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Abstract 

Objectives: Caesarean section (CS) rates are increasing worldwide. A retrospective audit was performed to 

analyze the rate and the frequency of different indications of cesarean sections in gynae and obs unit II Fauji 

Foundation Hospital Rawalpindi and compare it with standard guidelines. The audit will help to optimize cesarean 

section rate by identifying the areas where adherence to standard guidelines would have avoided a cesarean 

section. 

Methodology: This is a retrospective audit, conducted in the department of obstetrics and gynecology unit II Fauji 

Foundation Hospital Rawalpindi from 1st Jan 2015 to 31st Dec 2015. All patients delivered by cesarean section at 

gestation age > 32 weeks were included in the study. The relevant clinical data were recorded from hospital MEDIX 
TM and labour room record register. The data was analyzed and the results were compared with NICE guidelines. 

NICE guidelines are evidence-based guidance developed by The National Institute for Health and Care Excellence 

(NICE) to improve outcomes for people using health services.   

Results: There were 761 deliveries in the study period; out of these 379 were CS, giving CS rate of 49.8%. 

Commonest indication for cesarean section was > one previous cesarean section (36%). Other indications in 

descending order were fetal distress (11.3 %), Fetal growth restriction (FGR)(10%), hypertensive disorders (7%), 

previous one scar (6%), failed induction of labor (6 %), maternal wish (5.3%) and breech presentation (5%) 

respectively. The high cesarean section rate is attributed partly to the fact that this hospital a tertiary care referral 

hospital, however, analyzing the data in detail and keeping NICE guidelines as standard, we find that in almost all 

indications of cesarean sections except for > one previous cesarean section there was a space to avoid cesarean 

section without compromising maternal and fetal safety.  

Conclusion: Strict adherence to guidelines is required to maintain optimal cesarean section rate in low resource 

country like Pakistan. Regular audit is the key to this process and it should be a routine practice in our teaching 

hospitals. 
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Introduction 
Caesarean Section is a commonly employed surgical 

procedure whereby a fetus is delivered through an 

abdominal and uterine incision. The procedure has 

contributed immensely to save maternal lives. When 

medically indicated it can effectively prevent maternal 

and perinatal mortality and morbidity.1 However as with 

any other surgery, caesarean section is also associated 
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with short and long-term risks which can extend many 

years beyond the current delivery and affect the health 

of the woman, her child, and future pregnancies.2, 3, 4  

For the last few decades CS rate is increased in both 

developed and developing countries for a variety of 

reasons.5,6 The rising rate has raised concerns as 

caesarean section births are not only associated with 

potentially negative consequences for maternal and 

infant health7,8 but also an economic burden on the 

health system.9 Keeping risk-benefit ratio in view, WHO 

issued a consensus statement suggesting there were 

no additional health benefits associated with a CS rate 

above 10–15%.10 

In our country situation is somewhat complex.  We are 

lacking the proper structure of health care in obstetrics. 

A big proportion of our patients are being delivered by 

untrained traditional birth attendants and the high 

maternal mortality rate 170/100,000 is an indicator of 

poor obstetric care.11 But at the same time statistics 

about the institutional deliveries show a high rate of 

cesarean section in Pakistan even in the public 

hospitals.12, 13 The high rates of cesarean section in 

public tertiary hospitals are often being justified by the 

significant number of referrals of high-risk patients from 

periphery hospitals however the exact cesarean section 

rate in Pakistan is unknown owing to the lack of proper 

statistics at national level. Huge no of private hospitals 

are adding to cesarean sections without any 

surveillance. Economical benefits, time management 

and risk minimizing behavior are the main drives for a 

physician to opt for cesarean delivery. The private 

practice is considered to be a window to the increased 

rates of the caesarean section being performed 

worldwide.14 The high rate of cesarean sections needs 

to be checked by regular audits as a part of standard 

care management. 

We conducted a retrospective audit of cesarean 

sections in our hospital to critically analyze the areas 

where we can improve our practices in accordance with 

guidelines to keep the rate of cesarean section 

minimum without compromising fetal and maternal 

safety. As NICE guidelines are used as a standard, we 

compared our practice with NICE guidelines. 

Methodology 

This retrospective audit was conducted in the 

department of Obs/Gynae unit II, Fauji Foundation 

Hospital Rawalpindi, Pakistan from 1st Jan 2015 to 31st 

Dec 2015. All patients delivered by cesarean section at 

gestation age > 32 weeks were included in the study. 

