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ABSTRACT
Background: Caesarean section at second stage are increasing and are associated with significant maternal
morbidity. The overall caesarean section rates are also increasing from last two decades.
Methods: A retrospective study conducted in Department of Obstetrics and Gynaecology, Raja Rajeswari Medical
College and Hospital, Bangalore from January 2018 to July 2019. Second stage LSCS were analysed in terms of
indications, intraoperative and post-operative complications, neonatal morbidity.
Results: In our hospital during study period there were 2639 deliveries and total number of LSCS 1146 (43.42%) and
caesarean section rate was 35-45% and second stage LSCS 60 (5.23%).
Conclusions: Second stage LSCS associated with more number of maternal and neonatal morbidity. Adequate
clinical exposure and appropriate training are essential for safe performance in second stage LSCS.
Keywords: Intraoperative complications, Neonatal morbidity, Second stage LSCS
INTRODUCTION

First phase/pelvic phase/passive phase

Second stage of labour begins with complete dilatation of
cervix and ends with fetal delivery.1 Median duration is
approximately 50 minutes in Primi and 20 minutes in
multi. As the duration of second stage increases the lower
segment become oedematous, stretched and thinned out.

Begins with full dilatation of cervix and ends after
involuntary or spontaneous bearing down efforts,
characterized by rapid descent of presenting part. Utero
placental perfusion and fetal oxygenation does not
deteriorate.

Deeply impacted fetal head on to pelvis makes the
procedure technically difficult and associated with
operative complications such as extension of incision,
broad ligament hematoma, bladder injury.2 The rate of
second stage LSCS are increasing.3 LSCS at full
dilatation of cervix adds more risk to mother such as
haemorrhage, need of blood transfusion, wound infection
and long hospital stay, delayed extraction causes fetal
morbidity.4,5

Second phase/perineal phase/active phase
Begins with appearance of bearing down efforts and ends
with delivery of fetus. Utero placental perfusion and fetal
oxygenation deteriorates if there is prolongation of this
phase.
Abnormal descent is of two types
Protracted descent

As per NICE guidelines 2014, second stage is divided
into two phases:6

If descent of presenting part is <1 cm in Primi and <2 cm
in multi.

December 2020 · Volume 9 · Issue 12

Page 4924

Sailakshmi MPA et al. Int J Reprod Contracept Obstet Gynecol. 2020 Dec;9(12):4924-4926

Arrest in descent

Operative complications

No descent of presenting part for more than one hour.

Intraoperative complications

Second stage may prolong because of CPD, abnormal
fetal position, poor expulsive efforts resulting from
analgesia and sedation, maternal exhaustion.6

Among intra operative complications post-partum
haemorrhage was 12 (20%), uterine angle extension was
4 (6.6%) and 2 (3.3%) cases had bladder injury
(Figure 2).

To study the second stage LSCS in terms of in terms of
indications,
intraoperative
and
post-operative
complications, neonatal morbidity.
12

METHODS
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This was a retrospective study conducted at Department
of OBG Raja Rajeshwari Medical College and Hospital
Bangalore from January 2018 to July 2019. All second
stage LSCS done during this period were taken.
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The total number of deliveries were 2639 and total
number of LSCS were 1146 (43.42%). Total number of
second stage LSCS were 60 (5.23%). Sample size was
60.
Inclusion criteria
Primi and multiparous pregnant women of age 22-35
years. Both spontaneous progress and induced with PGE2
were included.
Exclusion criteria
Preterm, post term, PROM, chorioamnionitis, GDM,
T2DM, cardiac disease, respiratory distress, severe
anaemia, obesity, seropositive cases.
Statistical analysis
Statistical analysis was performed using SPSS 22.
RESULTS
Most common indications for second stage LSCS were
fetal distress- 20 (33%); arrest in descent- 15 (24%);
deflexed head- 11 (18%); DTA- 9 (15%); occipito
posterior- 5 (11%) (Figure 1).

Uterine angle
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Figure 2: Intra operative complications.
Postoperative complications
The cases which required blood transfusion were 9
(15%), febrile illness was 5 (8.3%), wound infection was
2 (3.3%) and prolong hospital stay more than 7 days were
16 (26%) (Figure 3).
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Figure 3: Post-operative complications.
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Figure 1: Common indications for second stage LSCS.

International Journal of Reproduction, Contraception, Obstetrics and Gynecology

Motherside

Figure 4: NICU admissions.
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Neonatal outcome
NICU admissions
NICU admissions 12 (20%) as compared to babies shifted
to mother side 42 (80%) (Figure 4).

maternal outcome, PPH in 3 (5.6%), wound infection in 1
(1.8%), blood transfusion 7 (13.2%), febrile illness 4
(7.5%) of cases.8 In our study <7 APGAR score seen in 5
(8%) cases. According to Moodly et al neonatal outcome
APGAR <5 seen in 3 cases (5.6%).8
CONCLUSION

APGAR score
Distribution in 2nd stage LSCS patients. Normal APGAR
seen in 46 (77%), APGAR 7-9 seen in 7 (11.6%) and <7
APGAR score seen in 5 (8%) cases (Figure 5).

Second stage LSCS is associated with a greater number
of maternal and neonatal morbidity.
Adequate clinical exposure and appropriate training are
essential for safe performance in second stage LSCS.
Obstetrics trainees should have adequate supervised
training opportunities in order to improve recognition of
necessity for caesarean section at full dilatation.
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