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ABSTRACT

Caesarean section rates are inexorably rising whiels led to the possibility of negative impact catermal and
neonatal health. Present study was aimed to comfisefactors associated with caesarean and vagiidhs
among pregnant women. A retrospective study wadumted in Obstetrics and Gynaecology Departmenhjdtu
Institute of Medical Sciences, Jalandhar (Punjaidi&) during the period of April, 2012 to June, 20Details of
age group, parity, socioeconomic status, antenbtaiking, mode of delivery, obstetric complicatiogsstational
age at delivery, maternal and neonatal outcomesvesplored. The prevalence of Caesarean Sectid%)(@vas
higher over vaginal births (35%). It had higher rioen of Emergency (52.31%) over Elective (47.70%seacan
sections. Multiparity (55.38%; p<0.05), high socio@omic status (18.46%), 21 to 30 yrs of age gr(i$46%)
and booked status (44.62%) were associated withs@aan Sections while primiparity (65.71%) and low
socioeconomic status (22.86%) with vaginal birtiike commonest reasons for Caesarean Sections vetet F
Distress(30.77%) and Repeat Caesarean Sections (29.23%gs&ean sections rate is high. High number of
referred patients who underwent Emergency secticass the main reason. Trial of vaginal birth afteagdarean
Section in approximate cases and confirmation speated fetal distress through fetal blood acidebstidy are
recommended.

Key words: Caesarean Section, Emergency sections, Fetal 88sivaginal births.

INTRODUCTION

The increase in the rate of Caesarean sectiomgigb@l phenomenon that has got the professiortadspublic and
those who care for women’s health, worried becéigsgse has not contributed to an improved preggarutcome
[1]. This increase has grown concern among manwptci@s, although, a necessary or a desirable puwedalt still
Caesarean births may also be medically unnecef@pryhe survey conducted by World Health Organaaf3]
between 2004 and 2008 in which 24 countries froenrdgion of Latin America, Africa and Asia partiatpd has
reported in 2010, that, in 23 countries rate ofSaaean deliveries without medical indication rangetiveen 0.01%
and 2.10%, whereas, in China it shoots up to 11®#0the other hand, this rise has shown an incdehgspital
based deliveries and access to hospital care wWizistbeen saving lives for a long period of timé&as been argued
that decreasing Caesarean deliveries would hawetrangntal effect on mothers and infants’ healtd aatient’s
choice should be considered [4].

The WHO published guidelines regarding CaesareatidBerates in 1985 which was revised in 1994. The
guidelines published in 1997 by UNICEF, WHO and MFstates that proportion of Caesarean births sh@ulge
between 5 to 15%. The rate of Caesarean Sectidow 6 seems to be associated with gaps in obstetrie
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leading to poor health outcomes for mothers andlchvhereas rates over 15% don’'t seem to improtieeei
maternal or infant health [5]. In US, rate was 22.in 1990 which increased to 27.5% in 2003 andai$ 82.8% in
2010 which shows about one mother in three nowsgbigh by Caesarean Section [6]. These high lexedsalso
reported in Latin America; it ranged from 16.8%a®high as 40% in the countries of this region THe estimate
for Caesarean Section rates in East Asia also stimavd is well above 15% [8].

India is not excluded from the list. Though, estiesaof Caesarean Sections rates in India is 7.18teiryear 1998
but 16.7% change in rates is observed annuallpdielwhich is one of highest among the countrieSafth East
Asia region [8]. Various studies have shown thatstaint of data has masked actual rates. Theyéae audit from
a large teaching hospital in Kolkata showed a GaesaSection rate of 49.9p8] and another study in Madras
showed a 50% Caesarean Section rate [10]. Whemodledt for demographic variables, the odds for @aean
Section were about 1.7 times more likely to ocaypiivate health institutions in Kerala [11].

