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Abstract. To determine the success rate, maternal complications and
the neonatal outcome of attempting vaginal birth after cesarean
section in grand-grand multiparous, Para 10 and more with one previ-
ous Cesarean section. The second objective is to determine the
success rate of VBAC according to parity. A retrospective case
controlled study conducted at the Maternity and Children Hospital in
Makkah, Saudi Arabia during January 1, 2001 and December 31,
2004. Fifty women who had previous ten (10) deliveries or more of
which the last was cesarean section were selected as the study group
and compared with two control groups, of parity ranging from 6-9 and
2-5 subsequently. The success rate of vaginal birth after cesarean
section was 34%, 54%, and 70% in the 3 groups subsequently. There
was an increase in the intrapartum complications in the study Group,
which was not statistically significant. There was an increase in the
incidence of postpartum hemorrhage in the study group compared to
other groups. The postpartum febrile illness, hospital length of stay
and the neonatal outcome were comparable in the 3 groups. VBAC in
grand grand multipara is an option; nevertheless, the success rate is
lower than that reported in women with lower parity.
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Introduction

Grand multiparity is associated with a higher complication rates in comparison
to lower parity counterparts[1-5]. The principle of vaginal birth after cesarean
section (VBAC) in women with a primary cesarean section has been
investigated thoroughly and proven to be relatively safe thus reducing the rate
of cesarean section in selected patients[6-8]. The success rate of VBAC was
reported to be between 60-80%[9]. In modern obstetrics, various medical health
organizations including the National Institute of Health Sciences (NIHS) and
the American College of Obstetricians and Gynecologists (ACOG) advocated
the practice of trial of VBAC in patients with one previous cesarean section
with certain provisos[9,10]. One of the major risks in attempting vaginal birth
after cesarean section is uterine rupture with all the maternal and fetal complica-
tions related to this unpleasant and serious complication. Gardeil et al.[11] in
their large review on uterine rupture concluded that 80% of the uterine rupture
in obstetric populations occurs in patients attempting vaginal birth after cesar-
ean section. The combinations of grand multiparity and the trial of vaginal birth
after cesarean section are a rare particularly in the developed countries. In
developing countries, it is not uncommon for some women to have 10 preg-
nancies or more; however, the identification of the patient who delivered her
last pregnancy by cesarean section and currently is pregnant in her 11th preg-
nancy and given a trial of VBAC is an extremely difficult task.

On reviewing the literature, we could identify two reports that have addressed
the outcome in VBAC in multiparous women. These studies described VBAC
in women with parity of 6 and more in general with no particular emphasis on
those with parity of 10 and more[12,13]. The order of the cesarean section in
relation to the VBAC was not reported in the two studies. The success rate of
VBAC in the two reports was 60% and 80%, subsequently. This study stratified
parity into 2-5, 6-9, 10 and more groups and looked at the success rate and the
safety of VBAC in each of the three groups. 

Materials and Methods

This retrospective case control study was conducted in the Maternity and
Children Hospital in Makkah, Saudi Arabia, which is considered one of the
major maternity institutions in the Western region of Saudi Arabia with an
average number of deliveries of 12,000 per annum.  

During the study period between the beginnings of January 2001 until the end
of December 2004, there were a total of 47,254 deliveries. Fifty women fulfilled
the criteria for inclusion in this study. The inclusion criteria stipulated that the last
delivery before the trial of VBAC should have been a cesarean section for a non-



35Vaginal Birth after Cesarean Section (VBAC) in Grand-Grand Multiparous Women...

recurrent indication and the gestational age at the time of presentation for deliv-
ery should have been 26 weeks or more. All patients fulfilled the standard crite-
ria for a trial of VBAC as recommended by the ACOG. Therefore, patients with
unknown scar, classical cesarean section, large babies, and multiple preg-
nancies, more than one cesarean and abnormal placentation were excluded from
this study. Patients with any medical conditions complicating their pregnancies
such as severe preeclampsia or uncontrolled diabetes were also excluded. 

Two control groups of fifty patients in each group were selected with parity
6-9 (Group 2) and parity 2-5 (Group 3) from the same population, at the same
period of time. The hospital�s Ethics Committee, which is the higher authority
in the institution dealing with ethical issues including research, approved the
study and the data collection. 

The medical records for each patient in the three groups were extracted and
reviewed by one attending staff member; the data were collected and analyzed.
The three groups were comparable in age, booking status and their suitability
for VBAC to eliminate the effect of these variables on the tested outcome.
They were also comparable in the rate of induction and augmentation of labor. 

In the study group, the rate of induction was 22% (11:50) compared to 26%
(13:50) in-Group 2 and 24% (12:50) in-Group 3, with no statistically significant
difference. Five patients were induced in the study group, six in-Group 2 and
another five in-Group 3. Narcotic medications and the inhaled nitrous oxide
were used in pain control during labor. The standard form of anesthesia with
cesarean section in the institution is spinal anesthesia unless general anesthesia
was decided by the anesthetist for medical or technical reasons.

Results

The mean maternal age was 35-, 34.5-, and 35-years-old in the three groups,
subsequently. The success rate of VBAC was 34% (17 of 50) in study Group 1;
54% (27 of 50) in Group 2; and 70% (35 of 50) in Group 3 (Fig. 1). This differ-
ence was a statistically significant in terms of success between the other two
groups and the study group with (P value 0.05). The perinatal mortality in the
three groups revealed two intrauterine fetal deaths in-Group 1, one intrapartum
death in-Group 2 and one early neonatal death in-Group 3 this was not a statis-
tically significant difference. 

