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Abstract

This retrospective study determines the rates and indications for caesarean sections in a free-
standing private midwife obstetric unit caring for low-risk, normal uncomplicated pregnant 
women who attempted vaginal births over a period of five years (2009-2013). Medical records of 
caesarean sections were examined. Primigravidas between the ages 25-35 primarily made used of 
the private maternity obstetric unit, with lower rates of multigravida. None of the Grande 
multigravida clients experienced adverse outcomes or caesarean births. Induction of labour was 
done primarily for post-dates or fetal macrosomia in the absence of diabetes. Prandin ® was the 
medication of choice. Caesarean sections were only done on clinically-based decisions, and the 
clients were given sufficient time to progress through the birth process before surgery became a 
necessity. The caesarean section average rate was 17% and only two elective caesareans were 
performed by special requests. Haemorrhage during a caesarean section was almost double the 
volume of blood loss during a vaginal birth, and post-operative complications necessitated the 
transfer of clients. The need for blood transfusions was low. Hysterectomies and maternal deaths 
did not occur during the 5-year period, and the maternal morbidity rates were low for both 
vaginal births and caesarean sections. Mothers experiencing adverse complications were 
transferred to a higher level of care, in accordance with the Maternity Guidelines. None of the 
transferred mothers experienced long-term detrimental outcomes. During the 5-year study period, 
five known clients who had caesarean sections had wound sepsis. Three were re-admitted in a 
higher level of care for intra-venous antibiotic treatment. It is not known if the other two were re-
admitted, or received oral antibiotics only. Women who experienced intra-operative surgical 
complications or complications following the surgical interventions (perforated bowel, intra-
abdominal bleeding, deep venous thrombosis) were transferred to higher levels of care. The odds 
of adverse neonatal outcomes when the mother is low risk, was minimal. Neonatal mortality and 
morbidity rates were low. One intra partum death was the result of a ruptured uterus during a 
TOLAC.  
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Introduction 

South Africa has a dual health system for pregnant women. Caesarean sections 
are performed at every hospital level in the public sector and more complicated 
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pregnant women are referred for specialized care to secondary or tertiary level 
hospitals where they can still birth vaginally, under the care of a midwife and/or 
medical practitioner, or undergo a caesarean section (DOH, 2007). In the public 
sector, vaginal births under the care of a midwife are the norm, at an Maternity 
Obstetric Units (MOU) or Level 1 facility, in the absence of medical 
practitioners. 
 
The caesarean section rate in a country is an important indicator of accessibility 
to essential obstetric care; and in South Africa, it is one of the key health 
indicators used to evaluate the safe motherhood programmes (Bekinsa, Kunene, 
Mulick, 2005). In 2008/2009, the average South African caesarean section rates 
by district, averaged 16.1% and varied from a high of 32.5% in Nelson Mandela 
Bay Metro (Eastern Cape) to a low of 3.2% in Frances Board (Northern Cape). 
Large variations exist between districts and within provinces. The wide variation 
between provinces and districts raises concerns as it is difficult to identify the 
contributing factors. Possible reasons for the rise in Caesarean sections may be 
differing levels in the quality of obstetric care, inadequate resources, accessibility 
issues, inadequate policies and guidelines, increasing numbers of women 
diagnosed with HIV during pregnancy. All these factors impact on the cost of 
obstetric care to the health system and the health and well-being of the mother 
and child. 

Lower rates of caesarean sections would be expected in the private health care 
sector, as women who choose a private medical practitioner as primary 
caregiver, are usually not only healthy and well-monitored during pregnancy, but 
also from the middle to high socio-economic income groups. The trend in the 
context of private health care in South Africa is an increase in the rates of 
elective caesarean sections. Tshibangu, De Jongh, De Villiers, du Toit and Shah 
(2002) reports an average of a caesarean section rate of 57% at six private 
hospitals over a three-year study period. Bonitas medical aid had a total number 
of 9015 delivery claims in 2010; 6 169 (68.4%) of these were caesarean sections 
and Discovery medical aid indicated a caesarean section rate of 72%, between 
October 2009 and September 2010 (Fokazi, 2011). Du Plessis (2010) found an 
average caesarean section rate of 85% for a period of six months in a large 
private hospital in Johannesburg and in 2013, the South African Minister of 
Health quoted in a press release, a national caesarean section rate in the private 
sector of 70%, vs.18% in the public sector. This correlates with the findings of 
Miller, Prosser and Thompson (2012) that Australian women who birth in 
private facilities in Australia, are more likely to have a caesarean birth than 
women who birth in public facilities. The World Health Organization (WHO) 
recommended an upper limit of 15% per country (WHO, 2010). Caesarean 
delivery significantly increases the risk of postpartum hospital readmission and 
elective repeat caesarean section leads to a higher cumulative hysterectomy rate 
and psychiatric disorders (Betran et al., 2007). 



