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ABSTRACT  

 
Background: Referral services for identification and referral of high risk pregnancies are an integral part of maternal and child health care 

services. The aim and objectives of this study was :To study maternal and perinatal outcomes in obstetric cases referred to tertiary Health Care 
Hospital, Tirupati and to study the reason for referral to tertiary care hospital ,to study the clinical course of patients throughout their stay in 

the hospital. To study the clinical course of neonates during first 7 days of life and  to identify their clinical course, mode of delivery, maternal 

and perinatal outcomes.  

Methods: It is a prospective observational study conducted from October 2020 to Jan 2021. Study population was all Obstetrics patients 
referred to Department of Obstetrics and Gynaecology of S.V. Medical College, Tirupati, A.P, India a tertiary care centre.  

 

Results: The total number of referred cases in above study period was 300.Most of the cases were from (80%) rural areas and (20%) cases 

from urban areas . Most common diagnosis at the time of referral was hypertensive disorders of pregnancy (31%) and Antepartum haemorrhage 
(20%). Out of the total referred cases, 50% had vaginal delivery, 30% had caesarean section 10% Instrumental delivery. The major causes for 

NICU admission were Prematurity and Low birth weight in 20 (6.6%) followed by Congenital Anomalies in 12 (4%).  

 

Conclusions: The present study has shown that Lack of antenatal surveillance, lack of obstetric ICU, want of qualified 
obstetricians, lack of full-fledged 24 hrs. lab facilities and referrals in the late stage are responsible for most of the maternal deaths. Even 

today, hypertensive disorders of pregnancy are the leading cause of maternal morbidity and mortality. Health education to the community will 

definitely reduce maternal and perinatal morbidity and mortality.  

Keywords:  Maternal and perinatal outcome, Maternal morbidity and mortality, Obstetrics referrals. 

INTRODUCTION 
 
The referral system is particularly important in pregnancy and child birth for providing access to Emergency Obstetric Care .Timeliness and 
appropriateness of referral is an important factor in the ultimate outcome of the patients1. Linking the Primary, Secondary and Tertiary levels 

of care are an essential element of Primary Health Care2.The death of a women during childbirth is a tragedy event that carries with it the huge 

burden of grief and pain to the family. Pregnancy is not a disease and pregnancy related morbidity and mortality are almost preventable. 

Timeliness and appropriateness of referral are a challenge to obstetricians since the delay in referral affects the maternal and perinatal outcome 
adversely. Hence identification of at risk patients and obstetric emergencies and timely referral is of immense important3.Although most 

obstetric complications such as postpartum haemorrhage , sepsis, eclampsia and obstructed labour that can cause maternal death cannot be 

predicted the majority can be treated with timely provision of a package of evidence based interventions is known as Emergency Obstetric 

Care. The availability of emergency obstetric care is considered to be an indicator of how well a healthy system is prepared to manage 
conditions leading to acute foeto-maternal morbidity and mortality4. Hence the government has introduced the Referral System to improve the 

service delivery at the tertiary level, to reduce work overload to tertiary health care facilities, strengthen peripheral infrastructure, improve 

teaching standards and promote research activities. 

Life-threatening complications can occur at any time before, during and after delivery and quite often they are neither predictable nor 
preventable. However, if they are identified and addressed in a timely and if the basic and comprehensive 

emergency obstetric services are provided to all pregnant women most maternal and perinatal deaths can be averted5. With this background 

present study was undertaken to evaluate the pattern of obstetric cases referred to Tertiary teaching 

hospitals and the maternal and perinatal outcomes amongst referred patients. Antenatal care is a concept that extends from pre-pregnancy to 
post partum,leading to effective emergency care for predictable and unpredictable complications 

during pregnancy and childbirth.6 There is a close relationship between the maternal and child health to the 

health of the family and families health to the general health of community.7Most life threatening complications occur during labor and delivery 

and many of these cannot be predicted. These require skilled medical interventions such as 
caesarean delivery, blood transfusions, drug therapy etc.8Globally an estimated 830 mothers die from preventable causes everyday, of which 

99% are in low and middle income countries. Between 1990 and 2015 the maternal mortality reduced world wide by 44% to 216/100,000 live 
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births and in India it reduced by 67% from an estimated 400 in 1990 to 130 per 100,000 live births in 2015. The Sustainable Development 

Goal Target is to reduce this ratio to 70 by 2030 .in the world and India9. A referral is divided into two types according to the circumstances 

under which the patient is referred. Emergency referral was made in emergency cases which could not be totally managed at the health care. 
Elective referral was usually 

made to :-a) Seek expert opinion regarding a patient .b) Seek admission and management of a patient.c) Seek facilities for investigations .The 

