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INTRODUCTION 

Caesarean section (CS) was brought in clinical practice as 

a life saving procedure both for mother and baby. 

Caesarean section (CS) is a surgical intervention which is 

carried out to assure safety of mother and child when 

vaginal delivery is difficult or when the doctors consider 

that the danger to the mother and baby would be greater 

with a vaginal delivery. As early as 1960, Munro Kerr 

wrote I fear that today more than ever before, there is a 

danger of abdominal delivery being regarded as the 

legitimate methods of dealing with each and every 

obstetrical abnormality. 

Over the past 3 decades the caesarean section rate has risen 

dramatically. The rapid rise of CS rate all around the world 

has become a grievous public health issue. It is because 

several studies have showed that increased rate of 

caesarean section does not necessarily contribute to an 

improved and better maternal health and pregnancy 

outcome. WHO global survey on maternal and perinatal 

health in Latin America, in fact, unveiled that rate of 

caesarean delivery was positively associated with severe 

maternal and neonatal morbidity and mortality, even after 

adjustment of demographic characteristics, risk factors, 

type of institution and proportion of referrals.1 Also, 

unneeded caesareans beget higher expenditure at 
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individual and national levels and have the potential to 

divert human and financial resources. In spite of these 

facts, CS is high and continues to hike in the developed 

world and in many developing countries.2 

The consensus recommendation for optimal CS rate of 10-

15% was made by WHO in 1985 which was revised in 

1994.3 The guidelines published in 1997 by UNICEF, 

WHO and UNFPA states that proportion of Caesarean 

births should range between 5 to 15%. The rate of 

Caesarean Sections below 5% seems to be associated with 

gaps in obstetric care leading to poor health outcomes for 

mothers and children, whereas rates over 15% don’t seem 

to improve either maternal or infant health. However, 

increasing caesarean rates have raised the need to study its 

influencing factors. One hand there is tendency to 

liberalize the indication for caesarean section as per the 

demand by the clients on the other hand there is concern 

about the rising caesarean rate. So we audited the 

indications at our tertiary healthcare centre to find out 

commonest indication of CS in each category so as to 

reduce the increasing CSR. 

METHODS 

This audit of indications for caesarean section was 

conducted in Department of Obstetrics and Gynaecology, 

in a rural tertiary care institute located in central India, over 

a period of 18 months from January 2015 to June 2016, in 

pregnant women who reported to the hospital and 

underwent caesarean section. Data was retrieved from the 

files and filled into the data collection sheet.  

These files were then traced during working hours in the 

labour ward and post-natal wards within 24 hours of the 

CS. The information sought in the files was from the 

doctor’s notes. According to indications mentioned on 

files, caesarean sections were distributed into four 

categories according to NICE guidelines (2011) on basis 

of urgency as follows.4  

• Immediate threat to life of woman or foetus 

(Category). 

• Maternal or foetal compromise which is not 

immediately life threatening (Category II). 

• No maternal or foetal compromise but needs early 

delivery (Category III) 

• Delivery timed to suit woman or staff (Category IV). 

Simultaneously a confidential enquiry was done for which 

predesigned form was filled from a health professional in 

labour room and anesthetist present during section for 

every 5th Caesarean section. Thus it was done in every 5th 

Women who underwent Caesarean section and was 

divided into respective Categories and results were 

analyzed. Confidential enquiry was done to identify 

various aspects of decision taking, validity of indication, E 

partography, labour monitoring and management, 

interpretation, intraoperative findings. 

Statistical analysis of data was done by using descriptive 

and inferential statistics using chi-square test and software 

used in the analysis were SPSS 17.0 version , EPI-INFO 

6.0 version and GraphPad Prism 6.0 and p<0.05 is 

considered as level of significance(p<0.05). Clearance and 

approval from Institutional ethical and Research 

(Scientific) committee was obtained. 

RESULTS 

During audit period there were a total of 6908 deliveries, 

out of which 2548 were LSCS and 4360 were vaginal so 

the Caesarean section rate (CSR) in rural tertiary health 

care centre was 36.88%. 

All the 2548 women who underwent LSCS were audited 

for indications. As per NICE guidelines all CS were 

classified in four categorise on basis of urgency and 

women were distributed in each category. Category I had 

22.62%, category II had 38.61%, category III had 28.37% 

and Category IV had 10.40% women. 

