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Abstract

Background: A Caesarean Section (CS) is a life saving procedure. It has a beneficial effect on maternal and child 
health as an alternative to difficult vaginal delivery. Adverse outcomes are postpartum hemorrhage (PPH), 
surgical site infection, puerperal sepsis, and maternal mortality, and fetal complications like neonatal sepsis, 
neonatal death, stillbirth, neonatal respiratory distress, a low Apgar score, and preterm birth. In past few decades 
a remarkable increase has been observed in delivery by caesarean section. This study aimed to find the indications 
of caesareansection in a private hospital.

Method: A retrospective study was carried out for a period of six months at AMRI Hospital, Mukundapur, 
Kolkata. This includes 359 pregnant women, who underwent caesarean sections, both elective and emergency.

Conclusion: Out of 359 pregnant women, 91% (328) were elective caesareans and 9% (31) were emergency 
caesarean sections. Previous caesarean section 16.15% (58) was found to be the most common indication of 
caesarean sections. A reduction of primary CS should be given priority. Following labor care guidelines, use of 
cardiotocography, partography, and patient education will contribute to the reduction of caesarean sections and 
related complications.
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Introduction

There is a noticeable increase in caesarean 
sections in both developed and developing countries. 
The reported increase in developed countries in the 
past decades from about 5% in the early 1970s to more 
than 40% in some regions of the world till 2018s 1-2.

The reasons for this alarming increase are not 
completely understood.Some probable reasons 
are late pregnancy, malpresentation, malposition, 
especially breech, diminished normal or assisted 
vaginal delivery, fear of birth trauma to newborn 
and decreased vaginal birth after Caesarean section. 
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In India, rate of C-section deliveries doubled from 
7.1% in 2006 to 17.2% in 2016 and increased to 21.5% 
in 20213, 4,5. The World Health Organization (WHO) 
experts opined on the desirable rate of Caesarean 
section should be between 10 and 15%6. 

It is a life-saving obstetric intervention with a goal 
to minimize adverse maternal and fetal outcomes, 
and maximize favorable effects. It can be achieved 
by reducing the risk of maternal PPH, surgical 
site infection, postpartum fever, puerperal sepsis, 
and maternal mortality, psychological trauma and 
controlling stillbirth, preterm birth, neonatal sepsis, 
early neonatal death, neonatal respiratory distress, 
and a low Apgar score of the neonates7, 8.

Caesarean delivery also carries long-term risks to 
mothers, and to her future pregnancies. A scar on the 
uterus may result in subsequent delivery by CS. The 
risk of placenta accreta is 0.3% in a woman delivered 
by CS, and it increases to 6.74% with five or more 
Caesarean deliveries9.

Caesarean delivery on maternal request (CDMR) 
refers to a primary Caesarean Section performed on 
maternal requests in the absence of definite medical 
or obstetric indications of CS. Possible reasons are 
anxiety and fear of the labor pain, trauma to the 
pelvic floor, poor labor experience from previous 
deliveries; wrong belief about fetal trauma or death 
from vaginal deliveries; convenience of scheduled 
birth; short delivery time without labor pain10, 11, 

12, 13.There were globally 6.2 million reported cases 
of unnecessary Caesarean sections performed 
annually14. Researchers explored in their studies that 
the CS rate was about 19% in some countries, and 
it’s association with a high maternal and neonatal 
mortality rate15, 16.

This study aimed to identify the factors associated 
with Caesarean section and its indications in the 
present day.

Materials and Methods
It is a retrospective study conducted with 

pregnant women who were admitted for delivery at 
inpatient department of gynecology and obstetrics of 
this hospital from September 2023 to February 2024.

Pregnant women who underwent Caesarean 
sections, both elective and emergency included in 

this study and who delivered by other mode such 
as normal delivery, or instrumental vaginal delivery 
were excluded. 

The patient files of all women CS delivery in this 
study period were identified from the hospital medical 
record department. Collected data were entered 
in pre-structured proforma. An elective Caesarean 
section is a planned intervention performed to avoid 
risky vaginal deliveries and the decision was made 
before the onset of labor. Emergency Caesareans 
were defined as those performed for maternal or fetal 
complications arising before or during labor.

