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ABSTRACT

OBJECTIVE
To study indications and outcome of primary cesasggction in multigravida.

To study the incidence of primary cesarean sed@tionultigravida.

MATERIALS AND METHODOLOGY

The present cross sectional observational stualy a@nducted at, Dr Prabhakar
Kore Hospital and MRC, Belagavi attached to KAHER@&wvaharlal Nehru Medical
College during period of January 2021 to June 2022. Data was collected from the
patients record of all multigravida women who hadergone cesarean section for the
first time. The data obtained was coded and enterddicrosoft excel worksheet.
The categorical data was expressed in terms okep&rge and continuous data was

expressed as mearstandard deviation.

RESULT

Total number of deliveries conducted between Jan@8P1 to June 2022
were 5181. Incidence of primary cesarean sectiomuitigravida was 5.79%. Fetal
distress was the most common indication followed roglpresentation, thick
meconium-stained liquor with non-reassuring CTGyese pre-eclampsia and
eclampsia. Extension of uterine incision was thestmocommon intraoperative
complication. The most observed post operative digatpn in the present study
were wound gape, fever, post spinal headache, abdbdistension. There were 320
live birth ,3 fresh still births,1 macerated shirth. Majority of the babies had a birth
weight between 2.6 to 3.0 kg with g() average APG#RBre of 7. There were 59

perinatal deaths with prematurity and sepsis doutirig the major part.



CONCLUSION

Our study has shown that multigravida is associafigid unfavorable maternal
and fetal outcome, hence multigravida should receigiequate obstetrics care. The
most effective approach to reducing overall motigdirelated to cesarean delivery is
to avoid the first cesarean. This mandates the né&atget driven restrictions on the

primary cesarean delivery
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I ntroduction

INTRODUCTION

Cesarean section is the delivery of an alive oddetus through an abdominal
uterine incision after the period of viability exding abdominal pregnancy and
removal of the fetus following uterine ruptliré cesarean section performed for the
first time on woman is known as primary cesareati@@ . Women who have one or

more than one viable birth are called multipara.

Cesarean section is one of the most common majeratipe procedure
performed worldwidé Cesarean section has become a global epidemiecint
decades, with approximately a third of women givioigh using cesarean section in

the world today.

Globally, 29.7 million births 21.1% via cesarearmtsm took place in 2015,
about twice as many as the equivalent rate in 20DQA%. According to Vital
Statistics Rapid Release July 2022, the rate ré6én12020 reaching 21.9% and 2%

reaching 22.4% in 202%.

According to NFHS-5 2019-21, the cesarean sectda in total was 21.5%
comprising about 32.3% in urban and 17.6% in rarah4. As compared to NFHS-4

an increase of 4% is seen.

The WHO recommends a cesarean section rate of #2However, WHO
formally retracted its prior recommendation ratel6f6 in June 2010, stating that it
must on women's medical needs rather than aimingafepecific rateDr Bethel
Solomon's 1934 paper “The Dangerous Multipara” mestthe need to remove the
false notion that primigravida denotes difficulb¢aur and multipara denotes easy

labour?. Obstetricians generally believe that first pregmes and pregnancies after
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I ntroduction

cesarean sections are high-risk pregnaActhough multiparous women who have
previously delivered normally are seen as beinthénlow-risk group, in actuality we

see unfavourable obstetric outcomes in these wasaevelf.

In multigravida women who have previously experahaineventful vaginal
deliveries, a false sense of security often preyddading to neglect in attending
routine antenatal check-ups increasing the ristofat Multigravida is more prone to
anaemia, malpresentation, haemorrhage, and uteringure. However if
multigravida has previously given birth vaginally @ full-term child, she may still
have cephalopelvic disproportionMalpresentations are favoured in multigravida
patients by a pendulous abdomen and lumbar spndedis, and in many case, the

fetus does not engage in the pelvis until labogjirize

The primary cesarean rate has become a major drivire total cesarean
rate. 50% of the increase in cesarean deliveriéseatinstitution was attributed to an
increase in primary cesarean delivetiEse number of primary cesarean deliveries is

rising, in addition to the annual incidence rate®tal cesarean deliveries

The objectives of this study were to characteriee indications for primary
cesarean delivery and to identify opportunitiefoteer the primary cesarean rate. The
current study was carried out to determine thedente of primary caesarean section
in multigravida, to investigate the indications farprimary caesarean section in
multigravida ,and to investigate the maternal ardnatal outcome. Understanding
the factors leading to primary cesarean deliveisesssential to reducing the total

cesarean rate.
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Aims and objectives

AIMSAND OBJECTIVES

PRIMARY OBJECTIVE:

To study indications and outcomes of primary cesarean section in multigravida

SECONDARY OBJECTIVE:

To study the incidence of primary cesarean section in multigravida.
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Review of literature

REVIEW OF LITERATURE

HISTORY

Cesarean is derived from the Latin word “ caedarkith means to cBitThe
term cesarean has been debated throughout Histbiy believed to be derived from
Julius Caesar's birth, it is highly improbable thé& mother, Aurelia, might have
survived the operation; her knowledge of her sBn®pean invasion numerous years
later indicates that she managed to®li\Burgical delivery was dedicated to instances
when the woman was dying or dead all through Céetare.

Under Numa Pompilius | ("Lex Regia"), Roman lawuiggd surgical removal
of the fetus before the actual funeral of the dpeghnant woman; religious edicts
were subject of a special funeral for the mothed tre infant. Before Guillimeau's
1598 publication, which introduced the term sectibe preferred term was caesarean
operatiof.

The first written account of a cesarean birth wheth the mother and the
baby survived comes from Switzerland in 1%Qlacob Nufer performed this on his
wife. Even after many days of labour and with thsistance of thirteen midwives, the
woman was unable to deliver the fétusfter receiving approval from the local
authorities, the desperate husband Jacob Nufer &ri€aesarednThe mother and
child both lived and the woman survived and went ton have five more
childrer?.Although there have been isolated accounts ofreasabirths saving heroic
lives for hundreds of years, the procedure did metome a standard element of
obstetric practice until the latter half of the i @entury.

This happened at the same time that birthing shiftem being primarily a
midwifery event, in rural settings to an experierinside an urban motherhood

hospitat!. The development of maternity hospitals acros®fiin the 18th and 19th
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centuries established the groundwork for obstett@wsbecome a hospital-based
specialty®. In contrast to destructive techniques like crtority or high forceps
delivery, which were frequently linked to major fakinjury, deep maternal pelvic
lacerations, and long-term damage to the matetadtler and anal sphincter, with the
use of laudanum syrup and chloroform anaesthes@rean section, became popular
to treat obstructed labddr

CD mortality rates, on the other hand, remainedeedimgly high, with
infection and haemorrhage being the predominantesaof postoperative fatalities.
Primitive surgical procedures and a lack of asefgthinique worsened morbidity
Surgeons sought to finish the procedure withouirsug the uterus because they were
concerned that the suture material would createctidn and that the uterus would
recover better through secondary intenttfon

In 1769, Lebas proposed suturing the utér8ince they were believed to be
impossible to remove after the cavity is closedusas were not usedl Eduardo
Porro promoted the removal of both ovary and Faloptubes and subtotal
hysterectomy in 1876 to stop bleeding and prepestoperative infectich
Shortly after the usage of internal suturing ussilger-wire stitches developed by
gynaecologist J. Marion Sims. Two German obsteingj Ferdinand Adolf Kehrer
and Max Séanger proposed a transverse incision eofidver uterine segment, just
above the internal cervical os, and introduced twidyer closure methods in the
early 1880%.

Hermann Johannes Pfannenstiel 1900, a Germanegyiogist, described a

curvilinear suprapubic incision, also known as lipeskin incisiort®. The location of
the uterine incision was given more consideratiany surgeons started employing

horizontal uterine incisions between 1890 and 1925
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The lower segment uterine incision and Pfannensk#l incision were popularized
by John Martin Munro Kerr, professor in midwifery @lasgow university, who is
regarded as the "father" of the modern cesareawedgel’. There was a decrease in
the number of infections and incisional hernias atetine ruptures as compared to
vertical incisiof. However, extraperitoneal cesarean was recommehygelrank,
Veit and Fromme , Latzko , and Beck around 1900snBhough it was known from
the start of the 20th century that the verticalsgion has a higher incidence of wound
gape and incisional hernia, cosmetically inferibnvas the most commonly used in
still 19708.

The incidence of peripartum infections significgntlecreased once penicillin was
developed in the 1948sThere was less of a necessity for extraperitodissection
as antibiotic therapy developedhe use of CD in obstetrics increased as teclyyolo
advanced, making use of uterotonics, better anasthand blood transfusions
availablé. Over the past 40 years, there has been a libafialn of the use of

cesarean delivery in developed nations becauds pfésent safety and efficady
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INDICATION OF PRIMARY CESAREAN SECTION?®

Preeclampsia
Other obstetric 3%
indications :

4%

Multiple gestation
7% Macrosomia
4%
Maternal request
3%

Maternal-fetal
5%

Indications for Primary Cesarean Delivery. (DatanirBarber EL, Lundsberg
LS, Belanger K, et al. Indications contributingtie increasing cesarean delivery rate.

Obstet Gynecol. 2011;118:29-38.)

Mater nal-Fetal I ndications

Most CDs are performed for conditions that mightéga threat to both mother
and fetus if vaginal delivery occurféd Complete placenta previa and placental
abruption with the potential for haemorrhage aeackxamplés. Dystocia presents a
risk for both direct foetal and maternal traumag @&nmay also compromise foetal

oxygenation and metabolic stattis
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Foetal Indications

Foetal indications are primarily recognized by meassuring FHR with the
potential for long-term consequences of metabolitasis®. Continuous FHR
monitoring is associated with a significant redoictin neonatal seizures and remains
the most commonly used modality for foetal moniigrin labor. Scalp stimulation
can be used to ameliorate the high false-positite of continuous FHR monitoritfy
Other foetal indications for CD include malpreséinta such as a breech, and more
than 90% of these fetuses in singleton gestatiomslelivered by cesarednActive
maternal genital herpes infection is an indication CD to reduce the risk for
transmission of infectiod. Suspected macrosomia or the potential for foetaima
are indications for CD only in rare circumstandestuses with certain birth defects,

such as hydrocephalus with macrocephaly have imadity undergone CB.

Maternal Indications

Maternal indications for CD are relatively few acah be considered medical
or mechanicalCertain maternal cardiac conditions, such as atedl aortic root{4
cm) with Marfan syndrome, are indications for CDattnal central nervous system
abnormalities in which increased intracranial puessvould be undesirable, such as
accompanying the second stage of labor, have efstwlrecommendations for €D
Alterations in the capacity of the maternal pelgisn be indications for CB
Mechanical vaginal obstruction as a result of melviasses such as lower segment
myomata is examplés Finally, women with massive condylomata and prima

herpes infection at term may also require?€D
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Cesarean Delivery on Maternal Request

As CD has become safer, women have occasionallsesspd a desire for a
cesarean without a medical indicafionThis clinical scenario has been recently
called “cesarean delivery on maternal request.” THo& of specificity of the term
“elective” suggests the most reasonable and prudantse of action is, rather than
using that term, to document the specific indigatiavhether medical or
nonmedical—for the intervention or procedure (i.€D on maternal request)
Occasionally CD is performed on maternal requesabige of a fear of excessive pain
and fear of damage to the vagina and perirféufear of childbirth is present in about
3% to 8% of women, who should be reassured of atequmaternal pain relief in
labor. Increased maternal risks attributed to valgitelivery also include urinary and

faecal incontinence, pelvic prolapse, and sexusfuhctiorf?.
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POSSIBLE FACTORSAFFECTING PRIMARY CESAREAN SECTIONZ?7

Health Care System

= Type of health system
= Budget constraints
= Cultural /political trends

= Service organization /structure

PRIMARY CESAREAN SECTION

/ \

Social Factor
Health Care Provider

Social /cultural trends
= (Clinical factors of the mother

Socio -economics background of the
= Clinical factors of the child

woman
= QObstetrics history

Educational level of woman and partner _
= Economic factors

Family support /influence
= Medio-legal aspects
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Savita Somalwar &&l conducted a cross-sectional Study of Primarsa@san
Section in Multiparous Women in Central India a tbepartment of Obstetrics and
Gynaecology, N.K.P. Salve Institute of Medical ®cies, Nagpur, Maharashtra, India
and the Department of Obstetrics and GynaecologyesA Institute of Medical
Sciences & Research, Bathinda, Punjab, India fom@hths from December 2014 to
30 November 2016. Non-reassuring foetal status j4alpresentation (13%) and
thick meconium-stained liquor (13%) were the thmeest predominant reasons for
primary caesarean delivery in the majority of ngrivida women. The incidence of
primary cesarean section in multiparous women wd8% of all deliveries and
10.89% of all cesarean sections. Postpartum habager (12%) was the most
frequent intraoperative complication. fever (6%%l avound discharge (5%) were the
most frequent postoperative problems3. Out of & Babies, 70 (34.14%) infants
were admitted to the NICU, 60 (30.73%) had newbarorbidity and 7 (3.41%)
experienced neonatal death. 35 (17.07%) Premataby bare was the newborn
morbidity that was most prevalénfThe limitation of the study was small sample size
and socioeconomic status were not studied.

Jyothi H Rao éf al performed a cross-sectional study of primargseaean
section in multiparous women at Basaveshwar tegchimd general hospital and
Sangameshwar hospital in Gulbarga for 18 month& fifimary caesarean rate in
multigravida was 10.28%. The most indication waslpmesentation (33.5%),
antepartum haemorrhage (23.5%) and CPD (18.5). d#%omen experienced
postoperative morbidity wound infection (7.5%), UT2.0%), febrile morbidity
(3.5%), respiratory infections tract infectionsdasecondary PPH (0.5%). 14 of 200
babies were stillborn due to cord prolapse, abonptplacenta previa, and obstructed

labor?®. There was 33 NICU admission due to septicemia,SiMABonvulsion and

Page 11



Review of literature

congenital anomaly. The limitation of the study viasaoperative complications and
demographic variables were not studied.

US Hangarga et @ conducted an observational study From January 2918
December 2018 on a clinical trial on primary caeaar sections in multiparous
women in District Hospital in Dharwat The incidence of primary cesarean section
in multiparous women is 2.7%. The most common iatiie of primary cesarean
section is severe oligohydramnios (22%), foetaltréss (15.4%) and breech
presentation (14%). 48 out of 84 patients requipdabd transfusions during or
immediately after surgery. post-operative morbiavgs seen in 6 cases i.e 1 paralytic
ileus, 2 puerperal fever,1 urinary tract infectiand 2 wound gaping. 7 (8.4%) of 87
were stillbirths of which 2 (28.5%) placenta pre\2a(28.5%) fetal distress, each one
case of abruption placenta (14.2%), cord prolaggk2@6) and obstructed labor
(14.2%) .limitation of the study was small sampieesand information regarding
NICU admission is not mentioned.

Nidhi Meena et & conducted a retrospective, record-based resedrtiheo
indication of primary caesarean section in multiga hospitalised at the Department
of Obstetrics and Gynaecology, Jhalawar Medicallegel from January 2021 to
march 2021. 208 patients in all were involved ie tesearch. The most common
three indications for primary LSCS in multigravigatients were fetal distress 46
(22.22%) cases followed by malpresentation in 33@%) cases, meconium-stained
liquor with fetal distress in 23 (11.05%). The lation of this study is that it was
purely a record-based study, small sample sizepsatdrnal and fetal outcomes were
not studied.

