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A B S T R A C T 
 

Objective: We aimed to compare emergency and elective cesarean patients in our hospital in terms of epidemiological features and maternal morbidity. 
Material and methods: We randomly retrospectively reviewed the records of 302 caesarean cases. Demographic features and indications for emergency 
(group 1) and elective caesarean section (C/S) (group 2) were recorded. The groups were compared in terms of indications and intraoperative and 
postoperative morbidity. 
Results: It was found that the mean hematocrit decrease in group 1 was not different from group 2 (5.70 ± 1.16 and 5.62 ± 0.67). When the groups 
are examined according to cesarean indications; In group 1 patients, fetal distress, cephalopelvic disproportion (CPD), non-progress of labor, abruptio 
placentae were significantly higher compared to group 2, whereas in group 2 patients the previous 1 C / S and previous 2 C / S indications were 
significantly higher. Intraoperative hemorrhage and bladder injury were more common in group 1 patients compared to group 2 patients. When the 
groups are examined according to postoperative maternal complications; In group 1 patients, transfusion, prolonged bladder catheterization, 
admission to intensive care unite (ICU), was significantly higher compared to group 2. 
Conclusion: It was found that many intraoperative and postoperative complications were more common in the emergency C/S group. It was also 
detected that all cases with bladder injuries had previous cesarean sections. Therefore, performing cesarean deliveries under elective conditions and 
planning is important to reduce the morbidity associated with the possible complication risk of the surgical procedure. 
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Introduction  
 

Cesarean section, which is an important obstetric operation, 
is defined as the delivery of the fetus by making an incision 
in the abdomen and cutting the uterine muscles [1]. In this 
procedure, which had high mortality rates in the early days, 
mortality decreased significantly with asepsis and 
improvements in the surgical technique. Despite its necessity 
under certain circumstances, C/S carries its own risks. 
Elective C/S has fewer maternal and fetal complications than 
emergency C/S due to both superior preoperative preparation 
and the presence of a specially trained surgical team [2¬-4].  
In addition, there has been a significant increase in the 
frequency of C/S in many countries around the world [5, 6]. 
In many developed countries, this incidence ranges from 10% 
to 25% [7]. 
The proportion of births by C/S has increased due to 
abandonment of the use of forceps and of vaginal breech 
delivery, frequent fetal monitoring and the belief that birth by 
C/S results in a better perinatal outcome [8]. However, 
compared with vaginal delivery, maternal mortality and 
morbidity are increased following C/S [9]. 
The incidence of maternal morbidity is higher in patients with 
emergency C/S than in those with elective C/S.  

 
 
 
 

 
 
 
 
Moreover, previous C/S and advanced maternal age increase 
the risk of morbidity [10, 11]. 
In this study, we aimed to compare emergency and elective 
cesarean patients in our hospital in terms of epidemiological 
features and maternal morbidity. 

Material and methods 
In this study, we randomly retrospectively reviewed the 
records of 156 patients who underwent emergency C/S and 
146 patients who underwent elective C/S between January 
2018 and March 2018. The approval for the research was 
granted by the Institutional Ethics Committee (Gazi Yasargil 
Training and Research Hospital Ethics Committee, decision 
no: 2018/112). Both groups were compared in terms of 
epidemiological factors and maternal morbidity. Patients' age, 
gravida, parity, gestational week, number of past C/S and 
indications for C/S were recorded. Patients who underwent 
C/S due to sudden indication without any preoperative 
preparation were accepted as emergency C/S (Patients who 
have not undergone preoperative laboratory examinations 
and anesthetic evaluation under elective conditions, group 1) 
while patients who underwent surgical planning and 
preoperative preparation were accepted as elective C/S 
(group 2). 
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Our caesarean indications were classified as Previous 1 
C/S, Previous 2 C/S, Previous 3 or more C/S, placenta 
previa, chorioamnionitis, malpresentation, hypertensive 
diseases of pregnancy, uterine rupture, fetal distress, 
cephalopelvic disproportion (CPD), multiple pregnancy, 
non-progress of labor, placental abruption and 
macrosomia. Except for the head presentation, all other 
presentations were accepted as malpresentation. Loss of a 
blood volume greater than 1000 cc during the operation 
was accepted as hemorrhage. Patients who were 
hospitalized for longer than 2 days after the operation were 
accepted as ‘prolonged maternal stay'. The following were 
considered as intraoperative complications: bladder injury, 
bowel injury, hysterectomy and intraoperative hemorrhage 
(>1000 cc). Postoperative complications included 
abdominal distension, relaparotomy, wound dehiscence, 
prolong maternal stay, infection, transfusion, bladder 
catheterization and admission to the intensive care unite 
(ICU). 

