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Prevalence and I ndications of Caesarean Section in a Teaching Hospital.
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Abstract: Objective of the study was to assess the prevalence and different indications of caesarean section in a teaching hospital. It was descriptive
cross sectional study carried out in Department of Obstetrics and Gynecology over one year period. Out of 1149 pregnancies, 246 caesarean sections
were performed, while rest had normal vaginal deliveries. The prevalence of caesarean section in the study population was 21.40%. The most common
indication of caesarean section was previous caesarean section (22.76%) followed by failed progress of labour (18.29%), fetal distress (15.44%) and
breech presentation (14.25%) respectively. Condusion: The rising prevalence of caesarean section was mainly due to previous caesarean section
followed by failed progress. Certain measures have been recommended to curtail the increasing trend.

INTRODUCTION

Pregnancy and delivery are considered asnormal physiological phenomena
in women. Approximately, 10% deliveries are considered as high risk,
some of which may require caesarean section. Thefirst modern caesarean
section was performed by German gynecologist Ferdinand Adolf Keher
in 1881. Caesarean sectionisnormally performed whenavaginal delivery
would put the mother and baby’s life at risk but sometimes it is aso
performed on request. In recent yearstherate hasrisento arecord level of
46% in Chinaand 25% or above in many Asian and European countries,
LatinAmericaand USA!. Caesarean sectioniscommon surgical operation
now and most estimated prevalence rate of 33%; prevaence ranges from
4% in Africato 29% in Latin America and Caribbean

Increasing caesarean section rate is an issue of public heath concern
globally for last 30 years; its use has increased since 1970 to alevel that
is medically unjustified. Thus bringing negative, economic and health
related repercussion®. Increased caesarean section rate in the developed
countries is mainly due to fear of litigation, health insurance system,
caesarean section by choice, increased use of electronic fetal cardiac
monitoring and increased proportion of breech deliveries by caesarean
section. In developing countries the reasons for increasing caesarean
section rate are different. Poor socioeconomic conditions, low literacy
level, lack of primary health care and low threshold of some doctors for
caesarean section are the main reasons.

The steadily increasing global rate of caesarean section have become one
of themost debated topicsin maternity careasits prevalence hasincreased
alarmingly inthelast few years*®. Caesarean sectionratein USA is29.1%,
England 21.5%° 7. There is no consensus about what the ideal caesarean
section rate should be, however World Health Organization states that no
additional health benefits are associated with a caesarean section rate
above 15%°. Leitch stated that indications for caesarean section should
be the focus of study that leads to increased caesarean section rate’.
Pakistan being adevel oping country hasincreased cagsarean section rate.
Theam of thisstudy wasto find the prevalence and different indications
of caesarean section in the catchment areas of Sharif Medical & Dental
Collegesothat certain measuresmay be proposed to decreasethe caesarean
sectionrate. Thisstudy wasconducted in Sharif Medical & Dental College
Lahoreinthe department of Obstetricsand Gynecology from 1% November,
2010 to 30" October, 2011. This was a descriptive cross sectional study.
The study included 1149 pregnant females after meeting the selection
criteria

Inclusion criteria: Age20-45 years, booked patientsfor caesarean section,
all women who were booked as well as emergency cases for trial of
delivery.

Exclusion criteria: Gestational age< 28 weeks.

Detailed history and clinical examination wasdoneon admission. Basdline
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investigations were done including blood group and Rh factor, complete
blood count, complete urine examination, random blood sugar level,
hepatitis B and C screening. Specific investigations like ultrasound,
doppler studies, biophysical profile or other serological tests were done
when and where required. Each patient was managed by part-2 trainee
supervised and assessed by consultant gynecologists. The labour room
was equipped with cardiotocogram (CTG), epidural analgesia, ultrasound,
ventuous, forceps, blood bank and emergency caesarean section facilities.
Partogram was made in every case for progress of labour, continuous
monitoring of fetal heart sound was done by CTG Caesarean section was
performed in those who failed for normal trial of delivery. All patients
were analgesiain theform of systemic injectionsand epidura in selected
Cases.

Out of 1149 patients, 246 caesarean sections were performed, the data
was analyzed. Chi square test was applied to find out the frequency of
various causes of caesarean section. A p-vaue < 0.05 was considered as
statistically significant. All the data obtained was critically analyzed and
compared with the available local and international data and conclusions
were made.

RESULTS

A total of 1149 pregnant females were included in the study, 246 females
underwent caesarean section. The caesarean section prevalence was
21.40%. Graph depicts that 30% of females were primigravida, 41%
females were between G,-G, and 29% were G; or above.
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Results showed that out of 246 caesarean sections, 95 caesarean sections
(38.6%0) were performed el ectively while 151 caesarean sections (61.35%)
were performed on emergency basis.

