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Introduction: 
The rising rates of caesarean section (CS), particularly the 
primary CS in first pregnancies and among women with 
prior normal vaginal deliveries, have become a global con-
cern. While advancements in obstetric care have aimed to 
reduce maternal and neonatal risks, the increasing fre-
quency of CS in healthy pregnancies is an unexpected 
phenomenon. This trend contradicts the expectation that 
safer obstetrical practices would lead to fewer surgical in-
terventions, particularly for primigravida and multiparous 
women who have previously had a vaginal birth.  

 
In particular, the primary caesarean section is becoming 
increasingly common, even though vaginal delivery is often 
a medically safe and viable option for these women.

1,2
 

Locally, the escalation of caesarean rates has been noted 
in several studies, with a significant increase observed in 
both public and private sector hospitals in Pakistan. Previ-
ous research highlights various factors contributing to this 
rise, ranging from obstetric and medical considerations to 
societal and cultural influences.

3
 Obstetrical factors such 

as abnormal fetal presentations, labor dystocia, and mater-
nal conditions like hypertension, diabetes, or previous cae-
sarean section play a crucial role in decision-making.

2,4 

However, non-medical factors such as patient preferences, 
family pressures, and the growing influence of cultural per-
ceptions surrounding childbirth also play a significant 
role.

5,6
 

Despite the medical advancements aimed at promoting 
normal vaginal delivery, the rate of primary caesarean sec-
tions continues to climb.

7
 Studies suggest that while CS 

may be warranted in cases of obstetric complications, the 
decision is often influenced by subjective factors like the 
obstetrician's comfort with surgical interventions and the 
patient’s or family’s desire for perceived convenience or 
safety.

3,8 
Furthermore, the increasing tendency to schedule 

elective caesarean births is another contributing factor.
9
 In 

some cases, CS is viewed as a safer and more predictable 
alternative to vaginal delivery, leading to a preference for 
surgical intervention, especially among first-time mothers.

10
 

Several local studies in Pakistan have reflected similar 
trends. Research conducted in various tertiary hospitals in 
urban areas of Pakistan reports a rising number of caesar-
ean deliveries, with primary caesarean sections being in-
creasingly performed even among low-risk pregnancies4. 
Factors such as urbanization, the preference for elective 
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caesarean sections, and the availability of advanced ob-
stetric care in private hospitals are likely to contribute to 
this trend.

4,9 
However, there is still a notable gap in under-

standing the broader determinants of this phenomenon, 
particularly regarding patient-specific factors, healthcare 
provider preferences, and familial involvement in the deci-
sion-making process. 
Rationale for the Study: Despite the increasing number of 
caesarean sections performed, the underlying factors driv-
ing this trend remain underexplored in the context of Paki-
stan. This research is therefore critical in providing local 
evidence on the determinants of primary caesarean sec-
tions in both primigravida and multiparous women. By ex-
ploring the medical, obstetrical, and human factors influ-
encing the decision to perform a caesarean section, this 
study seeks to highlight the need for balanced decision-
making that aligns with the best possible maternal and ne-
onatal outcomes. 
The study’s findings could assist in formulating guidelines 
that address the rising rates of unnecessary primary cae-
sarean sections. Such guidelines would aim to reduce the 
reliance on surgical births, particularly among women who 
could safely undergo vaginal delivery, thus improving both 
maternal and neonatal health outcomes. Additionally, un-
derstanding the determinants of caesarean section will 
help healthcare providers, policymakers, and communities 
address this growing concern through targeted health inter-
ventions. 
Objectives: 
1. Evaluate the impact of medical and obstetrical factors on 
the decision for primary cesarean section. 
2. Investigate how patients and families, as well as societal 
and cultural expectations, impact the choice to have a cae-
sarean section. 
3. Analyze obstetricians' opinions about primary caesarean 
sections, especially for low-risk pregnancies. 
4. Developing evidence-based guidelines for safer, cultur-
ally applicable obstetric practice. 
Methodology:  
This descriptive cross-sectional study was conducted at 
the Department of Obstetrics and Gynecology at Peoples 
University of Medical & Health Sciences (PUMHS), Benazi-
rabad. After receiving approval from the PUMHS Ethical 
Review Committee, the study was conducted over a six-
month period, from July 7, 2023, to January 6, 2024. Non-
probability sequential sampling was used to choose the 
participants. The study comprised women who gave their 
informed consent, were between the ages of 18 and 40, 
and had parity scores between 1 and 5. Women with 
known cases of Type 1 or Type 2 diabetes, chronic hyper-
tension, chronic renal illness, and multiple pregnancies 
were excluded based on stringent criteria designed to elim-
inate confounding variables. The emergency room and la-
bor room were the sources of eligible participants. A stand-
ardized proforma was used to capture clinical data and 
conduct interviews with each lady. Age, booking status, 
gestational age, and other detailed demographic and ob-
stetrical data were gathered by this tool. Maternal condi-
tions (e.g., anemia, pregnancy-induced hypertension, pre-
eclampsia, and premature labor), the manner of birth, in-
traoperative blood loss, and any surgical interventions 
were among the comprehensive clinical indicators that 
were also recorded. 
Particular factors linked to cesarean sections were closely 
investigated. Among these were obstetrical variables such 
antepartum hemorrhage, obstructed labor, fetal distress, 

