastructure and healthcare status, and trust in medical professionals.

3.2.1. Cultural and Familial Influences

Family members, especially in-laws, had important roles in the decision to give birth. Cultural
expectations tended to clash with women's preferences.

"Cultural and normative responsibilities make it more difficult. | have been through constant
anxiety. | was culturally induced for a normal child birth and there is lots of women in our society
do what their in-laws think is good for them." (Participant 6)

This quotation illustrates how cultural pressures limit women's independence in childbirth
choices as family expectations are often placed above personal preferences.

3.2.2. Financial Considerations

Financial factors had complex ways of influencing decisions. Some of the participants con-
sidered medicalised childbirth more costly, while others followed the recommendations of doctors,
regardless of cost.

"Money factors play an important role in decision-making. Women tend to do what their doc-
tor says, and place more importance on professional advice than on traditional influences." (Par-
ticipant 4)

On the other side of the coin, another participant was skeptical:

"In my opinion, there is a financial motive involved in surgeries, and | am of the opinion that
women can successfully give birth by the natural method." (Participant 5)

These discordant views explain divergent perceptions of the relationship between financial
rewards and medical advice.

3.2.3. Healthcare Infrastructure

Expansion of healthcare facilities contributed to an increased medicalization with medical
interventions becoming more accessible.

"l think doctors play a significant role in influencing people to a medicalized childbirth."
(Participant 4)

This statement suggests that healthcare providers are actively involved in shaping the com-
munity perceptions in which medicalized childbirth is the preferable option.

3.2.4. Beliefs about the Medical Professionals

Most participants had high levels of trust in healthcare providers, whom they perceived as
authoritative in their recommendations.
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"We have faith that doctors know better and have greater expertise than common women in
our villages when it comes to giving birth to a child." (Participant 10)

This trust in medical authority helps to make these interventions easy to accept, partly because
of the trust they have in the authority of the expert.

3.3: Postnatal Health Outcomes

Three subthemes emerged: physical recovery issues, psychological impact and infant health
issues.

3.3.1. Difficulties in Physical Recovery

Women who did have cesarean sections said they had long recovery periods and problems
doing daily activities.

"Medicalized childbirth impacts a lot, especially spinal anesthesia that can impact you a lot,
and it also has long term side effects; you can't do regular day to day functions." (Participant 3)

This assertion underscores the physical burden from surgical interventions, especially on
women in rural settings who lack a proper source of postnatal support.

3.3.2. Psychological Effects

Several of the subjects suffered psychological distress after medicalized childbirth, such as
anxiety and depression.

"The experience has seriously affected my psychological health, causing me to have existen-
tial crises. | was under a lot of pressure from my mother-in-law to go the way of a normal delivery,
but my doctor said it was safer to have the C-section. (Participant 15)

The tension between family expectations and medical recommendations caused psychological
tension, and it remained postpartum.

3.3.3. Infant Health Concerns

Some participants had concerns regarding the long-term impact of medicalized childbirth for
their babies, though most reported healthy babies.

"l can't say anything about children; medicalization affects the health and development of
kids who are born by medical assisted childbirth.” (Participant 9)

This uncertainty reflects gaps in the health information given to mothers about the possible
effects of interventions on newborns.

3.4. The Perceptions and Experiences of Women

Two subthemes emerged: various attitudes to medicalization and the role of personal experi-
ences.

3.4.1. Diverse Attitudes to Medicalization

Participants had different opinions about medically assisted childbirth. Some adopted it be-
cause it was safer, whereas others favored traditional methods.

"In our society, there is a prevalence of operations, but, in my opinion, normal deliveries are
safer. | was given the pressure, by the culture and society, to go for C - section but I refused and
went for normal childbirth willingly. My experience was positive." (Participant 8)

This participant's resistance to medicalization shows that despite the trends, some women still
have a preference for natural childbirth on the basis of their personal beliefs.

In contrast another participant said: "My first born has mental disability due to the normal
child born and he is bed-ridden. This experience has turned me into a believer in C - sections.
While the cultural standards in our village might discourage medically assisted childbirths, my
husband and I believe in their safety.” (Participant 10).

This account shows how negative experiences of traditional childbirth can turn drastic notions
for preference of medicalization, in opposition to cultural norms.

3.4.2. Interference of Personal Experiences

Previous experiences of childbirth, both positive and negative, had great influence on further
decisions.

"Both my babies are healthy, and | feel that C-sections are more a better option than having
a baby normally." (Participant 15)

Positive experiences reinforced a liking of medicalized approaches while negative experi-
ences with one of these methods influenced future choices. These findings show that the medicali-
zation of childbirth in Arifwala is influenced by a variety of intersecting factors, including health
conditions, cultural pressures, financial considerations, and healthcare infrastructure. Women's ex-
perience and perception are highly diverse, illustrating the complicated balancing act women make
between traditional practice and modern medicine in this rural context.

