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Changing trends in caesarean section rate and indications

Saima Rafique, Gul e Raana

Abstract
Objectives: To determine the caesarean section rate and to analyze the indications of caesarean section
Study design: Institutional based cross sectional descriptive study
Place and duration: The study was carried out over a period of six months (from September
2009 – Feb 2010) at Nawaz Sharif Social Security teaching hospital Lahore.
Patients and method: The total number of live births was 1115 out of which 614 patients
had caesarean section. The data of patient who underwent caesarean delivery were analyzed
regarding the indication & maternal outcome. All information was collected by specially designed proforma.
Result: Frequency of caesarean section in the study period was 55%. Out of total 614 cases,
420 (68.5%) patients under went emergency caesarean section while 194 (31.5%) had elective
caesarean section. The indications of caesarean section in order of frequency were previous
caesarean section in 346 (56.3%) patients, followed by fetal distress in 108 (17.5%); failure to
progress in 88 (14.3%), mal-presentation & PIH in 20 (3.2%) cases each, placenta praevia in
18 (2.93%); twin in 8 (1.3%) and placental abruption in 6 (0.9%) cases.
Conclusion: Caesarean section rate is quite high and previous caesarean section is the commonest indication followed by fetal distress. Obstetrical audit will help us a lot in reducing the
rate.
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Introduction:
Major change in the practice of obstetrics over
the past century is progressive increase in the
frequency of caesarean delivery. The advent of
better anesthesia; safety of lower uterine segment technique and prophylactic antibiotics,
the broadening of indication for operation, the
recognition of fetus as a patient and the acceptance of this procedure by women have characterized the evolution of caesarean birth in the
20th century. In modern obstetrics women have
four times more chance of caesarean section
than thirty years ago. On the other hand, the secondary rise in repeat caesarean delivery has been
associated with an increase in severe complications particularly the complication of placenta-

tion like placenta praevia and placenta accreta
which in turn increases the maternal morbidity
& even mortality. 1, 2
The decision whether to perform a caesarean
section or not is based on the individualized
judgment of obstetrician of the hospital where
caesarean section would be performed. Economic factor & fear of litigation are other consideration which may influence the decision.
There is no consensus regarding the ideal caesarean section rate; however World Health Organization states that no additional health benefits
are associated with a caesarean section rate above
10 – 15%. The increase in caesarean section rate
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has been a global phenomenon. Caesarean section rate in U.S.A is 29.1 %, 3 England 21.5 %,4
and in Latin American countries 40 %. 5
The reason for this increase in caesarean birth
are multi-factorial and include the increasing
number of women with prior caesarean delivery,
the increase in multifetal pregnancies, use of intra-partum electronic fetal monitoring, changes
in obstetric training, medico legal concerns, alteration in parental and societal expectation of
pregnancy outcome and maternal autonomy in
decision making regarding mode of delivery .Today the previous caesarean section is the main
contributory factor for this high frequency of
caesarean delivery world wide. So the decision
to perform first caesarean section is of prime importance.
Audit plays an important role in the analysis
of changing trends in caesarean delivery rate
the needs and benefits of such changes and to
modify the obstetrician trend towards the use
caesarean delivery. We conducted this study to
determine the caesarean section rate and to analyze the indications of caesarean section over a
span of six months in a tertiary care Hospital.
Patients & methods:
This cross sectional descriptive study was conducted in Nawaz Sharif social security hospital
affiliated with University College of Medicine
and Dentistry, The University of Lahore from
September 1st, 2009 to February 28, 2010.
Nawaz Sharif Social security hospital is tertiary
care centre which receives referral cases from 6
mini hospitals, 39 medical centres, 134 dispensaries and 88 emergency centers, Total 1115 patients were delivered in labour ward out of these,
614 cases underwent caesarean section during
the study period. All the Patients who had caesarean section were included in this study. No
case was excluded from the study. Details of all
the Patients who had caesarean section were recorded on specially designed performa regarding sociodemo-graphic data, parity, booking status, indication of caesarean section and maternal
outcome. Data was entered on SPSS 16. Frequency and percentages were calculated for all
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qualitative data. Chi –square test of proportion
was used to compare the indications between
elective & emergency caesarean section rate & p
value < 0.05 was considered as significant.
Results:
Total of 614 patients underwent caesarean section. Out of these, 31.5% (194) were elective
& 68.5% (420) were emergency caesarean section.
Major indications for emergency LSCS included
previous section, fetal distress, & failure to progress. In cases of failure to progress, late presentation is a major contributing factor to perform
caesarean section because they had already taken
trial at home & being mismanaged by untrained
birth attendant.
Major indications for elective caesarian section
were previous caesarean section, mal-presentation & placenta praevia. Different indications for
caesarian section are shown in table 1. Comparison of indication for emergency & elective caesarian sections are shown in table 2. Out of 614
women with CS, emergency CS was performed
in 420 (68.4%) women and elective CS in 194
(31.6%) women (p-value< 0.001). Proportion
of repeat LSCS, Fetal distress, placental abruption and Failure to progress were significantly
high (p-value < 0.05) in women with emergency
caesarean sections while Mal-presentation, PIH,
Placenta praevia, Twin fetus were significantly
high in women with elective CS (p< 0.0001).
The previous caesarian section is major contributing factor in emergency as well as in elective
cases for another caesarean section. Over all indications for caesarean section in patients who
had previous caesarean delivery is shown in
table 3.
The risk factors associated with fetal distress
which leads to emergency caesarian section
in patients without previous scar are shown in
table 4.
Maternal age range in this study was 18-42 years.
Mean age was 28.5 years. Majority of our patients were below 30 year of age (40%).Same ef-
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fect was shown by the parity which ranged from
nullipara to para 10. Highest number of patients
who underwent caesarean section has 4-6 children.

