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ABSTRACT 

Background: cesarean section has traditionally performed when a 

vaginal would put the mother or baby's life at risk. Cesarean section 

rate has risen worldwide in the last decades, in 2009 it was 34% in the 

Unit State of America. Development of modern surgical procedures 

has contributed to reduction of complications associated with cesarean 

section. Complications still occur, and most due to the surgical 

procedure. Long term risk increases with the number of cesarean 

deliveries in women. Objective: To estimate the rate and indications 

for CS in six maternal hospitals. Subject and methods this study was 

cross section study conducted in six maternal hospitals in Baghdad 

city. All delivered from the 1
st
 November 2016 to the 15

th
 February 

2017. three hundred forty-sex pregnant women age between (12-35 years) who give birth at 

six hospitals were chosen and invited to complete a face to face questionnaire. Participant 

were asked for demographic information and pregnancy history (age and parity). Results: 

Mean maternal age was >= 24 years, about (45.7%) was live in middle socio-economic 

status. The most common indication for cesarean section in adolescent was fetal distress 

(27.9%), and previous CS in adult group. The most common indication for cesarean section 

in nulliparous women was obstructed labour, and previous CS in multiparous women. 

Conclusions: The rate of CS was high in six maternal hospitals. 
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INTRODUCTION 

In the past three decades, the rate of caesarean births has risen dramatically, and although 

Infant Mortality has declined during the same period there is little evidence that more 

frequent CS births is the cause.
[1]

 This increase over the years was attributed to better surgical 

technique improved anaesthesia, effective antibiotics and availability of blood transfusion,
[2]

 

nevertheless in many countries, these rates have reached epidemic proportions, motivating a 

debate about whether the high rates are appropriate unnecessary caesarean section is a classic 

example of the mismatch between evidence and practice in obstetrics.
[3]

 

 

On the one hand, some are concerned about possible additional maternal and perinatal 

morbidity caused by unnecessary caesarean sections. On the other hand, assessment of 

whether the caesarean section operation poses an intrinsic risk to the mother or the baby is 

difficult Chile and Brazil (both developing countries have the highest CS in the world (40% 

and 37% respectively), while Belgium and Ireland registered very low CS rate (5-12%), yet 

have much better maternal and neonatal outcomes.
[1]

 The Arab countries exhibit great 

disparities in their CS rates and were attributed to different demographic transition and 

socioeconomic development. In a study about CS rate in 18 Arabic countries, it was found 

that four countries had a CS rates below 5% (Yemen, Sudan Mauritania, and Algeria), only 

three countries have rates above 15% (Lebanon, Qatar and Bahrain) and the rest eleven 

countries have CS rate between (5%-15%) these are (Palestine Oman, Morocco, Libya, 

Tunisia, Saudi Arabia United Arab Emirates, Egypt, Jordan, Kuwait and Syria).
[5]

 In Iraq, the 

rate increased from 10% in 2000 to 16% in 2002, reaching 30% and 32% during the years 

2009, 2010 respectively (including Kurdistan Region).
[6,7]

 Evidence suggested that CS rate is 

influenced by the type of health service, whether private or public, as different rate of CS has 

been found in different areas of the world, In Brazil the rate of CS in public clinic was very 

low (18-19% compared to that in private hospital 84.4%.
[8]

 The same was found in Chilli.
[9]

 

and Queensland Australia.
[10]

 In Iraq, the percentage of CS in the public sector was 24.5% 

during 2009 increased to 25.8% during 2010, whereas in the private sectors the percentage 

was very much higher reaching 75.8% and 79.5% during 2009 and 2010 respectively 

(Kurdistan Region were not included).
[6,7]

 There are many successful programs carried all 

over the world to decrease the CS rates and substantial increase have been observed in the 

rates of trial of labour and vaginal delivery after a pervious scar, however these changes have 

not been sufficient to stem the rising in CS delivery.
[11]