Caesarean sections in a private midwife obstetric unit 243 
 
In the context of private healthcare, caesarean section had become a common 
procedure in South African obstetric practice. The rates vary across the globe 
beyond the acceptable level of between 10-15% as recommended by the WHO. 
Caesarean section rates are approximately 10% and 80% in Sweden and Brazil, 
respectively. 

South African obstetricians’ main concern with vaginal birth under the care of a 
private midwife appears to be the possibility of a fetal distress that would require 
an emergency caesarean section (Naidoo & Moodley, 2009). The doctor’s 
partiality for caesarean deliveries may occur for reasons of convenience, 
financial incentives and perceived risk of litigation (Britt, 2013; Naidoo & 
Moodley, 2009). 

Data from well-resourced countries suggest that maternal and neonatal mortality 
and morbidity arising from caesarean sections are higher when compared with 
vaginal delivery (Snyman, 2002). Private midwives are receiving numerous 
requests from private pregnant women to attempt a vaginal birth, with minimal 
interference. These women are normally excluded from public maternity 
services, as they contribute to medical aids, and are furthermore reluctant to 
make use of private obstetrician services due to the perceived risk of an 
unnecessary caesarean section. Sakala (1993) found that women delivering with 
midwives, had lower caesarean section rates and no compromise in mortality or 
morbidity outcomes. Lower rates of costly medical interventions such as vacuum 
and forceps deliveries, induction of labour, ultrasound and continuous fetal 
monitoring were also reported (MacDorman & Singh, 1998). 

Due to the small number of private midwife obstetric units, reluctance of private 
hospitals to grant private midwives birthing rights and professional indemnity 
and hesitancy of medical aids to pay for private midwifery services (Du Plessis, 
2014) the maternal statistics regarding birth outcomes, especially with regard to 
the rates of caesarean sections, are not readily available. 

Caesarean section rates are increasing worldwide, and the rates in the private 
sector in South Africa are reported to be particularly high. The Department of 
Health (DOH, 2007) argues that a vaginal birth is safe and desirable, likely to 
succeed in about 70% of clients attempting it; and private midwives in South 
Africa are experiencing increased requests by uncomplicated pregnant women to 
attempt a vaginal birth. Many medical aids do not endorse midwifery-led 
deliveries and professional insurance companies are reluctant to provide personal 
insurance and indemnity due to the perceived risks and fear of litigation (Du 
Plessis, 2014). Data pertaining to the caesarean section rates of private free-
standing Maternity Obstetric Units (MOU) is not publically available and an 
analysis of the caesarean section rates and indications may influence the way the 
obstetric specialist, caring for an uncomplicated pregnant, practice. The present 
retrospective study was conducted to determine the rates and indications for 
caesarean sections in a free-standing private midwife obstetric unit caring for 
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low-risk, normal uncomplicated pregnant women who attempted vaginal births 
over a period of five years (2009-2013). 

Methodology

A quantitative, descriptive, retrospective analysis was done to determine and 
describe the rates and indications for caesarean sections in a private midwife 
obstetric unit in Gauteng over a period of 5 years. The practice was located in 
Johannesburg and was purposively and conveniently selected because of the fact 
that it was equipped with a fully functional operating room and operating room 
staff, whilst not connected or on the same premises as an existing hospital or 
clinic. All pregnant women were under the care of a private midwife and had 
attempted a vaginal birth. The majority of the population attending this private 
practice contributed to a medical aid and belonged to a middle-higher socio-
economic group. 

Population and sampling 
The population consisted of all maternity registers and statistics 
(infection control, blood transfusions, death notifications, maternal and 
neonatal transfers to an accredited facility, and the operating room 
register) of a private midwife obstetric unit in Gauteng for a retrospective 
analysis (5 years period).  