We performed all statistical analyzes using SPSS software 
(Version 26.0; SPSS Inc., Chicago, IL, USA). Demographic 
data were calculated using descriptive statistics. Mean and 
standard deviations were used to describe the data. 
Kolmogorov - Smirnov test was used to assume the normal 
distribution of variables. Continuous variables were 
compared by independent t-test and Chi-square test. A 
two-sided P value < 0.05 was considered significant for all 
analyses. 

Results  
The study involved 302 patients who underwent C/S in our 
hospital. Of them, 146 (48.3%) had an emergency C/S 
(group 1) and 156 (51.7%) had elective C/S (group 2). The 
mean patient age was 29.17 ± 6.45. The mean age was 
28.89 ± 6.62 in group 1 and 29.43 ± 6.31 in group 2. The 
overall mean gravida was 3.31 ± 1.66. This mean was 3.15 
± 1.81 in group 1 and 3.46 ± 1.50 in group 2. The overall 
mean parity was 2.19 ± 1.54. The mean parity was 2.02 ± 
1.68 in group 1 and 2.35 ± 1.39 in group 2. The overall 
mean gestational week was 37.15 ± 2.72. The mean 
gestational week was 36.71 ± 3.49 in group 1 and 37.55 ± 
1.64 in group 2 (Table 1.). It was found that the mean 
hematocrit decreases in group 1 was not different from 
group 2 (5.70 ± 1.16 and 5.62 ± 0.67, p=0.46). 

Table 1. Demographic data of the patients 

 

Characteristics Group 1 

(N=146) 

Group 2 

(N=156) 

P-
value 

 
Age (years) 
(mean±SD) 28.89±6.62 29.43±6.31 0.47 

Gravida 
(mean±SD) 3.15±1.81 3.46±1.50 0.11 

Parity 
(mean±SD) 2.02±1.68 2.35±1.39 0.60 

Gestational 
week  
(mean±SD) 

36.71±3.49 37.55±1.64 0.09 

When the groups are examined according to cesarean 
indications; In group 1 patients, fetal distress (p<0.001), 
CPD (p=0.002), non-progress of labor (p=0.04), abruptio 
placentae (p=0.02) were significantly higher compared to 
group 2, whereas in group 2 patients the previous 1 C / S 
(p=0.001) and previous 2 C / S (p<0.001) indications were 
significantly higher (Table 2). 

 

 

When the groups are examined according to intraoperative 
maternal complications hemorrhage and bladder injury were 
more common in group 1 patients compared to group 2 
patients (p=0.04 and p=0.08, respectively). While in group 1, 
136 (93.15%) patients did not develop any Intraoperative 
complications, group 2 did not develop any Intraoperative 
complications in 154 (98.71%) patients (Table 3.). 

Table 2. Indications of caesarean section (C/S) 

 

Indications Group 1 
n, (%) 

Group 2 
n, (%) 

P-value 

Previous 1 C/S 31 
(22.14) 

59 
(37.82) 

0.001* 

Previous 2 C/S 13 
(8.90) 

48 
(30.76) 

<0.001* 

Previous 3 or 
more 

11 
(7.53) 

25 
(16.02) 

0.06 

Placenta Previa 5 
(3.42) 

1 (0.64) 0.09 

Malpresentation 13 
(8.90) 

9 (5.76) 0.3 

Hypertensive 
diseases of 
pregnancy 

6 
(4.10) 

3 (1.92) 0.27 

Ruptured uterus 1 
(0.68) 

0 (0,0) 0.32 

Foetal distress 26 
(17.80) 

3 (1.92) <0.001* 

CPD 12 
(8.21) 

1 (0.64) 0.002* 

Retained 2’nd 
twin 

7 
(4.79) 

4 (2.56) 0.30 

Non progress of 
labour 

8 
(5.47) 

2 (1.28) 0.04* 

Chorioamnionitis 2 
(1.36) 

0 (0,0) 0.15 

Abruptio 
placentae 

5 
(3.42) 

0 (0,0) 0.02* 

Macrosomia 
 

6 
(4.10) 

1 (0.64) 0.051 

CPD: Cephalopelvic disproportion, * statistically significant 

When the groups are examined according to postoperative 
maternal complications; In group 1 patients, transfusion 
(p<0.04), prolonged bladder catheterization (p=0.04), 
admission to ICU (p=0.03), was significantly higher compared 
to group 2. While it was found that 123 (84.24%) patients in 
group 1 did not develop any postoperative complications, 
group 2 did not develop any postoperative complications in 
144 (92.30%) patients (Table 4). 