 

Table 1: Indication in category I caesarean section and parity wise distribution. 

Indications Nulliparous % Multiparous % Total % 

       

Fetal bradycardia 342 59.38 70 12.15 412 71.53 

Placenta previa with active 

bleeding and in collapsed state 
21 3.65 18 3.13 39 6.77 

Placental abruptio with maternal 

and foetal compromise 
44 7.64 24 4.17 68 11.81 

Cord prolapse 13 2.26 6 1.04 19 3.30 

Obstructed labour 14 2.43 8 1.39 22 3.82 

Previous lscs with eminent scar 

rupture 
0 0.00 11 1.91 11 1.91 

Retained 2nd twin  3 0.52 2 0.35 5 0.87 

Total 437 75.87 139 24.13 576 100.00 

 value 11.25, p=0.50, NS, p>0.05-2א

Indication in Category I caesarean section and parity wise distribution 
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Table 2: Indication in category II caesarean section and parity wise distribution. 

Indications Nulliparous % Multiparous % Total % 

Non reassuring fetal status 303 30.79 79 8.03 382 38.82 

Breech presentation in active phase of 

labour 
117 11.89 28 2.85 145 14.74 

Previous LSCS with doubt full scar 

integrity in active phase of labour 
0 0.00 141 14.33 141 14.33 

Abnormal presentation in active phase 

of labour 
55 5.59 31 3.15 86 8.74 

Deteriorating maternal condition 43 4.37 37 3.76 80 8.13 

Deep transverse arrest 44 4.47 17 1.73 61 6.20 

Failure to progress in active phase of 

labour 
54 5.49 11 1.12 65 6.61 

Prolonged labour  18 1.83 6 0.61 24 2.44 

Total 634 64.43 350 35.57 984 100.00 

 value 32.33, p=0.0001, Significant-2א

Indication in Category II caesarean section and parity wise distribution 

Table 3: Indication in category III caesarean section and parity wise distribution 

Indications Nulliparous % Multiparous % Total % 

Failure of induction 152 21.02 25 3.46 177 24.48 

Previous LSCS with inadequate pelvis 

in latent phase  
0 0.00 314 43.43 314 43.43 

Previous LSCS with fetoplacental 

insufficiency in latent phase of labour 
0 0.00 113 15.63 113 15.63 

Breech in latent phase of labour 26 3.60 40 5.53 66 9.13 

Previous two LSCS in latent phase of 

labour 
0 0.00 20 2.77 20 2.77 

CPD in latent phase of labour 23 3.18 5 0.69 28 3.87 

Mother to fetus transmission 0 0.00 5 0.69 5 0.69 

Total 204 28.22 519 71.78 723 100.00 

 value 72.18, p=0.0001, Significant-2א

Indication in Category III caesarean section and parity wise distribution  

Table 4: Indication in category IV caesarean section and parity wise distribution. 

Indications Nulliparous % Multiparous % Total % 

Previous CS with inadequate 

pelvis 
0 0.00 109 2.64 109 41.13 

 Breech presentation with 

inadequate pelvis  
53 20 12 20.75 65 24.52 

Placenta previum major degree 3 8.68 10 16.98 13 4.90 

Maternal request 5 0.00 38 16.23 43 16.37 

Contracted pelvis 8 1.13 0 6.04 8 3.01 

Abnormal Presentation  3 1.89 7 7.92 10 3.77 

Previous two LSCS 0 3.02 11 5.28 11 4.1 

Mother to foetus transmission  3 1.13 0 2.64 3 1.1 

Previous uterine incision  1 0.37 2 0.75 3 1.1 

Total 76 28.67 189 71.32 265 100.00 

 value 44.60, p=0.0001, Significant-2א

Indication in Category IV caesarean section and parity wise distribution 

In category I most common indication was foetal 

bradycaria (71.53%). Other indication was Placenta Previa 

with active bleeding and in collapsed state (6.77%) 

placental abruptio with maternal and foetal compromise 

(11.81%) cord prolapse (3.30%) obstructed labour 

previous LSCS with eminent scar rupture (1.91%) 

Retained 2nd twin (0.87%).  
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Table 5: Comparing indication for which patient was shifted for caesarean section and which was found uncertain 

by health personnel. 

