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Abstract

Introduction: Labour is the physiologica process
with its inherent risk of complications so it requires
supervision by skilled birth attendants. Delivery con-
ducted by untrained birth attendants has a 4.67 times
higher mortality rate as compared to the one conducted
by SBAs. This study was conducted to determine feto-
maternal outcome of cases referred to Fatima Memo-
rial Hospital, after a trial of labour by TBA'’s.

Objectives: To determine feto-maternal outcome and

to identify factors associated with adverse obstetric
outcome.
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Study Design: Case series descriptive study.

Setting: Department of Obstetrics and Gynecology
Fatima Memorial Hospital, Lahore.

Duration with Dates: Six months from 1% April 2011
to 30" September 2011.

Subjects and Methods: One hundred patients who
were admitted through emergency after atria of labo-
ur by traditional birth attendants (TBAS), lady hedth
visitors (LHVs) or doctors at home or private clinics
were managed and followed in the department of gy-
necology and obstetrics Unit 1. Patients were clini-
cally evaluated and relevant investigations were car-
ried out in al patients. Final diagnosis was made on
the basis of history, clinical examination and investi-
gations. Data collection too was structured proforma
specifically designed for the purpose.

Results: Mean age of the patients was 27.28 + 5.13
years. Fever was the most common complication fou-
nd in 69 (69%) patients. Antepartum hemorrhage occ-
urred in 22 (22%) cases. Postpartum hemorrhage com-
plicated 46 (46%) pregnancies leading to shock in 51
(51%) patients. Oligohydramnios was observed in 35
(35%) patients and uterine rupture in 5 (5%) cases.
There were 3 (3%) maternal deaths.

Low Apgar score was observed in 36 (36%) ba-
bies. Meconium staining was present in 34 (34%)
cases and 34 (34%) babies needed hospitalization. (Fe-
tal growth restriction was found in 23 (23%) patients.
There were 23 (23%) fetal neonate deaths.

Conclusion: Postpartum hemorrhage led to maternal
and fetal complicationsin majority of the patients whi-
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ch was not handled appropriately and immediately.
Key Words: Postpartum hemorrhage (PPH), Oligo-
hydramnios, shock.

I ntroduction

Labour is the physiological process with its inherent
risk of complications so it requires supervision by skil-
led birth attendants. Delivery conducted by untrained
birth attendants has a 4.67 times higher mortality rate
as compared to one conducted by SBAs.! Recent figu-
res indicate that worldwide 529,000 women die in pre-
gnancy and childbirth each year. In addition to this,
maternal death causes one million children to be mo-
therless each year.? Three most common reasons for
non-use of antenatal care are limited financial resour-
ces, husband denia and God's will.2 Factors like poor
antenatal care, medical facilities, family taboos, low
socioeconomic status, lack of roads, transport facili-
ties, fear of operations are al associated with increase
materna and fetal morbidity and mortality rates.* It
has also been demonstrated that 99% of worlds mater-
nal deaths occur in developing countries.?

It is seen that 70% of maternal deaths are due to
five major complications like haemorrhage, sepsis,
unsafe abortions, eclampsia and obstructed |abour and
the clinical means to prevent either deaths arising from
these complications or the complications themselves
are well known.? In Pakistan, postpartum haemorrhage
is the main cause of maternal mortality in public and
private sector, and the commonest cause of postpartum
hemorrhage (PPH) is uterine atony, which cannot be
predicted in the majority, and most of deaths occur
within 2 hrs of childbirth. Vigilance in this period in
the form of uterine massage every 15 min by the hea-
Ith care attendant, patient attendant or the recently de-
livered mother herself reduces the blood loss signifi-
cantly as most of the rural areas lack emergency obs-
tetric care facilities.®

Women often become pregnant without planning
in less than ideal nutritional state. Pre pregnancy ane-
mia is common. Lack of empowerment, especially for
rural women, resultsin seeking medical attention often
when it is too late. Their lack of nutritiona reserve,
leaves very little margin of error for the health profess-
sional when faced with a bleeding pregnant or a re-
cently delivered women. Emergency drugs and safe
blood transfusion services are unlikely to be available
freely across Pakistan in near future.> Even the most
knowledgeable and skilled doctor is unable to save

mothers life if sheis bleeding, and he / she has no drug
or blood at hand.®> Antepartum haemorrhage which is
vaginal bleeding from 24 weeks till the delivery of the
baby is a'so amajor cause of maternal mortality. Two
major causes of APH are placenta previa (PP) and
placental abruption (PA).°