Demographic characteristics such as age, 
gravidity, and parity were collected from patient files. 
Obstetric characteristics were also recorded, such 
as the period of gestation during delivery, history 
of assisted reproduction, fetal number, previous 
history of fetal loss, and indication for undergoing a 
Caesarean section.

Outcome data was collected on newborns 
transferred to a nursery or neonatal intensive care 
unit (NICU), history of postpartum hemorrhage, and 
readmission following CS.

This study was approved by the institutional 
ethics committee of this hospital on 24 January 
2024(Reference no- AMRI-MKP/EC/AP 10/23-24).

Results and Discussion

A total of 359 women with Caesarean sections 
were enrolled in the study. Out of them, 91% were 
elective cesareans and 9% were emergency Caesarean 
sections. The maternal age for underwent Caesarean 
section ranges from 22 years to 50 years with an 
average of 32 years. Figure 1 shows 76% of women 
belong to the age group 30 to 39 and, 26% are age 
between 20 to 29, and 3% are age between 40 to 49, 
and one patient in the age group 50 and above.93% 
(Table 1) of mothers have singleton pregnancy and 
7% delivered twin baby.

Figure 1, Age distribution, n=359

Primigravida (Table 1), was 56%, second gravida 
28%, and the remaining were between 3rd and 6th 
gravida. Table 1 shows that the majority of women 
who underwent Caesarean sections electively 
were primigravida 57% whereas a greater number 
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of multigravida 61% had undergone emergency 
Caesarean sections. Quin  et al. found a higher 
incidence of cesarean section among primigravida 
because of presence of risk factors 17. Haidar et al. and 
Shams had et al. observed that the rate of emergency 
CS is higher in multigravida 18, 19.

Table 1: Distribution of patients according to 
different parameters

Variables n= Percentage
Type of Caesarean sections
1 Elective 328 91%

2 Emergency 31 9%
Gravidity
1 Primi 202 56%
2 Second 101 28%
3 Third 39 11%
4 4-6 17 5%
CS & Gravidity- Elective 
1 Primi 188 57%
2 Multi 140 43%
CS &Gravidity- Emergency
1 Primigravida 11 39%
2 Multigravida 17 61%
Fetal Number
1 Singleton 333 93%
2 Twin 26 7%
Period of gestation
1 Preterm 164 46%
2 Term 195 54%
Assisted reproduction
1 IVF 44 12%
2 Normal pregnancy 315 88%
Admission to NICU
1 Admitted to NICU 36 10%
2 Transfer to nursery 323 90%

Reasons for emergency Caesarean delivery 
classified as premature rupture of membranes 
(PROM) 32.2%, pre-eclampsia 32.2%, fetal distress 
25.8%, early labor 6.45%. One case of acute 
pancreatitis in pregnancy was delivered at 35 weeks 
by emergency CS.

Figure 2, Emergency CS, n=31

Figure 3 shows the various indications for 
Caesarean sections. The most frequent indications of 
Caesarean delivery were previous Caesarean section 
16.15% maternal disorder related to pregnancy 
12.00% hypertensive disorder of pregnancy 11.70% 
prolonged and obstructed labor 10.86% uterine factor 
10.60% and general disease complicating pregnancy 
9.75% The next common causes are malposition 
5.84% PROM 5.29% intrauterine growth retardation 
(IUGR) 5.01% and fetal distress 3.9% . Information on 
indications of CS was missing in 15 cases. There were 
6 cases of oligohydramnios, 4 cases of antipartum 
hemorrhage, and 3 cases with previous history of 
fetal loss. 

