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Abstract

Background: Grand multiparty is common obstetrical problem, in Sudan large families is desirable
for cultural and religious backgrounds and higher incidence of grandmultipra is expected, the risk factors
associated with adverse maternal outcomes have yet to be adequately investigated among grand multiparity
need to delivered by primary cesarean section.

Objective: The main objective was to determine impact of primary cesarean section on grand multiparous,
it is indications and complications.

Methodology: It was a descriptive prospective cross-sectional hospital-based study conducted at
Omdurman Maternity Hospital during period October 2016 to March 2017.

An interview questionnaire was used for data collection. Demographic and clinical data concerning
personal history, parity, indications of primary cesarean section, type of Cs, maternal complication and neonatal
complications were recorded. Also, multiparous less than five delivery, previous lower segment caesarean
section, known medical disorders except anemia and twin pregnancy were excluded.

Results: During the study period total of 113 grand multipara included, incidence of primary cesarean
section in grand multipara was 10%. Indication in our study 22.1% due to malpresentation, fetl distress 15%
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and prolonged first stage 13.4%, prolonged second stage 12.4% and antepartum haemorrhage 11.5%.

Postpartum haemorrhage developed in 9.7%, hysterectomy 1.8%, uterine tear 5.4% bladder injury
fetal laceration 3.6%, spinal anesthesia headache 7%, post-partum pyrexia 5.3%, sepsis 4.4%, urinary tract

infections were 2.7%.

Conclusion: The finding in this study showed 10% incidence of primary cesarean section in grandmultipra.
The most indications of primary cesarean section in grandmultipra malpresentation, fetal distress, prolonged

first and second stage of labour. Most CS were emergency.

Introduction

Grandmultipra is common in Sudan, where large families
are normal, primary Caesarean Section (CS) in the grand
multipara means the first caesarean section done in patients
who had delivered vaginally five or more. Mainly the baby
and the placenta are responsible for caesarean section in
grandmultipra. Caesarean section is recommended when
vaginal delivery might pose a risk to the mother or baby and is
also carried out for personal and social reasons.

Grandmultipra may still have cephalopelvic disproportion
even having previously delivered a full-term child vaginally.
Since the fetus increases in size with multiparty, the size
of the fetus and fetal head should be carefully estimated.

https://doi.org/10.29328/journal.cjog.1001140

In multifarious patients, malpresentation is favored by a
pendulous abdomen and lordosis of the lumbar spine, and in
any case it is usual for the head not to engage in the pelvis
until the onset of labour [1].

With the introduction of modern technology in the labor
wards and neonatology units, there was a further rise in
caesarean sections [2]. It is a common belief among the
public that once a mother delivers her child or children
normally, all her subsequent deliveries are normal as a result
such multifarious mothers often neglect routine antenatal
checkups. It is for these reasons that attention has been
directed to the indication for caesarean section in women who
have previously delivered vaginally.
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With the introduction of modern technology in the labour
wards like cardiotocography, color Doppler, and biophysical
profile, there was a further increase in caesarian section rates
with numerous other medical, social, economic, and medico-
legal factors which are responsible for the alarmingly high
rate of the caesarian section all over the world [3].

The other responsible factors for the rise in caesarian
section rate in grand multipara are the identification of
high-risk pregnancies with improved antenatal care and
antepartum fetal surveillance techniques, rising rates of
elective induction of labour, the decline in operative vaginal
deliveries, and vaginal breech deliveries, increased number
of women with pregnancies after 30 years with associated
medical complications [4].

Caesarian Section (CS) is considered a safer alternative
to prolonged and difficult vaginal operative delivery so as to
reduce maternal and perinatal morbidity and mortality [5].
Since that time a number of studies have reported the role of
high parity on perinatal outcome [6,7].

Material and methods

This was a Prospective descriptive, cross-sectional,
and hospital-based study. It was conducted at Omdurman
maternity hospital during the period from October 2016 to
March 2017.

The Study population included all grand multipara
pregnant women presented in labor to the outpatients or labor
room and fulfilled study inclusion criteria and they agreed to
participate in the study. The study excluded pregnant women
with multiparous less than five delivery, previous Lower
Segment Caesarean Section (LSCS), and known medical
disorders except for anemia and twin pregnancy. About 113
grand multiparous women were included.

Sampling

Every primary CS delivery done at the hospital during the
period of the study was reviewed. The sample was made up of
women who met the following criteria: women in the delivery
room preparing for the fifth to the ninth delivery, or patients
seen during the post-partum period following the fifth to
ninth delivery and delivered by primary CS.

