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ABSTRACT 
Background: Labour induction is a common practice in every obstetric unit and primigravidas are more likely to 

undergo induction of labor and caesarean section due to failed induction. Apart from labour factors, pre 
eclampsia, fetal distress and gestational diabetes are known factors leading to higher caesarean section after 
induction of labour. The objective of this study was to determine the frequency of caesarean-section and common 
factors leading to it after induction of labor in primigravida at term. 
Materials &Methods; This Descriptive study was conducted From Sep11, 2017 to Mar10, 2018 

 in Obstetric and Gynacology department, FGPC Islamabad. 
Results: A total of 125 patients presenting with primigravida at term pregnancy after induction of labor were 

included in the study. Average age of the patients was 28.61 years+6.45 SD. The caesarean section was found in 
57(45.6%) patients. The most common factor was pre eclampsia which was observed in 29 (23.2%). 
Conclusion: Caesarean Section rate is high in primigravidas with induced labour at term with almost same 

frequency in all age groups and the most common factor contributing to caesarean section is pre eclampsia 
leading to fetal distress. 
Keywords: Primigravida; pregnancy; caesarean-section; labor. 

 

INTRODUCTION 
Induction of labor is the initiation of labor after 28th weeks 
of gestation and before the onset of natural labor through 
pharmacological and or mechanical methods to achieve 
vaginal delivery (Planned initiation of labor).It can be 
conducted in the presence or absence of fetal membranes. 
There are higher chances of induction of labour in 
primigravida  (49.8%) . Caesarean section rate is higher in 
them as compared to multigravida (1)(2) Induction of labor is 
indicated in post term pregnancies, pre-labor rupture of 
membranes, intrauterine fetal death, fetal compromise, 
chorioamnionitis, oligohydramnios, polyhydramnios, 
maternal medical conditions like hypertension, diabetes, 
heart disease and others. (3)(4)(5)  The incidence of induction 
of labor has consistently increased. Its rate varies from 9.5-
33.7% of pregnancies annually. It is carried out in 
approximately 25% of pregnancies in developed countries 
(lowest in Niger 4.5%, highest in Srilanka 35%, 22% in 
USA). It is a common procedure in our country. Its exact 
rate is not known but in some institutions, it is described up 
to 40%..6 There is no study claiming that induction of labor 
is safe and has only beneficial effect. However it is claimed 
to reduce caesarean section rate and improve neonatel 
outcome but on the other hand it can cause uterine 
hyperstimulation, operative deliveries and caesarean 
sections, fetal distress, infections and in worst case uterine 
rupture. (6)(7).  Many maternal and fetal factors can lead to 
failed induction .  Risk factors for failed induction of labor 
includes nulliparity(29.4%), older maternal age, shorter 
maternal stuture, increased BMI , hypertension, gestational 
diabetes  and pregestational diabetes.8,9  Induction of labor 
can be done by PGE2, PGE1, misoprostol and Foley’s 
catheter.(10) The rationale of this study is to  determine the 

frequency and factors leading to caesarean-section  after 
induction of labor among primigravida at term as the local 
literature on this subject is limited. 

 

MATERIALS AND METHODS 
This was a  descriptive case series study  conducted in  
Department of Obstetrics and Gynaecology Unit II, Federal 
Government Polyclinic Hospital Islamabad from Sep 11, 
2017 To Mar 10, 2018 after approval from Ethnical 
Committee of the institution.  Sample Size was calculated 
by WHO calculator from reference 1 Confidence level % = 
1-α = 95% Anticipated Population Proportion= P= 
%=0.2941 Absolute Precision Required= d=%=0.08 Sample 
Size= n= 125. Sampling Technique was Non probability 
consecutive sampling.  Booked primigravidas at term with 
singleton, alive vertex presentation and non anomalous 
gestation with intact membranes were included in study 
while women with malpresentation, placenta previa, 
previous myomectomy, premature rupture of membranes, 
cervical dilatation at the time of admission greater or equal 
to 4 cm were excluded from study. Informed consent was 
taken from each woman. A detailed history regarding her 
personal data, last menstrual period, duration of pregnancy 
in weeks were taken. BMI was calculated. Bias were 
controlled by excluding women with contraindication to 
vaginal delivery through history and examination.  All the 
information including outcome variable i.e. caesarean 
section were entered on the proforma and subjected to 
statistical analysis to measure the objectives.  Data were 
analyzed by using computer software SPSS version 16 on 
computer. Descriptive statistics were applied to measure 
qualitative and quantitative variables. Quantitative variables 
like age were measured as mean and standard deviation. 
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Qualitative variables as pre-eclampsia, BMI, GDM, 
oligohydramnios and Caesarean section was measured as 
frequency and percentages. Effect modifiers like age, 
Diabetes mellitus, hypertension, BMI were controlled by 
stratification. Post stratification chi square test was applied. 
P value ≤ 0.05 was significant  
 

RESULTS  
A total of 125  primigravidas at term pregnancy after 
induction of labor were included in the study. Average age 
of the patients was 28.61 years+6.45 SD with range 20-45 
years. Patient’s age was divided in three groups. The  most 
common age group  presenting as primigravida at term 
pregnancy  was  26-35 years. There were 46 (36.8%) 
patients of the age less than 25 years, 63 (50.4%) were of 
age range 26-35 years and 16 (12.8%) presented at age 
more than 36 years of age. (Table 1). 
 