and non-progression of labor. Maternal health issues such 
as gestational diabetes and pregnancy-induced hyperten-
sion were also observed. In order to comprehend the psy-
chosocial and cultural forces that may influence delivery 
choices, patient interviews were also used to examine fac-
tors that were driven by the patient and their family and that 
influenced the decision to have a caesarean section. 
To guarantee uniformity in patient selection, consent-taking 
protocols, and precise data documentation, clinical staff 
and data collectors received training and briefing prior to 
data collection. The authenticity and dependability of the 
data gathered were preserved in part by this standardiza-
tion. 
SPSS version 20 was utilized for data entry and analysis. 
Frequencies and percentages were used to represent cate-
gorical variables like gravida, delivery method, and mater-
nal or perinatal outcomes. Means and standard deviations 
were used to summarize continuous data, such as age and 
gestational age. Significant predictors were found in both 
primigravida and multigravida cohorts by using statistical 
comparisons to investigate relationships between the iden-
tified determinants and the chance of cesarean birth. After 
first cleaning and preparing the data in Excel, the analysis 
was carried out using SPSS version 20. For the obstetric 
and demographic factors, descriptive statistics were com-
puted. For continuous variables, means and standard devi-
ations were calculated; for categorical data, frequencies 
and percentages were employed. To more clearly depict 
trends in caesarean section indications and delivery meth-
ods, visual aids like bar and pie charts were used. To find 
characteristics that were highly linked to primary caesarean 
sections, bivariate comparisons were investigated. 
Results: 
One hundred ladies in all took part in the study. Partici-
pants' mean gravida was 2.3 (± 1.2) and their mean age 
was 28.5 (± 6.1). The average gestational age was 37.8 
weeks (± 1.4), with a range of 34 to 41 weeks. Parity Distri-
bution: The study's goal of evaluating both groups was 
closely reflected in the 46% primigravida and 54% multi-
gravida participants. Compared to vaginal delivery (35%), 
cesarean section was the most often observed delivery 
method (65%). 
Determinants of Caesarean Section  
Obstetrical Factors. 
The most frequent indication for caesarean section 
was non-progression of labor (30%), followed by elective or 
family-requested CS (20%), which notably surpassed tradi-
tional medical indications such as fetal distress 
(24%) and obstructed labor (15%). Antepartum hemor-
rhage (10%) was less commonly observed. This shift indi-
cates a significant rise in non-clinical, preference-driven 
caesarean deliveries, particularly among multigravida 
women. 
Medical Conditions. 
About 40% of participants had coexisting medical condi-
tions: 
Gestational diabetes mellitus (GDM): 20% 
Pregnancy-induced hypertension (PIH): 20% 
No significant medical condition: 60% 
These conditions were more prevalent in primigravida 
women and were associated with a higher rate of caesare-
an section, reflecting provider caution in managing at-risk 
pregnancies. 
Patient and Family-Related Factors: 
Approximately 30% of women reported family influence or 
personal preference as contributing factors in the decision 
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for caesarean delivery. This was particularly evident 
among multigravida women who had previously delivered 
vaginally but chose CS in the current pregnancy, often cit-
ing perceived safety, convenience, or cultural pressures. 
Statistical Significance and Observed Trends 
The analysis revealed that primigravida women were more 
likely to undergo CS due to fetal distress and non progres-
sion of labor. Multigravida women, in contrast, had a higher 
frequency of non-medically indicated CS, often influenced 
by family or physician preference. Women with GDM and 
PIH had significantly higher CS rates (p < 0.05), emphasiz-
ing the role of medical risk in clinical decision-making. 
A noteworthy and unexpected trend was the increasing 
incidence of elective CS requests among healthy women, 
indicating a growing normalization of CS in tertiary care 
settings, even in the absence of obstetric complications. 
Implications for Health Promotion 
These findings underscore the multifactorial nature of rising 
caesarean section rates in both primigravida and multigrav-
ida populations. While clinical indications remain valid, the 
influence of cultural norms, misinformation, provider bias, 
and patient/family preference is increasingly driving deliv-
ery decisions. To address this trend, the following strate-
gies are recommended: 

• Structured antenatal counseling to educate women and 
families on the risks and benefits of vaginal delivery; 

• Training for obstetricians to encourage shared, evi-
dence-based decision-making; 

• Community engagement programs to confront myths 
and sociocultural pressures favoring unnecessary cae-
sarean sections. 

