
Introduction
Being the most common surgical procedure worldwide in 
the practice of delivery, the rate of cesarean delivery has 
been increasing rapidly both in Turkey and in the world 
each passing day (1). Turkey has been one of the leading 
countries in terms of increase in cesarean section rate re-
cently.The most common indications of cesarean section 
are previous cesarean section, labour dystocia, fetal dis-
tress and breech presentation.
It was found out that the increase in the rate of cesarean 
section is associated with the maternal complication risks. 
It is expected that the rate of maternal complication risk 
will increase as those rates increase (2). Cesarean section 
is a risky procedure. During the procedure or afterwards, 
there may be observed anaesthesia risks, bleeding, need 
for blood transfusion, adjacent organ damages, emboli, 
increased neonatal morbidity and injury, neonatal respira-
tory distress syndrome, infections (endometritis, wound 
infections), maternal psychological problems, repeated 
cesarean section and related risks (placenta previa, uterine 
rupture, intra-abdominal adhesion) (3). 
In most of the world, trial of vaginal birth after cesare-
an section (VBAC) is suggested and performed. This rate 
is 19.9% in the United States and 53% in Sweden. Stud-
ies have shown that the rate of success could reach up to 
60%-90% by choosing the appropriate candidates (4). In 
this manuscript, we aimed to draw attention to the risk 
of cesarean section and to show the possibility of alterna-
tive routes in a case that has undergone repeated cesarean 

section.

Case Presentation
A female patient aged 32 years who had undergone cesar-
ean section three times (gravida 5, parity 3, abortion 1) 
and had 3 children, came to the delivery service when she 
went into final labour. On examination, it was seen that 
there was full dilatation and the fetus was in the vertex 
position. Ultrasonography could not be done. The patient 
was followed up in the operating room. By giving an epi-
siotomy and normal spontaneous vaginal delivery, a live 
baby boy of 3280 grams, 50 cm and Apgar score of 6-8 at 
first and fifth minutes was delivered. The episiotomy was 
fixed. Postpartum oxytocin intravenous infusion of the 
patient was followed. 
In laboratory tests, blood type, white blood cell, hemato-
crit, hemoglobin and red blood cell was found respectively 
as ARh (+), 11.21 K/uL, 28.01 %, 9.48 g/dl, 3.47 M/uL. 
In postpartum follow-ups, it was observed that the uterus 
was involuted on abdominal examination. There was no 
peculiarity on vaginal examination. Uterus contours were 
regular in ultrasonography and there was no free fluid in 
abdomen. On the first postpartum day, hemoglobin was 
8.71 g/dl and hematocrit was 25.64%. Having normal vital 
findings, the patient was discharged from the hospital on 
the second postpartum day.

Discussion
Cesarean section enhances maternal, prenatal mortality 
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Introduction 
Throughout the history of the world, the ones who had 
confronted the bitterest face of poverty and war had al-
ways been the women. As known poverty and war affects 
human health either directly or indirectly, the effects of 
this condition on health and status of women in the so-
ciety should not be ignored. This study intends to cast 
light on the effects of war and poverty on the reproductive 
health of women. For this purpose, the face of war affect-
ing the women, the problem of immigration, inequalities 
in distribution of income based on gender and the effects 
of all these on the reproductive health of women will be 
addressed.

War and Women’s Health
Famine, synonymous with war and poverty, is clearer for 
women; war means deep disadvantages such as full de-
struction, loss of future and uncertainty for women. Wars 
are conflicts that destroy families, societies and cultures 
that negatively affect the health of community and cause 
violation of human rights. According to the data of World 
Health Organization (WHO) and World Bank, in 2002 
wars had been among the first ten reasons which killed 
the most and caused disabilities. Civil losses are at the rate 
of 90% within all losses (1).
War has many negative effects on human health. One of 
these is its effect of shortening the average human life. 
According to the data of WHO, the average human life is 
68.1 years for males and 72.7 years for females. It is being 

thought that severe military conflicts in Africa shorten 
the expected lifetime for more than 2 years. In general, 
WHO had calculated that 269 thousand people had died 
in 1999 due to the effect of wars and that loss of 8.44 mil-
lion healthy years of life had occurred (2,3).
Wars negatively affect the provision of health services. 
Health institutions such as hospitals, laboratories and 
health centers are direct targets of war. Moreover, the wars 
cause the migration of qualified health employees, and 
thus the health services hitches. Assessments made indi-
cate that the effect of destruction in the infrastructure of 
health continues for 5-10 years even after the finalization 
of conflicts (3). Due to resource requirements in the re-
structuring investments after war, the share allocated to 
health has decreased (1).