The incidence of postpartum hemorrhage showed a significant difference
among the 3 groups: being 22% in the study group (11 of 50); 14% in-Group 2,
(7 of 50) and 8% in-Group 3 (4 of 50), P value 0.02, (Fig. 2.). Six patients in the
study group, 12% received blood transfusion compared to three (6%) patients
and two (4%) in Group 2 and 3, subsequently. 
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Fig. 1. The success rate in percentage of Vaginal Birth after Cesarean Section (VBAC) in
the three study groups.

Fig. 2. Incidence of postpartum hemorrhage by percentage documented for the three
groups.
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Table 1. Surgical complications in the three groups.

       Complications 
Group I Group II Group III

Para 10 and more Para 6-9 Para 2-5

Rupture Uterus 2 0 1

Scar Dehiscence 2 1 0

Hysterectomy 2 0 0

Post Partum Hemorrhage 11  7 4

Blood Transfusion 6 3 2

Discussion

VBAC is becoming a standard of practice in all obstetrical institution around
the globe, the success rate of trial of vaginal birth after one previous cesarean
section have been reported to be 60-80%[6-8]; nevertheless, the safety and the
success rate of such practice in grand multipara with a parity of 6 and more is
under reported with paucity of the literature in the outcome of VBAC in women
with parity of 10 and more. On reviewing the literature only two reports dealing
with this issue in multiparous women, parity 6 and more were identified[12,13].
None of these studies addresses the outcome of VBAC in grand grand multi-
parous women, Para 10 and more. Dyack et al.[12] reported the outcome of 85
patients of Para 6 and more of which only 45 had a trial of VBAC with a
success rate of 60% that was associated with a high incidence of serious compli-
cations and they recommend a closely supervised delivery with a high threshold
for intervention. On the other hand, Yamani[13] reported a good outcome in
multiparous women attempting VBAC with a success rate of 87.7% and without
any major maternal nor fetal complications, in fact, the success rate in the study
group was higher than the control group para 2-5 in that study, furthermore in
the control group there was one uterine rupture, two scar dehiscence and one
still birth compared to no major complications in the study group, the report

The surgical complications showed two cases of scar dehiscence, two uterine
rupture and two hysterectomies in the study group. In-Group 2 there was one case
of scar dehiscence and no case of rupture uterus. In-Group 3 there was one case of
uterine rupture with a favorable outcome there was no scar dehiscence in this group
(Table 1). The two patients in the study group had hysterectomy for postpartum
hemorrhage related to rupture scar in one and atonic uterus in the other after failure
of the traditional methods to control the bleeding. The neonatal outcome in the
three groups was comparable including the Apgar score in 1-, 5-, 10-min and
Neonatal Intensive Care Unit (NICU) admission. There was no difference in the
postpartum medical complications such as deep venous thrombosis, febrile illness,
nor length of hospital stay. There was no maternal loss in the three groups.
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concluded in that attempting VBAC in grand multipara is safe and carries a
good outcome. The current study stratifies the patients according to their parity;
it demonstrates an inverse relationship between parity and the success rate (Fig.
1). This study revealed an increase in the incidence of postpartum hemorrhage
(Fig. 2), the need for blood transfusion and the incidence of uterine scar acci-
dents (dehiscence and rupture) as the parity increases in patients who are given
a trial of vaginal birth after cesarean section.

The increasing need for blood transfusion secondary to increasing risk of
uterine rupture and postpartum hemorrhage revealed by the present study indi-
cates the need for an optimally equipped center before attempting such a trial in
the group of grand-grand multiparous women. The center should have well
trained obstetricians, anesthesiologist, a blood bank, adult and neonatal inten-
sive care units. Appleton et al.[14] in the Australian VBAC multi-centre study
group reported a risk of 25% for hysterectomy following ruptured uterus in
VBAC. The current study reported three cases of ruptured uterus following
VBAC of which one case ended by hysterectomy related to ruptured uterus.
Despite the small number of patients this should alert clinicians about the possi-
bility of hysterectomy following ruptured uterus after VBAC. A strict and
careful monitoring of the maternal progress in labor should be practiced partic-
ularly in grand-grand multiparous women attempting VBAC. 

Several investigators studied the antenatal predictor of the success of VBAC.
Brill and Windrim[15] did an extensive review of these predictor factors by
reviewing the published studies� literature in English. They concluded that
maternal diabetes and obesity are the only two factors that affect the outcome of
VBAC adversely. Gyamfi et al.[16] added another factor that may affect the
success rate of VBAC in addition to maternal diabetes that is recurrent cause for
cesarean section. Both studies did not take parity in consideration; the unique
aspect of this study is that it showed increasing parity as a negative predictor for
the success of VBAC by demonstrating an inverse relationship between the
parity and the success rat of VBAC. Again further larger scale studies have to
be done to confirm these findings.

Conclusion

Attempting VBAC is worthwhile in grand grand multipara. However the
success rate is lower than that reported for lower parity. Attempting VBAC in
such patients should follow strict criteria and close monitoring as patients are
more likely to have postpartum hemorrhage, scar dehiscence, uterine rupture
and even require hysterectomy. More studies with a larger number of patients,
perhaps multicenters, are needed to confirm these findings. 
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