Indications CAT I % CAT II % CAT III % CAT IV % Total % 

Genuine 79 73.83 157 79.70 116 76.82 55 91.66 407 79.02 

Uncertain 28 26.17 40 20.30 35 23.17 5 8.34 108 20.98 

 107 100 197 100 151 100 60 100 515 100 

Comparing indication for which patient was shifted for Caesarean section and which was found uncertain by health personnel 

Table 6: Decision taken on investigations and not assessing clinically. 

Indications CAT I % CAT II % CAT III % CAT IV % Total % 

Yes 10 10.20 32 16.58 20 13.43 1 1.6 63 12.23 

No 97 90.65 165 83.75 131 86.75 59 98.33 452 87.76 

 107 100 197 100 151 100 60 100 515 100 

Decision Taken on investigations and not assessing clinically 

 

 

Figure 1: Caesarean section rate in tertiary health 

care centre (36.88%).  

 

Figure 2: Categorisation of women according to    

NICE guidelines. 

In category II CS, most common indication was non 

reassuring foetal status (38.82%). Breech presentation 

(14.74%) and previous scar with doubt full scar integrity 

(14.33) were the next common indications. In category III 

previous LSCS with inadequate pelvis was the common 

indication (43.43%) followed by failure of indication 

(24.48%) and previous LSCS with foetoplacental 

insufficiency (15.63%). Most common indication in 

category IV was previous LSCS with inadequate pelvis 

(41.13%), followed by breech presentation (24.52%) and 

maternal request (16.37%). 

In Category I (75.50%) and II (64.43%) maximum women 

were nulliparous while in Category III (62.93%) and IV 

(65.66%) majority of women were were multiparous. This 

was because previous LSCS was one of the indication of 

Caesarean section done under category III and IV. Parity 

of women and categories of CS have statistical 

significance. 

The Confidential Enquiry which was done revealed that 

amongst cat I CS 73.83% were shifted for Caesarean 

section with main indication were genuine while about 

26.17% indications for CAT I CS were questionable 

.Similarly about 20.3% (40/197) cat II CS, 23.17% 

(35/151)cat III CS and 8.3 % (5/60) Cat IV CS had 

indications which were questionable. According to health 

personnels indications like foetal distress, previous LSCS 

were deceptive ones. It was noted by anaesthetist that out 

of 197 emergency CS about 24.36 % (48/197) were taken 

for foetal distress in which 9.89% neonates did not show 

any evidence of asphyxia at birth. In previous LSCS some 

patients could have been given a trial of VBAC.  

DISCUSSION 

The overall caesarean section rate (CSR) was computed as 

36.88% in our study, which is more than 25.4% CSR 

reported in a study critical appraisal of Caesarean section 

rates at teaching hospitals in New Delhi 1998-1999 and 

16% recorded in maternity hospital in Mumbai in 2001.5,6 

This is probably because our institute is a tertiary institute 

receiving referral from neighboring areas. However, 

present study figures were slightly comparable with 

another study in Madra in 2003. This is a hospital rate and 
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not country rate, being a referral hospital had referrals 

from nearby hospitals and thereby increase in CSR. This 

rate is higher than the WHO recommended rates of 

between 10 and 15 percent.3 This rising rate of caeserean 

section have potential to divert human and financial 

resources from others, arguably higher priority 

Interventions. Around the world, the reported caesarean 

section rate was 21% in a teaching hospital in Pakistan in 

2004, 15% in France in 2001, 17.4% in rural area in 

Australia in 2001, 30% in Mexico in 2001, 26.9% in 

teaching hospital in Nigeria and 19.5% in Iran in 1997.7-12  

In present study Caesarean section is classified on basis of 

urgency as Category I, II, III and IV as in NICE guidelines 

.Women were categorized in four categorize and different 

indications in each category were studied.  

Category I caesarean section was performed in situations 

that are extremely life-threatening for the mother or fetus 

or both. Main indications for this CS were foetal 

bradycardia (406), placenta previa (39), abruptio placentae 

(68), cord prolapsed (19), obstructed labour (22), previous 

LSCS with eminet scar rupture (11), retained 2nd twin (5). 

Thus Foetal bradycardia was main indication for 

maximum number of CS 406 (70.49%) in this category. 

Similar finding was seen in study done by Naeem M et al.13 

However in an study done by Kathyryn and et al in 

Subafrican area obstructed labour was found out to be 

major indication in Caesarean section.14 Also population 

based study done by Barber et al observed that dystocia 

was the leading cause follow by foetal distress.15 In present 

study, only 22 (3.8%) CS were done for obstructed labour. 