Mortalities and Morbidities
The ones who are most affected from wars are women and 
children. While deaths depending on direct violence af-
fect the male population, the indirect deaths kill children, 
women and elders more. In Iraq between 1990-1994, in-
fant deaths had shown this reality in its more bare form 
with an increase of 600% (4). The war taking five years 
increases the child deaths under age of 5 by 13%. Also 47% 
of all the refugees in the world and 50% of asylum seekers 
and displaced people are women and girls and 44% ref-
ugees and asylum seekers are children under the age of 
18 (5).
As the result of wars and armed conflicts, women are 
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and morbidity. Comparing vaginal delivery and cesarean 
section, it was seen that the infection risk of cesarean sec-
tion is 5-20 times more (2). While maternal death is less 
than 1/10 000 after vaginal delivery, death risk based on 
cesarean section is around 1/2500, which is 4 times more 
than regular delivery (3). Since the dictum “once cesarean, 
always cesarean” asserted by Cragin in 1916, the rate of 
cesarean section has enhanced gradually and one of the 
most common causes of cesarean indication has been the 
elective cesarean which is carried out after the previous 
cesarean (5). 
In time, studies based on the fact that Cragin’s notion is 
not absolutely right and VBAC is possible have been per-
formed (6). The World Health Organization (WHO) has 
suggested withdrawing the rate of cesarean section to an 
optimal rate of 15% and that the increased maternal mor-
tality and morbidity based on increased cesarean section 
rate could be decreased (7). Along with this approach, tri-
al of normal vaginal delivery after cesarean section was 
started to be recommended in order to reduce cesarean 
rates and related complications, moreover, oriented stud-
ies were initiated. 
In a study by Rosen et al, considering elective cesarean in 
patients who tried VBAC (excluding the fetal deaths be-
fore activity, fetuses less than 750 g and congenital anom-
alies not accorded with life), there could not be found sig-
nificant difference between two groups in terms of mor-
tality (5). In the study by McMahon et al, cases of VBAC 
and cesarean were compared and it was found out that 
major complications (hysterectomy, uterine rupture and 
operative damage) are 1.8 times more common in cesare-
an section (8). 
Uterine rupture is a full-thickness separation of the uter-
ine wall and the overlying serosa. It is a visible or palpable 
anatomic finding, not a health consequence and is an im-
portant reason of maternal and perinatal morbidity and 
mortality. Uterine rupture is directly associated with vag-
inal delivery after cesarean section and divided into two 
groups as complete and incomplete. In complete uterine 
rupture, uterine wall is totally ruptured and uterine cav-
ity (9). With repeated cesarean deliveries, especially, the 
frequency of placenta adhesion anomalies enhances. In 
many studies on the risk of maternal mortality for VBAC, 
it has been shown that the maternal mortality rate in cas-
es in which VBAC was tried (3.8 in 100 000 patients) was 
statistically less than the maternal mortality rate in repeat-
ed elective cesarean delivery (13.4 in 100 000 patients) 
(10). There was less venous thrombosis in patients who 
had VBAC after one cesarean delivery as compared to pa-
tients who had VBAC after two or more cesarean sections 
(0.04%, 0.1% and 0.1%, respectively) (11). 
Cesarean section procedure is a risk factor to abnormal 
placentation (placenta previa, placenta accreta, increta, 
percreta) in the following pregnancies. Abnormal placen-
tation is in a close relation with both fetal mortality and 
morbidity. Preterm activity, emergency cesarean, need 
for hysterectomy, blood transfusion, other intraoperative 
organ damages and intensive care for newborn infant are 

important problems for those patients. It is suggested to 
decrease the number of the cesarean sections in order to 
avoid those problems which could end up with life threat-
ing results most of the time. At that point, VBAC is an im-
portant alternative (2,12). Problems which could be seen 
in patients who attempt VBAC are under the influence of 
many factors such as education level, age, ethnicity, weight 
of the patient and the baby, time of delivery, the week of 
the pregnancy and the position of the fetal head (13). 
In the health centers which have operative conditions, 
the option of normal spontaneous delivery should not be 
ignored for the appropriate pregnant women who have 
had cesarean section beforehand in order to reduce the 
increased cesarean section rate and morbidity, mortality 
results related to cesarean section as well as to shorten the 
duration of hospital stay and lower the costs. 
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