4. Discussion

This study examined the medicalization of childbirth and its impact on postnatal health out-
comes among women living in rural areas of Arifwala, Pakistan. The findings indicate a high level
of medical intervention during childbirth, particularly the frequent use of Cesarean section, along-
side multiple social and health-related factors influencing this trend. Women’s experiences and
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perceptions further reveal how medicalized childbirth shapes both physical and emotional out-
comes in the postnatal period. These findings are discussed in relation to existing research and their
implications for maternal health policy and practice.

High Prevalence of Medicalized Childbirth

A striking finding of this study is the very high rate of Cesarean deliveries among participants,
with 68.8% reporting surgical births. This figure is far above the range of 10-15% recommended
by the World Health Organization as medically necessary (World Health Organization, 2021), in-
dicating a substantial level of childbirth medicalization in the study area.

Participants frequently linked the decision for Cesarean delivery to pre-existing maternal
health conditions, particularly severe anemia. Women described anemia as a commaon concern dur-
ing pregnancy and often perceived it as a condition that made normal delivery unsafe. This high-
lights a direct relationship between poor maternal health and increased reliance on surgical inter-
vention during childbirth.

These findings are consistent with national data showing a steady rise in Cesarean section
rates across Pakistan (Nazir, 2015; Rai et al., 2019). Similar patterns have been observed in other
low-resource settings, where limited access to quality antenatal care and widespread nutritional
deficiencies increase the likelihood of complications during labor, leading to greater use of medical
interventions (Harrison, 2023; Huot et al., 2019). The high prevalence of anemia among the women
in this study points to the need for improved prenatal nutrition, early screening, and effective ane-
mia prevention strategies in rural areas.

Beyond physical outcomes, the emotional impact of medicalized childbirth was clearly ex-
pressed by participants. Many women described their childbirth experience as frightening and dis-
tressing, often using strong language to convey feelings of fear and loss of control. These experi-
ences reflect findings from other South Asian studies, where social narratives surrounding child-
birth risk contribute to anxiety and reinforce the acceptance of medical intervention as the safest
option (Hassan et al., 2019; Yunus & Ahmad, 2021). The psychological burden seems to increase
women's openness to interventions claimed to provide better control and safety for them, even when
it is unclear if they are clinically necessary.

Multifaceted Forces of Medicalization

Four interconnected factors were the agents that caused medicalization: people and family
factors, money, medical care infrastructure and trust in the medical profession. The salient influ-
ence of in-laws in the childbirth decision-making process is part of broader trends of limited female
autonomy in Pakistani rural communities (Omer et al. 2021; Ali et al. 2023). Women reported that
family expectations outweighed personal preferences, which would demonstrate how patriarchal
family systems limit reproductive agency.

This finding aligns with international literature on gender dynamics in decision making on
maternal health (Ford, 2020; Singh et al., 2021), who often have family members (male) at the peak
of childbirth decision making. The pressure of families and the expectation to conform to family
preferences, medicalized or traditional deliveries, cause psychological stress which can continue
into their post-partum period. Clinicians should therefore take into account these dynamics when
counselling women about their birth options.

Financial factors had a paradoxical role. While some participants respected physicians rec-
ommendations regardless of cost, if perceived medical expertise is authoritative, others indicated a
plasticity of attitudes towards physician recommendations in the context of perceived financial mo-
tivations for recommending surgery. This divergence is part of larger discussions of medicalization
in the region and its potential impact worldwide where worries about unecessary foray of profit-
seeking treatments and the need for genuine medical need are concomitant (Jeon, 2020; Khalil,
2021; Jeon et al., 2021). The financial cost of cesarean delivery especially falls on lower income
families, which could worsen health inequities.

The expansion of healthcare infrastructure which was originally meant to contribute to greater
accessibility contributed to normalising medicalised childbirth. Participants ascribed the growth of
clinics and hospitals as making surgical interventions more available and socially acceptable (Miani
et al., 2022; Espinosa et al., 2022). Studies from comparable settings highlight how unequal power
relationships between healthcare providers and patients contribute to the overuse of medical inter-
ventions during childbirth (Prosen et al., 2019; Mangindin et al., 2023).

Postnatal Health Outcomes

Women who underwent Cesarean section reported longer physical recovery, ongoing pain,
and difficulty returning to routine activities. These challenges were more pronounced among
women with limited postnatal support, underscoring the added burden of surgical childbirth for
rural women. Similar patterns have been documented in studies showing longer recovery periods
and higher complication rates following Cesarean delivery compared to vaginal birth (Antoine &
Young, 2021).
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The psychological effects of medicalized childbirth were also evident. Several participants
described feelings of anxiety, emotional distress, and symptoms of postpartum depression, often
linked to tension between family expectations for normal delivery and medical advice favoring
Cesarean section. These findings support existing evidence that conflicting decision-making during
childbirth can negatively affect women’s mental well-being (Zhang & Hanser, 2021; Elliott et al.,
2020).