This is because continuous electronic fetal monitoring has 

been associated with greater likelihood of CS and the 

concept of e-Partography in labour rooms has enabled 

front-line providers to more rapidly assess and respond to 

labor complications and receive crucial guidance. 

Category II CS is done when there is maternal or foetal 

complication which is not immediately life threatening. 

Various indications in category II were non reassuring 

foetal status (38.82%), breech presentation (14.73%), 

previous scar with doubtful scar integrity (14.33%), 

abnormal presentation (8.74%), deteriorating maternal 

condition (8.13%) deep transverse arrest (6.20%), failure 

to progress (6.60%) and prolonged labour (2.43%). Thus it 

was observed that most common indication for caesarean 

section in category II was non reassuring foetal status 

followed by breech presentation. 

Category III CS was done when there is no maternal or 

feotal complications but early intervention is required. 

Indications in category III were Previous LSCS with 

inadequate pelvis (43.43%), failure of induction (24.48%), 

previous LSCS with fetoplacental insufficiency (15.63), 

breech presentation in latent phase of labour (9.13%), CPD 

in latent phase of labour (3.87), previous 2 LSCS in latent 

phase of labour (2.77%), Mother to foetus transmission 

(0.69%). 

Category IV CS was those which were planned and in 

present study it had 265 (10.40%) caesarean sections. 

Various Indications were previous LSCS with inadequate 

pelvis (41.13%), breech presentation (24.52%), maternal 

request (16.37%), contracted pelvis (3.01%), abnormal 

presentation, previous 2 LSCS (4.1%), and previous 

scarred uterus (1.1). Most common indication was 

previous LSCS with inadequate pelvis, followed by breech 

presentation .Similar findings have been noted in study 

carried out by Jackson and et al.16 In a study done at King 

Edward Memorial Hospital by Quinlivan Julie and etal 

reported that the common indication for elective 

Caesarean section was maternal choice because of refusal 

of women for trial of labour following previous LSCS.17  

Multiparous women were more in category III and IV as 

previous LSCS was one of the indications of CS in this 

women. In category I and II also multiparous women had 

previous LSCS indication, thus study thus showed that 

previous caesarean section is an important factor and 

contributor in increasing caesarean section rate as out of 

total LSCS 41.32% women had at least 1 previous LSCS. 

This is similar with the findings of another study done by 

Gegory et al.18 

Traditionally most of confidential enquiries till now (at 

both national and local level) are related to investigating 

deaths, to establish whether anything could have been 

done to prevent the deaths through better clinical care. 

Confidential enquiry into maternal and child health 

(CEMACH) and national confidential enquiry into 

perioperative deaths (NCEPOD) are the recent national 

level confidential enquires conducted. Recently, it has also 

been introduced in LSCS audit in view of increasing CSR. 

In present audit we introduced confidential enquiry to 

detect areas of deficiency in and validity of indications for 

caeserean section. Confidential enquiry revealed 79.022% 

indications of LSCS as genuine and rest with questionable 

indications requiring further review to decrease CS. 

CONCLUSION 

This audit revealed that caesarean section rate was 36.80% 

in our medical college which is high according to WHO 

standard. According to NICE guidelines 60 % of caeserean 

were done in emergency or urgency and rest were 

scheduled or elective. 53% CS were done in nulliparous 

women in whom main indication was foetal distress and 

47% were done in multiparous women who had at least 

one previous LSCS. 

The simultaneously confidential enquiry revealed that 

CSR can be decreased by taking following measures. The 

possible areas of improvement are, reviewing of 

indications like fetal bradycardia, non-reassuring fetal 

status, previous LSCS as some of them were questionable, 

involvement of senior staff and faculty in decision making 

and conduct of CS, training junior faculty in conducting 

vaginal breech delivery, instrumental delivery and VBAC. 

https://www.ncbi.nlm.nih.gov/pubmed/?term=Naeem%20M%5BAuthor%5D&cauthor=true&cauthor_uid=26182763
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Also at the present time, with a very few exceptions, most 

indications for caesarean section are relative. when 

indications for caesarean section are relative, the woman 

and her family should be closely involved with any 

decisions regarding mode of delivery. 
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