Data collection 
A descriptive analysis was used to provide a detailed description of the 
maternal and neonatal outcomes of caesarean sections. All maternity 
registers and statistics held by the MOU of all mothers who birthed there, 
for the first 5 years of operation (2009-2013), were retrospectively 
analysed. Demographic and clinical data, indications for caesarean 
sections and complications were recorded on an excel-spreadsheet. No 
personal patient information was obtained or recorded. No personal 
identifiers were included. Pooled data are presented. 
 
Data analysis 
The analysis of the records was done in accordance with a predetermined 
checklist, based on an extensive literature study. Experts in die field of 
midwifery were consulted to adjust and validate the items included in the 
checklist to ensure content validity. All relevant data pertaining to 
maternal and neonatal outcomes were analysed and described. 
Descriptive statistics were utilized.  
 
The items were categorized and coded to facilitate the transfer of data 
onto an Excel spreadsheet. A statistician in independent practice was 
consulted in the construction of the checklist (layout, design and coding 
of data) and assisted in the data analysis.  
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Ethical considerations 
Ethical approval was sought and obtained from the Ethics Committee of the 
private midwife obstetric unit (Ethical Clearance Number 2014/01). There were 
no direct specific risks or benefits for the participating Clinic but the data 
provides information regarding the rates and indications for caesarean sections, 
to assist medical practitioners and other stakeholders in decision-making 
processes. 

Results and Discussion 

There were 3728 private midwife deliveries during the 5-year study period. Of 
these, 85% were vaginal deliveries. These were women without any medical, 
surgical or obstetrical high-risk conditions. The average caesarean section rate 
was 17% (Figure 1), well within the WHO recommendations. It has been 
suggested that 15% of all pregnant women will develop obstetric complications, 
and that not all of these can be predicted through risk screening (Pan-African 
Parliament, 2006). World Health Organization analysis of worldwide caesarean 
section rates suggested that higher caesarean rates could increase maternal, infant 
and neonatal mortality (Betran et al., 2007).  

The results of this study indicated that on average, 17% of infants at the private 
midwife obstetric unit were delivered by non-elective caesarean sections over the 
5-year period. The caesarean sections were done for good clinical-based reasons 
to ensure the safest outcome for mother and child, after the mother had been in 
labour for a given period of time . 

88 85 82 82 83

12 15 18 18 17

0%

20%

40%

60%

80%

100%

2009 2010 2011 2012 2013

% Vaginal vs Caesarean

Vaginal % Caesarean %

 

Figure 1: Birth outcomes: vaginal births vs. caesarean section (per annum)
 
The records indicate that the majority of the women (74%) were between 26-35 
years. These clients were of relatively good health, and were of the medium-high 
income group. Women in this age group are at less risk for obstetric 
complications. About 13% of women were younger than 25 years and 13% were 
older than 35 years. Majority (n=2096) of the women were primigravidas, 
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Grande multigravida ((n=38; 1%). Muppala, Najia and Clarke (2007) indicate 
that Grande multigravida women (four or more pregnancies) are at a greater risk 
for caesarean section. None of the 38-Grande multigravida clients at the private 
midwife obstetric unit had caesarean sections. 
 

Figure 2: Gravity and parity (5-year period)  

Caesarean sections are performed for various reasons, and Cephalo-pelvic 
disproportion (CPD) is most often cited as the main reason, followed by Cardio-
tocograph (CTG) abnormality indicating fetal distress (DOH, 2007; Naidoo & 
Moodley, 2007). 

Most clinicians would argue that the diagnosis of CPD could only be made 
during labour; however, O’Leary, de Klerk and Keogh (1984-2003) identified a 
diagnosis of CPD to be associated with a 48% chance of elective caesarean 
section and a 46% chance of an emergency one. 

The results of this study revealed that a client with a high presenting part, an 
unfavourable cervix as determined by a low Bishop’s count and/or a clinically 
big baby was deemed clinical grounds for transfer to a higher level of care. There 
were no elective caesarean sections performed for the suspicion or pre-labour 
diagnosis of Cephalo-pelvic disproportion (CPD). Cephalo-pelvic disproportion 
was indicated in 5.4% of caesarean sections as the main reason for the surgery. 
Poor progress during labour (3.8%) and fetal distress (3.5%) also resulted in 
caesarean sections. These findings are similar to those of Naidoo and Moodley 
(2009). Although these researchers found that documentation of indications for 
caesarean sections were problematic in the private health sector, the present 
study found that the indications were documented (in especially the birth 
register), in detail. 