Desai E. et & conducted a randomised hospital-based study ofapyi

caesarean sections in multipara in the Dhiraj Ganetospital's Obstetrics and

Page 12



Review of literature

Gynecology Department in Pipariya, Ta-Waghodia, &sta, Gujarat, India. The

most common indication was fetal distress 22 (Z&BHAPH 19 (22.09%), CPD 17

(19.77%) and abnormal presentation 15 (17.44%j)aternal morbidity was seen in
23 cases of which wound sepsis 9 (10.47%), abddndiiséension 12 (13.95%),

pyrexia 10 (11.63%), and UTI 2 (2.33%). The limdat of the study was small

sample size, incidence of primary cesarean seetiwh neonatal outcome were not
studied.

P. Sree Sailaja et *lconducted a prospective Study of Primary Cesarean
Section in Multigravida at the Obstetrics and Gywdegy Department at GIMSR
Teaching Hospital From January 2017 to DecembeB2Tte incidence of primary
cesarean section in multigravida was 6.34%. Thet smamon indication of primary
cesarean section in multigravida was fetal distr¢29.5%), Cephalopelvic
disproportion occurred (17% ), and malpresentafidh5%). 15.8% of patients had
intraoperative complication of which atonic PPH .BI7P6), traumatic PPH (4.21%)
.Puerperal pyrexia (23.10%) was the most commont-qquerative complication.20
(21.05%) infants were admitted to the NICU of whinkconium aspiration 7 (7.37%)
and birth asphyxia 4 (4.2%) were two most commamsesa. The limitation of the
study was small sample size and socioeconomicsstetre not studied.

P Begum et &f conducted a study on the Indication and Outcon@esfarean
Section in Multigravida Women with a History of Magl Delivery in a Tertiary Care
Hospital at the Department of Obstetrics and Gyolagy in Diabetic Association
Medical College Hospital in Faridpur, Bangladestween April 2016 and July 2017.
The most common indication of primary cesareani@®dn multigravida is fetal
distress 37 (33.6%), obstructed labor 12 (10.9%) lareech 12 (10.9%) .27 of 110

had the post-operative complication of which 129%0). sepsis, URTI 9 (8.2%),
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wound infection 3 (2.7%), postoperative ileus 28%%), and PPH 1 (0.9%). 105
(95.5%) of the new-borns survived the biftl8 (2.7%) stillbirths and 2 (1.8%) new-
borns deaths were observedrhe limitation of the study was a small sampke sthe
socioeconomic status, incidence of primary cesareaction and intraoperative
finding and complication were not studied.

Preeti Bajaj et af* conducted a prospective, randomised trial A Statly
Primary Cesarean Section in Multipara Between Au@@5 and August 2016 at
Government Medical College, Bhavnagar. The incidesfgorimary caesarean section
in multipara was 5.2%8. Foetal distress (25%) ,APH 33 (15.2%) and prarapkia
26 (12%) were common indication for primary cesaresection. Abdominal
distension 30 (13.8%) and wound sepsis 12 (5.5% wee most common maternal
morbidity. 44 ( 20.37%) babies were admitted to MIT'he limitation of the study
was the small sample size and intraoperative fondind complication, information

regarding NICU admission were not studied.
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M. Mallika et af® conducted prospective research Clinical Study rah&y
Cesarean Section in Multiparous Women at the Gowdibhl Hospital in
Ananthapuramu from January 1 to August 31, 201% Titidence of primary
cesarean section in multigravida is 4.9%. Fetatres (25%), malpresentations
(23.3%), placenta previa 13(10.9%) were the mostnaon indication .35(29.16%) of
120 had maternal morbidity of which wound sepsi8.B%), abdominal distension
5(4.2%) were most common causes. 37(30.83%) of Hdtfles were admitted to
NICU of which preterm care 14(37.8%), MAS 12(32.48ay birth asphyxia 3(8.1%).
The limitation of the study was small sample sizel &ocioeconomic variables,
intraoperative findings and complications, extendgxrative procedure were not

studied.

Summary of review of literature of various studies:

Prevalence of primary cesarean section was ab®%i %.to 10.28%,

Indications of primary cesarean section were fdisiress, malpresentation ,
APH 28-34 .

Maternal complications of primary cesarean sectbdominal distension ,
wound gaping®34

Fetal complications of primary cesarean sectionewpreterm delivery ,

meconium aspiratioff34.

Multiparous women who had previous vaginal delieermay still require a
cesarean section for safe outcome of mother antdso&@hough vaginal delivery is
always safer than cesarean section, difficult vagdelivery and obstructed labour
carries more morbidity and perinatal mortality whesmpared to elective cesarean

section, Previous vaginal delivery
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Review of literature

gives the patient as well as her relatives a fatsgse of security. In many
cases, a cesarean becomes mandatory. The faet thaltipara has had one or more
vaginal deliveries should be regarded as an opitnisistorical fact, not as a

diagnostic criterion for spontaneous delivery @& gregnancy at hand.
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Methodol ogy

MATERIALS AND METHODS
This study was conducted at Dr Prabhakar kore itidsgnd MRC, Belagavi
attached to KAHER'S Jawaharlal Nehru Medical Catleduring the period of

January 2021 to JUNE 2022.

STUDY DESIGN- A Cross Sectional study

STUDY PERIOD - 1 year 6 months (January 2021 to June 2022)

SOURCE OF DATA

The data was collected from the patient recdrallanultiparous women who
have undergone cesarean section for the first &ni@r Prabhakar kore Hospital and

MRC, Belagavi attached to KAHER’S Jawaharlal Nekfiedical College.

SAMPLE SIZE

The minimum sample size formula based on prevaleateds

_zZP(1-p)

n 72

where P is the percentage of prevalence and ceipdhcentage likely difference in

the prevalence.

Z, is linked with the level of significance. For 5&vel of the significance,z= 1.96.
Ref:

With P = 28.6% and d = 10% of P = 25%, the samigkeis 280

To get confirmative result, sample size can beciased up to 300
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Methodol ogy

OBJECTIVE

PRIMARY OBJECTIVE:

To study indications and outcomes of primary cemasction in multigravida.

SECONDARY OBJECTIVE:

To study the incidence of primary cesarean sedtionultigravida.

SELECTION CRITERIA

Inclusion criteria-

Gestational age more than 28 weeks.

Multigravida who underwent primary cesarean section

Exclusion criteria-

Patient who had a previous cesarean section oefogsmy

Patient not willing to participate in study

ETHICAL CLEARANCE

Before the commencement of study, the ethicadralece from the ethical and

research committee, Jawaharlal Nehru medical oallBglagavi was obtained.

(Annexure 3 ketter number MDC/DOME/180 dated 25/01/2021)

WAIVER OF CONSENT- waiver of consent was sought and obtained adadéd

was procured through the patient record, beforetmemencement of study
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Methodol ogy

STATISTICAL ANALYSIS

The data obtained was coded and entered in Miftrexcel worksheet. The
categorical data was expressed in terms of pemengnd continuous data was

expressed as mearstandard deviation.

METHOD OF COLLECTION OF DATA

All the multigravida women who have previouslyidered vaginally admitted in
labor room or ward above 28 weeks of gestation& agd underwent cesarean
section for the first time were recruited in thedst and data was collected using

proforma.

Data regarding age, socioeconomic status, regjstr status, risk factor, period
of gestation, stage of labor, indications of cesarsection, intraoperative findings,
blood loss, extended operative procedure, neonatabme, APGAR score at 1 min
and 5 min, birth weight, gender, NICU admissiormgdal transfusion, post operative

complications, condition of neonate at dischargesveellected from case record.
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Results

RESULTS

CONSORT DIAGRAM

TOTAL NUMBER OF DELIVERY - 5181

DURING JANUARY 2021 TO JUNE 2022

EXCLUDED

2890
| >

PRIMIGRAVIDA

N

1152 DELIVERED
VAGINALLY

1738 UNDERWENT
PRIMARY CESAREAN
SECTION

TOTAL NO OF MULTIGRAVIDA -2291

EXCLUDED

1991 [

v MULTIGRAVIDA

761 DELIVERED
VAGINALLY

1230 UNDERWENT
REAPT CESAREAN
SECTION

TOTAL NO OF MULTIGRAVIDA WHO UNDERWENT PRIMARY

CESAREAN SECTION -300 CASES
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Results

Table 1. Type of delivery(vaginal and L SCS)wise distribution

Type of delivery Number
Percentage (%)
n=5181

Total no of Primigravida who delivered vaginally 5P1 22.24
Total no of Primigravida who underwent primary

1738 33.55
cesarean section
Total no of multigravida who delivered vaginally 6T/ 14.69
Total no of multigravida who underwent repeat

1230 23.73
cesarean section
Total no of multigravida who underwent primary

300 5.79
cesarean section
Total 5181 100
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Results

M Multigravida who
underwent primary
cesarean section , 300,
5.79% M Primigravida who
delivered vaginally ,
1152, 22.24%

M Multigravida who
underwent repeat
cesarean section

1230, 23.74%

761, 14.69%

M Primigravida who
underwent primary
cesarean section,
1738, 33.55%
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Results

Table 2: Agewisedistribution

Agein years Number n=300 Per centage (%)
18-20 years 7 2.33
21-25 years 90 30
26-30 years 158 52.67
31-35 years 35 11.67
36-40 years 10 3.33

Total 300 100

Mean age of women was 25.6 years . In present stodyng 300 subjects,158 subjects

(52.67%) were between age group of 26-30 yearssudfects (30%) were aged

between 21-25 years of age, 35 subjects (11.68r® aged between 31-35 years of

age ,10 subjects (3.33%) were between 36—40 ydéaagep and 7 subjects (2.33%)

were in the 18-20 years of age .
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Agewisedistribution
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Results

Table 3: Socioeconomic status distribution.

Socio-economic status Number n=300 Per centage(%)
Class 1 88 29.33
Class 2 78 26
Class 3 52 17.34
Class 4 15 5
Class 5 67 22.33
TOTAL 300 100

According to  modified B.G Prasad classification omm 300 subjects,88
subjects(29.33%) belonged to class 1(upper cl&syBjects (26%) belonged to class
2(upper middle), 52 subjects (17.34%) belongedclass 3(middle class), 15
subjects(5%) belonged to class 4(lower middle {J&&& subjects (22.33%) belonged

to class 5(lower class).
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Table 4: Antenatal registration

Results

Registration Number n=300 Percentage(%)
Registered 138 46
Unregistered 162 54
Total 300 100

Registered antenatal case meaning minimum of 4nat#kvisit. In present study
among 300 subjects maximum number of women weregistered 162(54%) and

138(46%) were registered.

Table5: Risk wisedistribution

Typeof risk Number n=300 Per centage(%)
Low risk 68 22.67
High risk 232 77.33

Total 300 100

In the present study, 232(77.33%) women were ih higk category
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Table 6: Gravida based distribution

Gravida Number n=300 Per centage(%)
G2 204 68
G3 80 26.67
G4 14 4.66
G5 2 0.67
Total 300 100

In present study among 300 subjects 204 subjé8e)Y had 1 prior vaginal delivery,
80 subjects (26.67%) had 2 prior vaginal delivelr§, subjects (4.66%) had 3 prior

vaginal delivery, and 2 subjects (0.67%) had drmpraginal delivery.
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Results

Table 7: Period of gestation distribution

Period of gestation Number n=300 Per centage(%)
28 to 31 weeks 8 2.67
32 to 33 week$ 7 2.33
34 to 36 week$ 69 23
37to 39 week$ 160 53.33
40to 41 weekK$ 53 17.67
>42 weeks 3 1
Total 300 100

In present study among 300 subjects 160 subjg8t83%) were between 37 weeks to

39 weeks® POG, 69 subjects (23%) were between 37 week8 wegks day$ POG

, 53 subjects (17.67%) were between 40 weeks t@édksi®d POG, 8 subjects (2.67%)

were between 28 weeks to 31 weEKBOG, 7 subjects (2.33%) were between 32 weeks

to 33 weeks® POG and 3 subjects (1%) more than 42 weeks POG.
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Results

Table 8: Emergency v/sElective

Type of cesarean section Number n=300 Percentage(%)
Preterm emergency 64 21.33
Preterm elective 24 8
Full term emergency 185 61.67
Full term elective 27 9

Total 300 100

In present study among 300 subjects 185 subj@&dt${%) underwent full term
emergency cesarean section , 64 subjects (21.38#grwent preterm emergency
cesarean section ,27 subjects (9%) underweniiuli elective cesarean section and 24

subjects (8%) underwent preterm elective cesarectios.

Page 33
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Results

Table 9: Stage of labor

Stage of labor Number n=300 Per centage(%)
Before onset of labor 51 17
First stage 245 81.67
Second stage 4 1.33
Total 300 100

In present study among 300 subjects primary caaasection were done
in 51 subjects (17%) before onset of labor , 24%esxtis (81.67%) in first

stage of labor and 4 subjects (1.33%) in secorgkstalabor.

Page 35



Results

250

200

150

100

50

BEFORE ONSET OF LABOR

Stage of labor

-

FIRST STAGE

B NUMBER N=300

SECOND STAGE

B PERCENTAGE(%)

Page 36



Results

Table 9: Indications

Indications Number | Percentage(%)
n=300

Fetal distress 67 22.33
Malpresentation 42 14
Thick meconium stained liquor with non - 30 10
reassuring NST
Severe pre-eclampsia and eclampsia 27 9
Twin gestation 24 8
Fetal growth restriction with doppler changes 23 7.67
Antepartum haemorrhage 16 5.34
oligamnios 16 5.34
CDMR 14 4.67
Cephalopelvic disproportion 10 3.33
Precious pregnancy 10 3.33
BOH 6 2
Deep transverse arrest 3 1
Failed induction 3 1
Cervical dystocia 1 0.33
Obstructed labor 1 0.33
Others 7 2.33
Total 300 100

The most common indication were fetal distress BA2%), malpresentation 42(14%)

,thick meconium stained liquor with non -reassuriNgT 30(10%), severe pre-

eclampsia and eclampsia 27(9%).
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Results

Tablell: Intra operative findings

I ntr aoper ative complication Number Per centage=69.32
n=208 (%)
Thick msl 62 20.66
Cord around neck 42 14
Placenta previa 12 4
Extension of incision 30 10
Retroplacental clots 5 1.67
Blood stained liquor 4 1.33
PPH 4 1.33
Thinned out lower segment 32 10.67
Bladder injury 1 0.33
Couvelaires uterus 3 1
Fibroid 9 3
Ovarian cyst 4 1.33
Total 208 69.32

In present study among 300 subjects 208( 69.32%)ests had significant intra

operative findings of which 62 subjects (20.66%¢k msl, 42 subjects (14%) cord
around the neck, 32 subjects (10.67%) thinnedmmét segment , 30 subjects (10%)

extension of uterine incision , 12 subjects (4%gcphta previa, 5 subjects (1.67%)

retroplacental clot , 4 subjects (1.33%) blood redi liquor , 3 subject1%)

couvelaires uterus, 9 subjects (3%) fibroid , 4jecis (1.33%) PPH,4

subjects (1.33%) ovarian cyst.
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Results

Table 12:Extended operative procedure

Extended operative procedure Number n=50 Percen'z;og;ac 16.65
Repair of extension 30 10
Uterine artery ligation 10 3.33

B/L internal iliac artery ligation 2 0.66
Hayman suturing 6 2
Peripartum hysterectomy 1 0.33
Bladder repair 1 0.33
Total 50 16.65

In  present study among 300 subjects 50 subje@@$%%) underwent extended
operative procedure of which 30 subjects (10% giregf uterine extension, 10 subjects
(3.33%) uterine artery ligation, 6 subjects (2%lyhhans suturing , 2 subjects (0.66%)
B/L internal artery ligation, 1 subjects underwénth bladder repair and peripartum

hysterectomy accounting to (0.66%).
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Results

Table 13: Post operative complication

Per centage=29
Post oper ative complication Number n=87

(%)
Abdominal distension 12 4
Wound gape 21 7
Paralytic ileus 3 1
Fever 16 5.33
Urinary tract infection 6 2
Upper respiratory tract infection 13 4.34
Post spinal headache 16 5.33
Total 87 29

