
 

Genetics and Molecular Research 25 (8s): 2026     1 

TRENDS AND DETERMINANTS OF THE RATE OF 

CESAREAN SECTION IN THE LABOUR ROOM AT A 

TERTIARY CARE SETUP 
 
Rida Amjad1, Zara Naveed2, Sobia Zafar3, Nida Hameed4, Ahsan Kamal5, Robina Farrukh6  

 
1Department of Obstetrics and Gynaecology, SIMS / Services Hospital, Lahore, ridaamjad933@gmail.com 
2Department of Obstetrics and Gynaecology, Danyal Naveed Hospital Lalamusa Tehsil Kharian Pakistan, drzaranaveed@gmail.com 
3Department of Obstetrics And Gynaecology, SIMS / Services Hospital, Lahore, drsobiaxubair@hotmail.com  
4Department Of Obstetrics and Gynaecology, WAPDA Teaching Hospital, Lahore, dr.nidahameed@gmail.com 
5CMH Lahore Medical College & IOD, ahsankamal2304@gmail.com  
6Professor of Obstetrics And Gynaecology, SIMS/Services Hospital, Lahore, robinafarukh@gmail.com 

*Corresponding Author: Rida Amjad, ridaamjad933@gmail.com 

 

ABSTRACT 

Background: Cesarean section is an important obstetric intervention when vaginal delivery poses a risk to the 

mother or fetus.  

Objective: To assess the pattern and major determinants of cesarean section among women managed in the labour 

room of a tertiary care setup and to determine the contribution of different obstetric, maternal, placental, and fetal 

indications. 

Methods: This retrospective observational study was conducted in the Obstetrics and Gynaecology department 

of Services Hospital Lahore from January 2024 to December 2024. Records of cesarean deliveries performed 

during the specified study period were reviewed. Data were collected from labour room registers, delivery records, 

operative notes, and patient files using a structured proforma.  

Results: A total of 2,237 cesarean sections were recorded. The major documented categories PG, PREV1, and 

PREV1 OR MORE accounted for 534 (23.87%), 668 (29.86%), and 784 (35.05%) cases, respectively, together 

contributing 88.78% of all cesarean sections. Other clinical and obstetric indications accounted for 251 (11.22%) 

cases. Among specific indications, failure of induction was the most frequent, occurring in 45 (2.01%) cases, 

followed by intrauterine growth restriction in 43 (1.92%) and placenta accreta in 37 (1.65%). Fetal and pregnancy-

related indications accounted for 104 (4.65%) cases, maternal and placental indications for 95 (4.25%), and labor-

related indications for 52 (2.32%). 

Conclusion: It is concluded that cesarean deliveries were concentrated within a few major recorded categories, 

while failure of induction, intrauterine growth restriction, and placenta accreta were the leading specific clinical 

indications.  

 

KEYWORDS: Cesarean section, labour room, tertiary care hospital, previous cesarean section, obstetric 

indications, fetal factors, maternal factors. 

 

INTRODUCTION 

C-section is one of the most common surgical interventions in obstetrics with a significant contribution to the 

reduction of maternal and neonatal morbidity and mortality in the context of medical indications [1]. In many 

countries, however, C-section rates have been growing over the past few decades and this has led to concerns 

about unnecessary surgical procedures, higher health care costs and avoidable maternal and neonatal 

complications [2]. Cesarean section may be necessary to save the life of a woman in situations like fetal distress, 

obstructed labor, placenta previa, malpresentation and previous uterine surgery, but its excessive use can lead to 

hemorrhage, infection, thromboembolism, anesthetic complications, long hospital stay, and complications related 

to future pregnancies [3]. Cesarean section rates vary widely among countries, hospitals and even among different 

units in the same health system. This variation is related to several maternal, fetal, obstetric, institutional and 

healthcare factors. Factors involved are maternal age, parity, previous cesarean section, hypertension in pregnancy, 

diabetes mellitus, malpresentation of fetus, multiple pregnancy, possible fetal compromise, labor failed to induce, 

Prolonged labor, obstructed labor, Cephalopelvic disproportion [4]. In addition, non-clinical factors such as 

medico-legal concerns, patient preference, availability of obstetric services, institutional practices, and differences 

in clinical decision-making may also contribute to the increasing rate of cesarean delivery [5]. he World Health 

