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INTRODUCTION

	 Caesarean section is the surgical intervention that 
can save the life of both the mother as well as the baby 
in emergency situations1,2. However, the procedure is 
associated with certain maternal and fetal risks and 
complications1,2. Therefore, it should be performed only 
when indicated 1,2. The appropriate mode of delivery in 
patients who have undergone one caesarean section in 
the previous pregnancy has remained controversial3,4. In 
1916, there was a dictum developed by Craig that once 
a caesarean section , always a caesarean section3,5. 
This led to a very high rate of caesarean sections in 
pregnant females3. However, the obstetricians later on 

developed the concept of “vaginal birth after caesarean 
section” (VBAC) , in order to control the increasing rate 
of repeat caesarean sections in females4. VBAC is a 
trial of vaginal delivery in cases who have undergone 
one previous caesarean section in hospital4. Presently, 
the morbidity and mortality related to the caesarean 
section is greatly reduced4. The dictum now is “once a 
caesarean section, always an institutional delivery in a 
well-equipped hospital”4. The reasons which changed 
the old dictum are improvement in the assessment of 
scar integrity, fetal well-being, and enhanced facilities 
of emergency caesarean section4. Worldwide, the 
caesarean section related births account for 18% of all 
births 3,6. The rate of vaginal delivery after one previous 
caesarean section has decreased worldwide from 40% 
in 1996, to less than 10 % in the present3. The current 
trend worldwide is that the rate of caesarean section is 
increasing while that of VBAC is decreasing3,7. In Pa-
kistan the concern of a higher caesarean section rate 
after previous caesarean is even more significant due 
to prevelance of grandmultiparity3. VBAC is on a decline 
in Pakistan because of fear of maternal and perinatal 
risks and complications8,9. Because of this recent rising 
rate of primary caesarean section, a large numbers of 
women have to undergo repeat caesarean sections 
during labour3,10. 
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Aim: To determine frequency of different modes of deliveries in cases of one previous caesarean section and determine 
the frequency of different indications of repeat caesarean section in our setup.

Materials and Methods: This Cross Sectional Descriptive study was done in the Department of Obstetrics and Gynae-
cology , Kuwait Teaching Hospital , Peshawar, from  January 2015 to December 2016. All patients with history of one 
previous lower segment caesarean section (LSCS) presenting to OPDs and in labour room during the study period 
were included in the study. After delivery, the modes of delivery was recorded in proforma . Results were presented in 
the form of mean and percentages using SPSS 18.

Results: A total of 243 patients with previous one caesarean section were included in the study. Age of the study sam-
ple ranged from 19 – 55 years, with mean of 29 years ± 14 SD. Repeat caesarean sections were done in 219 (90%) of 
cases. Successful vaginal birth after casearean section (VBAC) was achieved in only 24 (10%) cases. The commonest 
indication for repeat caesarean section was premature rupture of membranes (PROM) , which was seen in 33 (15%) 
cases, followed by oligohydromnia in 30 (14.1%) cases, fetal distress in 29 (14%) cases, contracted pelvis in 10 (4.5%) 
cases, Transverse lie in 4 (1.9%),Unstable lie in 2 (1%),Failed induction in 7 (3%), Handled cases	 in 5 (2.5%) cases, 
breech presentation in 27 (12%) cases, macrosomic baby in 22 (10%) cases, maternal wish in 20 (9%) cases, post term 
baby in 8 (3.5%) cases, imminent rupture in 8 (3.5%) cases, failure to progress in labour in 12 (5%) cases, and severe 
pregnancy induced hypertension in 2(1%) cases.There was no maternal or neonatal mortality.

