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ABSTRACT

Background: Cesarean section is one of the most commonly performed abdominal operations on women in most
countries. The incidence of primary LSCS is increasing all over the world, Consequently, there is a rise in multiple
repeat LSCS with associated complications. Previous LSCS is a common indication for repeat LSCS. Primarily,
authors aim at studying the influence of repeat LSCS on maternal and fetal outcome in a tertiary centre.

Methods: All mothers with one previous LSCS admitted for emergency/elective LSCS at term gestation with
singleton pregnancy in A.J. Institute of Medical Sciences and Research centre, Mangalore were recruited in the study
from July to December 2018. Detailed history with antenatal risk factors were noted. Intraoperative and postoperative
events were noted. Neonatal outcome was also noted correlated.

Results: Majority of patients (58%) were in age group of 20-24years. Most of them were between 38 to 39 weeks of
gestation. Most common intraoperative complication was bladder adhesion (18% of cases). In postoperative period
febrile morbidity (7%) was common followed by urinary tract infection (2%). Most of the neonates (80%) weighed
2.5 to 3kg at birth. The incidence of poor APGAR respiratory distress, NICU admission was not significantly
increased. There were 5 morbidly adherent placenta, 1 scar rupture, 4 scar dehiscence, no maternal or perinatal death.
Conclusions: Previous caesarean is the most common cause of repeat caesarean and is associated with maternal
morbidity. Measures should be taken to reduce primary caesarean sections which indirectly reduces the incidence of
repeat cesarean sections.
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INTRODUCTION

Cesarean section is one of the most commonly performed
abdominal operations on women in most countries. The
incidence of primary LSCS is increasing all over the
world, Consequently, there is a rise in multiple repeat
LSCS’s with associated complications. Previous LSCS is
a common indication for repeat LSCS in either
emergency or elective cases. Many studies have been
come to encourage VBAC to reduce maternal morbidity
and mortality due to previous LSCS, but overall trend is
not encouraging due to association with maternal
complications like scar dehiscence, scar rupture and other

conditions.! Due to the fear of uterine rupture during trial
of labor, repeat LSCS is being performed by many
obstetricians. Repeat LSCS also contributes to the
increasing LSCS rate.?

Repeat multiple LSCS are associated with an increase in
the risk of placenta praevia with other operative
complications such as abdominal wall adhesions, bladder
and bowel adhesions and injuries, ureteric injuries,
haemorrhage, uterine dehiscence and rupture of the
uterus.>  Postoperative complications are wound
infections, thromboembolism, endometritis, urinary tract
infection, fever and blood transfusions.* Primarily,
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authors aim at studying the influence of repeat LSCS on
maternal and fetal outcome in a tertiary centre and also
study the influence of repeat LSCS on intraoperative
events like intraperitoneal adhesions, condition of the
bladder and lower uterine segment, extension of uterine
incisions, placenta previa, postpartum haemorrhage
(PPH), blood transfusion and postoperative morbidity.

An outcome of secondary interest is the influence of
timing of the LSCS (elective or emergency) on maternal
outcome as regards the condition of the lower segment,
uterine dehiscence and rupture, as well as neonatal
complications.

METHODS

Data from 100 mothers with singleton pregnancy, term
gestation with one previous LSCS who underwent
elective/emergency LSCS in A. J. Institute of Medical
Sciences and Research centre shall be recruited into the
study from July 2018 to December 2018 was collected.
Detailed history was taken from all repeat LSCS mothers
with the inclusive criteria who consented to participate in
this study.

Maternal outcome measured were:

e Antenatal period risk factors

e Intraoperative events bowel adhesion, bladder
adhesion, atonic uterus

e Postoperative events like when the bowel sound was
heard, catheter removal day, suture removal day, and
postoperative complications such as wound infection,
sepsis, fever.

Neonatal outcome such as caput present or absent, birth
weight, APGAR at one and five minutes and admission to
NICU

All the data collected were compiled and correlated.
Inclusion criteria

Singleton pregnancy

Term gestation

With h/o one previous LSCS
Patients not undergone any gynecological surgery.

Exclusion criteria

Preterm gestation

Multiple gestation

More than 1 previous LSCS

H/o previous gynecological surgeries
Inter delivery interval <18 months.

Statistical analysis

Sample size was calculated using the formula:
n = z?P(l -P)ld?
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n - sample size

z - statistics for a level of confidence
P - expected prevalence or proportion
d - precision.

RESULTS

Antenatal women with inclusion criteria who underwent
repeat cesarean section in AJ Institute of Medical
sciences from July 2018 to December 2018 were included
in the study.

A total number of 100 patients were included in present
study. Age, gestational age and antenatal risk factors
were noted and tabulated.

Among 100 women with previous cesarean section,
majority (56%) were in age group of 25-29years. This
was followed by 20-24years of age group (34%). Lastly
6% were above 35years and 3% were of <20years age
(Table 1).

Table 1: Details of age distribution among the
participants in percentage.

<20 3
20-24 34
25-29 56
30-34 11
>35 6

Gestational age was 38-38 weeks 6days in 74% of cases
during which time either elective or emergency cesarean
section was done. 18% were between 38 weeks to 38
weeks 6 days. There was no one above 40 weeks of
gestation in present study, while 6% women were of
<37weeks of gestation. Hence observed that elective
cesarean section is most commonly done 2weeks prior to
the expected date of delivery (Table 2).

Table 2: Distribution of gestational age among the
participants, N=100.