Organization has emphasized that cesarean section should be performed when medically necessary. Increased 

cesarean section rates up to about 10% at the population level are correlated with decreases in maternal and 

neonatal death rates, but there are no further reductions in death rates above that level of cesarean section [6]. The 

level of cesarean section performed in a single hospital cannot be recommended as a standard by WHO due to the 

significant differences in obstetric characteristics and risk profile of patients in different healthcare centres, 

especially in tertiary referral hospitals [7].  
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This trend has been observed in Pakistan as well. Analysis of national Demographic and Health Survey data 

showed that the cesarean section rate increased from 2.7% in 1990 to 7.3% in 2006, 14.1% in 2012, and 22.3% in 

2017–2018 [3]. A similar study of the Pakistan Demographic and Health Survey data was also found to show that 

the number of cesarean deliveries in Pakistan had steadily increased during the same period, indicating a 

significant increase in the number of cesarean sections performed in the country [4]. The increasing rate of 

cesarean delivery in Pakistan suggests that this trend is a reality and warrants further investigation of the clinical 

and healthcare related factors driving this trend. The reported incidences from tertiary care hospitals in Pakistan 

could be significantly higher than national level estimates as complicated pregnancies and high risk referrals are 

referred to these hospitals. In a study done in Ayub teaching hospital, Abbottabad in 2024, out of 250 deliveries 

110 were cesarean sections (44.0%). In the cesarean delivery group, 60.9% and 39.1% of births were emergency 

and elective cesarean, respectively. Previous cesarean section was the most common indication (48.2%) followed 

by hypertensive disorders and fetal distress [5]. The rise in cesarean section rate is caused by several factors [8-

10]. Clinical determinants include: maternal age, parity, previous cesarean delivery, hypertensive disorders, 

diabetes mellitus, fetal distress, malpresentation, failed induction, prolonged or obstructed labor, and 

cephalopelvic disproportion [11]. Other factors such as socioeconomic status, maternal education, place of 

residence, patient preference, institutional practices and referral patterns could also affect the risk of operative 

delivery. A recent Pakistani Tertiary care study reported significant association between cesarean delivery and 

various factors such as education, socioeconomic status, preeclampsia/eclampsia, hypertension, gestational 

diabetes, and vaginal hemorrhage [12-14]. 

Objective 

1. To determine the cesarean section rate in the labour room at a tertiary care setup.  

2. To identify the sociodemographic, obstetric, and fetal factors associated with cesarean section.  

3. To analyze the indications for cesarean section and their contribution to the overall cesarean section rate.  

 

METHODOLOGY 

This retrospective observational study was conducted in the Obstetrics and Gynaecology department of Services 

Hospital Lahore from January 2024 to December 2024. All women in the labour room during the study period 

were included in the study. The overall cesarean section rate was calculated during both vaginal and cesarean 

delivery. The cesarean delivery indications noted were further analyzed among the cesarean deliveries. Based on 

available records, a total of 2,237 cesarean sections were found in the study period. The missing information were 

excluded from the corresponding analysis. A total enumeration technique was employed, this entailed including 

all eligible deliveries that took place during the study period. A separate sampling procedure was not used as the 

study was designed to evaluate the entire labour room record for the period involved. 

Data Collection Procedure 

A structured data collection proforma was used for the retrospective data collection, which was carried out from 

labour room registers, delivery records, operative notes and patient medical files. Data on maternal 

sociodemographic, obstetric history, fetal characteristics, pregnancy complications, and mode of delivery were 

collected, as well as the indications for cesarean section. The total number of deliveries and the total number of 

cesarean sections performed during the study period was recorded for calculating the cesarean section rate. In 

women who had cesarean section, the main indication for cesarean section was collected from the annotation of 

the operating room and obstetric records. The recorded ones were as follows: previous cesarean section, multiple 

previous cesarean section, placenta accreta, uterine rupture, failed induction of labour, intrauterine growth 

restriction, multiple pregnancy, severe preeclampsia, cardiac disease, severe oligohydramnios, placental abruption, 

hand prolapse, absence of diastolic flow, cephalopelvic disproportion, malpresentation, placenta percreta and poor 

biophysical profile or persistently reduced fetal movements. Every indication was reported as follows: based on 

the diagnosis documented by the obstetric team that treated the patient. The primary outcome measure was mode 