PP isthe placenta that is partially or wholly impla-
nted in the lower uterine segment and it cause massive
obstetric haemorrhage.” Abruption means breaking
away and placental abruption is the separation of nor-
mally situated placenta from the uterine wall.” In this
both the mother and the fetus are at risk, because of
hypoxia due to placental separation and mother beca-
use of hypovolemic shock, clotting disorders and more
wide spread organ damage.®

Uterine rupture is the life threatening emergency.
It can occur before delivery or during delivery. Impor-
tant causes of uterine rupture before delivery are labo-
ur hyper stimulation with over cause prostaglandins or
oxytocin, intra-amniotic instillation of saline or prosta-
glandins and during delivery or breech extraction, vi-
gorous uterine pressure during delivery, fetal anomaly
distending lower segment and difficult manual remo-
val of placenta®

Among the pregnant women who had the previous
cesarean section (c/s) the chances of major complica-
tions like, uterine rupture or operative injury are twice
if given atria of labour.® The rate of uterine ruptureis
7/1000 in women who had the Vagina birth after cesa-
rean section (VBAC). Failed VBAC increases the re-
quirement for blood transfusion and endometritis. The-
re is 12 fold increased risk of perinatal death at term
among the women attempting VBAC.1°

Obstructed labor is one of the serious emergencies
that may occur after atrial of labour. It endangers the
life of the mother and fetus and increases the rate of
perinatal and maternal morbidity and mortality. Majo-
rity of cases suffer obstructed labour because of the
negligence of medical staff at periphery who keep the
patient in the hope of normal vaginal delivery.

There are many other birth related disabilities that
affect many more women and go untreated, like inju-
ries to pelvic muscles, organs or the spinal cord. Every
year 8 million babies die before or during delivery or
within first week of life. Many children are tragically
left motherless each year. These children are 10 times
more likely to die within 2 years of their mother’s dea-
th. Mgority of these deaths and disabilities are pre-
ventable being mainly due to insufficient care during
pregnancy and delivery.!?

It is tragic situation that these deaths are not cau-
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sed by disease but occur during or after a natura pro-
cess. Most of maternal and fetal deaths and pregnancy
complications are preventable. So, the rationale of
present study is that the complications of labor if not
timely diagnosed and treated result in adverse feto-
maternal outcome. Provision of SBA at doorstep will
be an ideal solution. So that they can identify the fac-
tors that are associated with adverse obstetric outcome
like previous c/s scar, multigravida, short stature, mal-
presentation, prolonged rupture of membrane (PROM)
> 24 hours, fetal growth restriction, oligohydramnios,
meconium stained liquor and refer the patients timely
to atertiary care hospital.

Patient’s and Methods

Objectives of the study:

o0 To determine fetal and maternal outcome of cases
referred to FMH after trial of labour.

0 To identify factors associated with adverse obstet-
ric outcome (i.e. previous caesarean section scar,
multigravidity, short stature, malpresentation, pro-
longed rupture of membranes > 24 hrs, fetal grow-
th restriction, oligohydraminios, meconium stained
liquor).

Operational definition:

0 Obstetric Outcome: Outcome of both mother
and baby after delivery.

M ater nal Outcome: Fetal Outcome:

Primary PPH will be
measured in terms of
blood loss more than
500 ml after vaginal
delivery or more than
1000 ml after cesarean
section within 24
hours after delivery.
Secondary PPH will
be measure in terms of
blood loss more than 1
litre after delivery
after 24 hrstill 6 wks
postpartum.

Fever = 100 °F after
delivery.

Apgar scoreat 1 and 5
minutes after delivery.

M econium staining.

Need for
hospitalization.

0 Un-booked cases: Cases that never had any ante-
natal checkup beforetrial of 1abour.
It was case series descriptive study. The study was
carried out in Labour Ward Department of Obstetrics

and Gynaecology, Fatima Memorial Hospital, Lahore
whichisatertiary carereferra centre.

This was a six months study from 1% April 2011 to
30" September 2011.

One hundred pregnant women after trial of labour
were included in the study.