Table 1. Age wise distribution of the patients 

 Frequency Percent Mean +SD 

20.00-25.00 46 36.8  

26.00-35.00 63 50.4  

   28.61+6.45 

36.00-45.00 16 12.8  

Total 125 100.0  

 
Table 2. Caesarean-section factors responsible after induction of 
labor 

 Count % 

Caesarean Section Yes 57 45.6% 

 No 68 54.4% 

Pre-eclampsia Yes 29 23.2% 

 No 96 76.8% 

Gestational Diabetes Mellitus Yes 18 14.4% 

 No 107 85.6% 

Obesity Yes 17 13.6% 

 No 108 86.4% 

Oligohydramnios Yes 20 16.0% 

 No 105 84.0% 

Polyhydramnios Yes 15 12.0% 

 No 110 88.0% 

 
Table 3. Age wise distribution of caesarean-section 

 Caesarean Section Total p-value 

Yes No 

Age (in 
years) 

20.00-25.00 22 
47.8% 

24 
52.2% 

46 
100.0% 

0.929 

26.00-35.00 28 
44.4% 

35 
55.6% 

63 
100.0% 

36.00-45.00 7 
43.8% 

9 
56.2% 

16 
100.0% 

Total 57 
45.6% 

68 
54.4% 

125 
100.0% 

 

 
The caesarean section was found in 57(45.6%) patients. 
The most common factor was pre eclampsia which was 
observed in 29(23.2%) patients followed by 
oligohydramnious 20 (16%), gestational diabetes was in 
18(14.4%) and obesity was noted in 17(13.6%) patients. 
(Table 2).  Age wise distribution of  shows that Caesarean 
Section rate was observed approximately in same 
proportion throughout all ages which shows that the 
suspected clinical features were same for all ages. The 
patients having age less than  25 years  have 47.8%,  age 

group 26-35 years have 44.4%  Caesarean Section  and 
patients having more than 36 years of age have 43.8% 
Caesarean Section.( Table 3) When the cesarean section 
was stratified over its factors, all the factors showed their 
high significance.( Table 4) When age wise stratification 
over age was made than it also shows the insignificance 
results.  
 
Table No: 4. Factor wise distribution of caesarean-section 

 Caesarean Section p-value 

Yes No 

Pre-eclampsia Yes 25 4 0.000 

  86.2% 13.8%  

 No 32 64  

  33.3% 66.7%  

Obesity Yes 14 3 0.001 

  82.4% 17.6%  

 No 43 65  

  39.8% 60.2%  

Oligohydramnios Yes 17 3 0.000 

  85.0% 15.0%  

 No 40 65  

  38.1% 61.9%  

Polyhydramnios Yes 14 1 0.000 

  93.3% 6.7%  

 No 43 67  

  39.1% 60.9%  

  

DDIISSCCUUSSSSIIOONN  
Labour induction is a common practice in every obstetric 
unit .  A wide variety of inducing agents are used by 
obstetrician to initiate the process of labour. In the last two 
decades, the labour induction methods and indications 
have changed enormously to more safer practices. The 
indications of labour induction can be classified as 
maternal, fetal or elective for the  convenience of both 
women and obstetricians . The incidence of induction 
varies  from 5% to 22% depending upon local 
circumstances and availability of services.. 11, 12 The rate of  
c- section after labour induction varies between 12-86% in 
various studies done in developed and developing 
countries13. Recent reports showed that population based 
CSR exceeding the WHO threshold of 15% are more 
common in private than public hospital. 14 The reasons are 
fear of being sued, health insurance policies, c-section on 
demand, non trained midwives, lack of assisted vaginal 
breech delivery skill, poor implementation of active 
management of labor and differences in clinical practices.   
The c-section  rate  in this study is more than 45% and the 
results are  supported by D J Rouse, who found 61% of 
caesarean delivery rate when women were induced and 
followed for  12 hours in latent phase of labour.15 The major 
reasons for failed induction were labour arrest, fetal 
distress, cephalopelvic disproportion and non reassuring 
CTG. The factors responsible for caesarean delivery  were 
status of  gravida,  doses of inducing agents and poor 
Bishop score before induction. The N B khan reported null 
parity, poor Bishop score before induction, prolonged latent 
stage of labour as major factors for failed induction similar 
with our study result16. The role of inducing agent is very 
important as the success of vaginal delivery is more with 
misoprostol and less with oxytocin.17,18  
 In our study, fetal distress accounts for more than 
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15% of cases of failed induction . One of study quoted that 
fetal distress accounts for 14.4% of caesarean sections. 
Fetal distress was diagnosed by CTG pattern  and 
presence of meconium stained liqour.19  Pre eclampsia of 
pregnancy and gestational diabetes also accounted for 
significant rate of cesareans in this study. The definitive 
reason is that severe pregnancy induced hypertension and 
associated intrauterine growth restriction leads to early fetal 
compromise along with maternal risk of cerebral oedem 
and coagulopathy . These complications can be prevented 
by vigilant monitoring during induction as   c-section is 
associated with 8 fold higher mortality and 12 times higher 
morbidity than vaginal delivery.20 
 

CONCLUSION 
Caesarean Section rate is high in primigravidas with 
induced labour at term with almost same frequency in all 
age groups and the most common factor contributing to 
caesarean section is pre eclampsia leading to fetal 
distress. 
 These results imply that decision to perform induction 
should be based on clear and clear and well supported 
indications in gravidas at term. 
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