of delivery (vaginal delivery or cesarean section). Available records were used to document sociodemographic, 

obstetric, and fetal variables that were considered to be factors determining cesarean delivery. Obstetric variables 

were parity, previous cesarean section, number of previous cesarean sections, induction of labor, hypertensive 

disorders of pregnancy, placental abnormalities, malpresentation, and other pregnancy complications. Fetal factors 

comprised fetal growth restriction, multiple pregnancy, abnormal fetal surveillance, decreased fetal movements 

and other noted fetal indicators. The main outcome was the cesarean section rate for all deliveries during the study 

period. The cesarean section rate was determined by dividing the number of cesarean deliveries by the number of 

deliveries and then multiplying by 100. Secondary outcomes included the identification of the sociodemographic, 

obstetric and fetal factors associated with cesarean delivery and the frequency and percentage contribution of each 

indication to the total cesarean delivery. 

Data Analysis 

The data were entered and analyzed with SPSS (version 26.0). Qualitative variables were reported as frequencies 

and percentages and quantitative variables were reported as mean + SD if appropriate. The total number of 

cesarean section deliveries and total deliveries over the study period was used to determine the overall cesarean 

section rate. The indicators of the cesarean section were also calculated in terms of percentage and frequency. The 

Chi-square test or Fisher's exact test was used to determine the association between the cesarean delivery and the 

sociodemographic, obstetric, and fetal variables. A p value of < 0.05 were deemed to be statistically significant. 
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RESULTS 

Table 1 shows the distribution of the major recorded cesarean section categories among 2,237 cases. PREV1 OR 

MORE was the most frequent category, accounting for 784 (35.05%) cases, with a 95% confidence interval of 

33.10–37.05%. This was followed by PREV1 in 668 (29.86%) cases, with a 95% confidence interval of 28.00–

31.79%, and PG in 534 (23.87%) cases, with a 95% confidence interval of 22.15–25.68%. Other clinical and 

obstetric indications accounted for 251 (11.22%) cases, with a 95% confidence interval of 9.98–12.60%. 

 

Table 1. Distribution of Major Recorded Cesarean Section Categories (n=2,237) 

Category n (%) 95% CI 

PG 534 (23.87) 22.15-25.68 

PREV1 668 (29.86) 28.00-31.79 

PREV1 OR MORE 784 (35.05) 33.10-37.05 

Other clinical and obstetric indications 251 (11.22) 9.98-12.60 

Total 2,237 (100.00) - 

Table 2 presents the detailed maternal, fetal, placental, and labor-related indications for cesarean section. Maternal 

and placental indications accounted for 95 (4.25%) cases. Placenta accreta was the most frequent indication in 

this group, occurring in 37 (1.65%) cases, followed by cardiac disease in 23 (1.03%), severe preeclampsia in 17 

(0.76%), and placental abruption in 14 (0.63%) cases. Uterine rupture and placenta percreta were each recorded 

in 2 (0.09%) cases. 

 

Table 2. Detailed Maternal, Fetal, Placental, and Labor-Related Indications for Cesarean Section (n=2,237) 

Group Indication n (%) 

Maternal/placental Placenta accreta 37 (1.65) 

 Cardiac disease 23 (1.03) 

 Severe preeclampsia 17 (0.76) 

 Placental abruption 14 (0.63) 

 Uterine rupture 2 (0.09) 

 Placenta percreta 2 (0.09) 

 Subtotal 95 (4.25) 

Fetal/pregnancy-related IUGR 43 (1.92) 

 Multiple pregnancy 25 (1.12) 

 Malpresentation 22 (0.98) 

 Poor BPP/persistently reduced fetal movements 6 (0.27) 

 Severe oligohydramnios 5 (0.22) 

 Absent diastolic flow 3 (0.13) 

 Subtotal 104 (4.65) 

Labor-related Failure of induction 45 (2.01) 

 CPD 5 (0.22) 

 Hand prolapse 2 (0.09) 

 Subtotal 52 (2.32) 

 Total other indications 251 (11.22) 

Table 3 summarizes the grouped distribution of cesarean section indications. The major recorded categories, 

including PG, PREV1, and PREV1 OR MORE, accounted for 1,986 (88.78%) cases, with a 95% confidence 

interval of 87.40–90.02%. Among the other indication groups, fetal and pregnancy-related factors represented the 

largest proportion, accounting for 104 (4.65%) cases with a 95% confidence interval of 3.85–5.60%. 