It is well known that fetal distress is often over-diagnosed due to incorrect 
interpretation of CTG-tracings. Fetal scalp blood samples are not taken to 
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determine intrauterine fetal hypoxia in the private midwife obstetric unit, as this 
practice had largely fallen away in the maternity health sectors in South Africa. 
In the absence of such a method, the diagnosis of fetal distress takes into account 
the type of CTG abnormalities, the presence of meconium, and presence of intra 
uterine growth restriction (IUGR) and expertise of the health professional. 

Maternal request is often cited as one of the most common reasons given for 
performing a caesarean section, after fetal distress and failure to progress 
(Naidoo & Moodley 2009). Tshibangu et al. (2002) found that patients’ choices 
contributed 5.4% of the indications for caesarean section; while Naidoo and 
Moodley (2009) found maternal requests at 8.7% of the elective caesarean 
section rate. The Department of Health recommends that women without a 
clinical indication for a caesarean section should be counselled about the risks 
and benefits of the procedure and that the execution of caesarean section without 
a valid indication constitutes unacceptable practice (DOH, 2007).  

In the analysis of the 5-year results of the private midwife obstetric unit, two 
maternal requests were honoured: One elective caesarean sections was performed 
for the breech baby of a MOU staff member and the other for an intra-uterine 
death (due to uterine rupture). 

Figure 3 provides an overview of the indications for caesarean sections at the 
private midwife obstetric unit. The clients were of middle-higher income groups. 

Figure 3: Indications for caesarean sections (5-year period) 
 
In order to deliver with the private midwife as primary caregiver, routine 
information about voluntary HIV testing was provided to all clients. HIV-tests 
were offered and if tested positive, was placed on anti-retroviral therapy and 
referred for counselling. 
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There is evidence that elective caesarean sections may be of value in decreasing 
the risk for mother-to-child-transmission of HIV, and contrasting views exist 
regarding the different viral loads of blood and vaginal secretions. This is 
however, a costly and impractical intervention with an increased risk of post-
operative complications. Routine elective caesarean sections are therefore not 
recommended (DOH, 2007). 

In this private maternity obstetric unit, women who choose a private midwife as 
a primary caregiver all consented to an HIV screening test. If the HIV- positive 
mother was untreated, ill or suffer from other related, high-risk conditions; or 
where the midwife had identified any intra-uterine factors that may predispose 
the newborn to intensive care admission, the mother was referred to a higher 
level of care. HIV-positive women who were on anti-retroviral treatment were 
not excluded from birthing at this private midwife obstetric unit, but an elective 
caesarean section was not performed. None of the HIV-positive mothers had a 
caesarean birth. Table 1 indicates the number of HIV-positive women who 
birthed vaginally at the private midwife obstetric unit:  

Table 1: Number of HIV-positive clients 
HIV Positive Status Number of HIV clients 
2009 0 (n= 257) 
2010 0 (n= 750) 
2011 1 (n= 824) 
2012 2 (n= 938) 
2013 5 (n= 959) 
 
Women with previous caesarean section are at risk for ruptured uterus during 
pregnancy and labour. The choice of attempting a vaginal birth after a previous 
caesarean section is, however, a feasible option for most pregnant women (De 
Beer, 2009), despite the perceived risk of uterine rupture during the labour. Most 
South African women, however, especially those with private medical care, are 
advised by their medical practitioners to have a repeat caesarean. This is a global 
phenomenon despite reports that maternal and perinatal morbidity and mortality 
are relatively low (Rosen, Dickinson & Westhoff, 1991). Offering VBAC is one 
way of reducing escalating caesarean section rates and the policy of the private 
midwife obstetric unit includes this as an option. Studies describing the 
outcomes of trail of labour after caesarean (TOLAC) in freestanding midwifery-
led birth units indicate favourable outcomes for vaginal birth (De Beer, 2009). 
Concerning VBAC, the Maternity Guidelines by the DOH (2007) were 
implemented as policy. Also, clients were assessed by the back-up (or their own 
chosen) gynaecologist, twice during the pregnancy, the last assessment at 36 
weeks’ gestation; the labour was managed in the private midwife obstetric unit, 
with the back-up operating staff on alert; precautions included an intravenous 
infusion; monitoring with CTG; meticulous use of the partograph and careful 
observation for signs of imminent uterine rupture. Two hundred and twenty-four 
VBAC’s were attempted, of which 146 (65%) were successful. Of the 
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unsuccessful attempts (35%), the main reasons for a repeat caesarean section 
were slow progress of labour (latent or active phases), Cephalo-pelvic 
disproportion or fetal distress. 

