
Introduction
Caesarean section is an essential component of 
comprehensive emergency obstetric and neonatal 
care (CEmONC), a care bundle that includes basic 
emergency obstetric care i.e., parenteral 
antibiotics, anticonvulsants, uterotonic agents, 
manual removal of placenta, manual vacuum 
aspiration, neonatal resuscitation, assisted vaginal 
delivery and blood transfusion, in addition to these 
basic care services anesthesia and caesarean 

1
section are included.
Regarding clinical audit, its a process of quality 
improvement that aims to improve patient care 
and outcomes through systemic review of care 
against standard criteria over a period of time 

2followed by implementation of change if any.  It is 
vital to improving obstetric care on a priority basis 
especially in our and other low resource countries 
where there are still high maternal and fetal 

3morbidities.  Caesarean section is an intervention 
where either vaginal delivery is contraindicated or 
not possible. It is a life-saving option where 

maternal and/or fetal life are in danger. Where a lot 
beneficial there are certain hazards associated with 
caesarean section. A major health problem is the 
undue caesarean section which is associated with 
significant risk to both mother and baby. Not only 
that it also extends the effect to the future 
reproductive health of the woman. In addition to 
these, undue caesarean sections pose an extra 
workload to the health professionals and a raised 

4,5,6financial burden on the patient's pocket.  Based on 
the national population survey rate of caesarean 
delivery in Pakistan is around 25% with a range of 

7
35% to 21%.
Caesarean section in the developed countries is 
almost 20% (15–25%), with less than 1:10,000 

8,9maternal mortality.  Although fruitful when really 
indicated, malpractice of undue caesarean sections 
have put forward much health hazards and 

10
economical burden.  Caesarean section has 
significantly raised maternal and perinatal 
morbidity. While comparing maternal mortality in 
women undergone caesarean section to those having 
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Abstract

Background: Caesarean section serves a substantial parameter of comprehensive emergency obstetric and neonatal 
care and it is a package of care that groups together basic emergency obstetric care as well. 
Objective: To evaluate the frequency and indications of caesarean section in a tertiary care hospital. 
Methodology: This cross-sectional study was conducted in the department of Obstetrics and Gynaecology, Bahawal 
Victoria Hospital, Bahawalpur from June to November 2018. The records of all the women delivering either vaginally 
or by caesarean section during the study period were retrieved. Age, socioeconomic status, parity, type of delivery, and 
indications for which caesarean sections was done. Data was analyzed by SPSS version 20. 
Results: A total of 4575 deliveries were conducted during the study period. Out of these, 2605 (57%) had caesarean 
sections, and 1970 (43%) delivered vaginally. Maternal age ranged from 20 to 40 years. The most common reason for 
caesarean section was repeat caesarean section (22%) followed by fetal distress (21%). 
Conclusion: This study revealed that there is a high frequency of caesarean section in tertiary care hospital, and the 
most common reasons for caesarean section were repeat caesarean section and fetal distress. The departmental 
protocols and SOPs must be made for indications of caesarean section. Adherence to standard guidelines and 
protocols for managing labor is required.
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vaginal deliveries, maternal morbidity is 5-10 
times higher. The caesarean scar also has an effect 

11,12on future mode of delivery.  
No consensus is available on the rate of caesarean 
section. WHO states that the rate of caesarean 
section is more than 12-15 % is of no added 

13
benefits.  In South East Asia China has the 

14maximum caesarean section rate.  In the USA 
15

caesarean section rate is around 38%.  The 
caesarean trend is becoming an epidemic and all 
can foresee the effects of this increase in terms of 
maternal and fetal outcomes both in developed 
and developing countries. The objective of this 
study was to evaluate the frequency and 
indications of caesarean section in a tertiary care 
hospital. 