 

Table 3. Grouped Distribution of Cesarean Section Indications (n=2,237) 

Indication Group n (%) 95% CI 

Major recorded categories (PG, PREV1, PREV1 OR MORE) 1,986 (88.78) 87.40-90.02 

Maternal and placental indications 95 (4.25) 3.49-5.16 

Fetal and pregnancy-related indications 104 (4.65) 3.85-5.60 

Labor-related indications 52 (2.32) 1.78-3.04 

Total 2,237 (100.00) - 

Table 4 presents the ranked distribution and cumulative contribution of the different cesarean section categories. 

PREV1 OR MORE ranked first and contributed 784 (35.05%) cases. PREV1 ranked second with 668 (29.86%) 

cases, increasing the cumulative contribution to 64.91%. PG ranked third with 534 (23.87%) cases, bringing the 

cumulative contribution of the first three categories to 88.78%. Failure of induction ranked fourth, accounting for 

45 (2.01%) cases and increasing the cumulative proportion to 90.79%. IUGR ranked fifth with 43 (1.92%) cases, 
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while placenta accreta ranked sixth with 37 (1.65%) cases. Together, the first six categories accounted for 94.37% 

of all cesarean sections. 

 

Table 4. Ranked Distribution and Cumulative Contribution of Cesarean Section Categories (n=2,237) 

Rank Category/Indication n (%) Cumulative % 

1 PREV1 OR MORE 784 (35.05) 35.05 

2 PREV1 668 (29.86) 64.91 

3 PG 534 (23.87) 88.78 

4 Failure of induction 45 (2.01) 90.79 

5 IUGR 43 (1.92) 92.71 

6 Placenta accreta 37 (1.65) 94.37 

7 Multiple pregnancy 25 (1.12) 95.49 

8 Cardiac disease 23 (1.03) 96.51 

9 Malpresentation 22 (0.98) 97.50 

10 Severe preeclampsia 17 (0.76) 98.26 

11 Placental abruption 14 (0.63) 98.88 

12 Poor BPP/persistently reduced fetal movements 6 (0.27) 99.15 

13 Severe oligohydramnios 5 (0.22) 99.37 

14 CPD 5 (0.22) 99.60 

15 Absent diastolic flow 3 (0.13) 99.73 

16 Uterine rupture 2 (0.09) 99.82 

17 Hand prolapse 2 (0.09) 99.91 

18 Placenta percreta 2 (0.09) 100.00 

 Total 2,237 (100.00) 100.00 

 
Figure 1. Distribution of major cesarean section categories. 
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Figure 2. Grouped clinical indications for cesarean section 

 

 
Figure 3. Specific clinical and obstetric indications for cesarean section. 

 

DISCUSSION 

The present study analyzed and recorded the trend and signs of C section in 2237 women admitted in labour room 

of a tertiary care centre. The results found that a few categories of recorded cesarean deliveries accounted for the 

majority of cesarean deliveries. There were 1,986 (88.78%) cases of the three major categories (PG, PREV1, and 

PREV1 OR MORE) and 251 (11.22%) cases of other maternal, fetal, placental, and labor-related indications. Such 
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a clustering in the few categories emphasizes the need to consider the dominant groups when strategies are 

designed to optimize the use of cesarean sections. Over the past decades, there has been a great rise in the rate of 

cesarean section across the globe. Analysed data indicates that about 21.1% of birth deliveries worldwide were 

conducted through cesarean section and suggested that this figure may be as high as 28.5% in the year 2030 [15]. 

Pakistan is not an exception to the rising trend of cesarean delivery also. The analysis of the Pakistan Demographic 

and Health Survey data reveals that the proportion of women delivered by cesarean section increased from 2.7% 

in 1990-1991 to 15.8% in 2012-2013; particularly, the use of cesarean section was high among the educated, 

economically well-off and urban women [2]. The findings reveal that the burden of cesarean delivery is important 

at global and within the Pakistan context. 

In the present study, PREV1 OR MORE accounted for 784 (35.05%) cases and PREV1 for another 668 (29.86%). 