Induction of labour is the artificial initiation of labour, before its spontaneous 
onset, for the purpose of delivery. The rate of induction varies widely. Proper 
and skilled pelvic examinations to exclude the possibility of CPD and the 
conservative use of oxytocin to augment labour may reduce the necessity for 
caesarean sections without affecting fetal outcome (Naidoo & Moodle, 2007) 
The most common reasons for induction of labour are post-term pregnancy, 
diabetes, and maternal request and hypertensive disorders of pregnancy (DOH, 
2007). Labour induction is on the rise in industrialized countries, and 
increasingly without indefinable indications to justify it resulting in failed 
inductions and increasing the caesarean section rate.  
 
Post term pregnancy is a pregnancy that has extended to or beyond 42 weeks 
(294 days) gestation and is associated with significant risks to both mother and 
foetus. A policy of routine induction at 41 weeks is favoured in most obstetric 
settings (Jetti, Poovali & Stanley, 2007). In the current analysis it was found that 
documentation of data regarding inductions (indications and outcomes) for a 
period of 1 year was inadequate and could therefore not be taken into 
consideration in the analysis. High-risk women with known or suspicious CPD 
diagnosis were excluded from delivering at the private MOU. Indications for 
inductions were primarily for post term pregnancy or suspected macrosomia in 
the absence of diabetes. Elective inductions were not permitted before 41 weeks. 
Inductions were prescribed by the back-up gynaecologist. A Bishop-count was 
documented in the progress report and maternity register for the other 4 years of 
analysis. 
 
Three hundred and twenty six women were induced (n= 2904 vaginal births, 
excluding the one year of incomplete documentation) and 303 delivered 
vaginally. Twenty-three (0.8 %) of the induced clients, resulted in caesarean 
sections.  

Postpartum haemorrhage is still the most common direct cause of maternal death 
in low-income countries, due to postpartum abdominal atony (WHO, 2012). 
Buckland and Homer (2007) found that midwives and doctors underestimate 
higher volumes of blood loss by 30-50 percent. Visual estimation of blood loss 
during a caesarean section is even more inaccurate (Bose, Regan & Paterson-
Brown, 2006). Khan et al. (2006) found observer error between anaesthetists, 
who underestimate and obstetricians, who over-estimate the blood loss during 
elective lower segment caesarean section. 

Vaginal bleeding of more than 1000ml, or when hemodynamic instability 
required a blood transfusion, is defined as severe PPH. At the private maternity 
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obstetric unit, these results were found; there were 3728 births in the private 
MOU of which 628 (17%) were caesarean sections; clients did not have risk 
factors for haemorrhage (multiple pregnancy, history of ante partum 
haemorrhage, or parity of > 4; labour could (or not) have been prolonged for a 
period of time; average blood loss of 1200 ml was documented during caesarean 
sections; however, in some instances blood loss was documented as low as 
300ml. This indicates the unreliability of estimation of the blood loss during 
surgery. Also, severe blood loss of more than 1000 ml < 1500 ml occurred in 
2.1% of total births (77 clients), and 19 clients experienced blood loss of > 1500 
< 2000ml. 

Only 10 clients (.2%) experienced a blood loss of more than 2000ml. Figure 5 
displays the incidence of postpartum haemorrhage.  

 

Figure 5: Postpartum haemorrhage 
*Total births: n=3728**Total births with normal blood loss (< 500ml): n = 3402 

Rossen, Okland and Nilsen (2010) found that the risk for severe haemorrhage 
after a caesarean section was twice the risk of severe haemorrhage after vaginal 
birth. The number of blood transfusions required, indicate the urgency and 
extend of the complication that occurred. The results of this stdy revealed that 43 
(1.15%) of the total women needed blood transfusions, over a period of 5 years. 
Futhermore, induction of labour with Prandin ® resulted more often in an atonic 
uterus, requiring blood transfusions. Two uterine ruptures occurred, one during 
labour and the other (“silent rupture”) was noticed during the caesarean section, 
resulting in severe blood loss. 

