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ABSTRACT

Background: To study indications, intraoperative and postoperative complications and fetomaternal outcome in
cesarean sections done at full dilatation.

Methods: This is a prospective cross-sectional study which was conducted in the department of obstetrics and
gynecology, RNT medical college, Udaipur from November 2018 to April 2019. 100 cases of caesarean sections at
full dilatation which were performed during this period were analyzed for indications and maternal and fetal
morbidity.

Results: Among these 100 cesarean sections, majority of cases were in the age group of 21-30 years (46%), booked
and Primigravida(81%).Most common indications were cephalo-pelvic disproportion (27%) and fetal distress (21%).
Most commonly baby was delivered either by vertex (44%) or by Patwardhan (31%). Intraoperative complications
were higher in terms of hematuria in 41%, Atonic PPH in 35%, uterine incision extension in 28% of cases. In one
case bladder injury was noticed. Increased incidence of post-operative febrile illness and wound infection were noted.
44% baby’s required nursery admission, most commonly due to birth asphyxia (16%) and RDS (11%).

Conclusions: Cesarean section in the 2" stage of labor is associated with significantly increased maternal morbidity,
Neonatal morbidity and mortality. So proper monitoring during labor and involvement of skilled obstetrician in
decision making and delivery is crucial to minimize fetomaternal complications.
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INTRODUCTION

Cesarean delivery is defined as the birth of the fetus
through incisions in the abdominal wall and then uterine
wall. It is the most commonly performed operative
procedure in obstetrics and the incidence is increasing
tremendously which is a cause for concern because
cesarean section is associated with higher likelihood of
adverse outcome for both mother and fetus as compared
to vaginal delivery.t

Second stage of labor begins when there is complete
cervical dilatation and ends with fetal delivery.? A
cesarean section at second stage occurs when mother

requires delivery at full dilatation of cervix, which poses
a risk to herself and the fetus and cannot be dealt with by

Assisted vaginal delivery. There has been an increase in
the incidence of cesarean performed at full dilatation.3
Multiple etiological factors have been identified for this
increasing trend of second stage caesareans like decline
in the use of instrumental delivery, lack of training and
supervision in second stage decision-making, a loss of
technique associated with difficult-assisted delivery and
concerns relating to maternal and neonatal morbidity with
associated litigious issues. This increasing trend of
cesarean at second stage is of major concern in current
obstetrics.
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Cesarean section at full dilatation is a technically more
challenging procedure than cesarean in early labour.4 It is
because the fetal head can be deeply impacted into the
pelvis and the lower segment is thinned out and
edematous which makes the procedure technically
difficult. Caesarean section at full dilatation is associated
with high maternal and fetal morbidity.>¢ The maternal
morbidity includes post partum hemorrhage, uterine
incision extension, prolonged operating time, injury to
bladder, postpartum pyrexia.”® Neonatal mortality and
morbidity is because of hypoxia and fetal trauma causing
prolong NICU stay.

The objectives of the present study were to study the
indications for second stage caesarean section, methods
of delivery of the deeply engaged head, the intra
operative and post-operative complications, and perinatal
outcome.

METHODS

This is a prospective cross-sectional study which was
conducted in the department of OBG, RNT medical
college Udaipur from November 2018 to April 2019.
Sample size was 100. Data were collected after taking
patient’s consent. The results were statistically analyzed
by percentage.

Inclusion criteria

e  Primi or multi-gravida with singleton pregnancy
e Period of gestation of >37 weeks

e Cephalic presentation

e  With/without previous LSCS.

Exclusion criteria

Presence -multiple pregnancies
Preterm deliveries
Malpresentations

Maternal co-morbid condition.

Partograph was used to monitor the progress of labor and
uterine actions, rate of dilatation of cervix, descent of the
presenting part were observed except for those patients
who were already referred in the late second stage of
labor. Patients who underwent second stage caesarean
section were analyzed in terms of indications of 2" stage
caesarean section, intra operative and postoperative
complications and neonatal outcome.

RESULTS

In this study which is based on sample of 100 patients
who underwent second stage cesarean, the following
were the study results which were analyzed by percentage
and reported:

Table 1 shows demographic characteristic of the cases.
Among the 100 patient’s majority of them were in the age

International Journal of Reproduction, Contraception, Obstetrics and Gynecology

group of 21-30 years (46%). Majority of the patients were
booked and 36% were un-booked who were from remote
areas near the district. 81% of the patients were
primigravida and only 19% were multigravida.

Table 1: Demographic characters of cases in
the study.

Age wise distribution of cases in study

18-20 years 32 33%
21-30 years 46 46%
31-34 years 21 21%
Antenatal care

Booked 64 64%
Unbooked /referred 36 36%
Gravida

Primi 81 81%
Multi 19 19%

Table 2: Indications for caesarean sections.

Cephalopelvic disproportion 27 27%
Deep transverse arrest 11 11%
Non descent of head 14 14%
Fetal distress 21 21%
Persistent occipito-posterior 7 7%

Deflexed head 11 11%
Obstructed labor 9 9%

Table 2 shows the indications of cesarean section. Most
common indications were cephalo-pelvic disproportion
(27%) and fetal distress (21%).Other were deep
transverse arrest, Non descent of head, Persistent
occipito-posterior, deflexed head and obstructed labor.
Most of the cases of obstructed labor were delayed
referral from primary health centers, and district hospitals
nearby.