Methodology 
After taking approval from the ethical committee 
of the institute, a cross-sectional study was 
conducted in the department of Obstetrics and 
Gynaecology, Bahawal Victoria Hospital 
Bahawalpur. Six month data were collected from 
June to November 2018 of all the women 
delivering either vaginally or by caesarean 
section. The data of the patient's deficient related 
to study variables was excluded. Frequency and 
indications for which caesarean sections was 
noted. Demographic data i.e, age, socioeconomic 
status and parity were recorded. Data was 
analyzed by SPSS version 20. 

Results
In this descriptive study, women who delivered 
either vaginally or by caesarean section were 
included in this study. There were 4575 deliveries 
in a six-month period, of these 2605 (57%) had 
caesarean sections (Figure-I) and 1970 (43%) 
delivered vaginally. Range of maternal age was 
from 20 to 40 years. Most of the patients belonged 
to lower or middle socioeconomic status (89%). 
The most common reason for caesarean section 
was repeat caesarean section (22%) followed by 
fetal distress (21%). Failed progress of labor and 
antepartum hemorrhage (APH), placenta previa, 
and abruption were both 13% each. Fetal 
malpresentation was observed in 7% of cases 
(Table-I).

Figure-I: Frequency of Caesarean Section 
(n=4575)

Table-I: Indications of Caesarean Section

Discussion
High caesarean section rate is an area of concern 
because of the fact for caesarean section in itself 
poses negative effects on mother and child health, 
and literature shows a high risk of future medical 

16,17complications to both.  Additionally a normal 
delivery after the previous caesarean section gets 
risky, and high fertility coupled with a high 
caesarean section rate would lead to additional risk 
of multiple major surgeries. 
Moreover in an already resource-constrained 
community repeated surgical interventions will lead 
to more health care spending. The reasons for high 
caesarean section rate may be beyond medical 
causes such as financial gains of the healthcare 
providers or medically unnecessary caesarean 
section on women's own choice. 
Caesarean section rate has climbed up both in 
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Indication of caesarean section No (%) 
Repeat caesarean section  566 (22%) 
Fetal distress 558 (21%) 
Failed progress of labour 342 (13%) 
APH (placenta previa and abruption) 331 (13%) 
Hypertensive disorders PIH & Eclampsia  225 (8%) 
Malpresentation 194 (7%) 
Cephalo-pelvic disproportion 77 (3%) 
Post term pregnancy 64 (2%) 
IUGR 58 (2%) 
Bad obstetric history 50 (2%) 
Multiple pregnancy 43 (1.6%) 
Gestational diabetes mellitus 42 (1.6%) 
Precious pregnancy 35 (1.3%) 
Obstructed labour 20 (0.8%) 
Total caesarean sections 2605 

 



developed and developing countries over the last 
three to four decades i.e., 6-7% in 1970 to 24-30 % 

16in 2003.  In our study, caesarean section rate was 
comparatively very high (57%) other local studies 

17,18had 20% and 60% caesarean delivery rates.  
Similar to our study another local study in which 

19 caesarean section rate was 56% was noted and 
also a study conducted in Brazil showed a similar 

20
rate of caesarean section.  While in our study 
w o m e n  u s u a l l y  b e l o n g e d  t o  a  l o w e r 
socioeconomic class it was different in some other 
locally performed studies in which more 

17-19
caesareans were done in upper class women.  
Caesarean section was done more widely in 
women of upper socioeconomic when compared 
to women of lower social class. This was noted in 

20, 21
two studies from the USA and England.  Repeat 
caesarean section was the most frequent (22%) 
indication of the caesarean section in our study, 
which is in accordance with many other studies 

22,23
done on caesarean sections.  
According to another study previous caesarean 
section is an indication of repeat caesarean section 

24in almost 20%.  This high incidence of repeat 
caesarean section is due to lesser planned vaginal 
b i r th  a f te r  caesarean  (VBAC) in  most 
departments. Incidence of VBAC varies in 