By targeting these modifiable factors, particularly in low-
risk pregnancies, health systems can strive to reduce the 
caesarean section rate and improve maternal and neonatal 
outcomes through more informed, patient-centered care. 
Discussion:  
This study explored the determinants of caesarean section 
(CS) in primigravida and multigravida women. The findings 
revealed a predominance of caesarean deliveries (65%), 
with primigravida women more likely to undergo CS due 
to obstetrical causes such as non-progression of labor 
(30%) and fetal distress (24%). Among multigravida, elec-
tive caesarean or family-requested deliveries were frequent 
even in the absence of clinical complications. Further-
more, medical conditions like gestational diabetes (20%) 
and pregnancy-induced hypertension (20%) were closely 
linked to caesarean delivery, especially among primigravi-
da. A striking pattern was the increasing role of non-
medical factors, such as perceived convenience and family 
pressure, in the decision-making process. The increasing 
caesarean rate identified in this study is consistent with 
national figures reported in the Pakistan Demographic and 
Health Survey 2017-18, which found CS rates of over 30% 
in urban areas and tertiary institutions.

11
 Similar trends 

have been documented by Rasool MF et al., where non-
progress of labor and fetal distress were the most common 
medical indications for CS.

12
 Khan et al. also reported a 

significant rise in CS rates due to changing clinical thresh-
olds and institutional policies.

13
 

In agreement with our findings, a study by Amjad et al. 
highlighted the sociocultural role of family influence in opt-
ing for CS, particularly in multigravida women with a prior 
vaginal birth.

14
 The prevalence of elective CS without medi-

cal justification, especially in the private sector, has been a 
growing concern in Pakistan.

15
 International studies, such 

as Betran et al.'s global analysis, also acknowledge 

that patient and provider convenience play a role, but sug-
gest that strong regulatory frameworks can mitigate these 
influences.

16
 This may explain the higher elective CS trend 

in our context, where such frameworks are inconsistently 
applied. 
Our findings diverge slightly from those in lower-resourced 
rural setups, such as the study by Ahmed et al., which re-
ported true obstetric emergencies as the primary drivers for 
CS, with minimal patient preference involvement.

17
 This 

difference may reflect the urban tertiary care setting of our 
study, where both patients and physicians may have great-
er autonomy and access to surgical delivery. 
The association between medical conditions like GDM and 
PIH with increased CS risk aligns with existing literature.

18
 

However, the lack of proper antenatal counsel-
ing and insufficient patient education likely exacerbates 
elective CS rates among women with manageable risk pro-
files.

19,20 
Furthermore, the presence of non-evidence-based 

decision-making among providers may contribute to the 
rising CS trend, as noted in a recent audit conducted by 
Ehtisham S et al.

21
 

Public Health Implications 

• These findings have significant implications 
for maternal health policy and education. There is an 
urgent need for: 

• Targeted antenatal counseling programs that empha-
size the safety of vaginal delivery in low-risk pregnan-
cies. 

• Family-inclusive education sessions to address cultural 
myths and empower women in decision-making. 

• Implementation of clinical auditing and second-opinion 
protocols before performing a primary caesarean sec-
tion. 

• Developing context-sensitive national guidelines that 
balance clinical necessity with patient autonomy can 
help reverse the normalization of elective caesarean 
deliveries. 

Conclusion:  
This study adds important information to the corpus of 
knowledge on the rising patterns of cesarean sections in 
developing nations like Pakistan by combining clinical, pa-
tient-driven, and societal aspects. It draws attention to the 
intricate interactions that define delivery outcomes between 
non-clinical factors including patient and family preferences 
and medical indications. These findings have significant 
ramifications. To guarantee that the decision to have a cae-
sarean section is still based on evidence-based clinical 
indications and not convenience or misunderstanding, they 
emphasize the critical need for standardized prenatal coun-
seling protocols, institutional policy reforms, and family-
inclusive health education. These findings are an important 
reminder to policymakers, maternal health educators, and 
healthcare professionals to work together to implement 
patient-centered, well-informed interventions to address 
the rising rates of CS. 
Practical measures for stakeholders, such as hospital ad-
ministrators, obstetricians, and public health officials, 
should include:  
• Enforcing audit mechanisms to monitor and justify prima-
ry caesarean indications;  
• Promoting training for healthcare workers to balance clini-
cal judgment with patient autonomy;  
• Introducing mandatory counseling sessions for expectant 
mothers and families regarding the risks and benefits of 
various delivery modes. 
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To better understand the underlying motivations and be-
liefs impacting delivery decisions, future study should use a 
multi-center strategy with bigger sample sizes, analyze 
rural-urban contrasts, and include qualitative assessments. 
The long-term maternal and neonatal outcomes linked to 
primary cesarean sections that are not required should al-
so be assessed in studies. 
In summary, this study confirms that clinical signs and 
changeable human factors both play a role in the decision 
to undergo a caesarean section. 
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