Advances in anesthesia and surgical procedures deareased complications and mortality risks fothas and
babies [12]. However, Swedish survey conducted9891lconcluded that an increase in Caesarean deliage
didn’t reduce Perinatal Mortality Rate or lowereaif asphyxia [13]. Morbidity and death in neonagtaliod are
mostly due to respiratory and cerebral disordesstiqularly in preterm births. Significant respoag morbidity
after Elective Caesarean deliveries is well knogwen in term neonate upto 40 weeks of gestatiofl §146,17].
Some studies favour Elective Caesarean delivegeause of fear of childbirth [18], urinary and fieiceontinence
after vaginal delivery [19], breech presentatioteatn [20], and neonatal outcome as an unexpldetatideath and
complications of labour [18,20,21]. Other survegandfit vaginal deliveries because Caesarean deds/enplied a
higher risk of maternal death [22], a longer reecgveme and operative complications [23], a highisk of
unexplained stillbirths in subsequent pregnar@kand respiratory problems of newborn infants,15416,17].
The current study was designed to compare demoigragplaracteristics, parity status, antenatal calestetric
complications and perinatal outcome of all pregimesii women who underwent Caesarean Sectionswdthen
who had a normal vaginal delivery with the aimtiedy the factors responsible for particular moddedfvery.

MATERIALSAND METHODS

A retrospective study was conducted in the Departnod Obstetrics and Gynaecology at Punjab Institot
Medical Sciences (PIMS), Jalandhar (Punjab, Indiaing the period of April, 2012 to June, 2012. BN a
tertiary care centre having a large number of referases (unbooked patients) from city as wefr@as periphery
and provides antenatal care and delivery servizésa and high risk booked pregnant women. All g@atis (booked
& unbooked) were managed according to the protottie department. Auestionnaire consisting of demographic
variables, obstetric history, maternal outcome aednatal outcome was designed to meet the requitenfighe
study. Informed verbal consent was obtained from women itiedhduring the study period. All mothers who
delivered during the study period and freely cobtegrno participate were interviewed personally esitbn the day
or day after delivery regarding their antepartuntrapartum and postpartum experiences. The studyapproved
by PIMSEthical Committee.

Technically, booked mothers were defined as thobe had at least three antenatal visits at our cembéle
unbooked mothers included those who had no orthessthree prenatal care visits during their whpksgnancy at
our center and those who were referred in emergenitom other medical centers and hospitals. Deapbgc
variables included age, socioeconomic status andibg status. Obstetric history included parityts$a maternal
health before & during pregnancy, significant daali events in previous pregnancy and detailed iné&ion
regarding complication occurring intrapartum ortpastum. Maternal outcome was recorded which inefluichode
of delivery, occurrence of anemia, postpartum hehage and maternal death. Neonatal outcome such as
gestational age, birth weight, perinatal mortadity. were also documented. Investigations wereddse in all the
study subjects that included complete blood cowrbalysis, random blood sugar, blood grouping, HHépatitis
C and Hepatitis B antigens, bleeding & clotting éirand baseline ultrasonography. Specific investigatwere
done relevant to medical disorders if present ynatient.

The subjects were further divided into two groups the basis of mode of delivery. The various fecto
predisposing to particular mode of delivery werenpared in these two groups.
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Statistical Analysis: The results were analyzed by Chi Square testalBev<0.05 was considered as statistically
significant.

RESULTS

All patients (N=100) were divided into two grouprm the basis of the mode of delivery. 65% of womesren
delivered by caesarean section while 35% of motbex® birth by vaginal routd.able 1 shows comparison of
demographic variables of all the mothers deliveve both routes (caesarean and vaginal). 06.15%0)843,
35.38% and 15.38% of mothers who had caesarearedel were in <20yrs, 21-25 yrs, 26-30 yrs and y30of
age group, while mothers who delivered vaginallg H&.14%, 42.86%, 25.71% and 14.28% for the sanee ag
groups respectively. This shows majority of motheh® were having Caesarean sections falls in 24r8®f age
group (78.46%).

Mothers belonging to low socioeconomic status higthdr number in vaginal births (22.86%) when coregato
Caesarean births (12.30%). While, higher rate oésaeean Sections was observed among mothers of high
socioeconomic status (18.46% vs. 14.29%). Regardorgparison for antenatal checkups, 44.62% of hbdoke
mothers had Caesarean deliveries when compardoetaumber of vaginal deliveries (40.00%) among ledok
mothers. Further, the result shows a statisticsihyificant (p<0.05) increase in incidence of Caesa Sections
with an increase in parity (44.62% in primiparousl 6.38% in multiparous).