Non probability convenience sampling technique
was used.

Un-booked cases after trial of labour by TBA,

LHV or doctors at home or private clinics and Sin-

gleton pregnancy at term (37 — 42 weeks) were in-

cluded pregnant patients with pre-existing medical
disorders were excluded from the study.

Method:

Subjects were selected from pregnant ladies diag-
nosed by history, examination and ultrasonography
fulfilling inclusion criteria admitted in labour ward in
the department of obstetrics and gynecology unit il
FMH. They were informed about the benefits of the
study and informed consent was taken. They were in-
cluded in the study with permission of Ethical Com-
mittee. Confounding variables such as age, gravidity
antenatal care, bad obstetric history and pregnancy re-
lated complications were controlled by careful selec-
tion of cases. Patients with pre-existing medical disor-
ders were excluded from the study.

A detailed history regarding her persona data,
symptomatology and exact date of LMP was taken.
Examination was done to find out any systemic or
obstetrical complications. An obstetrical ultrasonogra-
phy was done to confirm single pregnancy, amount of
liquor, presentation and to confirm gestational age.
Partogram was maintained, mode of delivery and Ap-
gar score at 1 and 5 minutes was recorded. The pati-
ents were followed up to 7 days after delivery. Mater-
nal and fetal morbidity or mortality were recorded.

Subjects were analyzed for fetomaternal outcome.
The outcome measures were pregnancy and obstetric
details, place of delivery, delivery attendant, reasons
given for home delivery, mode of delivery, materna
mortality, perinatal mortality, the incidence of fetal
distress determined by abnormal cardiotocography
monitoring, fetal blood sampling, and the presence of
meconium. PPH was measured by the Kidney Tray
method.

All cases were interviewed and managed. Informa-
tion thus obtained was summarized and recorded using
a specificaly designed proforma prepared for the
study.

Descriptive statistics were applied to calculate
mean and standard deviation for age and parity of
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mothers. Data was analyzed using computer program
SPSS 10 to find out frequencies and percentages of
study variablesi.e. for factors associated with adverse
obstetric outcome (multigravidity, short stature, mal-
presentation, prolonged rupture of membranes > 24
hrs, fetal growth restriction, oligohydraminios, meco-
nium stained liquor, previous caesarean section scar),
maternal outcome (PPH, fever) and fetal outcome (me-
conium staining, Apgar score, need for hospitaliza-
tion). Chi-square test was applied to compare signifi-
cance of proportions of these complications. P < 0.05
was taken as level of significance.

Results

Present study comprise of 100 patients who were re-
ferred to Fatima Memorial Hospital, Lahore after a
trial of labour. Of the total patients, 32 were received
delivered.

Mean height of the patients was 5.2 + 0.2 inches
and mean weight was 79.67 £+ 9.45 kg. In our study,
maximum complications were seen in the age group
between 21 — 25 years which is 38% and 26 — 30 years
which is 34%. The mean age of the patients in present
study was 27.28 + 5.13 years (Table 1).

Out of hundred patients in study group who were
referred after trial of labour 65 (65%) were primigra-
vida P; and P, 25%, women were para 3 — 5 and 10%
patients were grand multiparas (Para 6) shown in Ta-
ble 2.

In present study, all the patients (100%) were ad-
mitted through emergency (Table 3).

Short stature was noted in 13 (13%) patients (Ta-
ble 4).

In our study, out of 15 patients with the previous
scar undergoing a trial of labor, 5 patients had a ute-
rine rupture that is about 0.75%. Remaining 85% pati-
ents had no previous scar (Table5).

68% of the patients presented with labour pains
(68%) and leaking per vaginum. Prolonged duration of
labour was noted in 68% patients. Thirty nine (39%)
patients had fever and previous scar was noted in 15%
cases (Table 6).

In 14 (14%) patients, fetal movements were redu-
ced and in 18 (18%) were absent. Thirty six (36%)
patients had normal fetal movements (Table 7).

Mode of delivery was vagina in 38 (38%) patients
and abdominal in 62 (62%) patients (Table 8).

Fever was the most common complication found
in 69 (69%) patients. Antepartum hemorrhage occur-

red in 22 (22%) cases. Postpartum hemorrhage comp-
licated 46 (46%) pregnancies leading to shock in 51
(51%) patients. Oligohydramnios was observed in 35
(35%) patients and uterine rupture in 5(5%) cases.