These were more or less broadly defined as per the specific definition in the labour room records but their 

substantial proportions imply that the proportion of cesarean deliveries that were attributable to previous obstetric 

or cesarean history was also a significant part of the cesarean workload. In a recent tertiary care level study in 

Pakistan, previous cesarean section was also observed as the most common indication with 48.2% of cesarean 

deliveries [16-18]. In another Study carried out in a tertiary hospital in Peshawar previous cesarean section was 

responsible for 15.2% of cesarean deliveries [4]. Some discrepancies among studies may be due to different 

referral patterns, institutional protocols, availability of trial of labor following cesarean, patient characteristics 

and/or the proportion of women who had repeat cesarean deliveries. Failure of induction was the most common 

clinical indications in the current study with 45 cases (2.01%). An important cause of operative delivery is failure 

to progress into active labour which can eventually result in a caesarean section for maternal or foetal reasons. It 

was also found in the Peshawar study that failed induction was risk factor of cesarean section, 5.7% [4] of the 

cases. This may be due to differences in induction protocols, patient selection, cervical status at induction or to 

the manner of recording indications in the present study [19]. 

The second most common specific indication was IUGR and led to 43 (1.92%) cesarean deliveries. Other fetal 

and pregnancy related indications were multiple pregnancy (25, 1.12%), malpresentation (22, 0.98%), poor 

biophysical profile or persistently reduced fetal movements (6, 0.27%), severe oligohydramnios (5, 0.22%) and 

absent diastolic flow (3, 0.13%). Indications that were fetal and pregnancy related were the cause of a combined 

104 (4.65%) cesarean deliveries. The results show that fetal condition and antenatal monitoring influenced clinical 

decisions related to operative delivery, especially if the continuation of pregnancy and/or labor was deemed 

potentially unsafe. The maternal and placental factors explained 95 (4.25%) cases. The most common condition 

within this group was placenta accreta (37 cases, or 1.65%), followed by cardiac disease (23 cases, or 1.03%), 

severe preeclampsia (17 cases, or 0.76%) and placental abruption (14 cases, or 0.63%). Uterine rupture and 

placenta percreta were each a rare occurrence (2 cases, 0.09%). These are uncommon but clinically significant 

conditions which can lead to significant maternal and foetal morbidity and often require urgent operative 

intervention. The World Health Organization (WHO) highlights that cesarean section is a life-saving procedure, 

when medically indicated, but does not prescribe a hospital-level target rate. The rate at hospital setting should be 

treated with caution and should be interpreted based on population characteristics and risk factors, especially in 

tertiary referral centers where more complicated and high-risk pregnancies are admitted [20]. Thus, the 

distribution seen in the present study must be viewed in the context of a tertiary care center, where more women 

may have had uterine surgery or complications before becoming pregnant, fetal compromise, or other reasons for 

operative delivery [21,22]. 

There were some limitations of the present study. It was based on retrospective hospital records and the accuracy 

of the results was dependent on the completeness and uniformity of documentation. Relevant sociodemographic 

and obstetric data was not collected for comparison between cesarean and vaginal delivery. Therefore, no 

statistical independent determinants of cesarean section could be determined. Further, the precise clinical 

definition of the categories recorded, PG, PREV1, and PREV1 OR MORE should be given prior to final 

publication in order to enable proper interpretation and comparison with other studies. Most importantly, the total 

number of all deliveries over the course of the study period was not available in the data provided; thus, the overall 

cesarean section rate could not be calculated. This denominator is essential to serve the primary goal of the 

calculation of the cesarean section rate in the labour room. 

 

CONCLUSION 

The conclusion that can be drawn is that the majority of the cesarean sections that were performed in the tertiary 

care labour room were recorded in a few broad categories; namely PREV1 OR MORE, PREV1 and PG. Failure 

to induce, IUGR, and placenta accreta were the most common specific clinical indications. The results will be 

helpful in understanding the obstetric and foetal factors associated with cesarean section in a tertiary care centre. 

These findings emphasize the importance of evidence-based obstetric care, regular review of cesarean section 

rates, and targeted interventions and quality improvement efforts to optimize the use of cesarean section and 

enhance maternal and fetal outcomes. Appropriate promotion of vaginal delivery among eligible women, careful 

consideration of indications for cesarean section and standardisation of documentation can be helpful to reduce 

unnecessary procedures but still keep mother and foetus safe.  
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