TABLE 1. Demographic variables compared between two groups

MODE OF DELIVERY
Category Normal Vaginal Delivery(35) Caesarean Section(65) p value
Percentage (%) | Number of subjects | Percentage (%) | Number of subjects
AGE (yr9)
<20 17.14 06 06.15 04
21-25 42.86 15 43.08 28 NS
26-30 25.71 09 35.3¢ 23
>3C 14.2¢ 05 15.3¢ 10
SOCIO ECONOMIC STATUS
Low 22.86 08 12.30 08
Middle 62.86 22 69.23 45 NS
High 14.29 05 18.46 12
ANTENATAL CARE
Bookec 40.0C 14 44.62 29 NS
Unbooked 60.00 21 55.38 36
PARITY
Primi 65.71 23 44.62 29
Mult 34.29 12 56.38 36 <0.05

(NS: Non Significant)

Table 2 reflects event outcomes of pregnancies with gestalt age at delivery and neonatal birth weighte Th
gestational age at which bulk of deliveries happevia both route was TERM (complete 37 weeks) \8857%
vaginally and 80.00% abdominally. However, the @tpreterm babies was higher in Caesarean Sedt2tn80%)
when compared to vaginal births (11.43%). MajodfyLow Birth Weight (LBW- <2.5kg) babies and babisgh
appropriate weight (>2.5 kg) are delivered by vafj{g#5.72%) and Caesarean deliveries (63.08%) ctispby.

TABLE 2: Event outcome compar ed between two groups

MODE OF DELIVERY

Category Normal Vaginal Delivery(35) Caesarean Section(65) p value

Percentage (%) | Number of subjects | Percentage (%) | Number of subjects
Gestational Age
Pretern 11.4¢ 04 20.0C 13 NS
Term 88.57 31 80.00 52
Birth Weight
<2.5kg 45.72 16 36.92 24 NS
>2.5 kg 54.29 19 63.08 41

(NS: Non Significant)
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The types of Caesarean Sections are describ&dhte 3 which shows higher incidence of Emergency Caesarean
Sections (52.31%) over Elective Caesarean Secfith30%).

TABLE 3: Emergency vs. Elective Caesar ean sections

TYPE OF CAESAREAN SECTIONS
Categor Peicentage (% | Number of subjec
Elective 47.70 31
Emergency 52.31 34

Table 4 lists the various indications for Caesarean Saestio decreasing frequency with Fetal Distress7(B%),
Repeat Caesarean Sections (29.23%), Intra Uterimsvtd Retardation (18.46%), Oligohydraminos (18.46%
Malpresentation (13.85%), Pregnancy Induced Hypsitem (12.30%), Placenta Previa (10.77%), Preterm
Premature Rupture of Infection (06.15%), Failed duab(06.15%), Preterm labour with scar tendern8d4s62%),
Maternal Request (04.62%), Gestational Diabeteh Wiacrosomia (03.08%), Multiple Gestation (03.08&bd
Cord Prolapse (01.54%).

TABLE 4: Indicationsfor Caesarean section

INDICATIONS PERCENTAGE (%) | NUMBER OF SUBJECTS
Fetal Distress 30.77 20
Repeat Caesarean section 29.23 19
Oligohydramino 18.4¢ 12
IntrauterineGrowth Retardation 18.46 12
Malpresentation 13.85 09
Pregnancy Induced Hypertension 12.30 08
Placenta Previa 10.77 07
Preterm Premature Rupture of Membragne 06.15 04
Failed Labour 06.15 04
Preterm Labour with Scar Tenderness 04.62 03
Maternal Request 04.62 03
Gestational diabetes with macrosomia 03.08 02
Multiple Gestation 03.08 02
Cord Prolapse 01.54 01
DISCUSSION

Caesarean section rates are high and this ineyoradhg rates of Caesarean Sections have potetatidivert
human and financial resources from others, arguhigllyer priority interventions [25]. It also raistee possibility
of negative impact on maternal and neonatal hd@bh which has received support from a number ofligs
[27,28,29]. On the other hand, it has been arghatidecreasing Caesarean Section rates would hde&imental
effect on mother and infants health [4].