Conclusion: The frequency of  repeat caesarean section in subsequent pregnancies after first caesarean section is 
very high in our setup. Commonest cause of repeat caesarean section is premature rupture of membranes , followed 
by oligohydromnia in our setup. Female education and regular antenatal checkups should be ensured on the part of 
pregnant females to improve maternal and fetal health , especially in low socioeconomic setup.
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	 There are different publications and recommen-
dations available for how to attempt trial of labour after 
caesarean section (TOLAC)3,11. But still, the rate of VBAC 
is very low3,11. VBAC is considered as cost effective, 
and associated with low rate of maternal complications, 
reduced hospital stay and earlier return to routine work 
as compared to repeat elective caesarean sections10-12. 
However, VBAC is associated with higher risk of rupture 
of uterine scar , which results in maternal and perinatal 
morbidity and mortality3,4,12. Due to this reason, the rates 
of VBAC have decreased significantly worldwide , and 
therefore , an increase in rates of caesarean section has 
resulted3,13-15. 

	 The present study was done to determine the 
frequency of modes of deliveries in cases of previous 
one caesarean section in our setup, and to determine 
the indications of repeat caesarean sections in such 
cases.

MATERIALS AND METHODS

	 This cross sectional descriptive study was done in 
Kuwait Teaching hospital, Peshawar, from January 2015 
to December 2016. A total of 243 cases were included in 
the study. The inclusion criteria in the study was taken 
as patients presented to Obstetric and Gynaecology 
department of Kuwait teaching hospital between 36-38 
weeks of gestation and with one previous caesarean 
section. Exclusion criteria was women who had un-
dergone more than one previous caesarean section. 
After going through the patients records , a decision 
regarding mode of delivery was taken by a senior 
obstetrician. The patients were given a trial of vaginal 
delivery , until there was satisfactory progress. The trial 
was terminated by emergency repeat CS, when there 
was evidence of unsatisfactory progress, scar tender-
ness, or fetal distress. The on-duty doctors conducted 
the delivery and caesarean section was performed by 
the consultant on call . Mode of delivery was noted 
down on the proforma and data analysis was carried 
out using the SPSS version 18.

RESULTS

	 A total of 243 pregnant patients with history of one 
previous caesarean section were included in the study. 
Age of the study sample ranged from 19 - 55 years, with 
mean of 29 years ± 14 SD. 

	 The frequency of different modes of deliveries 
in the study sample is shown in table 1. The different 
indications of repeat caesarean section are shown in 
table 2. 

DISCUSSION

	 There was a time when vaginal delivery after one 
previous caesarean section was considered impossi-
ble3,16. Patients who underwent caesarean section once 
were considered for caesarean section in subsequent 
pregnancies3,16. However, now it is suggested that 

vaginal delivery can be possible in cases of previous 
caesarean section and hence, the dictum “once a cae-
sarean, always a caesarean” has been challenged3,16,17. 

	 There are several systematic reviews and guide-
lines available that suggest that the trial of labour after 
one caesarean (TOLAC) is relatively safe after previous 
caesarean section17-20. TOLAC decreases the risk of 
morbidity in the future pregnancies21. However, TOLAC 
is associated with certain maternal risks , especially uter-
ine scar rupture 3,22,23. Other factors that are associated 
with an increased risk of uterine scar rupture include 
maternal age above 40 years, pregnancy beyond term, 
obesity, and macrosomic babies24-28.

Table 1: Different modes of delivery in 243 patients 
having done one previous caesarean section.

Modes of delivery n (%)
Repeat caesarean section 219 (90%)

Vaginal birth after caesarean section 24(10%)

Table 2: Modes of repeat caesarean section in 219 
cases.

Modes repeat caesarean section n (%)
Repeat emergency caesarean section 179 (82%)

Repeat elective caesarean section 40(18%)

Table 3: Indications of repeat caesarean section in 
219 cases

Indications of repeat 
caesarean section

n  (%)

Premature rupture of 
membranes (PROM)

             33 (15%)

Oligohydromnios              30 (14.2%)

Fetal distress              29 (14%)

Breech presentation              27(12%)

Macrosomic baby              22 (10%)

Maternal wish             20 (9%)

Imminent rupture             8 (3.5%)

Post term baby             8 (3.5) 

Failure to progress in 
labour

            12(5%)

Pregnancy induced hy-
pertension (PIH)

             2 (1%)

Contracted pelvis            10 (4.5%)

Transverse lie             4 (1.9%)

