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Comparison of Frequency Vaginal and Cesarean Deliveries
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Abstract

Background: We investigated the rate of vagina childbirth and Cesarean and its causes in maternity wards of Imam Khomeini
Educational Hospital in Ahwaz the capital city of Khuzestan Province and Al- Hadi Hospital in Shoostar as atraditional city.
Methods: In this comparative descriptive study data were obtained from medical records of birth deliveries in six months
(March to September) in year 2007. Data were analyzed using SPSS software.

Results: The results show a total rate of 29% Cesarean and 71% vaginal childbirth in hospitals. The rate of Cesarean in
Imam and Al -Hadi Hospitals was 23% and 33%, respectively. The main cause of Cesarean in Imam and Al-Hadi Hospitals
was failure of labor progression (35% and 33%, respectively). Most Cesarean s were occurred in an age range of 20-25 yr.
Conclusion: Comparing with international acceptable rate (20-22%), Cesarean rate in both hospitals was high. It seems spe-
cial attention should be made by persons, committees or organizations in charge of community health to child birth practices

in both hospitals.
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Introduction

The health of mothers and children is an im-
portant criterion for developmental evaluation
in a country. Their hedlth is interwoven and not
only influenced by biologica inheritance and
individual status, but aso the clinical practices,
political, socio-economic and cultural factors
have an important role in their life (1). Attention to
women's health has more commonly been fo-
cused on the reproductive process and child bear-
ing. Time of child birth is an important stage of
pregnancy which is affected by al these factors.
Child birth is commonly natural, but in sake of
mothers and children heath, may some have Ce-
sarean practice. Cesarean delivery has been per-
formed since ancient cited from Greek and Per-
sian mythology, where, the Cesar of Rome Em-
pire and the Heroes of ancient Iran (Rostam) were
born by abdominal incison (2, 3). During the first
half of the 16th century, Cesarean delivery was
performed only if the mother was dead or dying

(4). The first Cesarean section on alive women
took placein 1800 (2)

Some Cesarean sections are elective and may
not really be useful for the health of both moth-
ers and children. It seems the Cesarean practice
is becoming a modern convention. The world-
wide increase in the Cesarean section rate has
become a major public health concern. How-
ever, Cesarean delivery is a childbirth option to
improve prenatal outcome in certain circumsta
nces. Cesarean ddivery rates in the United States
increased from 4.5% of birthsin 1965 to 24.7%
in 1988 (5). In 2002, more than one-fourth of all
births (26.1%) in the United States were Cesar-
ean deliveries (6) while the ratesin 1993 and 1995
have been 22.8% and 21.8%, respectively (7).
Studies in China show a 2- fold increase in Ce-
sarean section rate in two decades (8). A nationd
study in 19 provinces of Iran in 1994 showed
that, the Cesarean rate was about 21% in gov-
ernmental hospital while the rate was 42% for
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non- governmental hospitals (9). Similar datain
year 2000 showed an increase Cesarean rate from
27% to 58% for governmental and non-govern-
mentd respectively (10). Studies in north of Iran
show that the Cesarean ddlivery section ratesin pri-
vate, educational and governmental hospita were
62.3, 47.1 and 49.7%, respectively (11). In Khuze-
gtan Province, the total rate was 20 to 22% (10).
According to reports published by Iran Ministry
of Health and Medical Sciences in 2000 in the
past 2 decades the rate of Cesarean birth in Iran
has risen dramatically. Cesarean delivery pro-
cedure remains as a powerful tool of last resort
for reducing maternal morbidity and mortality
and improving neonatal outcomes in certain
clinical circumstances, but reasons for the dra-
matic increase in the Cesarean delivery open to
call into question. Cesarean delivery is associ-
ated with child birth complications included
mal presentation, excessive fetd overgrowth, mul-
tiple gestation, fetal structural anomalies, cepha-
lous pelvic disproportion, failure of labor pro-
gression, specific maternal infections include
HIV and active HSV (4). Studies in some prov-
inces of Iran show that the main causes of Ce-
sarean sections were cephalo pevic disproportion,
previous Cesarean, fetus distress, and breech
presentation respectively (12-14). Main reasons
for Cesarean delivery in national studies were
previous Cesarean, failure of labor progression,
breech presentational and fetus distress (10). A
4-fold increased mortality rate associated with
Cesarean delivery was detected in a population-
based, case-control study from North Carolina
for the 7-year period from 1992 to 1998 (15). A
2-fold increase in maternal mortality with Ce-
sarean delivery also reported in United King-
dom from the late 1990s (16). The most frequent
complications related to Cesarean delivery are
infection, hemorrhage and blood loss greater
than one liter (7.3%-9.2%). Uterine or uterocer-
vica lacerations (4.8%-10.1%) injury to other
organs and intra operative surgica complications
(12% to 15%) (4, 17, 18). Traumato the infant is
another adverse outcome of Cesarean delivery
(19) Cesarean delivery is associated with a 1.8-
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fold increased risk of rehospitalization (20). Cesar-
ean delivery clearly places a woman at greater
risk of emergent peripartum hysterectomy when
compared with vaginal delivery (21). A 2.4-fold
increased risk of abruption in a subsequent preg-
nancy following Cesarean delivery was noted in
aFinnish birth registry from 1987 t01993 (22).
The objective of this study was to observe the
trend in Cesarean deliveries and determine the
reasons for the Cesarean section.