<37weeks 6
37 weeks to 37 weeks 6 days = 74
38 weeks to 38 weeks 6 days 18
39 weeks to 39 weeks 6 days = 2
>40 weeks 0

Anemia is the most common complication in Indian
population. As it was observed in present study that the
most common antenatal complication among antenatal
women was anaemia (22%). Also, cesarean section has
more blood loss compared to vaginal delivery, thus
adding to more prevalence of anemia. Second most
common antenatal complication was hypertensive disease
of pregnancy which was 8% of total study group. Others
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were gestational diabetes (4%), heart disease (2%).
(Table 3).

Table 3: Distribution of antenatal risk factors, N=36.

Anaemia

Hypertensive disease in pregnancy
Gestational diabetes

Heart disease

N B~ 00N

Intraoperative complications were assessed and tabulated
accordingly. Bladder adhesion was the most common
complication observed which was seen in 18% cases.
This was managed by sharp and blunt dissections to push
the bladder down. Bowel adhesions to uterus and anterior
abdominal wall was observed in 6% cases. Atonic uterus
requiring blood transfusion was observed in 11% cases.
There were 5 cases of morbidly adherent placenta, 1 scar
rupture, 4 scar dehiscence (Table 4). No maternal death
due to complications was noted during present study
period.

Table 4: Incidence of intra-operative complications,

N= 45,
Bladder adhesions 18
Bowel adhesions 6
Atonic uterus 11
Morbidly adherent placenta 5
Scar rupture 1
Scar dehiscence 4

Postoperative complications assessed included day of
bowel sounds heard, catheter removal day, suture
removal day, febrile illness, urinary tract infection. Bowel
sounds was heard in majority of patients within 6hrs of
cesarean section (68%). 20% had bowel sounds heard
between 6hrs to 12hrs post-surgery. Only 12% patients
had bowel sounds heard after 24hrs (Table 5).

Table 5: Distribution of patients based on bowel
sounds heard after cesarean section.

<6 hours 68
6-12 hours 20
>12 hours 12

Table 6: Distribution of patients based on urinary
catheter removal day after cesarean section.

<3 days 78
>3 days 22

In 78% patient’s urinary catheter was removed within 3
days. 22% of patients had catheter removed after 3days,
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the main reason being dense bladder adhesions due to
previous cesarean sections (Table 6).

Wound infection was seen in 18% cases, managed with
secondary suturing or daily dressing (Table 7).
Unexplained fever was seen in 7% cases, managed with
broad spectrum antibiotics.

Table 7: Incidence of sepsis.

Wound infection 18%
Unexplained fever 7%

Neonatal outcome like birthweight, NICU admissions,
mortality were assessed. 62% of babies were within 2.5
to 3.5kg, 18% were >3.5kg and 20% neonates were
<2.5kg (Table 8). NICU admissions were seen in 28%
cases, most common reason being respiratory distress.
Authors observed no neonatal morbidity in present study.

Table 8: Distribution of neonatal birthweight among
study population.

2.51t03.5 62
>3.5 18
<2.5 20
DISCUSSION

There has been a significant increase in the CS rate
worldwide, despite variations according to a patient age,
place of residence, and cultural conditions. This increase
is especially evident for women in cities and those over
the age of 35.5 Repeated cesarean birth is related to
serious maternal and fetal complications when compared
to normal birth and the first cesarean.® However, medico-
legal factors, increased reliability of cesarean birth, and
decreased rates of vaginal birth after CS play important
roles in the current increased CS rates. Another serious
problem is the higher cost of CS, especially in developed
countries.” Adhesions are a cause of acute morbidity with
bleeding and increased surgery duration and of chronic
morbidity with chronic pelvic pain and intestinal
problems. An increasing number of CSs increases the
adhesion rate as well as intensity.”® In addition, the
adhesions can cause additional increased morbidity
directly or with peripheral organ injury.® Adhesions
concurrent with cesarean birth are also influenced by the
surgical technique. The general opinion is that adhesion
incidence is within the 46-65% range, depending on the
number of cesarean sections.!®!* However, Authors
studied women with only one previous cesarean section.
Abnormal placenta development following repeated
cesarean birth is concurrent with an increased risk of
placenta previa and abruptio placenta in addition to
placenta accreta. The risk of placenta previa has been
reported to increase by 0.28-2% in patients who have
undergone at least 1 CS in a meta analysis including 36
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studies.'®*® The incidence of placenta previa was found to
be 5.2 per 1,000 births in a cohort study that included an
extensive 9-year follow-up period where primiparas were
included. Similarly, an increase in the need for blood
transfusion was found, along with an increasing number
of cesarean sections, increasing in association with
placenta previa. Placenta accreta is one of the most
important morbidities in repeating cesarean births. The
risk is reported to be associated with the increasing
number of CSs, and especially with placenta previa
located on the uterine anterior wall. This contrast to the
common literature may be due to the surgical techniques,
suture materials, placental localization differences, or
racial characteristics. Hysterectomy is another significant
morbidity. It is mostly associated with placenta accreta,
placenta  previa, uterine atony, and uterine
rupture.Peripheral organ damage (such as to the intestines
and bladder), inpatient duration, need for intensive care,
and surgery duration are affected by the presence of
placenta accreta, dense adhesions, and hysterectomy. All
these outcomes are correlated with an increasing number
of cesarean births.*15 Authors found that the rates of
injuries of adjacent organs (such as the bladder and
intestines), placenta previa, and infectious complications
were significantly higher in repeat cesarean group than in
general population who undergo vaginal delivery.

The number of births is quite high in our region. Women
become pregnant again within a short time after CS due
to a lack of education and information, as well related
social reasons, and they do not have adequate knowledge
about the potential complications. This is a common
problem in many regions of the world. Providing
adequate contraception training can prevent an increased
number of pregnancies. On the other hand, reducing the
number of primary CSs and encouraging patients and
physicians to consider vaginal birth after CS is of critical
importance in reducing maternal-fetal mortality and
morbidity related to repeat CSs.
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