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Abstract: Aim: To study the incidence, indications for primary caesarean section in multiparous women and
analysis of various related factors, To study maternal and fetal outcome after primary caesarean section in
multiparous women and To investigate the association of high hsCRP (> 3 mg/L) levels with ischemic stroke
and its subtypes in Indian patients.

Place and duration of study: Gynaec & Obst. Department, Siddhartha Medical College / Government General
Hospital, Vijayawada,Krishna District, Andhra Pradesh from Jan’'2017 to June’2018.

Methodology: 150 patients of primary cesarean sections in multipara done in Govt.General Hospital,
Vijayawada attached to Siddhartha Medical College, Vijayawada were studied and analysed. This study
includes the multiparous women who had delivered vaginally in previous pregnancies and are undergoing
cesarean section for the first time.

Results: Majority (67.33%) of patients were from the age group 21-25yrs. 79.33% patients were booked cases
and 20.6% were unbooked. Anemia (57%), antepartum hemorrhage (24%), malpresentations and severe pre-
eclampsia (20%) were most frequently encountered antenatal complications in multiparous women. Antepartum
hemorrhage (24%) and fetal distress (24%) were the common indications for cesarean section in multiparous
women. There were no cases of maternal mortality in our study. Paralytic ileus and puerperal sepsis were more
Common post operative morbidity and seen in 3 cases each. 32.66% babies were admitted in NICU. Most
common indications for NICU admissions were meconium aspiration syndrome and prematurity. Perinatal
mortality in the study was 15.6% and among them Antepartum hemorrhage has the highest perinatal mortality
rate of 56.25%.

Conclusion: The most common indications for cesarean sections in multipara are antepartum haemorrhage,
fetal distress and malpresentations. Cephalopelvic disproportion in multipara can be more significant and
dangerous than in primipara because delay in recognition leads to obstructed labour and second stage
cesarean sections which carry more maternal and fetal morbidity. Good antenatal and intrapartum care and
early referral will reduce the maternal and perinatal morbidity and mortality in multipara. Multipara in labour
should be given the same attention as primigravida.
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I.  Introduction

The term Cesarean Section (CS) refers to the operation of delivering the baby through incision made on
the abdominal wall and on intact uterus after the period of viability. It has an enormous potential for the
preservation of life and health, probably greater than that for any other surgical operations. The evolution of
cesarean delivery as a safe procedure with extraordinary low maternal and fetal mortality rates is one of the
most important developments in modern obstetrics and perinatal medicine. By the early decades of the 20"
Century, several important innovations in surgical care has occurred including aseptic technique, reliable
anesthesia and the control of hemorrhage by proper suturing of tissue planes and ligation of severed blood
vessels. The introduction of the lower segmental incision allowing exclusion of the uterine wound from the
peritoneal cavity dramatically decreased the risk of postoperative peritonitis as a complication of puerperal
endometritis. The addition of blood transfusion and antibiotic therapy further reduced the mortality and
morbidity of cesarean section. This decrease in maternal mortality of cesarean section made the operation a
reasonable alternative for delivery of the fetus at increased risk for asphyxia or trauma from labour and vaginal
delivery.

Worldwide the rise in cesarean section rate during the last three decades has been alarmingly high and
needs an in depth study. Cesarean section is one of the most commonly performed major surgical procedures. In
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America By 2004, the overall cesarean rate had risen to 29.1% and the primary cesarean rate to 20.6%, both
representing the highest national rates ever reported’. According to a study by Indiancouncil of medical research
(ICMR), the incidence of cesarean sections is 25.4%for the years 1998-1999°. Evidence from research studies
shows there is a growing tendency for cesarean deliveries especially during complications confronted at the time
of pregnancy and delivery. Increasing maternal age which varies by parity is associated with significantly
elevated risks for pregnancy complications and adverse outcomes including increased risks for cesarean section.

As per the latest data (National Family Health Survey 2015-16 (NFHS-4), the cesarean rates at
population level in India seem to be 17.2 % and in Andhra Pradesh seems to be 40.1%. The same document
goes on to look at Cesarean rates in the private and public sector and whilst the discrepancy in the rates in these
two sectors has been commented upon, there is no mention in the commentaries of the fact that the private
sector delivers more babies than the public sector in the urban areas and absolutely no indication of morbidity
rates either maternal or neonatal in either sector. There is also no acknowledgement of the fact that the lower
rates in public sector could simply be a reflection of the paucity of capacity, both infrastructure and human
resource.