Materials and Methods

In this study, we considered the vagina and Cesar-
ean rate and its causes in Imam Hospital in
Ahwaz and Al- Hadi Hospitd in Shooshtar. Both
hospitals are specialized governmental, but the
ImamHospitd is an educationd hospital in Ahwaz,
the capitd city of Khuzestan province, while Al-
Hadi isin Shooshtar as atraditiond city in north of
Khoozestan. We compared the Cesarean section
rates in hospitals with national and international
acceptable rates and the most common reasons
for Cesarean deliveriesin both hospitals. In this
comparative descriptive study, data was obtained
from medical records of birth deliveries in six
months (March to September) in year 2006. The
data collected included age at the time of deliv-
ery, parity, type of childbirth and Cesarean in-
dications and analyzed using SPSS software
version 11.5.

Results

In the duration of six months in year 2006, the
total deliveries in both studied hospitals were
3318. The proportion for Imam Hospital was
1989 cases and for Al- Hadi were 1329 cases.
The vaginal birth rate in the hospitals was 71%
(2359 cases) and Cesarean rate was 29% (959
cases). In Imam hospita 1335 (67%) child births
were vaginal and 654 cases (33%) were Cesar-
ean section, whilein Al -Hadi Hospital the rates
were 1024 (77%) and 305 (23%) respectively.
The study showed that most Cesarean sections
occurred in their first delivery (Fig.1). A nega-
tive significant relationship was found between



Iranian J Publ Health, Vol. 38, No.4, 2009, pp.97-102

gravida and the trend of Cesarean practices (P=
0.0001). The most common reasons for Cesar-
ean in Imam Hospital were failure of labor pro-
gression, Cephalo Pelvic Disproportion (CPD)
and Breech presentation. In Al- Hadi Hospital,
also, the most common reason for Cesarean sec-

tion was failure of labor progression but in the
next levels were previous Cesarean and breech
presentation (Table 1). The results showed that
most Cesarean s occurred in an age range be-
tween 20-25 yr and the least between 15-20 yr,
while only one case was more than 45 (Table 2).
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Table 1: The Cesarean section indications in Imam Khomeini and Al- Hadi Hospitals, Ahwaz, Iran

Reasons Imam Al-Hadi Total

n % n % n %
Unknown 22 3.4 50 16.4 72 7.5
Elective 32 49 11 3.6 43 45
Previous Cesarean 43 6.6 85 27.9 128 13.3
Preoclampsia 6 0.9 12 39 18 19
Breech 76 11.6 24 7.9 100 104
Multiple 18 2.8 6 2 24 25
I?i abetic 19 14 0 0 9 9
CPD 201 30.7 6 2 207 21.6
Failure Progression 227 34.7 101 331 328 34.2
Macrosomia 1 0.2 3 1 4 0.4
Meconium 19 29 7 2.3 26 2.7
Total 654 100 305 100 959 100

Table 2: The Cesarean age ranges in Imam Khomeini and Al- Hadi Hospitals, Ahwaz, Iran, March to September 2006