The demographic details of all women were recorded 

from MEDIX TM and labour room record register. All 

variables like age, parity recording their and indication 

for CS noted. Results were calculated in terms of 

percentage and frequency. The data was analyzed and 

the results were compared with NICE guidelines. NICE 

guidelines are evidence-based guidance developed by 

The National Institute For Health And Care Excellence ( 

NICE ) to improve outcomes for people using health 

services. These guidelines are also in use in our 

country as standard care, owing to the absence of any 

proper local guidelines.  

Operational definitions:   

Fetal growth restriction: is defined as fetus with 

estimated fetal weight below 10th centile for the 

gestational age along with oligohydramnios and 

reduced interval growth. 

Failed induction of labour: Failed induction of labour 

is defined as no onset of labour pains after a maximum 

dose of the gland in per vaginal i.e. 3 mg doses 6 hours 

apart two doses. 

Fetal distress: Fetal distress in labour in defined as 

fetal scalp pH < 7.2 in first stage of labour and < 7.15 in 

second stage of labour. 

The National Institute for Clinical Excellence 

clinical (NICE) guidelines:  NICE is part of the 

National Health Service (NHS) in the UK. NICE 

guidelines are guidance on treatments and care based 

on the best available evidence and effective use of 

resources which help health care professionals to 

provide standard care to the people. 

Results 
The mean age of patient undergoing cesarean section 

was 30 years. Regarding parity; maximum number of 

patient were multigravida (Figure 1) 

Figure 1: Parity  

There were 761 deliveries in the study period out of 

these 379 were CS. (Figure 2) 
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Figure 2: Mode of delivery  

Among cesarean sections; 232 (61.2 %) were elective 

cesarean section and 147 (38.8%) were emergency 

cesarean section. 

Commonest indication for cesarean section was > one 

previous cesarean section (36%). Other common 

indications in descending order were fetal distress, 

FGR, hypertensive disorders, previous one scar, failed 

IOL, maternal wish and breech presentation  

respectively. (Table I ) 

 

Among repeat cesarean sections for > 1 CS, previous 2 

scars were n=68; previous 3 scars were n=59 and 

previous 4 scars were n=9. For repeat CS for previous 

1 CS, previous 1 scar due to CPD were n=4, refusal of 

trial n=10, CS at some private hospital with no previous 

record available n=5, previous 1 scar with associated 

complication was n= 4. cases of bladder injury. In both 

cases injury was recognized intra operatively and 

repaired at the same time involving urologist. 

 
 

Discussion 
Cesarean section rate in our hospital was found to be 

high 49.8%. The high cesarean section rate may be 

attributed partly to the referral of high risk pregnancies 

however other factors may also be involved. When 

compared to other tertiary care hospitals, our CS rate 

was higher than that reported by researchers in Holy 

Family Hospital Rawalpindi (37.7%), DOW university 

Karachi (28%)12,13 and Yale-New Haven Hospital 

(36.5%)(15), but lower than CS rate reported in CMH 

Rawalpindi(56%)16 and in china showing CS rate  56% 

in tertiary care hospital.17 

Regarding indications repeat cesarean sections for 

more than one cesarean section were the major 

constituent of cesarean sections (36%)  and this is 

comparable to others studies13,14  while another study 

showed fetal distress the leading cause of cesarean 

section.12,15 Other indications were more or less same 

with the exception of FGR and hypertensive disorders 

which comprise 10% and 7% of cesarean section in our 

hospital. Study at Yale new haven hospital also showed 

hypertensive disorders to be responsible for 10% of 

CS, but in other hospitals, they contributed to around 

2% of the cesarean section each.12, 13, 16  

The critical evaluation was done to see the 

determinants of high cesarean section rate each factor 

was evaluated independently and compared with NICE 

guidelines. Fetal distress is the second most common 

indication of cesarean sections in our hospital. Fetal 

distress is further categorized as non-reactive CTG & 

grade 3 meconium in our data. NICE recommends that 

CTG alone should never be used for decision making 

and fetal blood sampling is recommended procedure in 

all cases having a suspect of fetal compromise.18, 19 In 

the absence of availability of fetal blood sampling the 

only option left is to resort to cesarean section.18 If 

labor monitoring were supplemented by fetal blood 

sampling many cesarean sections would have been 

avoided. 