To reiterate and quote from the WHO working group on cesarean section — “The time has come to put
the debate about the preferable rate of CS on hold. Let’s start to collect data uniformly so that in the near future
we will be able to move our focus from CS rates at population level to monitoring and discussing CS rates and
outcomes in each group of the Robson classification. Only then will we have the data and evidence that will
lead us more clearly to actions to improve care”. (Betran AP, Torloni MR, et al for the WHO Working Group on
Caesarean Section. WHO Statement on Caesarean Section Rates. BJOG 2016;123:667-670)

FOGSI recommends the setting up of a cloud based registry linked to its website which will collect
anonymous data at hospital level using the WHO recommended Robson’s ten group classification system as the
first step in determining the range of cesarean rates.

We would like to emphasise that the hallmark of labor management in the 21st century should be
individualized care for the laboring woman with the expectation of a successful and safe vaginal delivery,
together with the ability to intervene with a cesarean delivery, if needed, to prevent morbidity and
mortality. (Adapted from Caughey A B BIRTH 41:3 September 2014)

The indications for performing cesarean section have changed a lot in recent years and keep changing
in, for varied circumstances. Several non clinical factors have substantial effect on the rates of cesarean section.
Women of higher socio economic status have higher incidence of cesarean section than do women of lower
socio economic status. Trends of higher cesarean section rates are found in teaching hospitals and paying
hospitals. Age and parity of the women influence the cesarean section rates being more in young and elderly
primigravida and grand multipara. The other areas of dispute include the place of cesarean section in breech
delivery, fetal distress and placental abruption. Assisted reproductive technology is more widely used than in the
past and is associated with greater caesarean delivery rates. Obesity, which is a caesarean delivery risk, has
reached epidemic proportions. Primary cesarean deliveries are an important target for reduction, because they
lead to an increased risk for a repeat cesarean delivery. Of particular interest are the cesarean deliveries that are
elective, although the clinical use and implications of the term elective requires clarification. Elective cesarean
deliveries can include medically and obstetrically indicated procedures that generally occur before labour.
Elective cesarean deliveries can also include procedures for which there is no clear medical or obstetric
indication. There is a growing concern that there is a rising rate of the latter Maternal choiceelective primary
cesarean deliveries generate both clinical and ethical controversy and concern®.

1. Aims And Objectives
* To study the incidence, indications for primary caesarean section in multiparous women and analysis of
various related factors

* To study maternal and fetal outcome after primary caesarean section in multiparous women

Il. Materials And Methods

Majority (67.33%) of patients were from the age group 21-25yrs. 79.33% patients were booked cases
and 20.6% were unbooked. Anemia (57%), antepartum hemorrhage (24%), malpresentations and severe pre-
eclampsia (20%) were most frequently encountered antenatal complications in multiparous women. Antepartum
hemorrhage (24%) and fetal distress (24%) were the common indications for cesarean section in multiparous
women. There were no cases of maternal mortality in our study. Paralytic ileus and puerperal sepsis were more

Common post operative morbidity and seen in 3 cases each. 32.66% babies were admitted in NICU.
Most common indications for NICU admissions were meconium aspiration syndrome and prematurity. Perinatal
mortality in the study was 15.6% and among them Antepartum hemorrhage has the highest perinatal mortality
rate of 56.25%.
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3.1Inclusion criteria
e This includes the multiparous women who underwent cesarean section for the first time who have delivered
vaginally in previous pregnancies.

3.2 Exclusion criteria

The study does not include women who had

¢ Delivery of less than 28 weeks.

*  Underwent cesarean section in previous pregnancy, previous uterine surgery or hysterotomy.
*  Secondary abdominal pregnhancy

Information regarding age, socioeconomic status, details about previous conception, antenatal care and
booking status was collected. Complete general physical examination, systemic examination and obstetric
examination was done.