There were 3 (3%) materna deaths (Table 9).

Table 1: According to age Distribution of Patients (n=100).

Age (in years) No. of Patients Percentage (%)
16— 20 8 8.0
21—25 38 38.0
26— 30 34 34.0
31—35 14 14.0
36 —40 6 6.0

Mean age + SD = 27.28 + 5.13 years
Table 2: Parity of Patients (n = 100).
Parity No. of Patients Percentage (%)
0—2 65 65.0
3—5 25 25.0
Para 6 or more 10 10.0
Table 3: Mode of Admission (n = 100).

Admitted Through P’:\t(i).er(w)Is Per%(;r; )t age
Outpatient Department 0 0.0
Emergency 100 100.0

Table 4: Short Stature (n = 100).
Short Stature No. of Patients | Percentage (%)
Yes 13 13.0
No 87 87.0
Table5: Previous Scar (n = 100).
Previous Scar No. of Patients | Percentage (%)
Previous scar 15 15.0
*(Rupture) 5 5.0
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No scar 85 85.0
Table 6: Presenting Complaints (n = 100).
: No. of Percentage
Complaint Patients (%)
Labor pains 68 68.0
Leaking PIV 68 68.0
Bleeding PV 52 52.0
Prolong duration of labor 68 68.0
Fever 39 39.0
Previous scar 15 15.0
Table7: Feta Movements (n = 100).
No. of Percentage
Fetal Movement Patients (%)
Normal 36 36.0
Reduced 14 14.0
Absent 18 18.0
Received delivered with PPH 32 32.0
Table 8: Mode of Delivery (n = 100).
Route of Delivery | No. of Patients | Percentage (%)
Vagina 38 38.0
Abdominal 62 62.0
Table9: Maternal Complications (n = 100).
-~ No. of Percentage
Complication Patients (%)
Postpartum hemorrhage 46 46.0
Fever 69 69.0
Uterine rupture 5 5.0
Antepartum hemorrhage 22 22.0
Oligohydramnios 35 35.0
Shock 51 51.0
Maternal death 3 3.0

Regarding the perinatal outcome in our study, low
Apgar score at 1 and 5 minutes was observed in 36
(36%) patients. Meconium staining was common in 34
(34%) cases and 34 (34%) patients needed hospitaliza-
tion. Fetal growth restriction was found in 23 (23%)
patients. Twenty three (23%) patients had stillbirths
including 18 intrauterine deaths and 5 intrapartum dea-
ths (Table 10).

Table 10: Perinatal Complications (n = 100).

Complication P,\z;t?égrs Per%()e/:)t age
Low APGAR score 36 36.0
Meconium stained liquor 34 34.0
Fetal growth restriction 23 23.0
Need for hospitalization 34 34.0
Fetal death 23 23.0
Discussion

In present study spanning over 6 months period, a total
of 100 cases who were admitted through emergency
after a trial of labour by traditional birth attendants
(TBAS), lady hedth visitors (LHVS), or doctors at
home or private clinic were managed and followed in
the department of gynaecology and obstetrics for ana-
lysis of feto-materna outcome.

Out of hundred patients in study group who were
referred after trial of labour 65% were primigravida or
Para 1, 25% ladies had 3 — 5 kids and 10% patients
had 6 or more kids, which is quite comparable with the
study conducted in North America which shows trans-
fers were four times as common among primipa-
rous women (25.1%) as among multiparous women
(6.3%).1

In our study, maximum complications were seen
in the age group between 21 — 25 years which is 38%
and 26 — 30 years which is 34%. The mean age of the
patients was 27.28 + 5.13 years which is comparable
with age group of the patients in the study conducted
in Zurich between 1989 and 1992 where the mean age
was 29.2 years.*

Many of the normal vaginal deliveries of draining
area are done by the TBAs, LHVs and local general
practitioners at the clinics. It is, therefore, quite justi-
fied to say that the general concept of the public about
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the increased frequency of maternal and fetal compli-
cations either morbidity or mortality is not true. The
complications in any hospital depends upon the num-
ber of factors e.g. catchment area, type of obstetric
complication, ratio between booked and un-booked
cases and the referral role of the hospital .2°

There are other genera factor as well contributing
to this like socio-economic conditions, literacy rate,
frequency and quality of antenatal care and timely re-
ferral by the TBAs. About 80 — 85% cases in FMH
Lahore are unbooked and maximum patients (90%) are
under the care of TBAs and LHVs which is compar-
able with another local study in Lahore where about
(90%) of patients never had any antenatal check up
and maximum patients (94%) were under care of TB-
Asand LHVs.%

TBASs or family members attend as many as 70%
of world’s births.’