The sample size was not estimated as we aimed to enroll
all grand multiparas delivered by primary CS. We carried out
a consecutive enrolment. The duration of the post-partum
follow-up was two days.

Variables of the study

Data were recorded by wusing a self-constructed
questionnaire. Information was obtained from medical
records of patients and medical reports in the delivery and
operating rooms. The variables of the study were:
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e Socio-demographic characteristics of patients: age,
occupation, educational level

e Delivery parameters: primary CS
e Maternal complications and outcomes.
e Fetal outcomes: weight, APGAR

Data was collected by direct interview by using a well-
structured questionnaire. The participants were interviewed
about age, education, occupation, gestational age at delivery,
parity, indication of CS, type CS, intrapartum complications,
postpartum complications, fetal complications, and neonatal
complications.

Statistical analysis was performed via SPSS software
(SPSS, Chicago, IL, USA). Continuous variables were compared
using the student’s t-test (for paired data) or the Mann-
Whitney U test for nonparametric data. For categorical data,
a comparison was done using the Chi-square test (X2) or
Fisher’s exact test when appropriate. A p - value of <0.05 was
considered statistically significant.

Ethical clearance from the ethical committee of the
Sudan Medical Specialization Board, Council of Obstetrics
and Gynecology was obtained. Official agreement from the
general managers of Omdurman maternity has preceded the
conduction of the study. Ethical consideration was taken, it
was presented to the ethics review committee and approved,
permission to conduct the study was requested from
authorities of health care in the study area, data was handled
with a high degree of confidentiality throughout the study,
and written informed Consent was taken from all participants
in the study.

Results

During the study period, a total of 113 grand multiparas
were included in the study, and they were delivered by
primary cesarean section in the hospital, the total number of
primary cesarean section deliveries was 1127 and primary
cesarean section multipara was 113 (10%).

Most women aged 31 years - 35 years old 59.3%,
educational level secondary school 60.2% and 72.6% were
housewives.

A multipara who has earlier delivered vaginally may still
require a caesarean section most common indication in our
study was malpresentation 22.1%, fetal distress 15% and
prolonged first stage 13.4%, prolonged second stage12.4%,
Antepartum Haemorrhage (APH) 11.5%, maternal request
8%, Premature Pre labour Rupture of Membranes (PPROM)
7.1%, eclampsia 6.2%, failed instrumental delivery 4.4%. In
this study only 15.9% were delivered by elective CS and 84.1%
were delivered by emergency CS, this study demonstrates that
the majority of primary CS is most common among Para six
35.4% and Para seven 29.2% and Para nine were least 6.2%
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and most women underwent primary Caesarean section at
39-40 weeks were 69.9%.

An intrapartum complication noted during surgery was
one case of bladder injury, four cases of fetal laceration, six
cases of uterine tear, and two women developed massive
postpartum hemorrhage not controlled by medical treatment
that required a hysterectomy to save a woman's life and
Postpartum Haemorrhage (PHH) developed in 9.7%.

This study of post-operative maternal complication found
that 77% had no complication or morbidity, the percentage is
higher in post-spinal anesthesia headache at 7%, post-partum
pyrexia at 5.3%, sepsis at 4.4%, Urinary Tract Infection
(UTI) 2.7%, had anemia 1.8%, hematoma 1.8%, no one had
endometritis, no had deep venous thrombosis.

In this study fetal outcome was good most babies delivered
of birth weight, 2.5-2.999 kg were 46%, and the macrosomic
baby was 4.5 kg and more were 7% which may reflect a failure
to progress in labor and the need for emergency CS, 5 Minute
Apgar Score was 88 (77.8%), 5Minute Apgar Score zero in
only two cases 1.8%, those distressed babies were attended
by a pediatrician and admitted to NICU only .9% admitted
for more than 7 days, 4.4% need 1 - 3 days admission, In our
study we did not have any maternal mortality (Figures 1-3)
(Tables 1-3).
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Figure 1: Blood transfusion in Primary Cs GM (n = 113).

Postpartum complication
100%
-~ B B EHEEREREE
o 8 6 3 5 2 2 87 113

S e & o

N
G RS
N & <0

S
L < § $o v&@ I
| I | frequeny M percent %

Figure 2: Postpartum complications in primary CS GM (n = 113).
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Figure 3: Operation type in primary CS GM (n = 113).
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Table 1: Sociodemographic of primary Cs in grand multiparous (n = 113).

Frequency Percent %
20-25 3 2.7
26 - 30 24 21.2
31-35 67 59.3
36 -40 14 124
>40 5 4.4
Total 113 100
Educational
iliterate 9 8
Primary 25 221
Secondary 68 60.2
Graduated 11 9.7
Total 113 100
Occupation
Housewife 82 72.6
Worker 19 16.8
Employer 12 10.6
Total 113 100

Table 2: Indications of primary Cs in Grand multiparous (n = 113).