The analysis of demographic factofBable 1) in relation to booking status (44.62%) showed ragthwho
approached for antenatal care had higher numb@ae$arean deliveries (44.02%) than vaginal detggd0.00%).
Unnikrishnaret al [30] and D'Orsiet al.[31] have also quoted the similar statements. $haved the women who
had gone for full antenatal checkups have more ahaf Caesarean Sections than women with some or no
antenatal checkups. This may be because women athedmplications in previous or current pregnarey gone

for antenatal care and these complications hadtegsin Caesarean Sections. However, this has ineeontrast to

the study conducted by Adekardeal [32] at a teaching hospital in Osogbo which coded unbooked mothers
and their babies are at higher risk for Caesaretivedies than booked mothers.

The present study has reported that majority ofherst having Caesarean Sections falls in 21- 3@fyege group
(78.46%) and found it supported by other reseascf&3]. However, the studies conducted by Abu-Hetjal[34]

and Linet al[35] has noticed the contrast finding of advancestamal age with Caesarean Sections. Multiparous
mothers (56.38%) had significantly higher numbe€aksarean deliveries in our study which has fasgsbciation

by Abu-Heija Aet al[34] who has shown a relation of an increased ypavith Caesarean Sections. However, a
study done in Brazil by D'Orset al. [31] reports an association between primiparity @absarean Section.
Another recent study done by Robestsal[36] in Australia has concluded that rising firstth Caesarean rate had
drove the overall increase in Caesarean Sectioagarding socioeconomic character, the current stodpd
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mothers belonging to high socioeconomic status4@®) had high incidence of Caesarean Section wishbeen
proved by other researchers [37]. This explains @mwrof higher socioeconomic status were able torcffo
relatively expensive method of delivery and conviiys message that financing Caesarean Sectiom@ga issue.
But this has been in contrast to the study condlicteCanada by Leeét al.[38] which shows women in Canada’s
highest income urban neighbourhoods are signifizdess likely to have Caesarean Sections tharetirosowest
income areas. On the other hand, majority of metelonging to low socioeconomic status (22.86%g high
number in vaginal births. This has been reporte@ryther cross-sectional study done by Kudishal. [39] that
only a minority of women from low socioeconomic kgmund would go for Caesarean Section.

Our study(Table 2) has shown that higher number of preterm babie0(20) was associated with Caesarean
Sections. Though the occurrence of birth asphytteyma and meconium aspiration is reduced by Ceaasar
deliveries but the risk of respiratory distresgfattant deficiency and pulmonary hypertensiomizéased. There
occurs a physiological event in last few weeks i&fgpancy coupled with onset of spontaneous labduchwis
accompanied by changes in horomonal milieu of f&usts mother resulting in preparation of fetus fegonatal
transition [40]. It also leads to increase in woed and costs in neonatal unit because a signilfychigher transfer
rate to Neonatal Intensive Care Unit (NICU) is alisd among this group [41]. However, another stoolyducted
in United States by Kazandijat al. [42] showed that average total charges for vagieiVery may be higher than
average total charges for Caesarean deliveriesriblatde maternal plus neonatal charges for adorisgl NICU.
Thus, it shows obstetrician should make decisiderabking into consideration all the factors whizdn reduce
both maternal & neonatal mortality & morbidity.

This study(Table 3) has reported higher prevalence of Caesarean 8e¢t6%) over Vaginal births (35%). It had
higher number of Emergency (52.31%) over Electiae<arean Sections (47.70%) and noticed the samk bgs
other authors [43]. Kim YMt al.[44] has recommended that timely referral withid &0 Emergency Obstetric and
Newborn Care (EmONC) facilities would decreaseptaportion of CS deliveries that develop to emecgestatus.
A high Caesarean Section rate in this study isbated to unbooked and referred mothers (55.38%) @dme in a
critical condition with a history of trial of labowr complicated medical disorders and end up \Eithergency
Caesarean Section (52.31%) in order to safeguardifthof mother and fetus. Grivedlt al.[45] has observed in
their work that induction of labour for non recorgd indication was associated with significantlyimereased risk
of range of outcomes including Caesarean Sectiear &f litigation, health insurance system, Caesaf&ection by
maternal choice, increased proportion of breeclveléés by Caesarean deliveries, lowering of tholsihegarding
making decision for Caesarean deliveries, use ettelnic fetal monitoring, injudicious use of oxgics,
performing Caesarean Section for astrological measspecially in India, abdominal delivery of grbwetarded
infants, improved safety of Caesarean Section ueldged countries, use of repeat Caesarean Sdotigratients
with previous Caesarean Section, unbooked statusosf of the patients, specialist and referral mataf some of
the hospitals, overdiagnosis of cephalopelvic dipprtion by junior doctors, country’s health systémancial
status, use of Caesarean Sections for multipleatjess etc can be the various factors behind thh Riaesarean
Sections rate worldwide.