In present study, 68% of the patients had the abdo-
minal deliveries after the trial of labour. Five patients
had ruptured uterus and underwent labarotomy from
which two had obstetrical or cesarean hysterectomy
which is consistent with the study conducted in Lahore
by Bushra Zahid and colleagues where 5 patients had
ruptured uterus, laparotomy was carried out in 4 pati-
ents due to ruptured uterus out of which two had hys-
terectomy.1®

In our study, 62 patients had emergency cesarean
section and the common causes of emergency cesarean
section were major degree placenta previa, repeat ce-
sarean section, failed progress of labour, chorioamnio-
nitis, abruptio placentae, fetal growth restriction and
meconium stained liquor leading to fetal distress.

A study conducted by Hemminki in 1990 showed
that in emergency cesarean deliveries, the procedure is
usually done for cases with fetal distress, prolonged
and obstructed labour, severe PIH, eclampsia and rup-
tured uterus.’®

In alocal study at Lahore, the common indications
for emergency cesarean section were failure to prog-
ress of labour, fetal distress, cephalopelvic dispropor-
tion, PIH, eclampsia and mal presentations.®

In our study out of 15 patients with the previous
scar undergoing a trial of labor, 5 patients had a ute-
rine rupture that is about 0.75% and it is comparable
with that shown by another study as 0.5-1%.%°

In Pakistan that is a devel oping country with popu-
lation over 118.8 million (UNICEF report 1990) about
4 million births take place every year.?* Only 24% of
births are attended by trained persons and only 5 -
10% deliveries take place in hospital. About 25000

females die of causes related to pregnancy and child
birth every year. Commonest causes of maternal death
include hemorrhage, infection, eclampsia and obstruct-
ted labour.

In present study postpartum haemorrhage was
common and noted in 46% of patients, which if not
handled appropriately and immediately can lead to
death of the patient, while it occurred in 10 patientsin
local study at Lahore.®

All women lose blood at delivery whether by vagi-
nal or abdominal route. Traditionally, the obstetricians
have accepted 500 ml of loss as the upper limit of
normal. However, it must be noted that such a volume
isamost always an estimate and it is believed that it is
usually an underestimate. Moreover, the patient might
not be bleeding because she isin shock and her vessels
are collapsed.?

It iswhen PPH isin excess of 500 ml, it istaken as
significant. Loss of blood between 1000 and 1500 ml
is termed massive PPH.Z In spite of marked improve-
ments in management, early PPH remains a significant
contributor to maternal morbidity and mortality both in
developing countries and in hospitals. The exact inci-
dence of PPH is difficult to determine. A reasonable
consensus is that 1 — 10% of pregnancies are compli-
cated by PPH, with the actual number in the range of
2.4%.%

According to Gordon,? anaemia must be corrected
during pregnancy because anaemic patient tolerates
haemorrhage badly. Hemoglobin estimation should be
made in every expectant mother early in pregnancy
and give every women a good course of iron for at lea-
st six weeks during pregnancy.

A patient with a previous history of PPH, patients
with multiple pregnancy and grandmultipara should be
admitted to hospital for delivery. Manage high risk
patient more carefully. PPH should always be antici-
pated in grandmultipara, multiple pregnancy, polyhy-
dramnios and at least two pints of blood must be avai-
lable. Vein should be kept open. Never allow labour to
be prolonged. Manage third stage of 1abour properly.?

Regarding the perinatal outcome in our study, 23
dtillbirths including 18 intrauterine deaths and 5 intra-
partum deaths occurred. Twelve babies died in first 12
hours and 36 babies had the Apgar score less than 5 at
5 minutes. All these were consistent with the study
conducted by Zahid and colleagues'® at Lahore where
there were 23 stillbirths, 45 had Apgar score below 5
at 5 minutes, ten babies died in first 12 hours.