In present study among 300 subjects 87(29%) luastl gperative complication 21
subjects (7 %) wound gape, 16 subjects (5.33%]) fext® subjects (5.33%) post spinal
headache, 12 subjects (4%) abdominal distensiosylijécts (4.34%) URTI ,6 subjects

(2%) UTI and 3 subjects (1%) paralytic ileus.
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Post operative complication
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Results

Tableld: Need for blood and blood products

Blood transfusion Number n=300 Per centage(%)
Yes 34 11.33
No 266 88.67
Total 300 100

In the present study 34 (11.33%) subject needentldnd blood products

Table 15: Outcome of birth

Condition of baby Number Per centage(%)
n=324
Live birth 320 98.76
Fresh still birth 3 0.93
Macerated still birth 1 0.31
Total 324 100%

In the present study there were 320 (98.76%) livid, b3 (0.93%) fresh still birth and

1 (0.31%) macerated still birth.
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Results

Table 16: Birth weight distribution

Birth weight Number n= 324 Per centage(%)
0.7-1.0 kg 6 1.88
1.1-1.5 kg 24 7.40
1.6-2.0 kg 37 11.42
2.1-2.5 kg 63 19.45
2.6-3.0 kg 86 26.55
3.1-3.5 kg 83 25.60
3.6-4 kg 24 7.40

> 4.1 kg 1 0.30
Total 324 100

In present study among 300 deliveries in ordéreguency 86 babies (26.55%) were
between 2.6 -3.0 kg, 83 babies (25.60%) were bet8ek 3.5 kg, 63 babies (19.45%)
were between 2.1-2.5 kg, 37 babies (11.42%) wetevdsm 1.6-2.0kg, 24 babies

(7.40%) were between 3.6 kg-4 kg, 24 babies (7.40%e between 1.1-1.5 kg, 6

babies (1.88%) were between 0.7-1.0 kg and 1 baBp¥%) more than 4.1 kg .
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Results

Table 17:APGAR scoreat 1 min

APGAR scoreat 1 min Number n=324 Percentage(%)
0 4 1.23
1 1 0.30
2 1 0.31
3 1 0.31
4 54 16.67
5 21 6.48
6 36 11.11
7 110 33.95
8 54 16.67
9 42 12.97

Total 324 100

In present study mean APGAR score at 1 min is#.Q.b6.
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Table 18:APGAR scoreat 5 min

Apgar scoreat 5 min Number n=324 Percentage(%)
0 4 1.20
1 1 0.30
2 6 1.80
3 1 0.30
4 66 20.50
5 34 10.60
6 24 7.50
7 56 17.40
8 102 31.70
9 30 8.7

Total 324 100

In present study mean APGAR score at 5 min is&2%0.
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Results

Tablel9: Indication for NICU admission

Cause of NICU admission Number n=184 Per centage=57.5
(%)
Low birth weight 45 14.06
Prematurity 40 12.5
Meconium aspiration 32 10
Respiratory distress 14 4.32
Hypoglycaemia 14 4.32
Jaundice 37 11.68
Birth asphyxia 2 0.62
Total 184 57.5

In present study among 300 deliveries 184 bathié$%) had NICU admission of
which 45 babies (14.06%) low birth weight ,40(22)5rematurity ,32 babies (10%)
meconium aspiration ,37 babies (11.68%) neonatahd@e , 14 babies (4.32%)

respiratory distress ,14 babies (4.32%) hypoglycaePrbabies (0.62%)birth asphyxia.

Page 53



Results

Indication for NICU admission

45
40
35
30
25
20
1
1

o un

S & « N S
\& Q o4 Na v
\\ N O S
& S Q K

N <O N &

N ¥ A4
S
&

m NUMBER N=184  m PERCENTAGE=57.5 (%)

Page 54



Results

Table 20: Causes of perinatal death

Causes of perinatal death Number n=59 Per centage =18.43 (%)
Sepsis 30 9.37
Prematurity 26 8.12
Birth asphyxia 2 0.62
Milk aspiration 1 0.32
Total 59 18.43

In present study among 300 deliveries perinatatitis seen in 59 babies (18.68%)
of which 30 babies (7.5%) sepsis ,26 babies (6.258naturity , 2 babies (0.62%)

birth asphyxia,1 baby (0.31%) milk aspiration.
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Discussion

DISCUSSION

The present cross sectional study was conductedngdperiod of January
2021 to June 2022 in KAHER’S, Dr Prabhakar kore rif&lale Hospital and MRC,
Belagavi attached to Jawaharlal Nehru Medical @elleA total of 300 women
fulfiling  the inclusion criteria were included ipresent study - A CROSS
SECTIONAL STUDY OF PRIMARY CESAREAN SECTION IN

MULTIGRAVIDA AT A TERTIARY HEALTH CENTRE, BELAGAVI.

DEMOGRAPHIC CHARACTERICS

INCIDENCE

According to the table no 1 in the present study,total of 5181 were
delivered from January 2021 to June 2022, of wB268 underwent cesarean section
and 1913 were delivered vaginally. Among the 32&8acean sections, 1230 repeated
cesarean sections,1738 were primary cesarean rseatigprimigravida and 300 were
primary cesarean sections in multigravida. Thediecce of primary cesarean section
in multigravida accounted for 5.79%. The inciderafeprimary cesarean section
among multigravida is 66.7%. The incidence of pmyn cesarean section in
multigravida among multigravida who previously gelied vaginally is 28.27%. The
incidence of primary cesarean section among prewmiga is 60.1%. The incidence of
primary cesarean section in primigravida is 33.34%imilar study conducted by
spoorthy et &lincidence of primary cesarean section in multigtavis 3.007%. In
similar another study conducted by Jyothi €€ athe primary caesarean rate in
multigravida is 10.28%.

In similar another study conducted by Savita soraalet at primary
caesarean sections in multigravida is 5.73%. Tlesqmt study's finding is consistent

with other studies.
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Discussion

AGE DISTRIBUTION

Age is an important factor because it is associatgll increased adverse
maternal and perinatal outcomes. Childbirth at ango(i.e,< 19 years old) or
advanced maternal age (i2,35 years old) is associated with an increased afsk
adverse maternal and perinatal outcomes such #sapisn haemorrhage, eclampsia
and cephalopelvic disproportion as well as adversenatal outcome including
preterm birth, poor fetal growth, low birth weigahd neonatal mortality(78). The
mean age of women was 25.6 years. According tdablke no 2 in a present study
among 300 subjects,158 subjects (52.67%) weneeeet the age group of 26-30
years, 90 subjects (30%) were aged between 21€28syof age, 35 subjects
(11.67%) were aged between 31-35 years of agsulijects (3.33%) were between
36-40 years of age, and 7 subjects (2.33%)welteeii8—20 years of age.

In a similar study done by Spoorthy et @tal number of subjects was 235
among those 111 subjects (47.8%) were betweengbegeoup 25-29 years, 55
subjects (23.7%) were between the age group 2@arksy38 subjects (16.37%) were
between the age group 30-34 years,25 subjects7¥).Were between the age group
35 to 39 years and only one subject(0.42%) was ithare 40 years of age.

In a similar, study conducted by Savita Somalwaafeamong 200 subjects
105 subjects (52.5%) were in the age group 25-28syetl subjects (20.5%) were
less than 25 years and 54 subjects(27%) were rhare30 years.

In a similar, study conducted by Hangarga &t thle total number of subjects
enrolled was 84 and 31% of subjects were in thegigaep 25-27 years, 34% of
subjects were in the age group 22-24 years, 14%ulgkcts were in the age group
19-21 years and 7% were in the age group 28-3%.y€he present study's finding is

consistent with other studies.
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Discussion

SOCIO ECONOMIC STATUSDISTRIBUTION

According to the modified B.G. Prasad classificatin table no 3 among 300
subjects,88 subjects(29.33%) belonged to classp#gfuplass),78 subjects (26%)
belonged to class 2(upper middle), 52 subjects.3@P%) belonged to class 3(middle
class), 15 subjects (5%) belonged to class 4(lometdle class), 67 subjects
(22.33%) belonged to class 5(lower class).

In a similar study conducted by Janani et’athe majority of patients
belonged to class 4 socioeconomic status.

We can correlate in the present study that theoritygjof primary cesarean
sections were observed in the upper class and lolaes combined accounting for
155(51.66%) among 300 delivery even though the uplaess has better education,
insurance policy, and regular antenatal check-tng feason is a lack of willingness
to accept even a minor increased associated rigits mvedical and sociolegal
expectations of perfect neonatal outcomes and tpenzaginal delivery. In the lower
class, there is a lack in availability of resourliks nutrition, regular antenatal check-
ups, formal education leading to malnutrition, areencephalopelvic disproportion,
FGR, eclampsia, oligohydramnios, post datism leado higher primary cesarean
section rate. The present study's findings areistam with other studies.
REGISTERED CASE

According to table no 4, in the present study am@di@ subjects 162 subjects
(54%) were unregistered and 138 subjects (46%) vegjistered. Registered antenatal
case means a minimum of 4 antenatal visits.

In a similar study conducted by Spoorthy et ainong 235 subjects 168
(72.8%) were the unregistered case. In a similadystione by Savita Somalwar et al

2, among 152 subjects 110(72.36%) were unregistered.
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Discussion

The lack of regular antenatal visits by the multipss women contributed to
complications such as anaemia, pregnancy-inducegertension, fetal growth
restriction, oligohydramnios, post datism, haemagd) cephalopelvic disproportion
leading to higher primary cesarean section ratee Phesent study's finding is
consistent with other studies.

RISK WISE DISTRIBUTION

According to table no 5, in the present study an®@®@ subjects 232(77.33%)
women were in the high-risk category. High-risktéais such as 98 subjects (32.66%)
were anaemic, 40 subjects (13.33%) PIH, 38 subjd@.6.7%) breech, 12 subjects
(4 %) GDM, 24 subjects (8%) twin gestation, 10 saolg (3.33%) precious
pregnancy, 10 subjects (3.33%) early onset FGR.

Our hospital is a tertiary care setup and refencapital to the surrounding
district, availability of NICU care and a bloodrikais the reason for a large number
of high-risk cases.

GRAVIDA DISTRIBUTION

According to the table no 6 in present study 3@@ects 204 subjects (68%)
had 1 prior vaginal delivery, 80 subjects (26.6M&y§l 2 prior vaginal delivery, 14
subjects (4.66%) had 3 prior vaginal delivery, @ndubjects (0.66%) had 4 prior
vaginal delivery.

In a similar study conducted by Spoorthy et aamong 235 subjects 149
subjects (64.22%) were para 2 and 69 subject3428). were para 3 and 5 subjects
(1.72%) were para 4. In a similar study conductgdHangarga et al a total of 84
subjects were enrolled of which 37 subjects (44%jenpara 1, 20 subjects (23%)

were para 2, 21 subjects (25%) were para 3 anthjécts (7%) were para 4.
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Discussion

We can correlate in the present study that the nitygjof primary cesarean
sections were seen in para 1 and para 2 284 s$sil{f@.67%). This is because in
present times concept of the nuclear family andwkedge of contraception as
restricted to grand multigravida in our study. wewd be more cautious in para 1
and 2 women to reduce primary cesarean section. rake present study's finding is
consistent with other studies.

PERIOD OF GESTATION

According to table no 7 in the present study am®80@ subjects 160 subjects
(53.33%) were between 37 weeks to 39 weeks +6 B&®(S, 69 subjects (23%) were
between 37 weeks to 39 weeks days +6 POG, 53 s$silffe€.67%) were between 40
weeks to 41weeks +6 days POG, 8 subjects (2.67%9 between 28 weeks to 31
weeks +6 days POG, 7 subjects (2.33%) were betd2eveeks to 33 weeks +6 days
POG and 3 subjects (1%) more than 42 weeks POG.

In a similar study conducted by Janani €f al total of 600 subjects were
enrolled of which 455 subjects (75.8%) were betw8&nto 40 weeks POG, 79
subjects (13.2%) were between 34 to 36 weeks P&@ 66 subjects (11%) were
less than 34 weeks POG. The present study's findiognsistent with other studies.
TYPE OF PRIMARY CESAREAN SECTION

According to table, no 8 in the present study am@d@ subjects 185 subjects
(61.66%) underwent full-term emergency cesareaniosec64 subjects (21.33%)
underwent preterm emergency cesarean section,3gcsui®%) underwent full-term
elective cesarean section and 24 subjects (8%)rwede preterm elective cesarean

section.
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in a similar study conducted by spoorthy et ainong 235 subjects 222
subjects (94.46%) underwent emergency cesarediorsend 13(5.54%) subjects
underwent elective cesarean section.

In similar another study conducted by Jyothi &8 a total of 200 subjects
were enrolled of which 192 subjects(96%) undervesnérgency caesarean section.

In similar, another study done by Savita somalvat®ea total of 200 subjects
were enrolled of which 193 subjects (96.5%) undetvenergency cesarean section
and 7 subjects (3.5%) underwent elective cesameion. The present study's finding
is consistent with other studies
STAGE OF LABOR

According to table no 8 in the present study am80§ subjects primary
cesarean sections were done in 51 subjects (17%})ebthe onset of labor, 245
subjects (81.66%) in the first stage of labor dndubjects (1.33%) in the second
stage of labor.

In a similar study conducted by Hariprasad ef @mong 200 subjects
156(78%) patients were in labour and 44(22%) weoe in labour. The present
study's finding is consistent with other studies
INDICATIONS

According to table no 9 in present study among 806jects indication of
primary cesarean section is 67 (22.33%) fetal estr 42(14%) malpresentation of
which 38(12.67%)breech presentation, 2(0.67%)brmsgntation and 2(0.66%) face
presntation , 30(10%) thick meconium stained liqwdath non-reassuring NST,
27(9%) severe pre-eclampsia and eclampsia growphadh 19(6.33%) were severe
PE and eclampsia, 6(2%) were imminent 2(0.66%)wel@mpsia were seen, 24 (8%)

twin gestation of which 4 (1.33%) were MCMA, 10(3%) were MCDA with twin A
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breech and 10 (3.33%) DCDA twin with twin A bree@B(7.67%) FGR with doppler

changes of which 19(6.33%) had absent end diadtolicand 4(1.67%) had reversal
end diastolic flow , 16(5.33%) oligamnios, 16(5)a#iepartum haemorrhage of
which 9 were placenta previa with PV bleeding andevealed abruptio placenta
,14(4.67%) CDMR,10(3.33%) cephalopelvic dispromorti 10(3.33%) precious

pregnancy of which 5 were conceived by ovulatioduittion ,4 had an history of

more than 10 years of married life and 1 had comeceby IVF , 9(3%)placenta previa
with no bleeding ,6(2%) bad obstetrics history,3Jdéep transverse arrest, 3(1%)
failed induction,1(0.33%) cervical dystocia,1(0.33%obstructed labor and

7(2.33%)other indication of which 2(0.66%) cardiaases in which one was

pulmonary artery hypertension and one was RHD satlere MS and 5(1.67%) cases
of cord presentation.

In a similar study conducted by spoorthy étahong 235 subjects primary
cesarean section was done in 114(49.13%) with feligtress, 36(15.52%),
malpresentation, 26(15.52%) failure to progresstduainor degree CPD,24(10.3%)
placenta previa,8(3.4%) abruptio placenta, 8(3.4%)d induction, 6(2.5%) failed
induction, 6(2.5%) cord presentation, 5(2.1%) aatepn eclampsia with an
unfavourable cervix, 5(2.1%) twin gestation, 2(@@&ord prolapse.