Routine and relevant investigations such as analysis of urine (albumin, sugar, Microscopy), HB gms/dl,
Blood Grouping and Rh typing, VDRL, HIV, HBsAg, RBS were all done. Ultra sound with fetal Doppler study
was done whenever found necessary. Cardio Tocographic monitoring was done during labour to assess fetalwell
being. Period of gestation was derived from history of LMP and clinical examination and confirmed by
ultrasound. Engagement of head during labour, duration of labour, indication for cesarean delivery, colour of
liquor, abnormality of 111 stage, puerperium; weight of baby, maturity, APGAR and congenital malformation are
recorded. Maternal complications like post partumhemorrhage, anemia, toxemia, hydraminos, antepartum
hemorrhage, intra-uterine growth retardation and neonatal morbidity like prematurity, meconium aspiration
syndrome and birth asphyxia were noted.

V. Observation And Results
The 150 patients admitted in our hospital selected for study.

Table-1 : Agewise distribution

Age Group No.of Patients Percentage
16-20 14 9.33%
21-25 101 67.33%
26-30 29 19.33%
31-35 6 4.0%
Total 150 100.00
Age wise distribution
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Table-2 : Gravida wise distribution
Gravida No.of Patients Percentage
Gl 0 0.00%
G2 93 62.00%
G3 43 28.66
G4 10 6.66
G5 4 2.66
Total 150 100%
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Gravida wise distribution
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Table-3 : Parity

Parity No.of Patients Percentage
P1 119 79.33%
P2 25 16.66%
P3 6 4.0%

Total 150 100%

Table-4 : Antenatal Care

Antenatal Care No.of Cases Percentage
Booked 119 79.33%
Unbooked 31 20.6%
Total 150 100%

Table 5: Indications of primary cesarean section in multiparous women

Indications Number of Percentage
patients

Breech 18 12
Cephalic 119 79.33
Footling 1 0.66
Oblique lie 2 1.33
Transverse Lie 5 3.33
Twin Cephalic 3 2%
Twin Footling 1 0.66
Twins Oblique 1 0.66

Indications of primary cesarean section in
multiparous women

1%
1% 1% e
6

H Breech

W Cephalic

M Footling

m Obliquelie

W Transverse Lie
H Twin Cephalic

Twin Footling

Twins Oblique
Table- 6 : Duration of Labour before cesarean
Duration ( Hrs) No.of Patients Percentage
<5 63 42%
6-10 53 35.3%
11-15 2 1.3%
>21 1 0.6%
Not in Labour 31 20.66%
Total 150 100%
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Table -7 : Post.op. Complications

Post operative complications Number of patients
Paralytic ileus 10
Puerperal fever 12
Uneventful 122
Urinary tract infection 6
Total 150
Table — 8: Fetal Outcome
Birth weight in kgs No of Babies
<15 1
1.6-2.0 8
2.1-2.5 23
2.6-3.0 42
3.1-35 41
3.6-4.0 17
>4 13
Total 145
Table- 9 : Neonatal Outcome
Neonatal outcome Number
Live births 149
Term 138
Preterm 11
<34 weeks 2
>34weeks 9
Stillbirths 1
Table 10 : Causes for stillbirth in the study.
Cause Number
Placenta previa 1
Table 11: Neonatal morbidity
NICU admissions umber of babies ercentage
Preterm care 10 29.41
Meconium aspiration syndrome 11 32.35
Birth asphyxia 3 8.8
Neonatal Jaundice 1 2.94
Sepsis 9 26.47
Total 34 100
Table 12 : Perinatal mortality
Cause Number
Placenta previa 1
Table-13: NICU Admisions
NICU admissions Number of babies Percentage
Yes 49 32.66%
No 100 68.66%
Still Birth 1 0.66%
Total 150 100.00%
NICU Admissions
1
mYes
mNo
Still Birth
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V. Discussion
Cesarean section is not the panacea for all obstetric problems but it is an excellent solution when
applied judiciously. 150 cases of primary cesarean sections in multipara done in Siddhartha Medical College /
Govt.General Hospital, Vijayawada from October’2016 to September’2018 were analysed.

5.1 Incidence

The frequency of primay cesarean section in multiparous women in Government General Hospital,
Vijayawada is 5.7% of total primary cesarean sections and 1.25% of the total number of deliveries during the
study period.

Incidence of primary cesarean section in multipara in the present study is 1.25% which is comparable
with Jacob and Bharghav study (2.06%) *'.

Not surprisingly the WHO issued a new statement in 2015 with the headline “Every effort should be
made to provide caesarean sections to women in need, rather than striving to achieve a specific rate” World
Health Organization. WHO Statement on Caesarean Section Rates. Geneva: World Health Organization; 2015
(WHO/ RHR/15.02).