Table 3. Intraoperative maternal complications of caesarean 
section (C/S) 

 
Complication Group 1 

n, (%) 
Group 2 
n, (%) 

P-value 

Bladder injury 3 (2.05)  0 (0,0) 0.08 
Hemorrhage 6 (4.10) 1 (0.64) 0.04* 
Obstetrical 
hysterectomy 

1 (0.68) 1 (0.64) 0.96 

* statistically significant 

Discussion  
In emergency caesarean group, fetal distress, CPD, non-
progress of labor, abruptio placentae were significantly higher 
compared to elective caesarean section group, whereas in 
elective caesarean group the previous 1 C / S and previous 2 
C / S indications were significantly higher.  
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Intraoperative hemorrhage and bladder injury were more 
common emergency caesarean group compared to the 
elective caesarean group. When the groups are examined 
according to postoperative maternal complications; In 
emergency caesarean group, transfusion, prolonged bladder 
catheterization, admission to ICU, was significantly higher 
compared to the elective caesarean group. 

Caesarean section is a surgical procedure applied to reduce 
maternal and infant mortality and morbidity. This procedure 
requires experienced medical personnel and support [12]. 

Table 4. Postoperative maternal complications of caesarean 
section (C/S) 

 
Complication Group 1 

n, (%) 
Group 2 
n, (%) 

P-
value 

Abdominal 

distension 

0 (0,0) 3 (1.92) 0.08 

Relaparotomy 0 (0,0) 2 (1.28) 0.15 

Wound 

dehiscence 

0 (0,0) 2 (1.28) 0.15 

Prolong maternal 

stay 

1 (0.68) 1 (0.64) 0.96 

Infection 2 (1.36) 0 (0,0) 0.15 

Transfusion 4 (2.73) 0 (0,0) 0.04* 

Prolong 

catheterization 

4 (2.73) 0 (0,0) 0.04* 

Admission to ICU 

 

12 (8.21) 4 (2.56) 0.03* 

* statistically significant 

In a multicenter, prospective study, it has been shown that 
maternal complications increase with C/S, but with elective 
C/S, neonatal complications can be reduced [13]. The mean 
age of patients with elective C/S was reported to be higher 
than that patients who underwent emergency C/S [14]. 
There was no significant age difference between the groups 
in our study. In addition, in this study, the most common 
indications for elective C/S and emergency C/S were 
reported as previous C/S and fetal distress respectively, 
whereas in our study the previous C/S was the most 
common indication for C/S in both groups. 

Intraoperative and postoperative complications were 
reported to be higher in emergency C/S [15]. In a previous 
study, maternal complications were found to be higher with 
emergency surgery, and the number of multiparous patients 
in both groups was found to be higher than the number of 
primiparas [16]. In contrast, another study found the 
proportion of C/S patients who were primipara to be higher 
[17].  In our study, in group 1, 36 (24.65%) patients were 
nulliparous, and 110 (75.35%) patients were multiparous. 
In group 2, there were 8 (5.12%) nulliparous patients, and 
148 (94.88%) patients were multiparous.  

In a Croatian study, 52% of C/S were performed as 
emergency C/S and 48% were performed electively [18]. In 
our study, 156 (51.7%) of the 302 C/S performed were 
elective and 146 (48.3%) were emergency.  

Emergency C/S indications are most commonly reported as 
fetal distress, prolonged premature rupture of membranes, 
dystocia and hypertensive diseases of pregnancy [19, 20].  

When the results of our study are examined in terms of 
indications, the most frequent indication was previous C/S in 
both emergency and elective C/S. Normally, previous C/S 
cases are operated electively in our hospital. However, in our 
study, it was found that the number of previous C/S was higher 
in emergency C/S cases as well. The possible reason for this is 
that the elective planning of previous C/S cases could not be 
made. 

Blood transfusions are needed more often in emergency C/S, 
but even with a planned, low-risk C/S, hemorrhage can occur 
[21]. Postpartum hemorrhage has been reported as the most 
frequent cause of maternal mortality [22].  

According to the results of our study, it was found that both 
intraoperative complications such as intraoperative bleeding 
and bladder damage and postoperative complications such as 
transfusion, prolonged bladder catheterization, admission to 
ICU were more common in the emergency C/S group. This was 
probably due to the presence of more risky indications such as 
placenta previa, hypertensive diseases of pregnancy, and CPD 
in the emergency C/S group. The risk of maternal morbidity 
and mortality is mainly related to caesarean indications, and 
this risk is higher with conditions such as placenta previa, 
hypertensive diseases of pregnancy and rupture of the uterus. 
In our study, it was found that all cases with bladder injuries 
had previous cesarean sections. Therefore, considering the risk 
of bladder damage in previous C/S cases may be important in 
terms of morbidity 

In conclusion, according to the results of our study, it was 
found that many intraoperative and postoperative 
complications were more common in the emergency C/S 
group. it was also found that all cases with bladder injuries had 
previous cesarean sections. Therefore, performing cesarean 
deliveries under elective conditions and planning is important 
to reduce the morbidity associated with the possible 
complication risk of the surgical procedure. 
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