The most common indicatiofT able 4) in our study was Fetal Distress (30.77%). Krychkanest al.[46] has also
shown the consistent outcome. Fetal Distress wagndised by Fetal Heart Rate and presence of mentained
amniotic liquor. However, accurate method for elishiment of Fetal Distress is to perform fetal pchlood pH
estimation which is considered a gold standardaksessment of fetal well being but is not doneuatset up.
Cardiotocography monitoring is known to overestienketal Distress [47]. This shows the method oéesting
used for making the diagnosis of Fetal Distresshtsvown limitations [48].

The second most frequent indication was Repeatafeas Section in mothers with Previous Caesarea32o).
Cooket al. [49] has observed that Multiple Repeat Caseareatidh (MRCS) is associated with greater maternal
and neonatal morbidity than fewer Casearan Seclibry further described the associated maternabidhity is
largely secondary to placenta previa and accretavener, trial of scar in singleton pregnancies bangiven to
reduce the rate of Repeat Caesarean Section aiskhaf uterine rupture is as low as 0.3% [50]. Hwoer, there is
no consensus about Vaginal Birth After CaesaredAQ) safety. McMahoret al. [51] has noted that higher rate
of maternal and fetal morbidity exist with VBAC asmpared to Elective Caesarean Section which has akso
recently supported by Crowthet al.[52]. On the other hand, study by GoneetRil.[53] has interpret that VBAC
with a well defined protocol was found safe for et and infant as a Planned Caesarean Deliverycance
encouraged. The study done in Addis Ababa teachiogpital by Birara and Gebrehiw{®4] has noticed
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independent factors determining successful VBAC ewdristory of successful VBAC in the past, ruptafe
membrane at admission, and cervical dilatation ofenthan 3cm at admission. However, presence obniem,

malposition and history of stillbirth were assoeitwith failed VBAC. High incidence of Repeat Caesa has
shown there is a vicious cycle that needs to begsatop which is possible only if Caesarean sadsaundertaken
after careful consideration and when obstetricsristweigh those of the procedure itself [30].

Breech malpresentation (13.85%) accounted for fsogmt number of Caesarean section in our studyerBal
Cephalic Version (ECV) may be used as an intereantd reduce high caesarean section rate at 37 smeiek
gestation. However, ECV has its drawbacks and regkills and might not be successful. The stuhdacted by
Zaman SBet al. [55] has results of high neonatal morbidity in wed breech delivery than Cesarean Section for
primigravida with breech presentation at term. HegveDanielian PRt al.[56] has contrast viewhat the policy of
selective and planned vaginal delivery for bree@sentation has no association of an increasdantimorbidity.
Early diagnosis of adequate progress of labourutjinause of partogram, proper assessment of pakec mely
amniotomy and judicious use of oxytocin can redeeents of failed or obstructed labour leading te<2@ean
Sections.Trial of Vaginal birth after Caesarean Section pp@ximate cases and confirmation of suspected feta
distress through fetal blood acid base study atemenended [57]Good antenatal care can detect problems like
Pregnancy Induced Hypertension, Intrauterine GroWétardation, Oligohydraminos etc earlier and early
management can prevent these complication. It kaa Buggested the study should be done in a ptospaay
which may reveal some of the other reasons foreaming Caesarean Sections rate and measures tol dbet
current trend.

CONCLUSION

Caesarean sections rate is high. High number efnef patients who underwent Emergency sectionsheamain
reason. Trial of vaginal birth after caesareanigecin approximate cases and confirmation of sugokefetal
distress through fetal blood acid base study aremenended.
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