Table 1: The indication for caesarean section
Indications

Percentages

Repeat caesarean section

56.3%

Fetal distress

17.5%

Failure to progress

14.3%

Malpresentation

3.2%

P.I.H (Pregnancy induced Hypertension)

3.2%

Placenta Praevia

2.93%

Twin

1.3%

Placental abruption

0.9%

Out of 614 patients 149 (24.2%) developed
complications. Intra-operative complications
were minimal & seen in 7(1.1 %) including caesarean hysterectomy in 2 (0.3%) & bladder injury in 1 (0.1%). All of them were having repeat
caesarean section.

Table 2: Comparison of indications Emergency vs Elective caesarean sections
Indications

Total
(n=614)

Emergency
420 (68.4%)

Elective 194
(31.6%)

P-Values

Repeat LSCS

346

204 (59%)

142 (41%)

0.001

Fetal distress

108

108 (100%)

-

NA

Failure to progress

88

88 (100%)

-

NA

Mal-presentation

20

04 (20%)

16 (80%)

< 0.0001

PIH

20

06 (30%)

14 (70%)

< 0.0001

Placenta praevia

18

02 (11.1%)

16 (88.9%)

< 0.0001

Twin

08

02 (25%)

06 (75%)

< 0.0001

Placental abruption

06

06 (100%)

-

NA

Table 3: Indications of caesarean delivery in case of previous caesarean section
Indication

Number

Percentage

Previous 1 LSCS

240

39%

Pervious 1 LSCS + failed progress

80

13%

Previous 1 LSCS + fetal distress

64

10.4%

Previous1LSCS+PROM≥ 12hr

32

5.2%

Previous 1 LSCS + Post dated

28

4.5%

Previous 1 LSCS + CPD

18

2.9%

Previous 1 LSCS Mal presentation

8

1.3%`

Previous 1 LSCS + P.I.H

10

1.6%

Previous 2 LSCS

80

13%

Previous 3 LSCS

22

3.5%

Previous 4 LSCS

4

0.6%

Table 4: The risk factors associated with fetal distress in patients without previous scar
Parameter