In a similar, study conducted by Savita somalwaafeamong 200 subjects,
primary cesarean section was done in 94(47%) fadadtress, 26(13%)
malpresentation, 26(13%) thick meconium-stainedudiq 11(5.5%) cervical
dystocia,10(5%) APH, 10(5%) maternal desire, 7(3.5%led induction, 4(2%)
MCDA with twin A breech, 2(1%) DTA, 2(1%) abnornddppler.

In similar another study conducted by Hangargal®taatotal of 87 subjects

were enrolled of which primary cesarean section d@se in 19 (22%) with severe
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oligohydramnios,13 (15.4%) foetal distress,12 (14i%@ch presentation,10 (11.49%)
PROM, 7 (8.3%) APH, 5 (6%) CPD, 6 (7%) multiple gmancies, 4 (4.7%) severe
PE, 3 (3.5%) obstructed labour. The present study¥ng is consistent with other
studies.

INTRA OPERATIVE FINDINGS

According to table no 10 in the present study agn800 subjects 208(
69.33%)subjects had significant intraoperative ifigd of which 62 subjects
(20.66%) had thick MSL, 42 subjects (14%) had camund the neck, 32 subjects
(10.67%) thinned out the lower segment, 30 subjét®®o) extension of uterine
incision, 12 subjects (4%) placenta previa, 5 subj€1.67%) retroplacental clot, 4
subjects (1.33%) blood stained liquor, 3 subjet®)(couvelaires uterus, 9 subjects
(3%) fibroid, 4 subjects (1.33%) PPH,4 subject83%) ovarian cyst.

In similar study conducted by Satish ealmong 90 subjects 43 subjects (47.7%)of
subjects had no significant intraoperative findiraged the remaining 20 subjects
(22.2%) had cord around the neck,13 subjects (14hed MSL,10 subjects (11.1%)
had PPH,4 subjects (4.4%) had angle extension.

In a similar, another conducted by Girija e®@mong 160 subjects 112(70%)
subjects had significant intraoperative findingsd acomplications of which 46
subjects (28.8%) had meconium-stained liquor, 1Bjests (10%) had PPH, 10
subjects (28.8%) had placenta previa, 7 subject®4¥had thinned out the segment,
7 subjects (4.4%) had scanty liquor,5 subjects%3.bad bladder wall edema, 3
subjects (1.9%) had retroplacental clots, 3 subjétt9%) had ascites, 3 subjects
(1.9%) had excess liquor, 2 subjects (1.3%) hadiltsaring, 2 subjects (1.3%) had a
uterine anomaly , 1 subjects (0.6%) had couvel#ieeus. The present study's finding

is consistent with other studies
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EXTENDED OPERATIVE PROCEDURE

According to the table no 12 in the present stuthoreg 300 subjects 50
subjects (16.67%) underwent the extended opergativeedure of which 30 subjects
(10%) repaired of extension, 10 subjects (3.33%grine artery ligation, 6 subjects
(2%) Haymans suturing, 2 subjects (0.66%) B/L imaérartery ligation, 1 subjects
underwent (0.66%) bladder repair and peripartustdrgctomy. There are no studies
where extended operative procedure of primary easasection in multigravida is

analysed.

POST OPERATIVE COMPLICATION

According to the table no 13 in the present stadyong 300 subjects
87(29%) had postoperative complications 21 subjgt®) wound gape, 16 subjects
(5.33%) had fever, 16 subjects (5.33%) post spheddache, 12 subjects (4%)
abdominal distension, 13 subjects (8%) URTI,6 sttbj€2%) fever and 3 subjects
(1%) paralytic ileus.

In a similar study conducted by Savita et al2 am2d@ subjects, 33 subjects
( 16.5%) had the post-operative complication ofalhl2 subjects (6%) had a fever,
10 subjects (5%) wound discharge, 6 subjects (39%),R! subjects (2%) UTI and 1
subjects (0.5%) fever with wound discharge.

In similar, in another study conducted by Satishmién et al® among 90
subjects 14 subjects (15.5%) had the post-operatiwgplication of which 3 subjects
(3.33%) had a fever, 3 subjects (3.33%) had atBRiEl, 3 subjects (3.33%) wound
discharge, 2 subjects (3.33%) UTI.

In similar, in another study conducted by Girijaea€f among 160 subjects 31
subjects (19.4%) had the post-operative complinadfovhich 12 subjects (7.5%) had

UTI, 10 subjects (6.3%) had pyrexia,4 subjects Y§.Paralytic ileus, 3 subjects
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(2.9%) wound infection, 2 subjects (1.3%) respimattract infection. However in
contrast to the current study similar finding ist reeen because the majority of
subjects belonged to lower socioeconomic statustalwehich lack of availability of
resources like nutrition, regular antenatal chep&;wand formal education leading to
malnutrition, and anemia leading to higher postrapee complication.
NEED FOR BLOOD AND BLOOD PRODUCTS

According to table no 14 in the present study agr@®0 subjects 34 subjects
(11.33%) required transfusion of blood and blooddpicts of which 28 pints of
PRBC,31 pints of RDP,2 pints of SDP and 23 pifitEFP were used. The majority
of patients were anaemic, the requirement of bloecame necessary, especially in
cases of antepartum haemorrhage and post-partumohideage.

In a similar study conducted by Sherin €f @mong 211 subjects 8 subjects
(3.79%) required blood transfusions.

In similar another study conducted by Hariprasad®t among 150 subjects
33 subjects (22%) out of 150 cases required bloaastusion either before or after
the surgery. The present study's finding is coestswith other studies.
CONDITION OF BABY

According to table, no 15 in the present studyeheere 320 (98.76%) live
birth, 3 (0.93%) fresh stillbirths due to abruptiplacenta and 1 (0.31%) macerated
stillbirth due to anaminos

In a similar study conducted by Hariprasad €t almong 150 deliveries
147(95.45%) live birth, and 7(4.55%) stillbirths.

In a similar study conducted by Jyothi eamong 200 deliveries of which

186(93%) live birth and 14(7%) stillbirths were see
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In similar another study conducted by Girija et®atudies among 160
deliveries of which 158 live birth (98.8%) andtlisirths (1.2%) were seen. %. The
present study's finding is consistent with othads.

BIRTH WEIGHT DISTRIBUTION

According to table no 16 in the present study agn®®0 deliveries in order of
frequency 86 babies (26.55%) were between 2.6 k8.B3 babies (25.60%) were
between 3.1-3.5 kg, 63 babies (19.45%) were bet@ekef.5 kg, 37 babies (11.42%)
were between 1.6-2.0kg, 24 babies (7.40%) were deiw8.6 kg-4 kg, 24 babies
(7.40%) were between 1.1-1.5 kg, 6 babies (1.88%evbetween 0.7-1.0 kg and 1
baby (0.30%) more than 4.1 kg. Around 67(20.93%)idm were less than 2 kg
because Our hospital is a tertiary care setup afairal hospital to the surrounding
district, availability of NICU care and the blobdnk is the reason for a large number
of babies less than 2 kg.

In a similar study conducted by Savita €t ainong 200 deliveries of which
133(64.9%) babies were in 2.1-3.0 kg,47(22.91%)dsawere more than 3.1 kg, and
25(12.19% babies were)less than 2 kg.

In similar another study conducted by hangargal®€taanong 87 deliveries
babies were maximum in 2.6 - 3 kg 30 babies(35%)vi@d by 2.1 — 2.5 kg babies
(29%), 1.6 — 2 11 babies (13%), 3.1- 3.5 10 bafi@s%), 3.6 and above 5 babies
(6%) and less than 1.5 kg 3 babies (3.5%). Theeptestudy's finding is consistent
with other studies.

APGAR SCORE AT 1 MIN AND 5 MINS

According to the table, no 17 and 18 in the presgody among 300

deliveries mean APGAR score @ 1 min was 7.17+ arfib APGAR score @ 5 min

was 8.2+ 0.50.
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In a similar study conducted by Satish Kumar &t among 90 deliveries of
which 82(91%) of the babies had an APGAR score of more at 5 minutes and
8(9%) of the babies had an APGAR score of less than

In similar another study conducted by Savita étatong 200 deliveries 186
babies (93%) had an APGAR score of more than @, lahbabies (6.8%) had an
APGAR score of less than 7. %). The present stdddng is consistent with other
studies.

NICU ADMISSION

According to table, no 19 in the present study @gn800 deliveries 184
babies (57.5%) had NICU admission of which 45 bak{4.06%) had low birth
weight,40(12.5%) prematurity,32 babies (10%) hadonaum aspiration,37 babies
(11.68%) neonatal jaundice, 14 babies (4.32%) ratpy distress,14 babies (4.32%)
hypoglycaemia, 2 babies (0.62%)birth asphyxia.

In a similar study conducted by Savita étstldy among 200 deliveries 70
babies (34.14%)were admitted to the NICU, of wiééhbabies (31% )had newborn
morbidity and 8(4%)experienced neonatal death.

In similar another study conducted by Satish &t ainong 90 deliveries 18
babies (20%) were admitted to NICU of which 8 leab{44.4%) had preterm care, 3
babies(16.7%) had respiratory distress, 2 babies¥d)l birth asphyxia, which 5
babies (27.8%) had meconium aspiration syndromewveder in contrast to the
current study similar finding is not seen becaugh-hisk cases like eclampsia, early
onset FGR with doppler changes, overt DM with undled sugar, and severe
oligohydramnios are referred since our hospitaltestiary care setup and referral

hospital to the surrounding district, availabildlyy NICU care and blood bank.
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CAUSES OF PERINATAL DEATH

According to the table no 20 in the present stadyong 300 deliveries
perinatal death is seen in 59 babies (18.68%) oictwl30 babies (7.5%) have
sepsis,26 babies (6.25%) prematurity, 2 babie2%0)®irth asphyxia,1 baby (0.31%)
milk aspiration.

In a similar study conducted by Savita et siudy among 200 deliveries,
Neonatal mortality affected 79 babies (39.5%), bfol 35 babies (17.07%) died due
to preterm care, 22 babies (10.73%) from respiyatiistress, 6 babies (2.93%) from
meconium aspiration syndrome, 4 babies (1.95%) flompoglycaemia, 2 babies
(0.98%) a from sepsis,5 babies (2.44%) from exthenmwn birth weight, and 3
babies(1.46%) from birth asphyxia. The perinataltality rate is comparatively less
in the current study when compared to other stuglies/ing the factor that prompts
treatment to the mother and timely delivery of fady and proper NICU care in the
current setup.

The strengths of the study are that it is a cressi@nal study and all details
regarding the primary cesarean section of the ghagylation are studied.

The major limitation of the current study is thig & one-year study which has
been conducted only in a single tertiary care eeard small sample size.

To conclude “the art of surgery may be necessapettorm difficult cesarean
section but to decide whether this is necessarytanthoose the ideal moment to

deliver the baby is surely the art of obstetfics
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CONCLUSION

Our study has shown that multigravida is associated with high primary
cesarean section rate, maternal complication and neonatal complication , although

multigravidais considered as alow-risk group leading to afalse sense of security.

Our study has shown that multigravida is associated with unfavorable maternal
and fetal outcome, Hence same as high risk pregnancies multigravida should also

receive adequate obstetrics care .
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SUMMARY

In the present study, following are the significant finding:-

* Incidence of primary cesarean section in multigravida was 5.79%.

* Maximum number of cesarean section were done in age group of 26-30 years.
Mean age of women was 25.6 years .

*  Maximum number of study women belonged to class 1 88(29.33%), class 2
78(26%) and class 5 67(22.33%) of modified B.G prasad classification.

*  Maximum number of women were unregistered 162(54%).

o 232(77.33%) women were in high risk category.

e Maximum number of women 204(68%) had 1 prior vaginal delivery.

« Most number of primary cesarean section were done between 37 to 39 *°

* Maximum number of cesarean section done were full term emergency cesarean
section 185(61.66%).

 Most number of women underwent primary cesarean section in first stage
245(81.66%).

* The most common indication were fetal distress 67(22.33%), malpresentation
42(14%) thick meconium stained liquor with non-reassuring CTG
30(10%),severe pre-eclampsia and eclampsia 27(9%).

 The most common intraoperative finding were thick MSL 62(20.66%) and
extension of incision 30(10%).

* The most common extended procedure performed was repair of uterine
extensions 30(10%).

» Themost common post operative complication were wound gape 21(7%).

» Blood transfusion was needed in 34 (11.33%) women.
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There were 320 (98.76%) live birth, 3 (0.93%) fresh still birth and 1 (0.31%)
macerated still birth.

Maximum babies were between 2.6-3.0 kg group 86 (26.54%).

Mean APGAR scoreat 1 minis7.17+ 0.56 and mean APGAR score at 5 minis
8.2+ 0.50.

NICU admission were given to 184(57.5%) neonates. 45 (14.06%) low birth
weight ,40(12.5%) prematurity was the most common causes

Perinatal death were seen in 59(18.43%) .Sepsis 30(9.37%) and prematurity

26(8.12%) were most common cause for perinatal death.
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PROFORMA

TITLE: “ A CROSS SECTIONAL STUDY OF PRIMARY CESAREAN SEQJN

IN MULTIGRAVIDA AT A TERTIARY HEALTH CENTRE, BELAGAVI

NAME: AGE: FO: DOA: DOD:

OCCUPATION: ADDRESS:

SOCIO-ECONOMICS

LOW:

MIDDLE:

HIGH:

EDUCATION: DURATION OF H®$TAL STAY

REASON FOR SEEKING CARE:

a)LABOR PAIN

b)PROLONGED LABOR:

¢)RUPTURED MEMBRANES:

d)ECLAMPSIA WARNING SYMPTOMS:
1)HEADACHE

2)VISUAL DISTRUBANCE
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3)CHEST PAIN
4)SHORTNESS OF BREATH
5)HIGH BLOOD PRESURE
e)ANY OTHER MATERNAL HEALTH PROBELMS:YES/NO

fIREDUCED FETAL MOVEMENTS:YES/NO

OBSTETRIC HISTORY:

MARRIED LIFE : CONSANGUINEOUSION-CONSANGUINEOUS

PREVIOUS PREGNANCY DETAILS

PRESENT PREGNANCY DETAILS :
TIME OF DIAGNOSIS
INFERTILITY TREATMENT
MODE OF CONCEPTION
NUMBER AND LENGTH OF HOSPITALISATION

PRENATAL CARE ULITIZATION :ADEQUATE /INADEQUATE

OBSTETRICS SCORE:G P L A

LMP (DD/MM/YY):

EDD:

C. EDD:
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PERIOD OF GESTATION(WEEKS+DAYS)

HISTORY OF HYPERTENSION

HISTORY OF DIABETICS MELLITUS

HISTORY OF PRE-EXISTING RENAL /CARDIAC DISORDERS vy

HISTORY OF THYROID ABNORMALITY Y
HISTORY OF ALOCHOL CONSUMPTION Y
HISTORY OF ABRUPTIO PLACENTA Y

GENERAL PHYSICAL EXAMINATION

HEIGTH:
WEIGHT:

BMI:

VITALS:

PULSE:

BLOOD PRESURE:
TEMPERATURE:

RESPIRATORY RATE:

PALLOR
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ICTERUS
EDEMA

BREAST

THYROID

SPINE

SYSTEMIC EXAMINATION:

RESPIRATORY SYSTEM:

CARDIOVASCULAR EXAMINATION:

PER ABDOMEN:
UTERUS SIZE
PRESENTATION
FHR

PER SPECULAM:

PER VAGINA:

DETAILS OF DELIVERY:

INDICATION FOR CESAREAN SECTION
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FETAL DISTRESS

CEPHALOPELVIC DISPROPORTION

BREECH:

PLACENTA PREVIA

FAILED PROGRESS

SEVERE PIH

OBSTRUCTED LABOR

OLIGOHYDRAMINOS

IUGR

FAILED INDUCTION

MECONIUM STAINED IN

THE FIRST STAGE OF LABOR

ANTEPARTUM ECLAMPSIA

PROM

ABRUPTIO PLACENTA
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UTEROPLACENTAL INSUFFICENCY

PRECIOUS PREGNANCY

DEEP TRANVERSE ARREST

TRANVERSE LIE

BROW PRESENTATION

CORD PROLAPSE

FACE PRESENTATION

SEVERE ECLAMPSIA

MULTIPLE GESTATION

VASA PREVIA

IMPENDING RUPTURE

MEDICAL CONDITION

ANY OTHER,SPECIFY:

OUT COME OF PREGNANCY

CONDITION OF MOTHER:
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LIVE BIRTH

FRESH STILL BIRTH

MACERATED STILL BIRTH

BABY WEIGTH AT BIRTH:

BABY GENDER :MALE/FEMALE

DID THE BABY HAVE ANY CONGENTIAL ANOMALY:

IF YES SPECIFY

DID THE BABY HAVE BIRTH INJURY:

IF YES SPECIFY

WAS THE BABY ADMIITTED TO NICU FOR COMPLICATION:

IF YES CAUSE OF ADMISSION

Y

INFECTION/SEPSIS:

BREATHING DIFFICULITIES:

ASPHYSIA:

RESPIRATORY DISTRESS:

JAUNDICE :

CONVULSION:

CONDITION OF BABY AT DISCHARGE:

STABLE

UNSTABLE
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IF BABY DIED ,CAUSE OF DEATH:

PREMATURITY:

LOW BIRTH WEIGHT:

SEPSIS:

BIRTH ASPHYXIA

SIGNATURE AND NAME OF INVESTIGATOR
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POST SPINAL
1033402 24 5 6 2 REG 5 1 2 2 ANEMIA G2P1L1 35 38.6 PT EMER FIRST STAGE PATHOLOGICAL TRACE - 600 NO 2PINT PCV HEADACHE 1 32 1 0 0 0 1
:103340 4 REG ANEMIA G2P1L 3 40 FTEMER FIRST STAGE PATHOLOGICAL TRACE 2TIGTH LOOP OF CORD 410 NO - - 27 0 0 0 -
[oz710 | 24 REG MCDAFGR WITH NORMAL DOPPLER | G4PaL 22525 365 | PTELEC | PRELABOR MCDA WITH TWIN A BREECH - 330 ES - - 2121 [ 11 [ 0 | o -
| 10337 UNREG 4 GDM ,MACROSOMIA G3P2L 33 36.1 PTELEC PRE LABOR NPL WITH SUSPICOUSTRACE - 310 [} - - 3 0 0 1(RESPIRATORY DISTRSS) -
(1034106 | 32 | 4 UNREG SEVERE PEHYPOTHYROIDISM [T 3 40 | FTEMER | FIRST STAGE S WS 250 o - - 0 [ o 0 -
| 103455 5 4 REG - G2P1L .5 39. FTEMER FIRST STAGE SL 360 [} - - 0 0 1(RESPIRATORY DISTRSS) -
1034259 | 30 REG 4 GDM.MACROSOMIAPOLYHYDRAMINGS | G2PiL 7 36. PTELEC | _PRELABOR GOM UTERINE ATONY 700 o - 0 [ o 0 -
|_1036070 5 REG - G4P2L1A1 2525 39. FTEMER FIRST STAGE SECONDARY ARREST OF CERVICAL DILATATION - 440 [} - - 0 0 0 -
[ 1036068 UNREG 14 HYPOTHYROIDISM GapaLiAL 27.0NKNOWN 35 PTELEC | _PRELABOR MACROSOMIA - 450 YES - - 0 [ o 0 -
| 1036220 UNREG 2 - G3P2L1 252 39. FTEMER FIRST STAGE IUGR WITH SUSPICOUS TRACE 2TIGTH LOOP OF CORD 300 NO - - 0 0 0 -
1037017 REG 3 GCDA GoPIL1 22 366 | PTEMER | FIRST STAGE DCDA WITH TWIN A BREECH PPH Hayman suturing 1100 NO - - 0 [ o FIOET) -
1087057 | 20 [ 5 | 6 2 REG | 2 7 2 | 2 |DATISV,POLYHYDRAMINOSHYPOTHYR| ~G2PiL1 3 401 | FTEMER | FIRST STAGE FETAL DISTRESS EXTENSION,U/L UTERINE ARTERY LIGATION 410 NO - - 182 | 1] o0 | o 0 1 -
OIDISM
[ 1057366 3 REG 7 1 GapaLoAL 25 376 | FTEMER | FIRST STAGE FETAL DISTRESS TIGTH LOOP OF CORD 350 N - - 3 T [ -
| 1037637 7 REG 7 HYPOTHYROIDISM G3P1L1A1 37 39 FTELEC PRE LABOR CDI - 400 ES - - 0 0 0 -
[ 1038329 5 UNREG 3 - [ 3 7. FTEMER | FIRST STAGE MSL - 380 0 - - 0 [ 0 0 -
| 1038085 7 REG 7 OLIGO G2P1L 3 6. PT EMER PRE LABOR FETAL DISTRES EXTENSION,U/L UTERINE ARTERY LIGATION ATONY 550 (] - - 0 0 0 -
[ 1039082 REG - GoPIL 3 7. FTEMER | PRELABOR OLIGO - 300 o - - 0 [ 0 0 -
| 1039188 4 REG - G2P1L . FT EMER FIRST STAGE NON REACTIVE NST MSL,EXTENSION,U/L UTER LIGATION 370 (] - - 0 0 0 -
[ 1089450 £G - G2PIL 4| FTEMER | FIRST STAGE S UIL UTERINE LIGATION 560 o - - 0 [ o 0 -
| 103951 UNREG - G3PL1A1 9 FT EMER FIRST STAGE SL - 330 (] - - 0 0 0 -
(103047 REG PRECIOUS PREGNANCY G3PILIAL 3 40 | FTEMER RE LABOR PERSISTERNT FETAL TACYCARDIA - 330 o - - 0 [ o 0 -
| 103974 REG GDM ,MACROSOMIA G4P1L1A2 3 PT EMER FIRST STAGE CORD PRESENTATION UTERINE ATONY 490 [} - - . 0 0 0 -
(1039567 | 20 EG 4 - GoPILL 2526 FTEMER | FIRST STAGE FAILED INDUCTION 2TIGTH LOOP OF CORD.EXTENS ON.UTERINE ATONY 3% o - - 325 0 [ 0 0 -
|_1039713 7 REG - G3P2L2 2523 FT EMER FIRST STAGE MSL 2TIGTH LOOP OF CORD,EXTENSION,UTERINE ATONY 390 NO - - 2. 0 0 0 -
[0se772 | 28 UNREG - G2PILIAL FTELEC RE LABOR COMR - 220 o - - 3 0 [ 0 0 -
040167 2 REG - G2P1L1 FTEMER FIRST STAGE CPD EXTENSION,ATONY 660 (] - - 0 0 0 -
(1040203 | 34 REG OLIGO GoPiL1 ) FTEMER | _FIRST STAGE FETAL DISTRESS EXTENSI ON.U/L UTERINE LIGATION 460 o - - 0 [ o 0 -
040454 REG G4P1L1A2 .2 FTELEC PRE LABOR OLIGO - 390 (] - - 0 0 0 -
[ 1040667 UNREG a1 GEST HTN,PRECIOUSPREGNANGY | G3PILOAL 5 PTELEC | PRELABOR PRECIOUS PREGNANCY - 440 o - - 0 [ 0 0 -
042078 REG - G4P2L2A1 335 .. FT EMER FIRST STAGE 2TIGTH LOOP OF CORD,EXTENSION,UTERINE ATONY ,B/L UTERINE LIGATION 550 (] - - 0 0 1(RDS) -
(1042074 REG APH GoPILL 3 36 PTEMER | FIRST STAGE PLACENTA PREVIA B LYNCH, UTERINE ATONY 410 o 4RDP - 0 [ 0 0 -
|_1041684 UNREG FGR,OLIGO G3P2L2 3125 35. PT EMER PRE LABOR FETAL DISTRESS - 300 (] - - 0 0 1(RDS) -
(04787 | 30 REG GDM GapaL oA 2. 374 | FTEMER | FIRST STAGE MSL MS 250 o - - 0 [ o 0 -
| 1042838 3 REG - G3P1L1A1 3.2 40 FT EMER FIRST STAGE FETAL DISTRESS - 340 (] - - 0 0 0 -
042020 | 23 | 4 REG 4 1GT HYPOTHYROIDISW GoPIL1 2] 384 | FTEMER | FIRST STAGE MSL MS 00 o - - 0 [ o 0 -
PRECIOUS
1043615 | 22 | 6 | 5 2 REG 1 ° 6 | 2 PREGNANCY 1y POTHYROIDISH G3PILO 33 381 | FTEMER | FIRST STAGE PRECI OUS PREGNANCY - 250 NO - - 1] 28 | 2] 0 | o 0 1 -
1043884 | 30 | 5 | 4 1 REG | 3 5 3] 2 GapaLz 335 40 | FTEMER | FIRST STAGE BROW - £ NG - - T 39 [ 2 [ 0 [ o 0 1 -
104047 |35 | 7 | 2 1 UNREG | 5 4 2| 2 CHRHTN W TH SIPPRIMPOSED GaP2L2AL 26 301 | PTEMER | PRELABOR REVERSAL OF END DIASTOLIC FLOW - 390 NO - - 1 || 1| o | 0 1 e | oM
1046380 | 3 | 5 | 2 1 REG | 7 ) 7| 2 - GSpaL 1Az 3439 31| PTEMER | FIRST STAGE BREECH - 30 NG - - T 39 [ 1 [ 0 [ o 0 1 -
1046841 | 35 | 5 | 6 2 UNREG | 5 4 6 | 2 SEVERE PEFGR G2PILL 28 304 | PTEMER | PRELABOR SEV PE WITH AEDF - 400 NO - - 1w | 2| 0| 0 Lew) e | PN oTH
(1047312 REG 1 HYPOTHYROIDISM ANAMINGS GSpaL2A2 2535 40 | FTEMER | PRELABOR ANAMINOS - 00 o - - } 0 [ 0 0 -
047604 UNREG 4 4 MILD PE G3P2L unki n 5. PT EMER FIRST STAGE IUGR WITH PATHOLOGICAL TRACE - 400 [} - WOUND GAPE 4 0 0 1(LBW,RDS) -
[ 1048360 REG - [ 3525 64| PTEMER | FIRST STAGE NON REASSURING NST - 430 o - - 0 [ 0 0 -
048537 REG 4 - G2P1L 7.4 FT EMER FIRST STAGE BREECH - 10 [} - - 0 0 0 -
049040 | 30 REG 4 SEVERE PE.TORCH + GoPiL 3 FTEMER | FIRST STAGE SEVERE PE - 0 o - - 0 [ 0 0 -
|_1049188 8 REG 1 COVID POSITIVE G2P1L 3 .. FT EMER FIRST STAGE - 44( [} - - 0 0 0 -
[1049503 | 36 EG 5 45 4 PARTIAL HELLP,PEHYPOTHYROIDISW | G3PILIAL 24 7 PTEMER RE LABOR PARTIAL HELLP 7 o - - 0 [ 0 ILBW.RDS) -
049770 6 REG 2 1 1 - G2P1LO 21 FT EMER FIRST STAGE UTERINE ATONY , HAYMANS SUTURE (] - - 0 0 -
HYPOTHYROIDISV MACROSOMIOA NG
1050027 24 5 6 1 REG 3 7 3 2 RESED RES| STANCE ON DOPPLER G4P2L2A1 253 38 FT EMER FIRST STAGE BREECH - 360 YES - - 1 26 2 0 0 1 -
050304 5 7 UNREG 7 2 - G2P1L1 27 7. FTELEC PRE LABOR BREECH - 200 NO - - 317 0 0 0 -
(1050544 | 40 UNREG 7 18 HYPOTHYROIDISM SCHIZOPHRENIA | G2PILL 3 01| FTEMER | _PRELABOR BREECH - 350 o - - 4 0 [ 0 0 -
050602 6 UNREG 7 HYPOTHYROIDISM G2P1LO PTELEC PRE LABOR GDM WITH UNCONTROLLED SUGAR - 410 [} - - .6 0 0 1 -
(2051071 | 30 UNREG 4 GEST HTN GoPiL1 25 FTEMER | _FIRST STAGE THICK MSL - 200 o - - 4 0 [ 0 0 -
051194 UNREG 2 TYPE 4PLACENTA PREVIA G2P1L1 25 PTEMER PRE LABOR PLACENTA PREVIA B/L uterineartery ligation 560 [} - - 144 0 0 1 -
051364 | 36 | 7 REG 2 CHR HTN WITH SUPERIMPOSED PE GoPiL1 26 PTEMER | _PRELABOR CHRONIC HTN WITH SUPERIMPOSED PE - 410 o - - 25 0 [ o 0 1 -
CLINICAL
| st | 22| 5 | s 2 UNREG | 3 3 3 | 2 FGR.OLI GO DRAM NIOSPPROM [T 376 | FTEMER | PRELABOR OLIGOHYDROMINOS - 350 NO - - 1] 24 | 2] 0 | 0 0 1 -
(1052148 | 24 UNREG | 3 HBSAG+ GapaL 1525 0. FTEMER | FIRST STAGE PATHOLOGICAL TRACE - 700 NG - - 08 | 1 [ 0 | o [ -
|_1052318 4 UNREG 2 THREATENED PRETERM LABOR,ANEMIA G4P3L 3272 34. PT EMER FIRST STAGE - 900 NO 1SDP,1PCV. - 192 22 0 0 0 -
(1052434 | 30 REG | 7 - GapaL NOT KNOWN 7. FTEMER | FIRST STAGE ABRUPTIO PLAGENTA Couvalaries uterus 18 |1 0 [ o 1 -
| 1053461 UNREG 2 POST DATISM ,OLIGOHYDRAMNIOS G4P2L 1D1A1 353 FT EMER RE LABOR OLIGO - 380 NO - - 35 2 0 0 0 -
RH NEGATIVE TORCH+FETAL LEFT
1053584 | 40 5 5 2 UNREG 7 1 16 2 NAL G3P2L1 NOT KNOWN 40.2 FT EMER PRE LABOR THICK MSL - 350 NO - - 1 32 1 0 0 0 1 -
L PELVIECTASISHYPOTHYROIDISM,MOD
|_1053703 0 UNREG 3 G3P1L1A1 3 9. FT EMER FIRST STAGE FETAL DISTRESS - 700 NO - 25 0 0 0 -
(1054401 | 34 UNREG 16 - GSPALIAL 325 0. FTEMER | FIRST STAGE FETAL DISTRES RIGHT UTERINE ARTERY LIGATION 400 NO - - 34 0 [ o 0 -
| 1054260 2 REG 14 - G3P2L2 2325 . FT EMER FIRST STAGE - 310 NO - - 3 0 0 0 -
[1053677 | 20 UNREG 5 RH NEGATIVE GapaL2 -35 9. FTEMER RE LABOR FAILED PROGRESS - 460 YES - - 3. 0 [ 0 0 -
1054267 7 UNREG 5 - G3P1L1A1 7., FT EMER PRE LABOR AEl - 300 146 0 0 0 -
[1054063 | 29 UNREG 1 8 - GSPaL2A2 253 0. FTEMER | FIRST STAGE S - 360 o - - 0 [ o 1 -
| 1054575 2 REG 7 1 LOW LYING PLACENTA G2P1L1 35 7., FTELEC PRE LABOR PLACENTA PREVIA BIL uterine ligation 700 (] - - 0 0 0 -
[ 1055052 | 30 UNREG 4 L MILD PEMSL GSPALAAL 25222 FTEMER | _FIRST STAGE S - 500 o - - 0 [ 0 0 -
|_1054789 UNREG 7 6 OVERT DM G3P1L1A1 35 .. PTEMER PRE LABOR MCMA - 200 (] - - .6 11 0 0 0 -
[ 1055505 REG 4 5 HYPOTHYROIDI SM CHRONIC HTN.GDM | _G4P2L1AL 0512, 4| PTELEC | PRELABOR TRANSVERSE LIE - 350 o - - 2 [ 0 [ 0 0 -
|_1056144 REG 5 BREECH,PROM G2P1L1 25 .. FT EMER PRE LABOR BREECH - 350 [} - - 1 0 0 0 -
(105647 | 30 UNREG 7] SECOND STAGE ARREST SEVERE G4paL3 25335 0. FTEMER | FIRST STAGE DTA - 500 o Y - } F I 0 -
| 1056449 9 UNREG 4 11 EARLY PRETERM LABOUR G3P2L1A1 25 34.. PT EMER PRE LABOR MCMA - 360 [} - - 11 (18196 11 0 0 11 11 -
(1056554 | 24 REG | 3 7 - G3paL2 3225 ¥ FTEMER | FIRST STAGE MSL - 350 o - - T [ 32 [ 1 [ 0 [ o 1 -
ANTEPARTUM ECLAMPSIA,CLINICAL
1056805 | 25 [ 5 | 6 2 UNREG | 5 4 8 | 2 |FETAL GROWTH RETARDATIONSEVERE| G3PaL2 2522 35 | PTEMER | PRELABOR ANTEPARTUM ECLAMPSIA Hayman suturing 250 NO - - 1] 22 2] 0| o0 1 1 -
OLIGOHYDRAMNIOS
1056702 | %5 | 5 | 6 2 UNREG | & 1 7 2 POST DATISM G3paLL 25 4| FTEMER | PRELABOR FETAL DISTRESS - 10 NG - - T 3 [ 1 0 [ o 0 1 -
1056871 24 5 6 2 UNREG 1 1 5 2 FGR,SEVERE PE,THROMBOCYTOPENIA G2P1L1 25 39.6 FTEMER PRE LABOR FETAL DISTRESS - 360 NO - - 1 17 1 0 0 1 1 -
1056652 | 21 | 5 | 6 2 UNREG | 7 1 4| 2 | THREATENED PRETERMMILD ANEMIA | _G2PILL 15 3 | PTEMER | FIRST STAGE FETAL DISTRESS 350 NO - - 1T 2 [ 1 0 [ o 1 1 -
GESTATIONAL HTN,INCREASED
057161 | 33 [ 5 | 6 2 UNREG | 4 7 0 | 1 A G4P2L1DIAL 25 36BW3D | PTEMER | PRELABOR Bresch in labour - a0 | vEs - - 1] 21|20 | o 0 0 1
(1057474 | 23 | & UNREG 7 BREECH G2PIL0 25 37WED_| FTELEC | PRELABOR BREECH - 200 NG - - 24 0 [ 0 [ 0
| 1058990 1 7 UNREG 7 - G2P1L1 30w4D PT EMER PRE LABOR Oligohydr amnios - 3000 24 0 0 0 0
[1os8011 | 24 UNREG PROM THICK MSL GapaL2 2528 4IWID | FTEMER | FIRST STAGE MSL - 250 ES - - 2, 0 [ 0 0 0
| 1058236 2 UNREG PROM G3P1L1A1 38wW2D FT EMER FIRST STAGE Anamnios - 450 [} - - 2.4kg 0 0 0 0
1583348 | 35 4 REG 1 - G2PILO 3aw5D | PTEMER | _PRELABOR Severe PE with HELLP - 450 o 1 0 [ o 0 1
|_1058429 5 REG 3 - G4P1L1A2 40W FT EMER FIRST STAGE Fetal distress - [} 3.1kg 0 0 0 0
[1057890 | 27 REG 3 - GoPIL1 3W2D | FTEMER | FIRST STAGE Fetal distress - o 26k 0 [ o 0 0
| 1058345 2 REG 4 - G3P1L1A1 38wW2D FT EMER FIRST STAGE trace - [} 17 0 0 0 1
[10s0062 | 24 UNREG 2 PROM THICK MSLMCDA GoPIL1 39WSD | FTEMER | FIRST STAGE MSL - 240 o - - 2521 [ 11 [ 0 | o 0 1
1059585 | 32 | 6 | 5 2 REG 3 1 4 | 2 | COMTHROMBOCYTOPSNIAFETAL | Gapiiaz 25 3BWID | FTEMER | PRELABOR S - 410 YES - - 1 a6 | 1| 0| 0 0 0 1
(105876 | 36 REG 1 i - G3PaL2AL 24 3W2D | FTEMER | PRELABOR BREECH - ES 0 [ 0 [ 0
|_1057899 6 REG 7 4 - G2P1L1 3 38wW4D FTEMER FIRST STAGE Fetal distress - [} .| 0 0 0 0
(1060125 | 24 UNREG 7 2 CHRHTN,POST DATISM G2P1LO 32 40W3D | FTEMER | FIRST STAGE MSL - 350 o - - 4 0 [ o 0 0
1060110 UNREG 7 10 PLACENTA PREVIA,PLACENTA ACCRETA G2P1L1 293 36W1D PTELEC PRE LABOR Placenta incr eta-peripar tum hyster ectom B/L INTERNAL ARTERY LIGATION 310 [} - - .4 0 0 0 0
GDM,SHORT STATURE EARLY ONSET ;
1060901 26 6 5 2 REG 2 7 5 2 | UGR,|NCREASED ESI STANCE ON G2P1L1 15, 36W4D PT EMER FIRST STAGE Fetal distress - 320 NO - - 1 14 2 0 0 0 1 1
1060898 24 7 6 2 UNREG 2 7 7 2 LESSLIQUOR,MACROSMIA G2P1L1 35 37wW6D FTEMER PRE LABOR NPL - 450 NO - - 1 29 1 0 0 0 0 1
1061168 | 3 | 6 | 5 2 UNREG | 2 1 7| 2 BREECH GapaL2 27328 3W | FTEMER | PRELABOR BREECH RIGHT UTERINE ARTERY LIGATION 6% YES - - 1T 36 [ 1 [ 0 [ o 0 0 1
1060805 | 24 [ 6 | 5 2 REG 3 5 7| 2 |SEVEREPREECLANPSANHNEGATIVE | Gapalz | UNKNOWNWEIGHT | 35W | PTEMER | PRELABOR Severe PE with uncontrolled hypertension Hayman suturing 410 NO - - 1] 14 | 1| 0| o 0 1 1
[ 1061332 | 2 UNREG 7 3 G2PIL0 35 37WED | FTELEC | PRELABOR COMR - 350 o - - T [ 0
306 REG 1 6 RH NEGATIVE WITH FGR G3P1L1A1 25 37wW6D FTEMER FIRST STAGE Fetal distress - 450 [} - 0 0 0 0
326 UNREG 1 7 G3PILIAL 3 37WID | FTEMER | FIRST STAGE Fetal distress - 350 o - 0 [ o 0 0
426 UNREG 7 11 OLIGO WITH INCREASED REISITANCE G4P1L1A2 1KG 33w1D PTELEC PRE LABOR Breech - 350 [} - 0 0 0 1
(1061573 REG 7 5 BREECH G3paL2 3525 38W4D_| FTELEC | PRELABOR Breoch - 3o0ML | VES 0 [ o 0 0
| 1062640 UNREG 7 CENTRAL PLACENTA PREVIA G4P3L3 2KG,1515 34W6D PTEMER PRE LABOR CPD with APH-B/L Uterineartery ligation 590ML NO 4PINT PCV S 0 0 0 0
[ 1062626 REG 7 4 HYPOTHYROIDIM GaP1L1AZ 31 36BWED | PTELEC | PRELABOR BOH - 340 YES - 3 0 [ 0 0 0
| 1063282 UNREG 4 4 SEVERE PE G5P2L 1E2 UNKNOWN 36wW2D PTEMER PRE LABOR Sever e PE with uncontrolled hypertension - 480 - 28 0 0 0 0
1063523 23 6 5 2 REG 2 7 3 2 0L|GOW|T:EFS;VX|'\‘TCHE| NCREASED G2P1L1 23 36W2D PT EMER PRE LABOR Fetal distress LEFT UTERINE ARTERY LIGATION 440ML NO - 1 21 2 0 0 0 1 1