Figure 3, Indications of CS, n= 359

Fibroid uterus, adenoma uterus, unfavorable 
cervix, unicornuate or bicornuate uterus, women 
with bad obstetric history, and bilateral tubal clipping 
were grouped under the uterine factor. Prolonged or 
obstructed labor includes high floating head, failed 
induction, cephalopelvic disproportion, and large for 
a date baby. Maternal disorders consisted of Rh –ve 
pregnancy, obstetric cholestasis, gestational diabetes 
mellitus (GDM), and gestational thrombocytopenia. 
Pregnant women with type 2 diabetes mellitus 
(T2DM), systemic HTN, beta thalassemia trait, 
Glanzmann thrombasthenia, hypothyroidism, and 
bronchial asthma are categorized under general 
diseases complicating pregnancy. Women recovered 
from leptospirosis and scrub typhus, delivered by 
elective CS, came under the same title. Hypertensive 
disorders of pregnancy cover gestational 
hypertension, preeclampsia, and eclampsia. 

Studies have reported an upward curve in CS 
deliveries globally and in India 20, 21.  As shown in 
this study, Mishra et al and Mascarello et al reported 
increased incidences of CS among women previously 
underwent Caesarean delivery 22, 23.

National Institute for Health and Clinical 
Excellence 24 and the American College of Obstetricians 
and Gynecologists24 have stated that previous CS 
should not be considered as an indication in the 
absence of maternal and fetal emergencies. There is 
reported success rate of (80%) in vaginal birth after 
Caesarean section (VBAC) and lower morbidity rate 
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than those who delivered previously by CS 23, 25. So, 
focus on reducing post CS deliveries can be achieved 
by reducing the rate of primary CS.

FIGO recommends-26

•	 Counseling by healthcare providers at each 
antenatal visit

•	 Uniform classification for CS (Robson/WHO 
classification)

•	 Equal fees for vaginal delivery and CS
•	 Publishing annual CS data by hospitals

We observed that maternal disorders related 
to pregnancy, which include gestational diabetes 
mellitus (GDM) and intrahepatic cholestasis during 
pregnancy, are next common causes of caesarean 
delivery. Other researchers have similar findings in 
their study27.

Prolonged or obstructed labor (10.86%) was one 
of the first five common causes in this study. Penn Z 
and Robert CL et al concluded that it also contributed 
to the rising trend of CS in other population-based 
studies, with a high prevalence of 30%23, 28. Walker 
R and Heffner L et al in their studies showed 
active management of the second stage of labor by 
augmentation was effective in managing prolonged 
labor25, 29 without causing severe birth asphyxia30, 

31.Monitoring labor by using partograph resulted in 
reduction of CS rate by around 31%, as documented 
by studies conducted in the United States, the 
United Kingdom, and South Africa30. Some Indian 
studies drew mixed results on use of partograph for 
monitoring labor32-34.

Table 1 shows that 54% of the women delivered 
at gestation period>37 weeks and 45% of the women 
with gestation period <37 weeks had delivered by 
Caesarean section. It was observed that 12.25% of 
total Caesarean section cases had a history of assisted 
reproductive technology (ART), out of which 95.45% 
were delivered by elective CS. Fear of women and 
obstetricians about the safe outcome of an IVF 
pregnancy35, 36 may be the probable reason.

All women delivered by CS at this hospital have 
an uneventful postpartum period, except two cases 
of PPH. One death documented and two received 
blood transfusions.

In this study, there were two cases of caesarean 
delivery on maternal request (CDMR) where both 
primigravida had undergone elective CS, which 
may be due to fear of vaginal delivery. This can be 
overcome by patient counseling reduces fear of labor 
pain.

As shown in Table 1 babies of 36 mothers were 
transferred to NICU for O2 support and care 15/11 
and one neonatal death of a preterm baby was 
recorded. Several researchers37-39 concluded that 
babies born through CS experienced a higher risk 
of adverse neonatal outcomes like low birth weight, 
delayed initiation of respiration. 

Conclusions

In this study previous CS is the commonest 
indication for caesarean section, reduction of primary 
CS should be given priority. The consideration 
of a caesarean section as an easier option than 
vaginal delivery needs to be changed now. 
Following updated labor care guidelines, rational 
use of cardiotocography, partography and patient 
counseling at antenatal visits will contribute to the 
reduction of Caesarean deliveries and complications.
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