Table 3 provides the numbers of blood transfusions required after a caesarean 
section. 
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Table 3: Blood transfusions required after caesarean section 

Complication Average blood loss (Litre) Average units replaced 
Atonic uterus 1,8 2,0 
Surgical complication (intra-abdominal bleed) 4,8 9,0 
Ruptured uterus (TOLAC) 0,0 4,0 
Ruptured uterus 1,5 6,0 
Surgery 1,1 2,0 
Total/Average 1,8 3,4 
 
Hysterectomies  
The surgical removal of the uterus may become necessary when other measures 
to control excessive bleeding after childbirth, fails. Daskalakis, Anastasakis, 
Papantoniou, Mesogitis, Theodora and Antsaklis (2007) found an incidence of 
obstetric hysterectomy of 1:2526 vaginal deliveries and 1:267 caesarean 
sections. The main indication for a postpartum hysterectomy was placenta Previa 
associated with placenta accrete (33%), followed by uterine hypotonicity 
(22.3%). The retrospective data analysis at the private maternity obstetric unit 
indicated that no hysterectomies were performed over the 5-year period.  

Mothers suffering adverse complications were transferred out to a higher-level 
facility. There were no maternal deaths and none of the women who were 
transferred to a higher facility died. The reasons for transfer are indicated in the 
Table 4. 
Table 4: Transfer of mothers experiencing complications after caesarean sections 
Year No of 

births 
Number of maternal 
transfers 

Reason for transfer Related to 

2010 750 1 C/Section, perforated bowel Surgery  
2011 824 3 Intra-abdominal bleed post caesarean 

section 
Surgery 

   Ruptured uterus (TOLAC); still born 
baby 

Previous 
caesarean 

   Severe abdominal distention post 
caesarean section 

Surgery 

2012 938 6 DIC (1) Post-surgery 
2012 938 2 Deep venous thrombosis (1) Post-surgery 

   Paralytic ileus (1) Post-surgery 
2013 959 1 Deep venous thrombosis (1) Post-surgery 
 Total 3728 13      
 
At the private maternity obstetric unit two woman developed trombo-embolitic 
complications, both after a caesarean section. They were subsequently referred to 
higher levels of care, according to the policy of the unit and the Maternity 
Guidelines by the DOH (2007). 

Puerperal febrile morbidity and abdominal wound infections are generally used 
as indicators of infection (DOH, 2007). Risk factors for puerperal infection 
include inter alia prolonged labour or rupture of membranes, frequent vaginal 
examinations during labour and caesarean sections (DOH, 2007). At the private 
midwife obstetric unit, women with pre-existing infections were referred to 
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higher levels of care and vaginal examinations during labour are limited, 
reducing the risk of infection.  

The results of this study demonstrated that all clients receive antibiotic 
prophylaxis after 12 hours of spontaneous rupture of membranes, or caesarean 
section; the hospital stay after a caesarean section may be as short as two days, 
and the infection could potentially develop 4-10 days later, after discharge; 
complications after discharge are under-reported, as the mothers may have been 
admitted to other institutions, or obtained oral antibiotics from the back-up 
gynaecologist; and five known clients had wound infection and the severity of 
wound infections was unknown. 

Slightly more male babies were born over the 5-year period. An estimated fetal 
weight below the 10th percentile for gestational age (as determined through an 
ultrasound) is an indication for referral since the neonate may require more 
intensive care and treatment. Most of the neonates (63.8%) were of average 
weight at birth. Table 5 provides an overview of the weight categories during the 
5-year data analysis: 

Table 5: Distribution of birth weight 
Size Weight Number 
Small < 2,5kg 88 (2.4%) 
Average 2500-3000 gm;  2379 (63, 8%) 
Large > 3500 gm 1258 (36.3%) 
 