1063703 | 30 [ 6 | 5 2 REG 2 1 3 | 2 | RHNEGATIVEWITM HBSAGPOSTIVE | gopuy 31 4w | FTEMER | FIRST STAGE Fetal distress - 430 NO - 1| s | 1| 0| o0 0 0 1
(1063255 | 27 REG 7 APH GapaL2 325 36W3D | PTEMER | _PRELABOR Pathological trace - 370 o - 0 [ o 0 0
063962 7 REG 7 FETAL MACROSOMIA G3P2L1D1 3525, 36W6D PT EMER PRE LABOR Fetal distress - 350 [} - .. 0 0 0 0
064010 UNREG LATE ONSET FGR G2PILL 25 38W4D | FTEMER | PRELABOR Oligohydr amnios - oML o - 4 0 [ o 0 0
54128 UNREG NO G2P1L1 27 36W3D PT EMER FIRST STAGE Transverselie - 340 [} - .4 0 0 0 0
[ 1064123 UNREG Gap2L2 41W2D | FTEMER | FIRST STAGE Fetal distresc - - 3 0 [ o 0 0
54677 REG FETAL MACROSOMIA G3P1L1A1 29 38wW4D FTELEC PRE LABOR Fetal M acrosomia - 330ML NO - .4 0 0 0 0
064680 REG SHORT STATURE GapaL2 1 38 FTEMER | FIRST STAGE cPD LEFT UTERINE ARTERY LIGATION 40 | YES - 3 0 [ o 0 0
|_1065090 REG 10 FETAL MACROSOMIA G3P2L2 253 39W5D FTEMER FIRST STAGE MSL B/L UTERINE ARTERY LIGATION 540 YES - 37 0 0 0 0
[ 1065081 | 30 REG 4 POSTDATISM G3PILIAL 25, 40W1ID | FTEMER | _PRELABOR Fetal disiress - 400 | ves - 3 0 [ o 0 0
|_1064971 2 REG 16 HOGKIN LYHPHOMA G3P2L1D1 3,UNKNOWN 39w4D PTELEC PRE LABOR Hodgkin Lymphoma - 700 ES - 0 0 0 0
[ 1065365 | 29 UNREG 3 1 PROM WITH EPILEPSY [ 25 38WID | FTEMER | PRELABOR Failed Induction - 780 o - 0 [ o 0 0
| 1065627 4 REG 7 5 BREECH G2P1L 3 30wW3D PTEMER PRE LABOR Breech with PPROM - 450 [} - 0 0 0 0
[ 1066539 | 24 UNREG 7 NO G2PIL 23 37WeD | FTEMER | FIRST STAGE Perineal fistula - 550 o - 0 [ o 0 0
| 1066098 1 UNREG 7 G3P2L 42w3d PTELEC PRE LABIR Oblique lie - - 0 0 0 0
[ 1066556 | 31 UNREG 10 HYPOTHRYOIDISM G3PILIAL 40WID | FTEMER | FIRST STAGE COMR - 50 o - } 0 [ o 0 0
|_1067238 8 UNREG 6 CENTERAL PLACENTA PREVIA G3P1L1A1 35W4D PT EMER RE LABOR Central Placenta previa B/l internal iliac artery ligation 650 [} 3PINT 253 0 0 0 0
[ 1067299 REG 5 FGR WITH AEDF G2PILL 38W | FTEMER | PRELABOR FGRuith absent end diasiolic flow - 450 o - 2 0 [ o 0 1
| 1067356 UNREG 1 LOW LYING PLACENTA G3P1L1A1 3 28W PT EMER PRE LABOR anamnios with PPROM - 390ML [} - 0 0 0 1
[ 1067806 UNREG NO G2PIL 5 3W3D | FTEMER RST STAGE CPD BIL uterine artery figation 550 o - 0 [ o 0 0
| 1067888 UNREG NO G2P1L .1 39w2D FT EMER FIRST STAGE Brow presentatin - 230 [} - 0 0 0 0
[ 1068021 REG POSTDATISM G2PIL 5 40W2D | FTEMER | FIRST STAGE - 280 | VES - 0 [ o 0 0
| 1068068 REG G2P1L 39wW1D FT EMER FIRST STAGE - - 0 0 0 1
[ 1066240 REG 16 GHT WITH DCDA TWIN G5PaL4 ONKNIWN 37W3D | FTEMER | FIRST STAGE DCDAvith twin A bresch - 50 | ves 11 [ 0 [ o 0 0
|_1068229 REG HYPOTHRYOIDISM G3P2L 233 38wW4D FT EMER - 300 NO 0 0 0 0
[ 1066234 | 30 UNREG GapaL 2527 40 FTEMER FETAL DISTRESS - oML ES 0 [ o 0 0
068436 7 REG CENTRAL PLACENTA PREVIA G2P1L 3 37w2d FT EMER entral placenta previa LEFT UTERINE ARETRY LIGATION 870 [} .| 0 0 0 0
[ 1068589 | 28 UNREG 1 G2PIL 31 39 FTEMER CPD - 480 o 4 0 [ o 0 0
| 1068556 4 UNREG 7 BREECH G3P1L1A1 3 37W5D FTELEC PRE LABOR Breech with left uterine artery ligation LEFT UTERINE ARTERY LIGATION 450 (] 0 0 0 0
065756 | 30 UNREG 7 10 CHRONIC HTN EITH GDM WITHTWIN | GaP2L 2635 37w2D | FTELEC | PRELABIR DCDA Twin vith FGRwith AEDF - 550 o 21 0 [ o 0 0
|_1069084 5 REG 7 17 SEVERE PEWITH TWIN G4P3L UNKNOWN 38W6D FT EMER PRE LABOR DCDA twins with severe PE - 450 (] 12 0 0 0 0
[ 1069125 UBREG | 1 1 o G2PIL 27 41 FTEMER | FIRST STAGE COMR 430 o 1 o [ o 0 0
| 1069747 UNREG 4 7 CHRONIC HTN G2P1L 2 39wW3D FT EMER PRE LABOR ncontrolled HTN with FGR - 330ML (] 2 0 0 0 0
[ 1069724 REG 1 4 0 G2PIL 3 38W3D | FTEMER | FIRST STAGE Fetal distrese - 300ML o T 0 [ o 0 0
|_1070228 REG 7 DCDA TWIN G2P1L UNKNIWN 37W. FT ELECT PRE LABOR DCDA twing - 600M L (] 22 0 0 0 0
070518 | 24 REG BREECH G2PIL 25 3w | FTEMER | FIRST STAGE Breech - 450 o T [ 0 [ o 0 0
421 UNREG PROM G2P1L 3 38W1D FTEMER FIRST STAGE MSL - 459 (] 1 0 0 0 0
651 UNREG BREECH G2PIL 28 40W3D | FTELEC | _PRELABOR Breech - 230 o T o0 [ o 0 0
844 UNREG BOH WITH DCDA G3P2L1D1 UNKNOWN,1.6 37W. FTEMER FIRST STAGE DCDtwins - 480 (] 12 0 0 0 1
1830 REG 9 NO GaP2aL3 82628 30W 2D | FTEMER | FIRST STAGE NPL - 450 | YES T o [ o 0 0
|_1072062 34 UNREG 12 GHTN WITH INCREASED RESISTANCE G2P1L1 27 38W. FTEMER PRE LABOR - 450 YES 1 0 0 0 0
[ 1075585 | 26 REG 7 5 MCDA GEST HTN G2PILL a1 3w | PTELEC | PRELABOR MDA Twin with GHTN UIL UTERINE LIGATION NO 12 [ 0 [ o 0 0
|_1075902 9 REG 3 5 PPROM ,HYPOTHYROIDISM G2P1L1 33w4D PT EMER FIRST STAGE Anamnios - 350 NO - - 1 0 0 0 0
1072519 22 8 5 2 REG 2 1 5 1 GEST HTN,RH NEGATIVE G3P1L0A1 UNKNOWN WEIGHT 39wW4D FT EMER FIRST STAGE Fetal Macrosomia - 440 NO - - 1 3.75 1 0 0 0 0 1
PREGNANCY.CERVICAL STITCH INSITU
1073992 26 5 6 2 REG 2 7 4 2 IGT,HYPOTHYROIDISM G2P1L1 24 37W5D FTEMER FIRST STAGE MSL UTERINE ATONY 440 NO - - 1 26 1 0 0 0 0 1
OLIGO, UGR WITH INCREASED .
1073944 22 5 6 2 REG 2 7 3 2 RESISTANCE RH NEGATIVE PREGNANCY G2P1L1 23 39wW4D FT EMER FIRST STAGE Fetal distress - 420 NO - - 1 2 1 0 0 0 1 1
1074002 25 5 6 2 UNREG 2 7 5 2 ANAMINOSANEMIA G2P1L1 3 35W. PTEMER PRE LABOR Breech with anamnios - 380 NO - - 1 22 2 0 0 1(LBW) 1 1
1073025 25 5 6 2 REG 2 7 7 2 DCDAEARLY Og:TVFEGRF;W”-H NORMAL G3P2L2 2516 36W3D PT ELEC PRE LABOR DCDA WITH TWIN B- TRANSVERSE - 400 YES 1PINT PCV - 1 2217 11 0 0 1(LBW) 1 1
1074525 22 5 6 2 UNREG 2 1 4 1 DCDA ,IUD G2P1L1 3 39W6D FTEMER FIRST STAGE DCDA Twinstwin ain breech - 380 NO - - 1 217 21 0 0 1(LBW) 0 13
1075706 | 25 | 5 | 6 2 REG | 4 1 41 - G2PILL 3 40WID | FTEMER | FIRST STAGE Fetal Disiress Bladder sorosa sutured 450 NO - - T [ 3 [ 2 0 [ 0 0 0 1
1071851 25 5 6 2 REG 4 7 5 2 ANEMIA PLACENTA PREVIA G2P1L1 3 34W5D PT EMER FIRST STAGE PLACENTA PREVIA B/L UTERINE ARTERY LIGATION 770 NO 2PINT PCV,1 FFP WOUND GAPE 1 25 2 0 0 1(LBW) 0 1
1073089 26 5 6 2 UNREG 3 7 6 2 PREV|AESEEgiﬁlfNZLLAS\Ssg:TENS N, G2P1L1 25 30w2D PT EMER FIRST STAGE Placenta previa B/L uterineartery ligation UTERINE ATONY 600 NO 1PINT PCV - 1 13 2 0 0 0 1 1
1072773 26 5 6 2 REG 2 1 7 2 - G2P1L1 275 39W6D FTEMER FIRST STAGE MSL - 300 NO - - 1 3 2 0 0 1(RDS) 0 1
1072521 [ 29 | 5 | 6 2| UnRes | 2 1 9 [ 1 ANEMIA G4PaL2D1 252841 3W | FTEMER | FIRST STAGE MSC WS 450 NO - - T [ a7 [ 2 0 [ 0 0 0 1
1070664 | 25 | 5 | 6 2 REG 4 7 o | 1 |UORWITHINCREASED RESISTANCEON|  GspaL1a2 UK 2424 3BW4D | FTEMER | PRELABOR IUGR WITH AEDF - 380 NO - - 1| 18|20 o0 0 0 1
107535 |32 [ 8 | 5 2 | Unres | 2 7 o] 2 POST DATISV GEPALIAL 3 4w | FTEMER | PRELABOR COMR - 210 NO - - T [ a7 [ 1] 0 [ o 1BW) 0 1
1077690 25 8 5 2 REG 2 7 25 2 PLACENTA PREVIA G2P1LO 900 34w2D PTEMER PRE LABOR Placenta previa BIL uterine ligation 670 NO 1PINT PCV. - 1 16 2 0 0 0 0 1
1078847 [ 32 | 7 | 6 2 REG | 4 1 2] 2 16T G2PILL 2 3 | FTEMER | FIRST STAGE THICK MSL ONE LOOP OF CORD AROUND NECK 400 NO - - T [ 28 [ 2 [ 0 [ 0 1 -
TRANSVERSE SPINAL
1082165 [ 32 | 7 | 6 2 | unres | 6 4 2| 2 | oivhreAINOS EVERE PE GaPaL2 353 386 | FTEMER | PRELABOR SEVERE PE - a0 | vEs - e | 1 2| o | o 0 1 -
(1081575 | 25 [ 7 UNREG 1 5 TRANSVERSE LIE GzpaL1 2 . FTEMER | FIRST STAGE TRANSVERSE LIE - a0 | ves - - 1 T [ o [ o 0 1 -
|_1079960 7 5 REG 7 10 DCDA,SHORT CERVIX G3P1L1A1 25 7.4 FT EMER PRE LABOR CDMR - 320 ES - - 11 12 0 0 0 11 -
