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INTRODUCTION 

Stillbirth as an obstetric complication is emotionally 

devastating for the women as well as the clinician and 

having a caesarean section for stillbirth is even more 

catastrophic. The fetal death itself does not constitute an 

indication for cesarean section, therefore the surgery 

should be reserved for specific conditions, since it 

increases maternal morbidity without any fetal 

advantage.1,2 Vaginal delivery should be the ideal choice 

for women for intrauterine fetal deaths but in certain 

conditions caesarean section is the only option. In 

general, vaginal delivery is preferable to caesarean 

section, as maternal risk minimisation is the main priority 

when fetal welfare is no longer an issue.3-5 In present 

study 550 stillbirths occurred over a period of 1 year in 

our hospital, out of which 222 underwent caesarean 

section. Rate of caesarean section was very high 
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(40.36%) as compared to the acceptable WHO criteria of 

10-15%.6 Hence the study was performed to know the 

indications of caesarean section among 222 out of 550 

stillbirths that occurred over a period of one year in 

present institute.  

METHODS 

This was an observational study conducted at Queen 

Mary Hospital in the Department of Obstetrics and 

Gynecology, King George’s Medical University, 

Lucknow, India from June 2013 to May 2014. Hospital 

allowed booked, Un-booked and emergency cases. The 

hospital caters referrals from rural, semi-urban and urban 

areas. Queen Mary hospital is one of the busiest hospitals 

in Northern India in state of Uttar Pradesh, which is one 

of the most backward states of India. Outcome of all 

deliveries during this period was noted. All fetus 

weighing more than 500g and showing no signs of life 

after delivery were classified as still births.  

During the 12 months of study that is from June 2013 to 

May 2014, 7024 deliveries occurred in the hospital. Out 

of 7024 deliveries, 550 were stillbirths. 222 women with 

intrauterine fetal death with fetus weighing more than 

500 grams underwent caesarean section which were 

included in the study. Women with intrauterine fetal 

death which underwent vaginal delivery were excluded 

from the study.  

All 222 females who underwent caesarean section were 

interviewed after informed consent. Questions regarding 

personal information like name, age, husband’s age, 

admission number and date of admission, residential 

address and whether residing in a rural or urban area, 

socioeconomic status, religion, height, weight, BMI, 

literacy of husband and wife, occupation of husband and 

wife, history of any previous stillbirths were asked, and 

answers noted.  

History of folic acid in first trimester and history of 

iron/calcium intake was taken. Detailed obstetric history 

was taken. History of multiple pregnancy, history of 

previous caesarean section, number, time and place of all 

the antenatal visits were noted. At time of admission of 

patient with IUD, LMP and EDD was noted. In case of 

unknown LMP gestational age was classified in terms of 

preterm, term and post term.  

Vitals were taken, and relevant investigations were done. 

Anemia status with free haemoglobin estimation test was 

done for all 222 females. Blood pressure with dipstick 

urine albumin test was done for all patients, detailed 

general physical and obstetric examination was done. 

Ultrasounds if available were noted in detail.  

Details regarding fundal height, liquor assessment, 

presentation and fetal heart was noted via obstetric 

examination. History of bleeding, reduced fetal 

movements, fever, leaking, foul smelling discharge, 

trauma and convulsions were asked with leading 

questions. Time of onset of labour, time of delivery, total 

duration of labour was noted. NST/CTG records if 

available and indication of caesarean was noted. Delivery 

details with fetal weight, sex and birth weight and 

complication present in this pregnancy was assessed and 

recorded for study. 

RESULTS 

During the 12 months of study that is from June 2013 to 

May 2014, 7024 deliveries occurred in the hospital. Out 

of 7024 deliveries, 550 were stillbirths. Out of 550 cases 

of stillbirth, 222 women underwent caesarian section. Out 

of 222 cases, 211 cases already had an intrauterine dead 

fetus while 11 cases came with acute fetal distress with a 

dipping fetal heart and immediately were taken for 

caesarean section to save the fetus but ultimately resulted 

in stillbirth upon delivery which was unfortunate.  

Rate of caesarean section among women with stillbirth 

was 40.36%. Mean age of the women was 28.36 (Range 

16- 40 Years),109 cases had mother’s age 30 years or 

above. 149 (67.1%) women were from rural areas 

whereas 73 (32.9%) were from urban areas. 181 cases 

(81.6%) were referred from other hospitals, while 18.4% 

came directly to hospital. 22 women were grand 

multipara (≥5) (Table 1). 48 women had previous LSCS, 

8 women had history of stillbirth in previous pregnancy.  