Imam Al- Hadi Total

Age Range (yr) = % = % n %

15-20 49 7.5 13 4.3 62 6.5
20-25 189 289 97 318 286 29.8
25-30 191 29.2 81 26.6 272 28.4
30-35 112 17.1 66 216 178 18.6
35-40 86 13.1 34 111 120 125
40-45 27 4.1 13 4.3 40 4.2
<45 0 0 1 3 1 1

Totd 654 100 305 100 959 100
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Discussion

Delivery by Cesarean section is a potentially
life saving procedure for mothers and children
in pregnancies. The study showed that the Cesar-
ean rate in both hospitals was high, but the pat-
tern of Cesarean section was different. Prior
Cesarean has been the most common indica-
tions during two last decades with arate of 35%
(23). Some expert authors believe that vagina
birth after Cesarean may lead to uterine ruptures
and hypoxic injury for their babies (20), but oth-
ers argue that women with one previous Cesarean
delivery with a lower transverse uterine incision
are gppropriate candidate for a trid of labor (24).
Some studies not only confirm the plausibility and
safety of vagina birth after delivery but avoid
surgical morbidities such as infection, hemor-
rhage damage to visceral organs iatrogenic pre-
maturity (23).

This study showed that the prior Cesarean rate
in Imam Hospital was low, while in Al- Hadi
Hospital was dtill high. It seems that the sur-
geon and obstetrics in Imam educational Hos-
pital have accepted vaginal birth after Cesarean
as a safe delivery. This study also showed a de-
creasing trend in elective Cesarean rate in both
hospitals compared to other national studies (9,
10). Based on the expert authors recommenda-
tions related to risks of elective Cesarean deliv-
ery at term without specific maternal or fatal in-
dication for both mother and infant (4), this
considerable reduction in Imam and Al-Hadi
Hospitals shows a widdly accepted opinion among
surgeons and gynecologidts that they could avoid
adverse outcome of elective Cesarean delivery.
The studies have shown considerable medical
and obstetric complications among women de-
livered by Cesarean (15-25), so the presence of
these complications might be considered in na-
tional mothers and children health strategies. So
we hope that the risk/benefit and indications of
Cesarean are discussed carefully by the expert
authors and obstetric and gynecologists. This
will teach us to provide the best and safest care
for mother and children in the time of child-
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birth, pains relief, and even discussions related
to the alternative practices like delivery by hyp-
notism. These discussions must be redly "mother
and child health-oriented" not economic or self-
benefit direction. However delivery by Cesar-
ean section is a potentially life saving procedure
for fetuses in pregnancies complicated by breech
presentation, excessive fetal overgrowth, multi-
ple gestation, fetal structural anomalies, cepha
lous pelvic disproportion, failure of labor pro-
gression, specific maternal infections include
HIV and active HSV (4), but some studies in Iran
have shown that elective and previous Cesarean
are till the most common indications for Ce-
sarean section. In this study in both hospitals
compared to other studies (9-11) the elective
rate was low, but the previous Cesarean in Al-
Hadi was high. Therefore, we have to concen-
trate on first deliveries as a significant relation-
ship has found between the number of Cesarean
s and gravida. In year 2000 the previous Cesar-
ean section rate in Imam Hospital was 31% and
elective Cesarean rate was 20 % (26), but this
study showed a great disparity by decreasing to
7% and 5% respectively. For al this decreasing
the whole rate of Cesarean was higher than previ-
ous local (16), nationa (9-10), internationa stud-
ies (6) and even international acceptable rate.
However a study in north of Iran has shown
that the rate of Cesarean section was two- fold
than this study (11). This question needs a docu-
mented answer. It seems that one of the factors,
which also probably affect the Cesarean section
rate in Iran, is that surgeons receive a higher
payment for a Cesarean section than for vaginal
birth. This could be considered as an important
factor for mother and child hedlth Strategies in
the Ministry of Health. Many women who request
Cesarean section believe it is easer for the baby
or even for itself and know it as a modern taste.
Some aso believe that babies ddivered by Cesar-
ean section are more intelligent (8).

The Ministry of Hedlth should provide hedth edu-
cation programs that inform families about the
risks/benefits of elective and previous Cesarean,
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specially the purely elective Cesarean or "Ce-
sarean delivery on demand” which is stressed by
authors (4, 27) and clearly is a blind observance
of modern convention.
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