5.2 Indications of Cesarean Section:

The four major indications for cesarean section in multipara in our study were fetal distress,
malpresentations, PROM, antepartum hemorrhage, and fetopelvic disproportions. Each of these indications will
be discussed individually.

5.3 Foetal Distress

Foetal distress as an indication for lower segment cesarean section in multipara is low owing to the
complacent attitude of the patient; and the obstetrician. Incidence of fetal distress as quoted by various authors is
given below

IAUTHOR PERCENTAGE

Jacab et al (1972) 8.6
Klein et al (1963) 7.5
Praagh et al (1968) 7.6
0’ Sullivan (1963) 10.3
Sikdhar et al (1980) 18.8
Vashista et al (1972) 7.4
Present study 24

The incidence of fetal distress in the present study is slightly more as compared to other studies, this
can be attributed to frequent use of cardiotocogram in these recent years as compared to the previous decades.
The frequency of fetal distress in the present study is comparable to Sikdhar and Mithra study.

5.4Cesarean section for cephalopelvic disproportion: 1618 23 3

Author Percentage

Duckman et al (1968) 22

Klien et al (1963) 145

Tancer et al (1959) 17

Jacob et al (1972) 26

Vashista et al (1972) 22

Present study 06

In a study by Duckman et al 22 multipara had primary cesarean section for cephalopelvic disproportion
(4.1% of primary cesarean section) and contracted pelvis was found in 11 cases™. Deflexion of the head and the
size and configuration of vertex have contributed to the relative disproportion in these patients. All patients were
in active labour at the time of cesarean section and Oxytocin stimulation was used in thirteen cases. Although
contraindications to the use of oxytocin have become greatly diminished in the past decade, its use in the
multipara with apparent cephalopelvic disproportion is still hazardous. If used to overcome a dysfunctional
labour with a possible and not definite disproportion, a careful scrutiny with a definite cut off time of the
oxytocin should be practiced.

In the study by Klein et al, incidence of primary cesarean section in multipara was 14.5% (27 cases).
All infants delivered by cesarean section in this series were larger than the largest infant previously delivered
through the vagina'® Klien states that high incidence of forceps deliveries and high mortality as noted in
previous obstetric history were significant pointers to suspected possible disproportion between the fetus and
maternal pelvis.
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From the above studies it is evident that disproportion does occur in multipara, though osteomalacia as
an etiological factor may not be encountered in the present day. It is to be stressed that there is a tendency to
allow even closely observed patients to go too long in a nonproductive type of labour just because they are
multipara.

Klein states that multipara in early labour with foetal head not engaged should receive the same careful
investigation for cephalo-pelvic disproportion that a primigravida would receive. The fact that the multipara has
had one or more vaginal deliveries should be regarded as an optimistic fact but not diagnostic criteria for
spontaneous delivery of the fetus. Reluctance to diagnose this cephalopelvic disproportion leads to a longer
labour, with development of excessive moulding and caput formation which makes the observer to believe that
progress has been made. Many times, delivery with forceps is attempted and fails™.

Duckman et al states that cephalopelvic disproportion in a multipara can be more significant and more
dangerous than in primi because of the delay in recognition. Earliest recognition of its existence is made
possible by more frequent discussion of the problem. Hence the philosophy towards CPD be reevaluated with a
more liberal and earlier use of cesarean section. Cesarean section rate may increase slightly but healthier infants
and mothers will more than offset the slight change in statistics®.

5.5 Malpresentations And Malpositions

Malpresentations are more common in a grand multi and are favoured by a pendulous abdomen and
lordosis of the lumbar spine. Transverse lie is the most common malpresentation encountered. According to
Eastman®, the causes of transverse lie are:
a) Abnormal relaxation of the abdominal wall
b) Pelvic contraction
c) Placenta previa

Frequency of malpresentations in multipara:

Author ercentage
Klien et al (1963) 10.2
Sen (1967) 11.7
Jacob et al (1972) 24
Present study 15

The incidence of transverse lie increases with parity occurring 10 times more frequently in patients of
parity four or more than in a primigravida. Relaxation of the abdominal wall with a pendulous abdomen allows
the uterus to fall forwards deflecting the long axis of the birth canal into an oblique or transverse position.
“Pelvic contraction” and placenta previa act similarly by preventing engagement.