[1082036 | 26 | 4 UNREG 1 4 - G2PiL 3 04 | FTEMER | FIRST STAGE FETAL DISTRESS - 400 0 - - 0 [ o 0
|_108239: 7 7 REG 7 25 POST DATISM G2P1L 2 1.4 FT EMER FIRST STAGE THICK MSL - 370 [} - - 0 0 0 -
[1080006 [ 34 [ & UNREG | 16 4 SEVERE PEFGR G2PIL 2 34 | PTEMER | PRELABOR SEVERE PE - 410 o - - 0 [ o LLBW.RDS) -
|_107881: 7 REG 3 GDM G2P1L 25 .4 FT EMER FIRST STAGE THICK MSL - 450 (] - - . 0 0 1 -
[ 107813 REG 7 - G2PIL 2 0. FTEMER | FIRST STAGE FETAL DISTRESS 2TIGTH LOOP OF CORD 240 o - - 29 0 [ o 1RDS) -
|_107962: UNREG 4 BOH ,GEST HTN G5P2L0A2 Unknown 7., FT EMER PRE LABOR SEVERE PE - 300 (] - - 27 0 0 0 -
[ 1078756 UNREG THROMBOCY TOPENIA G3P2LL unknown 64 | PTEMER | PRELABOR BREECH - 450 o GROP - 18 0 [ o 1BW) -
| 1081068 REG - G3P1L1A1 » 9. FT EMER FIRST STAGE THICK MSL - 510 [} - - 3 0 0 1(RDS) -
[ 1083505 | 28 UNREG 1 RH NEGATIVE.GOM. POST GapaL2 2727 0. FTEMER | FIRST STAGE CORD PRESENTATION - 540 o - - 4 0 [ o 0
| 1083095 1 UNREG CDA G2P1L1 34. FT EMER PRE LABOR TWIN B WITH FGR WITH AEDF - 560 [} - - 11 1813 11 0 0 1,1(LBW,RDS) 11 -
(1083330 | 34 REG | © - G3PILIAL ) 3 | FTELEC | PRELABOR BREECH - 400 o - - T 3 [ 1] 0o 0 1 -
| 1083480 3 UNREG 7 MCDA ,THRETENED PRETERM LABOR G2P1L1 .5 334 PTEMER FIRST STAGE MCMA Hayman suturing 300 (] 2PINT PCV. - 11 1814 11 0 0 1,1(LBW,RDS) 11 -
[ 1084432 | 30 REG | 4 10 BOH.PRECI OUS PREGNANCY G3P2L0 172 374 | FTELEC | PRELABOR PRECIOUS PREGNANCY EXTENSION.UIL UTERINE ARTERY LIGATION 440 o - - T [ 206 [ 1] 0 [ 0 0 1 -
| 1084358 7 REG 5 5 HYPOTHYROIDISM, FETAL ANOMALY G4P1L1A2 275 38 FTEMER FIRST STAGE FETUSHAVING CYSTIC HYGROMA - 300 (] - - 1 26 1 1 0 1(OBSERVATION) 1 -
osaras | 23 REG | 4 4 POST DATISM G2PILL 406 | FTEMER | PRELABOR ANAMNIOS - 520 o - - T [ 23 [ 1 0 [ 0 1
108493 | 20 [ 8 | 5 2 UNREG | 5 7 5 | 2 |FPILEPSYHYPOTHYROIWDISM.THROME|  gopiy 3 4 | FTEMER | PRELABOR THICK MSL MSLEXTENSIONUIL UTER LIGATION 450 NO soP - 1|26 | 1| 0] 0 0 1 -
[ 106ag64 UNREG | & 7 GEST HTN GapzL2 2132 75 | FTEMER | PRELABOR PATHOLOGICAL TRACE - a0 | ves - - 0 [ o 0 -
| 1085222 UNREG 7 9 - G5P2L2A2 2132, 9. FTEMER FIRST STAGE THICK MSL - 380 ES - - 0 0 0 -
(1085443 | 24 UNREG 4 - G2PILL 3 71| FTEMER | FIRST STAGE BREECH - 450 0 - - 0 [ o 0 -
| 1083708 34 REG 13 CARDIAC DISEASE G3P1L1A1 3 5. PTELEC PRE LABOR RHD WITH POST MVR - 320 [} - - .. 0 0 1(LBW,RDS) -
1085635 | 23 REG 3 - G2PILL 24 0. FTEMER | FIRST STAGE FETAL DISTRESS - 550 o - - 4 0 [ o 0 -
| 1085809 5 UNREG 7 - G2P1L1 3 A FT EMER FIRST STAGE THICK MSL - 450 NO - - 0 0 0 -
[ 1086077 | 30 REG - G2PILL 24 31 | PTEMER | FIRST STAGE ANAMNIOS - 350 o - 0 [ o 1RDS) -
|_1086079 REG SEVERE PE,BOH,PRECIOUS PREGNANCY G4P3L0O Unknown 7 FT EMER FIRST STAGE BOH - 300 (] - - ! 0 0 0 -
[ 1086062 REG FGRJGT,HYPOTHY ROIDISM. G3PILOAL 1 4| PTELEC RE LABOR PRECIOUS PREGNANCY - 380 o - - 205 0 [ o 1RDS) -
| 1087661 REG 10 - G3P1L1A1 .5 .2 FTEMER FIRST STAGE FETAL DISTRESS - 390 (] - - 0 0 1(LBW) -
[ 1067111 REG 5 - [ 4 1| FTELEC | PRELABOR BREECH - 350 o - - 0 [ o 0 -
| 1088176 REG 7 9 G3P2L 332 1 FT EMER FIRST STAGE FETAL DISTRESS - 300 ES - - 0 0 0 -
[ 1088886 REG 15 G2PiL 22 8 | FTEMER | FIRST STAGE FETAL DISTRESS - 400 0 - - X 0 [ o 0 -
| 1089744 UNREG 3 - G2P1L 3 4 FT EMER FIRST STAGE THICK MSL EXTENSION,ATONY 600 (] - - 3 0 0 0 -
[ 1088764 REG 3 - G2PIL 25 385 | FTEMER | FIRST STAGE FETAL DISTRES 400 o - - 3 0 [ o 0 -
| 1089792 REG 2 - G3P2L 31 38.2 FT EMER SECOND STAGE DTA 2TIGTH LOOP OF CORD 500 (] - - 31 0 0 0 -
1089529 24 5 6 2 REG 1 7 2 2 HYPOTHRYOIDISM G2P1LO 35 37W6D PT EMER FIRST STAGE CORD PROLAPSE - 500 NO 2PINT PCV F;OETDS:(L’:‘AEL 1 32 1 0 0 0 1 -
090011 REG 3 CENTERAL PLACENTA PREVIA G3P1L1A1 25 37wW6D PTEMER PRE LABOR FETAL DISTRES - 200 NO - - 27 1 0 0 0 -
[ 1009489 | 24 REG 2 FGR WITH AEDF G3PILIAL 3 37WiD | FTELEC | PRELABOR FETAL DISTRES WS 350 ES - - 2121 11 [ 0 [ 0 0 -
090204 REG 16 LOW LYING PLACENTA G4P1L1A2 1KG 33wWi1D PT EMER PRE LABOR ANAMINOS MSL 350 (] - - 3 0 0 1(RESPIRATORY DISTRSS) -
[ 1089317 REG NO GapaL2 3525 38W4D | FTEMER | FIRST STAGE PRECIOUS PREGNANCY UTERINE ATONY 500 o - - 0 [ o 0 -
| 1086579 REG NO G4P3L3 2KG,1515 34W6D FT EMER FIRST STAGE PRECIOUS PREGNANCY - 360 [} - - 0 0 1(RESPIRATORY DISTRSS) -
[ 1090642 REG POSTDATISM GaPILIAZ 1 36WeD | PTEMER | _ PRELABOR PRECIOUS PREGNANCY - 350 o - 0 [ o 0 -
|__1090596 34 REG G5P2L 1E2 UNKNOWN 36wW2D FT EMER FIRST STAGE Oblique lie 2TIGTH LOOP OF CORD 250 [} - - 0 0 0 -
[ 1091404 4 REG GHT WITH DCDA TWIN G2PILL 3 36W2D | FTEMER | FIRST STAGE PLACENTA PREVIA PPH,Hayman suturing 410 ES - - 0 [ o 0 -
| 1093276 REG HYPOTHRYOIDISM G2P1L1 .1 40w FT EMER FIRST STAGE DCDA Twinstwin ain breech EXTENSION,U/L UTERINE ARTERY LIGATION 360 [} - - ! 0 0 0 -
[ 1003789 REG GapzL2 325 36W3D | FTEMER | FIRST STAGE 4TH DEGREE PERINEAL TEAR LTIGTH LOOP OF CORD 350 o - - 218 0 [ o BW) -
| 1093881 34 REG CENTRAL PLACENTA PREVIA G3P2L1D1 3525, 36W6D FT EMER PRE LABOR ECLAMPSI - 390 [} - - 32 0 0 0 -
1094185 32 7 3 2 REG 3 7 4 2 GHTN G2P1L1 25 38W4D FT EMER PRE LABOR IMMENENT ECLAMPSIA - 200 NO - - 1 3 1 0 0 0 E;<$|§1E2D SEPTLCEM !
1094355 32 6 6 2 UNREG 3 7 4 2 BREECH G2P1L1 27 36W3D FTEMER FIRST STAGE ANAMINOS EXTENSION,U/L UTERINE ARTERY LIGATION ATONY 3000 YES - - 1 31 1 0 0 0 1 -
1094567 34 6 6 2 UNREG 3 3 3 2 CHRONIC HTN EITH GDM WITH TWIN G3P2L2 41wW2D FT EMER FIRST STAGE ANAMINOS - 290 NO - - 1 23 1 0 0 0 E);(:lDRZEF SEPTLCEMl
["1123496 3 UNREG 1 SEVERE PEWITH TWIN G3P1L1A1 29 38wW4D PTELEC PRE LABOR THICK MSL MSL,EXTENSION,U/L UTER LIGATION 450 [} - - 0 0 0 -
16948 | 21 UNREG 1 o GapzL2 1 38W | PTEMER | FIRST STAGE CPD UIL UTERINE LIGATION 450 o - - 0 [ o 0 -
4 UNREG 7 CHRONIC HTN G3P2L2 253 39W5D FT EMER PRE LABOR THICK MSL - [} - - 0 0 0 -
2% UNREG 0 G3PILIAL 25, 40W1ID | FTEMER | _PRELABOR ABRUPTIO PLACENTA - o - - 0 [ o 0 -
5 UNREG DCDA TWIN G3P2L1D1 3,UNKNOWN 39w4D PT EMER PRE LABOR ANAMINOS UTERINE ATONY [} - - 0 0 0 -
UNREG BREECH G2PiL 25 38WID | FTELEC | PRELABOR COMR 2TIGTH LOOP OF CORD.EXTENS ON.UTERINE ATONY 210 o - - 0 [ o 0 -
REG PROM G2P1L 3 30wW3D FTEMER FIRST STAGE FGRwith absent end diastolic flow 2TIGTH LOOP OF CORD,EXTENSION,UTERINE ATONY 410 [} - - 0 0 0 -
REG BREECH G2PIL 23 37WeD | FTEMER | FIRSTSTAGE FETAL DISTRES - o - - 0 [ o 0 -
EREG BOH WITH DCDA G3P2L 42w3d PTELEC PRE LABOR Breech EXTENSION, ATONY NO - - 0 0 0 -
REG NO G3PILIAL 40WiID | FTELEC | PRELABOR Placenta previa EXTENSION.U/L UTERINE LIGATION 350 o - - 0 [ o 0 -
REG GHTN WITH INCREASED RESISTANCE G3P1L1A1 35W4D PTEMER PRE LABOR CDMR - 310 [} - - 0 0 0 -
7 UNREG 7 MCDA GEST HTN G2PILL 38W | PTELEC | PRELABOR MODA WITH TWIN A BREECH - 320 o - - 0 [ o 0 -
8 UNREG 1 PPROM ,HYPOTHYROIDISM G3P1L1A1 28W. PTEMER PRE LABOR Placenta previa 2TIGTH LOOP OF CORD,EXTENSION,UTERINE ATONY ,B/L UTERINE LIGATION 450 [} - - 0 0 0 -
1121826 21 8 6 1 REG 1 7 12 2 PREGNENEEJVSES{/RIZA\‘LE%:?(;‘EI NSITU G2P1L1 25 39W3D PT EMER PRE LABOR DCDA Twins twin a TRANVERSE B LYNCH, UTERINE ATONY 690 NO - - 1 29 1 0 0 0 0 -
1121726 23 8 5 1 REG 1 1 17 2 IGT,HYPOTHYROIDISM G2P1L1 21 39w2D FTEMER FIRST STAGE CDMR UTERINE ATONY , HAYMANS SUTURE 440 NO - - 1 35 1 0 0 1(RDS) 1 -