Although concerns about infant health were expressed, most women perceived their newborns
as healthy. This perception may reflect limited communication from healthcare providers about
possible longer-term effects of medical intervention. Similar gaps in maternal health information
and informed consent have been reported in other low-resource settings (Fantaye et al., 2019; Asadi
et al., 2020).

Diverse Perceptions and Personal Experiences

Women held varied views on medicalized childbirth. While some regarded it as a safer and
more reliable option, others still expressed a preference for natural delivery. Critically, women with
a history of complications during previous home or traditional births were more likely to favor
medicalized care. This indicates that negative past experiences strongly drive shifts in birthing pref-
erences toward institutional settings. On the flip side, women who had successful natural delivery
despite societal pressure to have cesarean sections reported that they were satisfied with their
choices and were skeptical of medicalization. This observation demonstrates the need to support
diverse birthing preferences rather than... International literature supports these results, showing
that antecedent birth experiences have a decided influence on subsequent choices and the need to
encourage positive birthing experiences in all modalities (Becker, 2019; Prosen et al., 2019).

Study Limitations

Several limitations need to be acknowledged. First, only women who gave birth in healthcare
facilities were included in the study, which may have excluded women who gave birth at home,
excluding those perspectives who may live completely outside the medicalized system. Second, the
lack of availability of gynecologists for interviews prevented discussion of the perspectives of
healthcare providers on the causes of medicalization. Third, the cross-sectional structure captured
experiences at a single point in time, which limited the information we could gain about the growth
of perceptions. Fourth, there was a possibility that social desirability bias influenced the way par-
ticipants answered questions, particularly in terms of their satisfaction with the care received. Fi-
nally, the focus on one rural district limits the applicability of results to other parts of Pakistan with
different cultures or healthcare systems.

Implications for Policy and Practice

These findings have substantive implications for the improvement of maternal healthcare in
rural Pakistan. First, comprehensive prenatal care programmes need to address nutritional defi-
ciency, particularly anaemia, identified as a main cause of surgical deliveries. Provision of iron
supplementation, nutritional counselling and monitoring in the continuing research could mitigate
the problem of complications requiring cesarean sections. Second, healthcare providers need train-
ing in culturally sensitive counselling methods that are sensitive to family dynamics whilst sup-
porting women's autonomy in childbirth decisions. Involvement of family members in prenatal
education may support congruence of familial expectations and evidence-based care. Third, post-
natal care services require significant enhancement, specifically regarding psychological support.
Women recovering from medically assisted childbirth often face anxiety or depression; therefore,
integrating mental health screenings and counseling into routine postnatal visits is essential to ad-
dress this critical gap. Fourth, health infrastructure development must prioritize the quality of care
over simple expansion. Existing facilities should focus on providing evidence-based services rather
than increasing the volume of unnecessary interventions. Establishing clear clinical guidelines for
Cesarean sections , combined with regular auditing of institutional rates, can help reduce inappro-
priate medicalization.. Fifth, community education initiatives should provide balanced information
about the benefits and risks of different birthing options, empowering women to make informed
choices based on their preferences and circumstances.

5. Conclusion

This study examined the medicalization of childbirth and its implications on the postnatal
health outcomes in rural Arifwala, Pakistan, using qualitative and phenomenological research
methodology on sixteen women who had recently delivered in healthcare facilities. This study
highlights the extensive medicalization of childbirth in rural Arifwala, Pakistan, evidenced by a
Cesarean section rate of 68.8%—a figure significantly higher than international recommendations.
This trend is driven primarily by maternal health issues, notably severe anemia, alongside a cultural
shift toward trusting medical professionals and a fear of labor pain. However, women's autonomy
remains constrained by familial decision-making, particularly the influence of in-laws, and finan-
cial considerations vary, with some families accepting interventions regardless of cost, while others
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question their necessity. While improved access to institutional care has normalized medical inter-
ventions, the consequences are mixed. Women with histories of birth complications valued the
safety of medical care; conversely, those with positive home birth experiences often preferred tra-
ditional practices. The postnatal impact was significant: many respondents reported prolonged
physical recovery, persistent pain, and psychological distress, including anxiety and depression.
This emotional strain was often exacerbated when medical advice conflicted with family expecta-
tions.

Recommendations

In light of these findings, we propose the following actions: (1) implementation of mandatory
nutritional screening and supplementation programmes during prenatal care; (2) establishment of
clinical audit systems to monitor the rates and the indications of caesarean section; (3) training of
healthcare providers regarding shared decision-making approaches that respect women's auton-
omy; (4) development of maternal health education materials that are culturally appropriate for and
sensitive to different levels of healthcare literacy; (5) integration of mental health services into
maternal healthcare; (6) conduct of further research on the long term outcomes of medicalised com-
pared with traditional childbirth in rural settings; (7) exploring healthcare providers' perspectives
on medicalization drivers and potential solutions.
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