The care women receive during labor and delivery
determines whether they live or die. Proper care can
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virtually eliminate postpartum infection and prevent
many deaths and illness from labor and delivery com-
plications by some estimates, better care during labor
and delivery could prevent 50 — 80% of maternal dea-
ths. Even in a developed country, care makes a great
difference e.g. in a US religious group that refuses
prenatal and delivery care, the maternal mortdity rate
in 1975 — 1982 was over 800 per 100,000 live births, a
rate higher than in many developing countries.'’

The traditional birth attendants in Pakistan (Dais)
are untrained and sometimes unaware of the problems
encountered during pregnancy and labour. So they
bring the patient in hospital very late and usualy in
serious condition. Illiteracy, poor nutrition, improper
referral system and lack of transport are al contribu-
tory factorsto high maternal mortality.

It is hoped that with better nutrition of pregnant
female, reduced parity, better awareness of the impor-
tance of antenatal care, hospital delivery and increase
in the facilities for materna care, maternal morbidity
and mortality due to postpartum complications may be
reduced.

Conclusion

It is concluded that patients who came after the trial of
labour by LHVs, TBAs and local doctors have very
high rate of both maternal and fetal complications as
the results of present study show that PPH occurred in
40%, APH in 22%, fever in 69%, shock in 51%, ute-
rine rupture in 5% cases. There were 3 maternal deaths
and 23 dtillbirths. 34% babies required hospitalization,
36 babies had low APGAR score and 34% had meco-
nium staining.

Complications of labour and postpartum period if
not timely diagnosed and rectified result in adverse
feto-maternal outcome. This may be reduced by:

1. Improving the quality and availability of antenatal
care for masses.

2. Provision of skilled birth attendants at the door-
step.

3. Proper and update training of TBAs, LHVs and
local doctors for better management and timely
referral of difficulty cases.

4. Launching public health programmes for generd
public to make them aware of pregnancy related
risk factors and to avoid the existing health facili-
ties.

5. Establishment of well equipped emergency obstet-
rical department at periphery.

6. Provision of senior staff cover and telephone faci-
lities to deal with emergency and post emergency
problems.

Blood banks need to be developed in more areas.

Blood donations should be encouraged as a per-

sonal “Zakat” or charity and transfusion only re-

served for life threatening situations like massive

PPH.

9. All obstetricians especially those in teaching hos-
pitals, need to introduce partogram in their labour
wards, if not aready in use and train both medical
and paramedical staff in maintaining this record.
This allows the prevention of not just PPH but also
ruptured uterus, neonatal morbidity and mortality
and future potential for vesico-vaginal fistula, with
its socio-economic implications.

® N
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OBSTETRICS OUTCOME OF CASES REFERRED TO TERTIARY CARE HOSPITAL AFTER TRIAL OF LABOUR

Date

ANNEXURE

Department of Obstetrics and Gynecology, Nishtar Hospital, Multan

PROFORMA
Obstetric Outcome of Cases Referred to Nishtar Hospital Multan after Trial of Labour

Patient’s Name

Age

Admitted through: ] OPD
Gravida Para
Gestational Age

L1 Emergency

Presenting Complaints

Hosp. Reg. No.

Wife of

Address

Complaint

Yes

No

Duration

Labour pains

Leaking per vagina

Bleeding per vagina

Duration of |abour

Fever

Previous scar

Fetal movements: 0 Norma

Examination
Blood pressure

Temperature

Pallor

Abdominal Examination
Fundal height

Feta heart rate

Uterine contraction

Speculum Examination
(O

Discharge:

Per Vaginal Examination
Cervix dilatation

Cervix effacement

[0 Reduced OO0 Absent

Pulserate

Respiratory rate

Lie

Presentation

Scar tenderness

Bleeding

Station

Membranes

ANNALS VOL 18. NO.1 JAN.-MAR. 2012

79



AFSHAN AMBREEN, SAMINA KHURSHID, MISBAH KHURSHID et al

Cervix Length Caput

USG Findings

Mode of Ddlivery: I Vagind 1 Abdominal

Diagnosis

Follow up

Maternal Outcome Fetal Outcome
Postpartum hemorrhage: - Apgar score: a 1 min a5min
Fever - Meconium staining:
Uterine rupture - Need for hospitalization
Antepartum hemorrhage - Death
Shock
Death
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