25
different setup usually from 10 % to 90%.  In our 
set up mostly women present in advanced labor so 
a careful watch is kept on the progress of labor and 
vaginal births are successfully conducted in 
patients with previous caesarean scars. For this 
reason rate of VBAC after one caesarean section is 
higher in our setup. Rate of successful VBAC in 

26previous one caesarean scar is almost 76%.
Following the repeat caesarean section, the next 
most frequent indication of caesarean sections in 
our set was fetal distress and reduces fetal 
movements by the mother (21%). Much 
importance is given to the subjective feeling of the 
mother about reduced fetal movements in our 
setup. 
There is a lack of standard clinical criteria about 
fetal distress thus leading to a higher number of 
caesareans. Electronic fetal heart rate monitoring 
is routinely done in our setup and other hospitals as 
well. Any change in fetal heart rate that is not 
supported by the change in pH of fetal blood may 
lead to a low threshold of caesarean section. Fetal 
blood pH to see fetal acidosis is not routinely done 
in our setup so CTG interpretations may become 

doubtful and thus adding to caesarean section. 
Caesarean section done on account of this indication 
can be lessened if fetal heart rate changes are 

27
augmented by fetal pH as well.  Another very 
frequent indication of caesarean section in our study 
was failed induction and progress of labour (13%). 
This indication was seen more in primigravida 

28,29
patients when the cervix is not favorable.
Haver Kamp and colleagues and Leveno and co-
workers stated a higher rate of caesarean section 
when fetal monitoring was done using electronic 
fetal monitoring as compared to when intermittent 

30
auscultation was done.  Malpresentations including 
breech presentation was responsible for 7% of 
caesarean section rate in our study. Caesarean 
sections being done for breech presentation is an 
aspect of modern obstetrics. In some countries, the 
rate of caesarean for breech has raised to 80%. This 
affects the overall rate of caesarean sections and also 
increased the chance of repeat caesarean sections in a 

31
future pregnancy.  
Hypertensive disorder and eclampsia also contribute 
much to rate of caesarean section (8%). Other 
indications that accounted 28% of caesarean sections 
included APH, both placenta previa and placental 
abruption, multiple pregnancies, post-term 
pregnancies, diabetes, precious pregnancy, CPD, and 
bad obstetric history. In Lyari General Hospital, 
Karachi, and Isra Medical University, Hyderabad 
Miscellaneous causes of caesarean section were 20% 

31,32and 64% respectively.  Critical appraisal is 
required to identify the cause in cases where 
indications are not clear i.e, poor bishop score, 
reduced fetal movements, on-demand caesarean and 
unspecified reasons. Over time on demand 
caesareans have put on an increased burden of 
caesareans on the hospitals. It means that the patient 
herself demands elective caesarean section without 
any valid indication although such indication is not 
mentioned in our study. 
More and more work is being done on reducing 
complications of caesarean sections, but there is a 
need to work on preventing this rapid rise in 
caesarean section rate. In this study, it is noted that 
lack of audit system for caesarean sections on regular 
basis has resulted in poor documentation and record-
keeping. Unnecessary caesareans can be prevented 
by proper justifiable indications for caesarean, audit, 
and clinical governance.
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Conclusion
This study revealed that there is a high frequency 
of caesarean section in our tertiary care hospital, 
and most common reasons for caesarean section 
were repeat caesarean section and fetal distress. 
The departmental SOPs at gynecology and 
obstetric units must be made for justifiable 
indications of caesarean section. Awareness and 
promotion of public health and health education 
regarding risks of caesarean and benefits of 
vaginal delivery. Motivational talks and classes 
for the antenatal population to deliver vaginally. 
Antenatal counseling and pre labor classes to 
increase the pain threshold. Proper booking and 
referral system. Proper nutrition and supplements 
must be given to increase maternal health. Regular 
audit of caesarean section rates and indications 
must be maintained and well documented. 
Adherence to standard guidelines and protocols 
for managing labor is required. 
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