Unstable lie             2 (1%)

Failed induction            7 (3%)

Handled cases            5(2.5%)
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	 In the present study, about 210 (90%) cases 
underwent repeat caesarean section, while 24 (10%) 
cases had vaginal delivery. The commonest indication 
of repeat caesarean section was premature rupture of 
membranes (seen in 15% cases), followed by oligohy-
dromnias (in 14% cases).The rate of repeat caesarean 
section in the present study is very high as compared to 
various local and international studies. In a study done 
by Bangel VB in 2013, about 85% cases had vaginal 
delivery, while 15% cases had repeat caesarean sec-
tion4. The commonest indication of repeat caesarean 
section was fetal distress (in 46% cases) , followed by 
scar rupture (in 13% cases)4. In a study done by Malic 
U in 2016 , about 32% cases had repeat caesarean 
section, while 68% cases had vaginal delivery3. Guise 
JM and Mozurkewich reported a 74% and 73% rate of 
VBAC in their studies respectively29,30. Crowt has re-
ported a success rate of 43% VBAC31. Landon reported 
85-90% success in such cases32. A local study done in 
Lahore General Hospital by Taj G also reported 70% 
success rate of VBAC in Pakistani females9. In all these 
studies, rate of repeat caesarean section is very low as 
compared to the present study.

	 The present study showed that the rate of repeat 
caesarean section is very high in our setup. The rea-
sons for high rate of caesarean section in the present 
study is maternal wish and macrosomic babies. Rate 
of elective caesarean section was highest in cases of 
maternal wish. Also the obstetricians keep threshold of 
caesarean section low in order to avoid any maternal 
and fetal mortality. The obstetricians are always in a 
dilemma that what should be the mode of delivery in the 
pregnant females who had undergone one caesarean 

section in the previous pregnancy4. As the uterus has 
scar due to previous caesarean section, so the obste-
trician is more concerned about the management of 
labor as compared to normal labour4. Some researchers 
suggest an elective Caeserean Section in such cases, 
while others choose a trial of labor4.

	 Although the government is trying to educate 
the people about the small family size ,yet the couples 
desire to have more number of children, especially the 
male children4. This trend is high among the unedu-
cated people living in the rural areas 4. Many women 
do not accept the methods of sterilization even during 
the second caesarean section 4. This decision exposes 
them to complications in the subsequent pregnancies4. 
Female education can help reduce maternal and peri-
natal morbidity and mortality in selected cases 33.

	 The limitation of the study was that the study was 
carried out in a single tertiary care centre. There is a 
need to carry out bigger studies in multiple health care 
centres to generate data that can be applied to whole 
population.

CONCLUSION

	 The rate of repeat caesarean section is very high 
in our setup due to large catchment area. Desire to have 
more children , and not accepting the sterilization even 
after the second caeserean section in multipara exposes 
the females to the development of complications in sub-
sequent pregnancy and labor[a]. Education of women 
about sterilization or there methods of contraception, 
risks of caesarean section, and ensuring regular ante-
natal visits can help lower the rate of repeat caesarean 

Table 4: Indications of repeat caesarean section in 219 cases

Indications n  (%)
Emergency caesarean section Elective caesarean section

Premature rupture of membranes (PROM)         33(15%)        -

Oligohydromnios         17(8.2)%    13(6%)

Fetal distress         29 (14%)       -

Breech presentation         20(9.5%)    7(2.5%)

Macrosomic baby          19 (8.5%)    3(1.5%)

Maternal wish          1 (0.5%)    19 (8.5%)

Imminent rupture          8 (3.5%)      -

Post term baby          5 (2%)    3(1.5%)

Failure to progress of labour          12(5%)      -

Pregnancy induced hypertension (PIH)          1 (0.5%)    1(0.5%)

Contracted pelvis          5(2.2%)    5(2.2%)

Transverse lie         2(1%)    2(1%)

Unstable lie          -   2(1%)

Failed induction       7(3%)    -

Handled cases      5(2.5%)    -
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section and thus reduce morbidity and mortality .
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