OLIGO,IUGR WITH INCREASED

121867 [ 25 | 8 | 5 1 REG 1 7 6 | 2 |rcaamme oA ve oecncy| G211 25 4W2D | PTEMER | PRELABOR CORD PROLAPSE - 350 NO 4RDP - 1 a2 | 1| 0| o 0 1
100331 | 25 | 8 | 5 2 UNREG | 1 1 5 [ 2 ANAMINOSANEMIA GoPILL 3WID | PTEMER | PRELABOR FETAL DISTRES - 50 NO - - T[22 [ 2 0 [0 1(RDS) 1
1005086 | 25 | 4 | 5 2 UNREG | 1 1 4 | 2 [POPABARLYORSET FORWITHNORMAL  Gopaa UNKNIWN 37W3D | FTEMER | PRELABOR PPROM WITH BOH - 350 NO - - 1| a1 | 2] o 0 0 1
1095337 | 26 UNREG 7 10 DCDAIUD GapaL 233 38WAD | PTEMER | FIRSTSTAGE ANAMINGS - 350 o - - 0 [ o 0

|_1095518 25 REG 1 17 DCDA ,IUD G3P2L 2527 40W FTEMER FIRST STAGE FETAL DISTRESS - 390ML [} - - 0 0 0

[ 1006492 | 24 UNREG 1 6 - G2PIL 3 3w2d | FTELEC | PRELABOR ANAMINOS BIL uterine artery figation S90M L o - - 0 [ o 0
1097146 23 REG 7 6 ANEMIA PLACENTA PREVIA G2P1L 31 39w FTEMER FIRSTSTAGE Sever e PE with uncontrolled hypertension - 340 [} - - .S 0 0 0

CENTRAL PLACENTA
1098520 21 6 6 2 REG 1 5 4 2 PREVIAGESTATINAL HYPERTENSIN, G3P1L1A1 3 37W5sD FT EMER FIRST STAGE CPD - 480 NO - - 1 917G 1 0 0 1 1
1098602 21 6 6 2 REG 2 7 9 2 - G3P2L2 2635 37w2D FTEMER PRE LABOR Sever e PE with uncontrolled hypertension - 440M L NO - - 1 39 1 0 0 0 1
1008456 | 22 | 5 | 6 2 REG | 2 1 3 [ 2 ANEMIA GapaL2 UNKNOWN 38WeD | PTELEC | PRELABOR POST MYOMECTOMY - 430 NO - - T 102 [ 2 [ 0 [ 0 1BW) 1
1008381 | 23 | 5 | 6 2 REG 2 5 5 | 2 |'UORWITHINCREASEDRESSTANCEON|  gopu1 27 4w | FTEMER | PRELABOR THICK MSL Couvalaries uterus 370 NO - - 1| s 2| 0] o0 0 1
Toowz [ 22 | 5 | 6 2 REG | 2 1 7 [ 2 POST DATISV GZPILL 2 3W3D | PTEMER | _PRELABOR THICK MSL - 350 NO - WOUNDGAPE | 1 | 14 | T | 0 [ 0 LLBW.RDS) 1
1100032 21 5 6 2 REG 2 7 7 2 PLACENTA PREVIA G2P1L1 3 38W3D FTEMER FIRST STAGE - 350ML NO - - 1 26 2 0 0 0 1
1100460 [ 22 | 5 | 6 1 REG | 2 1 9 [ 2 16T G2PILL ONKNIWN 37w | PTELEC | PRELABOR FETAL DISTRES - 340 NO - - T [ 25 [ 1 0 [ 0 0 1
TRANSVERSE
100801 [ 24 | 5 | 6 1 UNREG | 3 1 2| 2 EPOLY Y A O SEVERE PE G2PILL 25 3w | FTEMER | FIRST STAGE COMPLETE PLACENTA PREVIA RIGHT UTERINE ARTERY LIGATION NO - - 125 [ 2| 0| o 0 1
UNREG 7 TRANSVERSE LIE G2PILL 3 3BWID | PTEMER | PRELABOR FETAL DISTRESS - 3ML] O - - 0 [ o 0 1
UNREG 7 DCDA,SHORT CERVIX G2P1L1 28 40W3D FT EMER PRE LABOR - 490 NO - - R 0 0 1(LBW,RDS) 1
UNREG - G3P2LIDL UNKNOWN.L6 37W | PTEMER | PRELABOR TMMENENT ECLAMPSIA - 540 NO - - 4 0 [ o 1 1
UNREG POST DATISM G4P23L3 8 39w 2D FT EMER FIRST STAGE FETAL DISTRESS - 400 YES - - .| 0 0 0 11
UNREG SEVERE PEFGR GzPILL 38W | FTEMER | FIRST STAGE RHD WITH MSWITH PAR BIL uterineligation 700 NO - - 347 0 [ o 0
UNREG GDM G2P1L1 34W FT EMER FIRST STAGE Sever e PE with uncontrolled hypertension - 780 [} - - .4 0 0 0
0 UNREG - G2PILL 33W4D | FTEMER | FIRST STAGE FETAL DISTRESS - 450 o - - 6 0 [ o 1
0 REG 4 BOH ,GEST HTN G3P1L0A1 UNKNOWN WEIGHT 39w4D FT EMER FIRST STAGE MACROSOMIA - 550 [} - - .4 0 0 0
s REG 4 THROMBOCY TOPENIA G2PIL ; 37WsD | FTEMER RE LABOR CERVICAL DYSTOCIA - o - - a4 0 [ o 1
7 REG - G2P1L 23 39w4D FT EMER PRE LABOR THICK MSL - 450 (] - - 25 0 0 0
2 UNREG 1 - G2PIL 3 35 PTEMER | PRELABOR PLACENTA PREVIA - 650 o - - 24 0 [ o 0
5 UNREG 7 GDM ,MACROSOMIA POLYHYDRAMINOS G3P2L 2516 36W3D PT EMER PRE LABOR OBSTRUCTED LABOR - 450 (] - - 0.8 0 0 0
5 REG 3 9 - G2PIL 3 OWED | FTEMER | PRELABOR HICK MSL Haymn suturing 350ML o TSOPIPCY - 192 [22 | 0 [ o0 0
7 REG 7 9 HYPOTHYROIDISM G2P1L 3 D PT EMER FIRSTSTAGE HICK MSL - 550 18 1 0 0 1
s [ 7 REG 1 11 - G2PIL 3 SaWSD | FTEMER | FIRST STAGE CORD ENTANGLEMENT - 230 NO - - 35 1 2 [ 0 [ o 0
3 6 REG 1 25 DCDA G2P1L 25 0W2D FTELEC PRE LABOR CDMR 280 NO - - 32 1 0 0 0
22 6 6 1 REG 1 7 12 2 DATISM,POLYHYDRAMINOSHYPOTHYR FT EMER FIRST STAGE LOW LYING PLACENTA - NO - 1 25 1 0 0 0 1
olDIsw
0374 5 REG 4.1 12 G4P2L2A1 253 38 FTEMER 1 FAILED INDUCTION - 540 NO - - 34 0 0 0
[ 110381 5 REG 5 HYPOTHYROIDISM G2PILL 27 73 | FTEMER | P - 300 NO - - 3 0 [ o 0
0497 4 7 REG 10 - G2P1L1 3 PTELEC P FETAL DISTRESS - 440M L YES - - 37 0 0 0
[ 1104964 REG 4 oLIGo G2P1LO FTEMER | P MACROSOMIA - 870 146 0 [ o 0
| 110538 REG 25 - G2P1L 25 PT EMER P FETAL DISTRESS - 480 (] - - 0 0 1
55669 5 REG - G2PIL 25 FTEMER BREECH - 450 o - - 0 [ o 0
|_1105352 7 UNREG - G2P1L 26 PTELEC ANAMINOS - 550 (] - - 0 0 0
[ 1105031 5 UNREG - G2PIL z FTEMER POP PPH Hayman suturing 450 o - - 0 [ o 0
06096 7 UNREG PRECIOUS PREGNANCY G3P2L 1525 9. PT EMER Sever e PE with uncontrolled hypertension EXTENSION,U/L UTERINE ARTERY LIGATION 430 (] - - 0 0 0
05412 5 UNREG 4 GDM.MACROSOMIA GapaL 3272 4, FTEMER PERSISTENT LOP L TIGTH LOOP OF CORD 330ML o - - 0 [ o 0
06580 7 UNREG 4 16 - G3P2L NOT KNOWN 7., PT EMER FETAL DISTRESS - 300ML (] 1PCV - 0 0 0
07479 | 24 7 UNREG 4 8 - GaP2LIDIAL 353 0. FTEMER PRECIOUS PREGNANCY - G00M L o - - 11 0 [ o 11
08083 7 UNREG 1 7 - G3P2L NOT KNOWN .. FT EMER BREECH IN LABOR EXTENSION,U/L UTERINE ARTERY LIGATION ATONY 450 (] - - 0 0 0
[ 1107682 4 UNREG 7 - G3PILIAL 9. FTEMER PRECIOUS PREGNANCY - 450 o - - 0 [ o 1
08413 9 UNREG 7 OLIGO G5P3L3A1 . FT EMER Sever e PE with uncontrolled hypertension MSL,EXTENSION,U/L UTER LIGATION 230 (] - - 0 0 0
00402 | 20 UNREG GapaL2 0. FTEMER FETAL DISTRESS UIL UTERINE LIGATION 480 o - - 0 [ o 1
09573 0 UNREG 10 GEST HTN,PRECIOUS PREGNANGY G3P2L2 9. FT EMER TRANSVERSE LIE - 450 (] - - 0 0 1
[ 1109583 REG 17 - G3PILIAL 7. FTEMER BOH - 450 VES - - 0 [ o 0
10604 REG 6 APH G5P2L2A2 253 . FT EMER CDMR UTERINE ATONY NO - - 0 0 0

(1111020 | 24 UNREG 5 FGR.OLIGO G2PILL 35 7. FTEMER MSC 2TIGTH LOOP OF CORD.EXTENS ON.UTERINE ATONY 350 0 [ o 0

|_1109528 UNREG 4 GDM G5P3L3A1 25222 FTELEC Sever e PE with uncontrolled hypertension 2TIGTH LOOP OF CORD,EXTENSION,UTERINE ATONY 440 YES - - 0 0 0
11162 | 25 4 REG 9 - G3PILIAL 35 FTELEC FETAL DISTRESS - 410 NO - - 0 [ o 0
1111589 25 4 UNREG 3 IGT,HYPOTHYROIDISM G4P2L1A1 0512, FTEMER PLACENTA PREVIA EXTENSION,ATONY 420 NO 0 0 0
1112743 26 5 5 1 UNREG 3 1 5 2 PREGNANC??IE\(/:LCC)JEI{EWROI DISM G2P1L1 25 381 FT EMER FIRST STAGE Severe PE with HELLP EXTENSION,U/L UTERINE LIGATION 380 NO 1 0 0 0 1
1113527 23 5 6 1 UNREG 4 1 7 2 G4P3L3 25335 40.1 FTEMER PRE LABOR FETAL DISTRESS - 400 NO 1 0 0 0 1

23 5 6 1 REG 4 7 7 2 CHR HTNFYélggRS:ZEDF;lMPOSED G3P2L1A1 25 341 FT EMER FIRST STAGE MSL - 380 NO 1 0 0 0 1
2 REG 7 - G3P2L2 3225 FT ELECT PRE LABOR COMPLETE PLACENTA PREVIA 2TIGTH LOOP OF CORD,EXTENSION,UTERINE ATONY ,B/L UTERINE LIGATION 490 NO - - 11 0 0 0
2 UNREG 7 L SEVERE PEFGR GaP2LIAL 27.UNKNOWN FTEMER | FIRSTSTAGE FETAL DISTRESS B LYNCH, UTERINE ATONY 770 VES - - 0 [ o 0
2 UNREG 7 HYPOTHYROIDISM ,ANAMINOS G3P2L1 252 FTEMER FIRST STAGE BREECH IN LABOR - 600 ES 0 0 0
0 UNREG MILD PE G2PILL 22 FTELEC | PRELABOR ANAMINOS MS 300 0 0 [ 0 0
REG OLIGO WITH INCREASED REISITANCE G2P1L1 3 .. FT EMER FIRST STAGE THICK MSL - 490 [} - - . 0 0 0
UNREG 4 BREECH Gap2L2AL 25 7. FTEMER | FIRST STAGE ANAMINOS WS 380 o - - 4 0 [ o 0
REG CENTRAL PLACENTA PREVIA G3P1L1A1 37 39 FT EMER PRE LABOR CMA - 240 (] - - 4 0 0 0
UNREG 1 HYPOTHYROIDIM G2PILL 3 372 | FTEMER | PRELABIR BOH - 670 o - - 9 0 [ o 0

| 111 REG 1 SEVERE PE G2P1L1 3 36.2 PT EMER FIRST STAGE CDMR - 400 YES - - .6 0 0 0
1114567 23 6 6 1 UNREG 1 7 4 1 OLIGOWIT’;EFS;VXLITCHEI NCREASED G2P1L1 3 375 FT EMER PRE LABOR BOH - 450 NO - - 1 14 1 0 0 0 1
112356 | 23 | 6 | 6 1 REG 2 7 4 | 2 | RHNEGATIVEWITHHSSAGPOSTIVE | gopius 34 404 | FTEMER | PRELABOR COMR - 420 NO - - 1|20 | 1| 0| 0 0
s (2 [ 7 | 6 1 REG | 3 7 5 [ 2 APH GZPILL 26 384 | FTEMER | PRELABOR BREECH - 320 VES