Table 1: Distribution of cases according to parity. 

Parity No. of patients Percentage 

>G5 22 09.9  

G4 35 15.7 

G3 40 18.0 

G2 45 20.3 

G1 80 36.0 

Among indications of caesarean section among stillbirths, 

Antepartum Hemorrhage {Placenta previa (53 cases) and 

Abruption (13 cases)} was the leading cause of caesarian 

section with total of 66 cases (29.73%).  

Rupture uterus was present in 49 (22.1%) cases. Out of 

49 cases of rupture uterus, previous caesarean scar was 

present in 16 cases. Obstructed labor was indication in 24 

cases (10.81%). Malpresentation (transverse lie) in 21 

(9.45%), failed induction in 16 (7.2%), and non-progress 

of labor was indication in 12 (5.40%) cases. Pre-

eclampsia and antepartum eclampsia related causes was 

indication of caesarian section in 11 (4.95%) cases while 

in 11 (4.95%) cases acute fetal distress was the indication 

which resulted in a stillbirth fetus upon delivery. 

Inadequate pelvis with/without previous caesarian section 

scar was indication of caesarean in 6 cases (2.7%). 

Chorioamnionitis with non-progress of labor was 

indication in 3 cases while arrest of 2nd stage of labor, 

previous 2 LSCS, breech with previous caesarian with 

scar tenderness contributed to 1 case each (Table 2). 80 
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primipara women underwent caesarean section. 27/222 

had APH as an indication. 14 had rupture uterus. Failed 

induction in 9, obstructed labour and transverse lie in 7 

cases each, NPOL in 6, acute fetal distress in 5 cases was 

indication of caesarean section. Severe preeclampsia with 

failed induction in 2 cases while Antepartum eclampsia 

with NPOL, chorioamnionitis with NPOL, inadequate 

pelvis was indication in 1 case each (Table 1). 

Table 2: Indications of caesarean sections among 

222/550 stillbirths. 

Indications 
No. of 

patients  
Percentage  

Placenta previa with active 

bleeding 
53 23.87 

Rupture uterus  49 22.07 

Obstructed labour 24 10.81 

Transverse lie  21 9.45 

Failed induction 16 7.20 

Abruption (massive)  13 5.86 

Non-progress of labour  12 5.40 

Antepartum eclampsia and 

pre-eclampsia related 
11 4.95 

Failed induction with severe 

pre-eclampsia 
6 

 

Antepartum eclampsia with 

non-progress of labour 
5  

Acute fetal distress 11 4.95 

Inadequate pelvis with 

previous LSCS 
6 2.70 

Chorioamnionitis with non-

progress of labour 
3 1.35 

Arrest of 2nd stage of labour 1 0.45 

Previous 2 LSCS 1 0.45 

Breech with previous LSCS 

with scar tenderness 
1 0.45 

Out of total of 222 caesarian, there were 224 stillbirths. 3 

twin pregnancies with 5 stillbirths plus 1 live. Out of 224, 

96 females, 127 male fetuses and 1 was ambiguous.  

Table 3: Distribution of 162/2221 cases according to 

the severity of Anaemia (ICMR)*. 

Anaemia  Range (gm/dl) No. of patients  

Mild  10 - 10.9 32 

Moderate  9.9 - 7 79 

Severe  6.9 - 4 42 

Very severe  < 4 09 
*ICMR- Indian Council of Medical Research; 160 women did 

not have anaemia. 

Among 222 caesarian section, anemia was the most 

common associated complication present in 162 out of 

222 cases (73%) (Table 3). Severe anemia criteria taken 

as hemoglobin less than 7 gm/dl as per ICMR was 

present in 51 patients. Pre-eclampsia (severe and non-

severe) was associated in 42 cases (18.9%). Mal-

presentation (transverse lie) was present in 28 (12.6%) 

cases. Intrauterine growth restriction was present in 16 

cases (7.2%). Pre-term premature rupture of 

membranes/premature rupture of membranes was present 

in 7 cases. Preterm labor present in 5 cases. Thyroid 

disorders present in 4, overt diabetes in 4, gestational 

diabetes mellitus present in 2 and uterine anomaly present 

in 2 cases. Infections was present in 2 cases, one with 

typhoid and another patient with dengue fever.  