The gestational age for the period of 5 years was on average 38 weeks and 5 
days. The gestational age of one baby was 34 weeks. When assessed during the 
routine antenatal consultation, severe fetal distress was diagnosed on CTG that 
necessitated immediate termination of the pregnancy. The baby was transferred 
out directly after the caesarean section, with the paediatrician in attendance. The 
Apgar score is used to assess the neonate’s condition and to determine its need 
for resuscitation. The 5-minute Apgar score reflects the nursing and medical 
management of a newborn presenting with a poor one-minute APGAR score. 
Clinically, an APGAR of less than 7 after 5 minutes of life is regarded as 
morbidity. (De Beer, 2009). Neonatal respiratory problems after a caesarean 
section are well described and admission to a neonatal intensive care unit is 
usually due to respiratory conditions, trauma, and sepsis or because of birth 
asphyxia that may result in hypoxic-ischaemic encephalopathy. It includes 
severe respiratory distress syndrome, transient tachypneoa in the newborn and 
aspiration pneumonia.  
 
Liston (2008) reported a rate of admission to the NICU ranging from 2.2% - 5-
2% (admission of >24 hours) and Walsh and Downe (2004) indicated an 
admission rate of less than 10% of babies born in a freestanding birth centre. The 
number of recorded neonatal complications at the private maternity obstetric unit 
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was 2.2% of the total number of births, of which 1.2% can be contributed to 
respiratory complications.  
 
In this analysis, of the neonates that developed complications, there were no 
significant difference between those born vaginal (42%) and those born by 
caesarean section (38%). Immediate care of the newborn includes neonatal 
resuscitation by a skilled person. A baby who require prolonged bag mask 
ventilation or more extensive resuscitation are at high risk for developing 
subsequent complications and need to be transported to a higher level of care for 
more intensive care and treatment.  
 
Over the 5-year period, 79 (2.11%) newborns were transferred out by private 
emergency services to a higher care facility. Figure 7 provides information 
regarding the number and reasons for neonatal transfers.

 
Figure 7: Neonatal transfers to a higher level facility 

Intra-uterine death results from unknown causes, physiologic maladaptation, 
infection, congenital anomalies and isoimmune disease (Bateman, 2011). The 
leading causes of early neonatal deaths include birth asphyxia, respiratory 
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distress syndrome and neonatal aspiration syndrome (Nannan et al., 2012). A 
stillborn baby is a foetus born dead after 20 weeks’ gestation and accounts for 
one-half of perinatal mortality. A fresh stillborn in this analysis refers to the 
death of a foetus hours before, or during the labour process. Figure 8 provides 
information on the perinatal deaths over the 5-year period. 

 

Figure 8: Perinatal deaths (5-year period) 

The risk of intrauterine demise increases toward term, approximately one third 
occurs at full term with an established cause of death found in only 50% of 
stillbirths. Early fetal death refers to situations in which the foetus is no longer 
alive, but the uterus has not yet started to expel its contents (Neilson, Hickey, 
&Vazquez, 2006. The PNMR was eight (Total number of deaths minus deaths 
before viability). Seven deaths occurred at term (37+ weeks); of which one was 
diagnosed an intra-uterine death at arrival at the Clinic and the other was 
stillborn due to a ruptured uterus. One neonatal death occurred on Day 1; 
considered to be Sudden Infancy Death Syndrome.  

In this study, the private maternity unit had minimal post-transfer information 
and documentation regarding the maternal and neonatal outcomes. This is not an 
uncommon finding, as the admitting hospital does not communicate patient 
progress to a maternity obstetric unit. 

Conclusion

This retrospective analysis of Caesarean sections indicated that only Caesarean 
sections are performed on clinically-based decisions, and the clients are given 
sufficient time to progress through the birth process before surgery. The 
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caesarean section average rate was 17% and only two elective caesareans were 
performed by special requests. Haemorrhage during a caesarean section was 
almost double the volume of blood loss during a vaginal birth, and post-operative 
complications necessitated the transfer of clients. The need for blood 
transfusions was low. Additionally, the maternal morbidity rates were low for 
both vaginal births and caesarean sections. Mothers experiencing adverse 
complications were transferred to a higher level of care,; and none of the 
transferred mothers experienced long-term detrimental outcomes. Five known 
clients who had caesarean sections had wound sepsis. Three were re-admitted in 
a higher level of care for intra-venous antibiotic treatment.Women that 
experienced intra-operative surgical complications or complications following 
the surgical interventions (perforated bowel, intra-abdominal bleeding, and deep 
venous thrombosis) were transferred to higher levels of care. Neonatal mortality 
and morbidity rates were generally low.  
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