Table 3: Technique of delivery of deeply
engaged head.

Baby delivered by vertex 44 44%
Patwardhan 31 31%
Push method 17 17%

Reverse breech extraction

(pull method ) 8 8%
Table 3 shows the different techniques of delivery of
baby during cesarean section. In our study most
commonly, baby was delivered either by vertex (44%) or
by Patwardhan (31%). Rest adopted push method or
reverse breech extraction.

Table 4 shows intra operative complications. Atonic PPH
was observed in 35% of patients which may be due to
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prolonged second stage of labor and use of inducing
agents. Uterine incision extension was observed in 28%
of cases due to operative difficulty in delivery of deeply
engaged head and thinned out and edematous lower
segment. Angle hematoma was found in 9% patients and
uterine artery was ligated in 13%. Blood was transfused
to 8% of patients due to atonic PPH, excessive bleeding
due to extension of uterine incision. In one case injury to
bladder was observed with previous history of LSCS two
times. Majority of patients (41%) had blood stained urine
due to drawn up bladder, edematous and congested
bladder wall and very close proximity to lower uterine
segment and bladder.

Table 4: Intra operative complications.

Atonic PPH 35 35%
Uterine incision 28 28%
Angle hematoma 9 9%
Uterine artery ligation 13 13%
Hematuria 41 41%
Bladder injury 1 1%
Blood transfusion 8 8%

Total no. may exceed 100 as multiple complications were
observed.

Table 5: postoperative complications.

Febrile illness 12 12%
Wound infection 9 9%
Wound resuturing 4 4%
Prolong catheterization 42 42%
Abdomen distension g 3%
Prolong hospital stay 49 49%

Table 6: Neonatal complications.

Nursery admission 44 44%
Birth asphyxia 16 16%
Meconium aspiration 8 8%
Neonatal jaundice 8 8%
Respiratory distress syndrome 11 11%
Fresh still birth 1 1%

Table 5 shows post-operative complications like febrile
iliness was observed in 12% of cases due to prolonged
second stage of labor, ruptured of membrane, multiple
per vaginal examinations. Wound infection was found in
9 cases. Out of these 4 required re-suturing and rest were
managed conservatively. 3 patients had abdomen
distension which was managed conservatively. In 42%
patient, catheter was kept for long time. Overall 49% of
the patients had to stay in hospital for >7 days.
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Table 6 shows the neonatal outcome. In our study, 44
babies were admitted to nursery, most common
complication being birth asphyxia (16%). Rest
complications included meconium aspiration, RDS,
neonatal jaundice and one fresh still birth.

DISCUSSION

In our study of 100 patients, most of the patient were in
the age group 21-30 year and booked. Majority of
patients undergoing 2nd stage cesarean sections were
primigravida (81%) which may be due to mild to
moderate cephalopelvic disproportion, rigid perineum,
lack of experience of previous labour in primigravida
women. In the study by Malathi and Sunita, 61% women
were in the age group of 21 to 30 years.® Same results
were also found in study done by Feinstein et al and
Sandya et al. 101!

Most common indications of 2" stage cesarean sections
were cephalopelvic disproportion (27%) followed by fetal
distress (21%). In the study by Kumaresan S et al, most
common indications were also cephalopelvic-
disproportion (34.8%) and non-reassuring fetal heart rate
patterns (18.4%).*2 Same results were also observed in
study by Gurung P et al.'* As the duration for second
stage increases, there would be more difficulties in
delivering the baby because of edematous lower segment,
overstretched and thinned out lower segment and more
impaction of presenting part in pelvis. In our study, 44%
of the babies were delivered by vertex followed by
Patwardhan (31%). Rest was delivered by push method
and breech extraction. This is similar with the study by
Babre VM et al, in which deeply engaged head delivered
by vertex method in 67.2%, by Patwardhan method in
23% and by push method in 9.8%.4

In our study 41% patient had hematuria and uterine
atonicity was encountered in 35% of patients, most of
which were treated by medical management, out of which
13% required uterine artery ligation and 8% required
blood transfusion. Kumaresan S et al, (atonic uterus
33.2% and hematuria 34.8%) and Sandya et al found the
same results.11,12 Uterine incision extension was
observed in 28% and bladder was injured in 1% cases
similar to study by Kumaresan et al.*? In postpartum
period 12% of cases had febrile illness similar to study by
Jayaram J et al, 9% cases had wound infection (Babre
VM et al 8.2%).1415 Out of these 4% required re-suturing.
Other complications include abdomen distension and
prolong catheterization. Nursery admissions (44%) were
significantly high due to birth asphyxia (16%). We had
one fresh still birth. Rest neonates were admitted due to
meconium aspiration, RDS and jaundice.

CONCLUSION
Decision making surrounding second stage cesarean

section is often challenging and also there is significantly
increase in maternal and neonatal morbidity as well as in
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neonatal mortality following caesarean section in the
second stage of labor so involvement of senior
obstetrician is desired regarding suitability and safety for
trial of operative vaginal delivery or CS as well as skilled
obstetrician is required for performing second stage C-
Section. The main point of focus should be on strict
monitoring of normal progression of labor, proper use of
the partograph, pain relief measures and judicial use of
oxytocin augmentation. Periodic audits regarding the rate
of second stage cesarean section are required as well as
formulation of an institutional protocol and training and
supervision of trainees to improve the skill of operative
vaginal delivery and second stage cesarean is needed.
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