Similarly, for FGR, the obstetrician has a low threshold 

for cesarean section owing to limited availability of fetal 

monitoring. Availability of better fetal monitoring 

gadgets like fetal blood sampling would allow the 

obstetrician to give trail of labor in selected cases of 

FGR.18 

For Hypertensive disorder, NICE recommends that 

mode of delivery should be decided by consultant 

according to the clinical scenario.20 As many of these 

Table I: Indications of cesarean section 

Indication Frequency Percentage 

Repeat cesarean section >1 136 36% 

Fetal distress 43 11% 

FGR/ deranged Doppler 37 10% 

Hypertensive disorders 26 7% 

Failed IOL 24 6% 

Previous 1 scar 23 6% 

Maternal wish 20 5% 

Malpresentation 18 5% 

Uterine dystocia 16 4% 

Placenta previa major 11 3% 

GDM 09 2% 

CPD 06 2 % 

BOH 04 1% 

Placental abruption 03 1% 

Chorioamnionitis 03 1% 

351
379

31

SVD

LSCS

VBACS
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cases are referral cases clinical condition very often 

necessitate cesarean delivery to save a maternal life. 

Breech presentation accounts for 5% of cesarean 

section and no patient was given a trial of external 

cephalic version (ECV) although NICE recommends 

that all breech presentation must be given a trial of 

ECV after exclusion of contraindication however if there 

is some contraindication to ECV or it fails then planned 

CS should be offered because elective cesarean 

section for breech presentation reduces perinatal 

morbidity and mortality.18, 21 

Failed IOL was also evaluated in detail and it was 

revealed that among IOL for post dates leading to 

caesarean section, IOL were mostly done at 40 + 

weeks but prior to 41 weeks and membrane sweeping 

was not offered in routine for postdate pregnancies at 

40-40+6 weeks. According to NICE guidelines for 

induction of labour, it is recommended that IOL for 

postdates should not be done prior to 40+ 6 weeks.22 

Membranes sweeping should be offered at 40-40+6 

weeks to improve the chances of spontaneous labour.22 

Similarly PROM were induced immediately (within 6 

hour) even in the absence of chorioamnionitis. This 

was also in contradiction to NICE guidelines for 

induction of labour which recommends waiting for 

spontaneous labour after PROM for 24 hours in the 

absence of chorioamnionitis.22 Interval induction was 

not considered as an alternative option in any case 

although NICE recommends it in selective cases of 

failed IOL leaving final decision on consultant 

obstetrician. 

Caesarean section for previous one scar constitute 6 % 

of cases, these are either those who refuse trial of 

labour or having a caesarean section at some private 

hospital with no record available, otherwise previous 

one scar is given trial of labour. This practice is in 

accordance with NICE guidelines. NICE recommend 

that patient should be counselled in detail about risk of 

a trial of labour after previous one caesarean section.22 

As there is no regulatory body in our country any 

patient underwent a caesarean section at some 

unknown private setup with no details of surgical notes 

available, the detailed counselling is not possible thus 

necessitating the avoidance of trial of labour after 

previous one scar. 

Refusal of trial of labour during labour could have been 

improved by provision of epidural analgesia in few 

percentages of cases. These were patient who refuse 

trial of labour due to inadequate analgesia as NICE 

guidelines for intrapartum care recommend that patient 

should be given adequate analgesia.19 

Regarding maternal wish it should be discouraged by 

detailed counselling and explaining mother about the 

risk of caesarean section and this practice is optimally 

practiced in the unit NICE states the woman requesting 

for elective CS should be counselled in detail about 

risks of CS by detailed counselling and if patient does 

not agree to vaginal birth then offer a planned CS.18 

Keeping NICE guidelines as a standard, following 

recommendations were made to improve the outcome 

of induction using this audit. 

• Intrapartum fetal monitoring should be 

supplemented with fetal blood sampling as the 

positive predictive value of CTG is low. 

• The uncomplicated breech presentation should 

be offered ECV. 

• IOL for postdates should be at 41 weeks 

supplemented by sweeping membranes 40-40+6 

weeks 

• In PROM in the absence of chorioamnionitis, 24 

hours may be given prior to trial of labour  

• Adequate support and analgesia should be 

provided during labor. 

Cesarean section rate was high in our audit. Data 

evaluation gives clue to certain area where adherence 

to NICE guidelines may help in reducing cesarean 

section rate. It is required to implement the 

recommendations and re-audit in the near future after 

implementation of the recommendations to see 

improvement in caesarean section rate 

Conclusion 
Strict adherence to guidelines is required to maintain 

optimal cesarean section rate in low resource country 

like Pakistan. Regular audit is the key for this process 

and it should be a routine practice in our teaching 

hospitals 
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