Asfar asvariousindications of caesarean sectionsare concerned, previous
caesarean section was the most frequent indication (22.76% p-vaue >
0.05). After that failed progress of Iabour (18.29% p-value > 0.05), fetal
distress (15.44% p-value > 0.05) and breech presentation (14.25% p-
value > 0.05) were the leading causes of caesarean sections (Table 1).
Resultsshowed clearly that majority of caesarean sectionswere performed
on unbooked cases (67.07%) while 32.92% caesarean sectionswere done
for booked cases.



Table 1: Main Indications Of Caesarean Section  Total Patients =1149
Caesarean Section (N = 246)

Indications of No. of Percentage p-value
C/Section Patients
Previous caesarean 56 22.76% (p-value > 0.05)
section
Failed progress of 45 18.29% (p-value > 0.05)
labour
Fetal distress 38 15.44% (p-value > 0.05)
Breech presentation 35 14.25% (p-value > 0.05)
DISCUSSION

Primary caesarean section usually determines the future obstetric course
of any woman and therefore should be avoided wherever possible. The
caesarean section rate in our study was 21.40%. The rising caesarean
section rate is aworldwide phenomenon athough WHO states that there
is no additional benefit associated with rising caesarean section rate of
above 15%°. In England caesarean section rate was 9% in 1980 which
was raised to 21.3% in 2000"*° Haidar G et d from Hyderabad Pakistan
and Shamshad from Abotabad reported caesarean section rate as high as
67.7% and 45.1% in 2007 respectivly-2,

The most common indication in our study was repeat caesarean section
(22.76%). Lubna Ali from Karachi Pakistan reported repest caesarean
section the commonest indication for caesarean section'®, similar trends
have been found in Northern Greece (30.9%) by Mersaovdi et a.**So the
decision for primary caesarean section is important*>*¢, unless thereisa
clear, compelling and well supported justification for caesarean section,
acarefully supervised justified trial of labour isnecessary. Tria of scarin
singleton pregnancies can be givento reducethe rate of repeated caesarean
section as the risk of uterine rupture is low 0.3%?"". Successful vagina
birth after caesarean (VBAC) in grand multiparous does not lead to
increased maternal complication?®.

The second most frequent indication observed in our study was failed
progress 18.29%. This was mainly due to mishandling by Daies,
injudicious use of oxytocin or unjustified induction of labour without
prior assessment of risk factors, foetal size, position, presentation, stage
of labour, and pelvic adequacy. A similar retrospective study, factor
responsible of high caesarean section rate in Pakistan during study period
1985 — 1996 were mostly dystocia(6.32%), repeat caesarean
section(5.8%), fetal distress(3.5%) and caesarean rate was 27.26% in
primigravada and 24.1% in multipara®®. Current research suggests that
labour induction makes a caesarean section more likely among
primigravidas if cervix is unfavourable®?, Use of partogram helps in
early diagnosis of abnormal labour patterns and timely management?,
antenatal diagnosis of malpresentation and their effective management
greatly prevents obstructed labour as well as failed progress.

The magority of caesarean section in this study were of unbooked cases
(61.38%). This is mainly due to the paucity of genera and obstetrical
health care awareness in the catchments areas as well as devastating
depriving socioeconomic conditions®. Itiswell documented that caesarean
carries a much high maternal mortality and morbidity as compared to
vaginal delivery even though caesarean section is being performed for
indications such asfeta distress; perinatal mortaity continuesto be very
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CONCLUSIONS: Authors demonstrated excellent outcomes in adult and pediatric recipients using carefully sdlected donors for liver splitting. We recommend escalation of the use of split liver
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high among caesarean deliveries*.

The high caesarean section rate in our study was because of the fact that
majority of the pregnant women of this surrounding population are
delivered vaginally at home by traditional birth attendants (TBA) or lady
hedlth visitor (LHV) and generd practitioners (GPs) in private hospitals,
most of these patients are referred to this teaching hospital who have one
or the other risk factors and who aready had atria of |abour somewhere
else. So the caesarean section rate was obvioudly high in these high risk
and unbooked cases.

CONCLUSION

The caesarean section prevalencein our study was 21.40%, because mostly

referred cases after initia trial of daies, lady health visitors and general

practitioners in private hospitals were received. Common indications of

caesarean section observed in this study were previous caesarean section.

Majority of patients who underwent caesarean section were unbooked.

Measures recommended to reduce caesarean section are as follows:

e Proper antenatal care and counseling regarding the planned hospital
delivery.

e Proper diagnosis of labour.

Partogram should be maintained for good monitoring of progress of

labour especidly in patients with previous one caesarean section.

Good analgesia and proper fetal monitoring during labour.

Avoiding undue inductions of labour.

Trial of VBAC should be encouraged in appropriate cases.

Expertisein externa cephalic version and vaginal breech delivery in

good selected cases.

e Proper training of traditional birth attendants and lady health visitors,
effectiveworking of referra chain and time demanded health policies.
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