The other malpresentations encountered in multipara are breech, compound presentation, brow and
face. Some of the neglected cases of transverse lie present as hand prolapse. The malposition commonly
encountered in multiparas is occipitoposterior position.

5.6 Uterine Dysfunction

The commonly encountered dysfunction are uterine inertia or inco-ordinate uterine action. Uterine
inertia is especially a feature when associated with multiple pregnancy or hydramnios can be treated by
judicious use of oxytocin in multipara with intensive monitoring.

Reported incidence of uterine dysfunction:

UTHOR PERCENTAGE
acob et al (1972) 4.0
Kasturilal (1972) 9.8
O’Sulivan (1963) 2.6
Praagh et al (1968) 3.08
Sen (1967) 1.1
Present study 2.0

In the present series 2 patients were induced with 25ug of misoprostol vaginally every 6" hourly but even after
48 hours of induction there was no progress of labour and were subjected to cesarean section.

5.7 Bad Obstetric History
Includes previous history of stillbirths or neonatal deaths or consecutive abortions. Most of them undergo
elective lower segment cesarean section.
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Incidence of BOH

IAUTHOR PERCENTAGE

Jacob et al (1972) 5.3

Klein et al (1963) 2.2

Praagh et al (1968) 2.4

0’Sullivan (1963) 1.3

Sen (1967) 6.38
Vashista et al (1972) 12.96
Present study 6.0

The incidence of BOH in the present study is 6.0% which is similar to the incidence in Jacob,
Bharghav and also Sameer Sen’s series.

5.8 Antenatal care:

uthor otal no of cases ooked cases lUnbooked cases
ashista et al (1972) 4 4 (25.93%) 0 (74.07%)
Present study 00 3 (33%) 7 (67%)

The percentage of booked and unbooked cases in the present study is comparable with vashista et al study. Most
of the cases were unbooked in both the studies

Maternal Morbidity and Mortality in Multipara

Author Maternal mortality (%)
Klein et al (1963) 0.5
Sen (1967) 2.12
Jacob et al (1972) 6
Present study nil

Cesarean section is major operative procedure. There is potential for injuries to ureter, bladder, bowel,
blood vessels and lacerations of cervix, vagina and broad ligaments. It also increases the risk of post partum
hemorrhage, pulmonary embolism, paralytic ileus, urinary tract infections and other infections. In our study with
good intra operative and post operative care there was no maternal mortality.

Yoles and Maschiach (1998) Reviewed all deliveries in Israel between 1984-1992 Maternal mortality
rate following cesarean section in multipara is shown below:

Delivery Period MMR /1,00,000 Births
Vaginal 3.6

Cesarean Total 21.8

Emergency 30

Elective 2.8

In this series the causes of maternal mortality are renal failure due to mismatched blood, placenta
previa, septicemia, obstructed labour, threatened rupture™.

5.9 Post operative maternal morbidity

AUTHOR ERCENTAGE
Jacob et al (1972) 18.6
Praagh et al (1968) 10.4
Sen (1967) 20.2
Present study 10
The causes of maternal morbidity ~ were  fever, urinary tract infection, lung

complications, paralytic ileus, wound infection and puerperal sepsis.

Perinatal Mortality in Multipara

AUTHOR PERCENTAGE
Jacob et al (1972) 25.0%
Klein et al (1963) 11.6%
Kasturilal (1972) 19.6%
Praag et al (1968) 7.1%

Sikdhar et al (1980) 13.5%
Present study 15.6%
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Perinatal mortality is very high when cesarean section is performed as an emergency procedure as in
placenta previa, accidental hemorrhage, toxaemia, cord prolapse and obstructed labour. Common causes of
neonatal deaths are prematurity, fetal asphyxia and septicemia.

5.10 Morbidity in second stage cesarean sections:

Intrapartum and postpartum morbidity is more common in second stage cesarean deliveries than the
first stage. According to Alexander James, Leveno, Kenneth et al cesarean deliveries performed in second stage
were associated with longer operative time , epidural analgesia, chorioamnionitis and higher birth weights®. In
our study second stage cesarean section were associated with intraoperative difficulties such as such as uterine
incision extension (2 cases), uterine atony requiring cesarean hysterectomy (1 case) and longer operating time.
45.45% of the patients required intraoperative or postoperative blood transfusion. The mean birth weight of
these babies delivered by second stage cesarean section was 3.25 kg compared to 2.76 kg for the whole study
group. Among the post operative complications 2 patients had wound disruption requiring resuturing. NICU
admissions were seen in 54% of cases. Perinatal mortality rate was 18.18%.