DISCUSSION 

Caesarean section for a patient with intrauterine fetal 

demise in our study were mostly for maternal indications 

but caesarean for an acute fetal distress which resulted in 

stillbirth was an unfortunate event. 222 out of 550 

stillbirths undergoing caesarian section is an alarmingly 

high number.6 Rate of caesarean section among women 

with stillbirth was 40.36%.  

Caesarean section rates are usually high in a tertiary care 

hospital in India.7-10 The caesarian section rates of our 

institute are high due to excessive referrals of 

complicated cases from rural districts and majority of 

patients are either pregnant women with ruptured uterus, 

obstructed labor and hemorrhage among others.11 Mean 

age of women in this study was 28.36 (16-40 years). 39 

(17.6%) patients in this study were above or equal to 35 

years of age. Advanced maternal age is associated both 

with increased risk of stillbirth and increasing rate of 

caesarian section.12-21 Rural residence is associated with 

increased risk of stillbirth as well as increased risk of 

caesarean section.22-27 

Studies assessing the indication of caesarean in 

intrauterine fetal demise are lacking. Antepartum 

hemorrhage as the leading cause of caesarean in stillbirth 

as also been studied in similar study.28 Placenta previa 

leading to stillbirth directly is a tragic event. Timely 

intervention at the start of bleeding could easily prevent 

stillbirth but once stillbirth occurs in a bleeding patient 

caesarean section is the only option left to save mother to 

prevent maternal morbidity and mortality.  

Delayed referrals reaching tertiary hospitals with 

obstructed labor is a lost cause as many patients reach 

with an intrauterine dead fetus or rupture uterus leading 

to high maternal morbidity as well as mortality which 

could have been easily avoided by timely intervention.29-

32 Malpresentation as indication of caesarian also studied 

in similar study.28 In some indications like obstructed 

labour and malpresentation, abdominal deliveries could 

be reduced by more destructive operations.28 Timely 

diagnosis and external version may lead to decrease in 

this indication. As specified earlier delayed referrals with 

patients in advanced labor; such techniques are difficult 

to be done. Destructive operations are a lost art now and 

trying them without proper expertise may lead to 

increased maternal morbidity.33 Caesarean done for acute 

fetal distress which resulted in stillbirth upon delivery 
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was an unfortunate event.28 Although patient was 

immediately taken up for caesarean section to give a 

benefit of doubt to save the dipping fetal heart, still it 

resulted in stillbirth which is an unfortunate event both 

for women and the clinician. Caesarean section can be 

avoided if criteria are met for instrumental delivery. 

Stage of labor is important factor on which instrumental 

delivery vs caesarean section is decided.  

In the study 80 primipara women underwent caesarean 

sections that is 36%. Such high number is a worrisome 

matter as the women did not even has a live birth. 

Implications of caesarean section in primi-parous patients 

has been well studied. Prior CS has been identified by 

several authors to be associated with an increased risk of 

poor placentation indicating an increased chance of 

placental abruption in a subsequent pregnancy.34-36 A 

similar magnitude of risk was identified for placenta 

previa.35,36 Placenta accreta recurs in approximately a 

third of subsequent pregnancies and is a risk factor for 

massive obstetric hemorrhage and hysterectomy in the 

index pregnancy.37-39 Several large population studies 

have identified prior CS as a risk for maternal ICU 

admission, hysterectomy, transfusion, cardiac and renal 

problems in a woman's next pregnancy.40,41 A prior 

cesarean birth is also associated with a well-documented 

risk of uterine rupture following labor in a subsequent 

pregnancy.42 All the above risk factors plus studies done 

which report increased rates of intervention and 

iatrogenic adverse outcomes such as prematurity, 

emergency caesarean section and post-partum 

haemorrhage in pregnancies subsequent to stillbirth is a 

matter of big concern.43-46 Studies are needed to address 

this issue and guideline for management of pregnancy 

subsequent to a stillbirth delivery should be available. 

CONCLUSION 

Caesarean sections done for these 222/550 stillbirths 

seemed to be inevitable. Further studies are needed both 

in developed and developing countries to strategize the 

management of intrauterine dead fetus to prevent such 

high rate of caesarean section. 
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