Indication of cs | Frequency | Percent % Mean | Std. deviation p - value
Fetal distress 17 15.0 1.8496 .35910 .002
APH 13 11.5 1.8850 .32050 .028
Malpresentation 25 221 1.7788 41693 .00
PPROM 8 71 1.9292 .25763 .030
Prolonged 1 stage 16 14.2 1.8584 .35019 .060
Prolonged 2™ stage 14 12.4 1.8584 .35019 .030
Maternal request 9 8.0 1.9204 27195 .000
Failed Instrumental 5 4.4 1.9912 .09407 .021
Eclampsia 6 5.3 1.9375 24315 .023

Total 113 100

Table 3: Complications of primary CS in grand multiparous (n = 113).

Complications Frequency Percent %
PPH 11 9.7
Hysterectomy 2 1.8
Uterine tear 6 54

Bladder injury 1 9

Fetal laceration 4 3.6
No complication 89 78.6
Total 113 100

Discussion

Grand multipara who has earlier delivered vaginally may
still require a caesarean section for safe delivery. During the
study period total of 113 were of different risk but were grand
multipara included in the study, and they were delivered
by primary cesarean section in the hospital with different
indications and different gestational ages.

The total number of primary cesarean section delivery
were 1127 and primary cesarean section multipara were
113 (10%) which is quite less than primary caesarean in
nullipara, and paral-4 but they are actually associated with
high maternal and fetal morbidity which is lower to study
conducted in India has shown total caesarean rates in the
public, were 20% [8], comparable to study demonstrated that
primary cesarean rate among grand multipara women was
13.3% as compared to 18% in nulliparous women, a study
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conducted in United States showed rates of 13.3% [9], and
higher than the study done in Netherlands observed caesarean
rates in grand multiparous women 5.33% [10].

Grand multiparty is a problem associated with poverty,
illiteracy, ignorance, and lack of knowledge of the available
antenatal care and family planning methods, who have earlier
delivered vaginally may still require a caesarean section.

Indication in our study was malpresentation 22.1%, fetal
distress 15% prolonged first stage 13.4%, prolonged second
stage %, APH 11.5%, maternal request 8%, PPROM 7.1%,
eclampsia 6.2%, failed instrumental delivery 4.4% p - value
.001. which similar to other studies by Jacob & Bhargava
[11,12], in another study, antepartum or intrapartum fetal
distress was leading indication in 41% of women.

Electronic fetal monitoring which is commonly used to
detect fetal distress is known to have poor specificity resulting
in an increase in the number of cesarean sections carried out
for fetal distress [9,13-15].

The breech is malpresentation associated with higher
maternal mortality and morbidly irrespective of the route
of delivery due to its association with fetal abnormalities
and premature delivery. However, vaginal delivery for
term breech does not increase morbidity and mortality, if
the case for vaginal delivery is well selected but there is an
increase in caesarean section for breech presentation, as most
obstetricians consider it to be safer and easier than giving
a trial of labor. This has led to an increase in the elective
caesarean section for breech in this study. To reduce the CS
rate external cephalic version should be offered and a trial of
breech vaginal delivery should be advisable.

Primary CS in grand multipara due to failed progress in the
first and second stages of labour was 25.8%, in the first stage
of labour malposition and a sizable fetus could be explanation
whilein the second stage, maternal exhaustion and malposition
are underline causes, it seems that the decision of caesarean
section depends upon the department policy where the
safety of caesarean section has encouraged the obstetricians
towards caesarean section. Antepartum haemorrhage is an
important cause of primary CS in grandmultipra 11.5% which
is caused by placenta praevia and placental abruption, so
cesarean section is life saving procedure to mother and her
fetus, a definitive risk for both child and mother if any delay
is done [16].

Maternal requests for CS increase the CS rate it is an issue
behind which various rationales and life experiences need
carefully targeted attention and health care so it should be
regarded partly as an iatrogenic problem. Previous traumatic
birth experiences prompted a preference for a planned
cesarean to avoid a repetition of the trauma which is a
necessary need for proper women's counselling.

In this study only 15.9% were delivered by elective CS and
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84.1% were delivered by emergency CS, rate of emergency
caesarean section is much higher than the elective caesarean
section it is similar to Saxena N, et al. study [17] and Shazia
Aftab, et al. [18] which might be because of the prevalence
of factors such as prolonged labour or cephalo-pelvic
disproportion which are diagnosed in the labour are could
be the possible explanation for emergency cesarean sections
instead of instrumental vaginal delivery also the reason may
be due to a greater number of unbooked cases who either
refer or come without any antenatal care which may lead to an
emergency caesarean section or they may come in labour with
complications like malpresentation, fetal distress undiagnosed
placenta previa which led to emergency caesarean section.
Those women delivered by elective CS were due to transverse
lie, placenta praevia, breech presentation, and maternal
request for CS with tubal ligation.