 In 1985, WHO suggested that the rate 

of CS should not exceed 15% since no additional benefit for the newborn or for the mother is 
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obtained. On the other hand a rate of less than would reflect difficulty in access to adequate 

treatment.
[8] 

 

Regarding indications of C/S, in many cases there is more than one indication, which can be 

divided into foetal causes like; foetal distress, cord prolapse, gross prematurity, mal-

presentation,
[13]

 macrosomia,
[14]

 twin,
[15]

 post term pregnancy
[16]

 and decrease foetal 

movement where evidence indicated that decrease foetal movement late in 3rd trimester is 

sensitive but not specific symptoms of foetal non-wellbeing.
[17]

 Maternal causes like: faults in 

the birth canal (Cephalo-pelvic disproportion),
[13]

 dystocia (due to arrest of dilatation or 

prolongation of dilatation),
[18]

 pelvic tumour, cervical or vaginal stenosis, repeated CS,
[13]

 

antepartum haemorrhage (APH) (placental abruption or placenta previa),
[19]

 fulminating 

pregnancy induced hypertensions, bad obstetric history obstructed labour
[13]

 and CS on 

maternal request where traditionally it has been considered inappropriate for women to have 

an elective CS on request in an uncomplicated pregnancy until when the New England 

Journal of Medicine published an article advocating elective caesarean delivery on request, 

the main reason for CS on request is to avoid prolonged labour and for foetal wellbeing.
[20]

 It 

is known that unnecessary CS does more harm than good. When all is normal with the 

mother the CS has an eightfold higher mortality than vaginal delivery and a higher incidence 

of complications in subsequent pregnancies Maternal mortality due to CS is between 6-22 

deaths per 100000, half of these deaths are related to intra-operative complications while 

others are related to anaesthetic and postoperative complications. In recent years a shift in the 

aetiology of death from haemorrhage and infections to thromboembolic events was 

noticed.
[11]

 

 

AIMS OF THE STUDY 

To determine the indications for CS in maternal hospitals in Baghdad city. 

 

METHODOLOGY 

Design of the study: A cross section study was conducted in Baghdad city form the period 

between 1
st
 November2016 and 15

th
February 2017. 

 

Setting of the study: This study was performed in 6 maternal hospitals in Baghdad city. 

(Fatima Al- Zahra Hospital, Al-Alwaia Teaching Hospital, Abn-Al-Baladi and Baghdad 

teaching Hospital) in Al-Rusafa district, (Al-Kadhimiya hospital, Al-Karkh Maternity 

hospital in Al-karkh district. 
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The sample of the study: A non- probability (a convenient) sample of (346) of pregnant 

women delivered by cesarean section in the six maternal hospitals. 

 

Data Collection: Data were collected through direct interview of pregnant women using 

questionnaire form, which was designed for the study purpose.  

 

The purpose of the study was clearly explained to all pregnant women and their verbal 

consent were obtained, before filling the questionnaire.  

 

Data analysis: analysis of data was carried out using the available statistical package of 

SPSS-22 (Statistical Packages for Social Sciences- version 22).  

 

RESULTS 

Table (1) shows that the higher percentage of cesarean section 22 was in Al Emamen Medical 

Hospital, and the lowest percentage 12.7 was in Fatema Al Zahra Hospital. 

 

Table 1: Distribution of study sample according to hospitals. 

Hospital name No. % 

Ibn Al Baladi Hospital 60 17.3 

Baghdad teaching Hospital 53 15.3 

Elwiya Delivery Hospital 60 17.3 

Al Karkh Delivery Hospital 53 15.3 

Fatema Al Zahra Hospital 44 12.7 

Al Emamen Medical Hospital 76 22 

Total 346 100 

 

Table 2: Distribution of sample according to age groups. 

Age (years) No. % 

14---15 1 0.3 

16---17 13 3.8 

18---19 73 21.1 

20---21 14 4 

22---23 25 7.2 

=>24 220 63.6 

Total 346 100 

 

Demographic characteristics: Table (1) shows the peak of cesarean section was conceived 

at age (=>24) year old. 
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Socio-economic status: Table (2) shows the distribution of sample according to socio-

economic status. pregnant women who had cesarean section are more likely to be live in high 

and middle socio-economic status (45.7%, 37% respectively). 