Number

Percentage

Non progress of labour

36

5.8

Induced labour

27

4.3

Post dated pregnancy

19

3.02

Sever preeclampsia

8

1.3

Premature rupture of membrane

10

1.62

Other

8

1.3

Total

108

17.5%

Postoperative complication were PPH 25 (4%),
wound infection 25 (4%), UTI 16 (2.6%), and
endometritis in 7(1.1%) patients. One maternal
death occurred during study period. This patient had severe pre-eclampsia and was referred
late when she was already in irreversible phase of
DIC on admission.
Discussion:
There has been a steady increase in the rate of
caesarean section in both developed and developing countries. This rising rate has become an
international public health concern worldwide.
Caesarean section rates have increased from
5-7% in 1970 to 25-30% in 2003.6 In U.S.A rate
rose from 21% in 1984 to 24.4% in 2001. 7,8 In
U.K, it rose from 9% in 1980 to 21.3% in 2000.
9, 10
In Brazil, caesarean section rate upto 50% to
72% has been reported.11
In this study caesarean section rate was 55%
which is consistent with studies conducted in
various parts of country. Sajeela et al reported
caesarean section rate 40.89% from Karachi in
200412 while Haider G et al from Hyderabad and
Shamshad from Abbotabad reported 67.7% and
45.1% caesarean rate respectively.13,14 We found
17.3% rise in emergency section rate when data
from year 2010 was compared with 2005.15
In current study more than two third sections
were performed in emergency. Perhaps trial
of labour in low resource set ups either by dai,
LHV & general practitioner,make further trial
of labor impossible in such patients.Increased
rate of emergency ceasarean section increase
complication in laboring women in present and
future pregnancy.
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Analysis of indications revealed that 56.3%
paients had previous section.39% underwent
previous one section.Results are consistent with
other studies.13,14.15,16 After one ceasarean section
there is 67% chance of having repeat ceasarean
delivery.4 The reluctance to permit a trial of labour following one LSCS is probably due to
two main factors. Firstly, there is fear of uterine rupture in labour which is 5.2/1000 VBAC
compared with (1.6/1000) planned repeat caesarean delivery and it can be catastrophic leading to perinatal death (1/2000) and very rarely
maternal death.16,17,18 Secondly, many obstetrician and women considered that caesarean is
a convenient procedure, free of hazards while
failed VBAC is associated with 14.1% maternal
mobidity than 3.6% with planned repeat caesarean delivery.19 In our study, they had repeat
caesarean section because many patients had
caesarean in private clinic thus lacking proper
documentation of indication and type of uterine scar. Additionally most of these ladies have
inter-pregnancy interval less than one year
coupled with trial of labour outside the hospital
making further trial risky, so repeat caesaren section performed.
Some studies have reported 35% success of trial
of labor in previous more than one caesarean
sections. 21,22 In our setup no trial was given to
previous two or more scars due to presumed risk
of maternal and fetal complications. 23
Untill now no one has recommended a definite
upper limit for number. of caesarean section performed on individual women.21 So an interesting
fact became visible in our study that about 3.5%
had previous three LSCS and 0.6% had previous
four LSCS. Similar results were observed in another local study. 16 Large family size , high perinatal mortality, desire for male baby , refusal of
BTL on religious grounds may be contributing
factors for high order repeat caesarean section.
So to avoid major burden of patient with previous caesarean section decision of first operation
should be done by well-trained person after full
trial of labor on individualized basis.
Fetal distress was the next leading indication
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accounting for 17.5% caesarean section.This
figure is consistent with result reported by local
study.22 Precise interpretation of fetal heart rate
tracing and use of fetal pH might be effective in
reducing caesarean section rate.24
.Failure to progress was third major indication
contributing 14.3% of caesarean section. Results
are comparable to study conducted in Balochishtan22 but no caesarean was done for obstructed labor which was the main indication in previously done local studies.23 Failure to progress is
an ill-defined terminology, lack of dilatation or
descents of presenting part are often over diagnosed without monitoring partogram. Thus in
every case it would be ideal to monitor progress
according to partogram for decreasing the rate
of caesarean section
About 3.2% caesarean section were carried out
for malpresentation especially breech presentation. In our setup, policy of careful selection and
assisted breeched delivery by senior obstetrician
can reduce the burden of this indication.
Hypertensive disorders accounted for 3.2% of
caesarean section in this study which is comparatively less than the frequency of this disorder
reported in the local studies conducted by Sajeela et al and Shamshad et al in 2004 and 2008.12,14
Good antenatal care can detect such problems
earlier and an early management can prevent
complications. These high risk cases should be
assessed on risk / benefit ratio and caesarean
section should be done only for definite obstetrical indication.24
Placenta praevia contributed to 2.93% of caesareans in our study. Vaginal delivery is contra-indicated in these cases. So these were unavoidable
operation.
Conclusion:
Our study concludes that repeat caesarean sections are mainly responsible for high caesarean
section rate. Attempts should be made to decrease this by critical evaluation of decision to
perform first operation and considering careful
trial of labor in patients with previous one cae-
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sarean section. It would be ideal to initiate obstetrical audit by inter departmental meetings
to assess the intrinsic role of caesarean section
in influencing the standardized management
guidelines. The practice of evidence based obstetrics, combined with individualized care according to local setup, would definitely go a long
way in balancing the rate of caesarean section
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