This study demonstrates that the majority of primary CS
is most common among Para Six 35.4% Para Seven 29.2%
and Para Nine were least 6.2% which similar to a study that
showed most of the six parties had increased incidence of
primary caesarean section in multipara its percentage in the
present study is 35.4%. which is correlating with all the other
studies with percentage in each study being Erika Desal [19]
23.26%, Sethi Pruthwiraj 35%, P. Himabindhu [20] 63.9%.

In the present study, most of the women undergoing
primary caesarean section in grand multipara were in the age
group of (31-35) years 59.3% which is similar to other studies
of Rao Jyothi H [21], ] K Saluja [22], Sethi Pruthwiraj.

The maximum primary CS undergone among the age group
31 - 40 years was 71.7% which was also found in the Partha
Saradhi, et al. study [23].

Most women who underwent Primary Caesarean section
at 39 weeks - 40 weeks were 69.9% and 11.5% who delivered
at 41 - 41 weeks most of them had no antenatal care.

Regarding post-partum hemorrhage required blood
transfusion during and after Caesarean section 9.7%, of those
were due to antepartum hemorrhage rather than surgical
technique, those complicated by PPH had received a blood
transfusion and blood products, massive PPH was seen in
2.7%, while moderate PPH in 5.3% and mild in 1.8% and
found due to placenta previa and atonia which is comparable
to [24].

Anintrapartum complication thatwas noted during surgery
was one case of bladder injury, four cases of fetal laceration,
six cases of uterine tear, and two women developed massive
postpartum hemorrhage not controlled by medical treatment
that required a hysterectomy to save women's lives.

In our study of post-operative maternal late complication,
78% had no complication or morbidity, the percentage is
more in post-spinal anesthesia headache at 7%, post-partum
pyrexia 5.3%, sepsis 4.4%, UTI at 2.7%, had anemia 1.8%,
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hematoma 1.8%, no one had endometritis not had deep
venous thrombosis which is comparable with another study,
J.K.Saluj, but it is not compatible with two studies of Rao Jyothi
H and Sethi Pruthwira [21,22] grand multiparous women had
a higher risk of adverse maternal outcomes, according to our
finding which is similar to [25].

The fetal outcome was good most babies delivered of birth
weight, 2.5 - 2.999 kg were 46%, and the macrosomic baby
was 4.5 kg and more were 7% which may reflect a failure
to progress in labour and need for emergency CS, 5 Minute
Apgar Score were 88 (77.8%), 5 Minute Apgar Score zero in
only two cases 1.8%, those distressed babies were attended
by a pediatrician and admitted to NICU only .9% admitted for
more than 7 days, 4.4% needed 1 - 3 days admission.,

There were two perinatal deaths due to meconium
aspiration syndrome one case of respiratory distress
syndrome one case mortality rate at tertiary care hospitals is
less because of good antepartum and intrapartum care Most
babies delivered Alive at 98.2%, and only three were Fresh
still Birth 1.8% in our study less number of still births which
is accounting for 1.8% and it is less than other studies where
there is more percentage of still born as in Rao Jyothi H [21]
itis 7%, J.K. Saluja [22] is 12%, Sethi Pruthwiraj [20] it is 3%.

In our study, we did not have any maternal mortality
Although cesarean section has a mortality rate <1%, in many
developing countries it is 10 - 20 times greater with cesarean
section compared to vaginal delivery [26]. No significant
difference in maternal mortality was found between elective
cesarean delivery and planned vaginal delivery delivered by
emergency CS [27-41].

Conclusion

The study concluded that primary cesarean section in
grandmultipra is commonly indicated among unbooked
women, done emergency rather than an elective, commonest
indication of malpresentation, fetal distress prolonged first
and second stage of labour, and antepartum haemorrhage.
Primary cesarean section in grand multipara is associated
with increased intrapartum risk of PPH, blood transfusion,
uterine tear, and hysterectomy also associated with high
risk of postpartum pyrexia, wound infection, UTI, anemia,
and Fetal risk of NICU admission increased. There should
be effective health education and free provision of effective
contraception. To reduce cesarean section rate among grand
multiparous instrumental delivery should be encouraged, the
trial of breech delivery should be conducted, and maternal
requests for CS should be studied and clarified.
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