 

Table 3: Distribution of sample according to socio-economic status. 

Socio-economic status No. % P value 

Low 60 17.3 

0.012 
Middle 158 45.7 

High 128 37 

Total 346 100 

 

Indications for cesarean section for age: Table (3) shows the distribution of indications for 

cesarean section according to age, fetal distress were found to be the higher cause in teenager 

pregnant women 27.9% than adult women 8.5% ,while previous C.S were found to be higher 

in adult than teenager pregnant. 

 

Table 4: Distribution of indications for cesarean section according to age.  

Age 12-19 years 20-35 years 
Total 

Indication for cesarean section No % No % 

Fetal distress 24 27.9 22 8.5 46 

Cephalopelvic disproportion 19 22 21 8.1 40 

Previous CS 10 11.6 74 28.5 84 

Placenta abruption 3 3.5 25 9.6 28 

Placenta previa 2 2.3 23 8.8 25 

Abnormal presentation/lie 13 15.1 43 16.5 56 

Oligohydramnios 2 2.3 5 1.9 7 

Post- term pregnancy 2 2.3 5 1.9 7 

Planned for CS previously 2 2.3 10 3.8 12 

Prolong/ obstructed labour 9 10.4 32 12.3 41 

Total 86 100 260 100 346 

 

Table (4) shows the most common indications for cesarean section in nulliparous was 

prolong/ obstructed labour (39.5%). And in multiparous was previous CS (26.3%). 
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Table 5: Distribution of indications for cesarean section according to parity. 

Parity Nulliparous women Multiparous women 
Total 

Indication for cesarean section No % No % 

Fetal distress 9 11.8 37 13.7 46 

Cephalopelvic disproportion 10 13.15 30 11.1 40 

Previous CS 13 17.1 71 26.3 84 

Placenta abruption 4 5.2 24 8.9 28 

Placenta previa 2 2.6 23 8.5 25 

Abnormal presentation/lie 2 9.3 54 20 56 

Oligohydramnios 2 2.6 5 1.9 7 

Post- term pregnancy 2 2.6 5 1.9 7 

Planned for CS previously 2 2.6 10 3.7 12 

Prolong/ obstructed labour 30 39.5 11 4.1 41 

Total 76 100 270 100 346 

Figure (1) shows the birth weight of 346 babies delivered by cesarean section. Nearly half of 

them had 3000-3400 gm weight. 

 

 

Figure 1: The birth weight of babies delivered by cesarean section. 

 

DISCUSSION 

The most common overall indications for cesarean section which were fetal distress (27.9%), 

followed by cephalopelvic disproportion (22%) were more commonly found among the 

teenage mothers than adult mothers. This result is in agreement with the study that done in 

India that showed that the most common indication for cesarean section were fetal distress 

(60%) followed by cephaloplelvic disproportion (22.8%).
[1] 

The possible explanation could 

be under development of pelvis in younger mother and occurrence of cephalopelvic 

disproportion more frequently in teenage mothers because of the immaturity of their pelvic 

bone.
[31]
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Regarding parity the most common indications for cesarean section in nulliparous women 

was prolong/obstructed labour (39.5%). This result closed to other result done Tanzania that 

reported (30%) of indications was due to prolong/obstructed labour.
[29]

 while the most 

common indication for cesarean section in multiparous women was previous SC. This result 

was higher than the result obtained by the study done in Tanzania that reported (25%) of 

indications was due to previous SC.
[29]

 

 

CONCLUSION 

The rate of CS to total deliveries was high in sex hospitals. Fetal distress was the first 

indication in teenage group. Previous cesarean section was the first indication in adult group. 

Nulliparous women has obstructed labour as indication for CS as compared with multiparous 

women has previous cesarean section as indication for it.  
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