Perinatal Mortality In Multipara

UTHOR PERCENTAGE
Jacob et al (1972) 25.0%
Klein et al (1963) 11.6%
Kasturilal (1972) 19.6%
Praagh et al (1968) 7.1%
Sikdhar et al (1980) 13.5%

Perinatal mortality is very high when cesarean section is performed as an emergency procedure as in
placenta previa, accidental hemorrhage, toxaemia, cord prolapse and obstructed labour. Common causes of
neonatal deaths are prematurity, foetal asphyxia and septicemia.

Not only mothers, babies are also vulnerable to unnecessary risks from rising cesarean section rates.
The first danger to the baby is the 1% to 9% chance that the surgeon’s knife will accidentally lacerate the fetus
(6% in nonvertex presentation). A much more serious risk is respiratory distress syndrome (RDS). Cesarean
section per se is a potential risk factor for RDS in preterm infants and for other forms of respiratory distress in
mature infants. Another distinct hazard is iatrogenic prematurity. Even with repeated ultrasound scans, there
may be errors in judging when to do an elective cesarean section. As cesarean section rates rise, so do premature
births. While in USA more infants were born in 2004 by cesarean section, more were born prematurely and
more were born with a low birth weight in 2004 than in 2003. Both RDS and prematurity are major causes of
neonatal mortality and morbidity*.

The important causes of fetal mortality being antepartum hemorrhage, obstructed labour with
intrauterine death and cord prolapsed and associated medical disorders like diabetes mellitus.hazardous. If used
to overcome a dysfunctional labour with a possible and not definite disproportion, a careful scrutiny with a
definite cut off time of the oxytocin should be practiced.

In the study by Klein et al, incidence of primary cesarean section in multipara was 14.5% (27 cases).
All infants delivered by cesarean section in this series were larger than the largest infant previously delivered
through the vagina'.Klien states that high incidence of forceps deliveries and high mortality as noted in
previous obstetric history were significant pointers to suspected possible disproportion between the fetus and
maternal pelvis.

From the above studies it is evident that disproportion does occur in multipara, though osteomalacia as
an etiological factor may not be encountered in the present day. It is to be stressed that there is a tendency to
allow even closely observed patients to go too long in a nonproductive type of labour just because they are
multipara.

Klein states that multipara in early labour with foetal head not engaged should receive the same careful
investigation for cephalo-pelvic disproportion that a primigravida would receive. The fact that the multipara has
had one or more vaginal deliveries should be regarded as an optimistic fact but not diagnostic criteria for
spontaneous delivery of the fetus. Reluctance to diagnose this cephalopelvic disproportion leads to a longer
labour, with development of excessive moulding and caput formation which makes the observer to believe that
progress has been made. Many times, delivery with forceps is attempted and fails'.

Duckman et al states that cephalopelvic disproportion in a multipara can be more significant and more
dangerous than in primi because of the delay in recognition. Earliest recognition of its existence is made
possible by more frequent discussion of the problem.
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VI. Conclusion

Multiparity is a problem associated with poverty, illiteracy, ignorance and lack of knowledge of the
available antenatal care and family planning methods. A multipara who has earlier delivered vaginally may still
require a cesarean section for safe delivery. Primary cesarean sections in multipara constitute only a small
percentage of total deliveries (1.99%) but are associated with high maternal and fetal morbidity.

Anemia, antepartum haemorrhage, malpresentations and severe pre-eclampsia were most common
associated preoperative complications. Fetal distress (24%), antepartum haemorrhage (24%), malpresentations
(15%) and fetopelvic disproportions (6%) were most common indications for cesarean sections. The highest
maternal morbidity (90.9%) in the study was seen in patients undergoing second stage cesarean sections and the
highest perinatal mortality (56.25%) was seen in women with antepartum haemorrhage.

Good intrapartum and postpartum care have eliminated maternal deaths in our study. Unrecognized
cephalopelvic disproportion leading to obstructed labour (in referred cases) has increased the maternal
morbidity. Hence a multiparous women in labour requires the same attention as that of primigravida. Good
antenatal and intrapartum care and early referral will reduce the maternal and perinatal morbidity and mortality
in multipara.
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