National Health Policy of India has envisaged a target for MMR of 100 per lakh live births by 2020. According to a study, 92% of maternal 

deaths are an outcome of delay in referral and leading to delay in case management.10 

 

CAUSES OF REFERRAL : 
 

The major causes of referral to a tertiary centre includes Preterm labour ,Pre-eclampsia, Eclampsia, Previous caesarean section, Rh -ve 

pregnancy, Antepartum haemorrhage, Postpartum haemorrhage, Ruptured uterus, Anaemia ,Multiple pregnancies, Gestational Diabetes 

Mellitus, Ectopic pregnancy, Incomplete/septic abortion, Heart disease complicating pregnancy , Bad obstetric history, Post dated pregnancy, 

Pre labour Rupture Of Membranes( PROM) Preterm Premature Rupture Of Membranes ( PPROM ), Oligo hydramnios, Polyhydramnios . 

However these are all high risk cases. 

"High risk pregnancy" is defined as one where pregnancy is complicated by one or more factors that adversely affect the maternal and perinatal 

outcome. About 20- 30% of pregnancies belongs to this category.11 High risk patients require sophisticated maternal and foetal surveillance 
and difficult management decisions in order to optimise their outcome.12 

As per World Health Organization (WHO), approximately 830 women die from preventable causes related to obstetrics out of which 99% of 

all maternal deaths occur in developing countries. Maternal mortality is higher in women living in economically backward, rural areas.13 

 

METHODOLOGY: 

 
STUDY AREA : 

Government Maternity Hospital, a tertiary health care center in Tirupati;A.P.  

NEED OF THE STUDY: 
The rural population in our country is suffering due to lack of awareness of availability of high quality of health services to them. The 

emergency admissions to tertiary health care center contains large number of Patients referred from rural areas. The condition of patient on 

admission to such referral hospitals and Institutions reflects the quality of health services in that particular area, availability of transport 

facilities and efficiency on the part of medical personal in screening high 
risk patients who require referral to better equipped and specialized institutions. Hence we must take utmost effort to utilize the existing 

resources for the benefit of our rural population. So the present study was undertaken to evaluate referred obstetric cases and its maternal and 

perinatal outcome and also to take measures to reduce unnecessary referrals to tertiary health care. 

STUDY DESIGN : A Prospective study. 

STUDY SUBJECTS : 

All pregnant women referred from periphery to Tertiary Health Care Center for obstetric reasons for a period of one year from the approval 

of Institutional  scientific and ethical committee. 

INCLUSION CRITERIA : All referred antenatal cases to our tertiary health care institute irrespective 

of period of gestation. All pregnant women who has given written and informed consent. 

EXCLUSION CRITERIA: 

 Booked cases of our tertiary health care center, Tirupati. Patients referred for gynaecological reasons. Pregnant women who are not willing 

for the study. 
SAMPLE SIZE : 300 

STUDY METHODS: 

 This study is a prospective study conducted at Government Maternity Hospital, Tirupati. Among 250 patients referred for obstetric reasons. 

Selection of cases was done by simple systematic sampling techniques .A written and, informed consent was taken from the study subjects 

after explaining the study procedure. Socio demographic details like name, age, marital status, parity, address, and others are taken .Pregnant 

women time of arrival to admission room, mode of transportation and reasons for referral are collected and documented .Thorough history 

was taken from pregnant women regarding the chief 

Complaints , present and past obstetric history, past medical and surgical history, menstrual history, family history and personal history were 
taken .General, physical, obstetric and local examination is done for all pregnant women . Routine and basic investigations like complete blood 

picture, blood grouping, screening test for HIV, HBsAg , VDRL and HCV, urine routine and microscopy were carried out .Ultra sound for 

knowing foetal cardiac activity, amniotic fluid index, placental 

location and grade of maturity, foetal lie and presentation was done .Case specific investigations were also carried out based on clinical 
condition of patient. Management of patients whether conservative or interventional was documented . Mode of delivery whether vaginal or 

surgical procedure and factors contributing to decision making were noted and documented. Maternal outcome in the form of maternal 

mortality and morbidity were obtained and also documented. Neonatal outcome whether Term/Preterm, Live/Still birth, Birth weight, NICU 

admissions and clinical course of the baby during first 7 days of life and any other Complications were also noted and documented. 

 

 

 

 RESULTS  
Current study included 300 obstetric cases referred to the Department of Obstetrics and Gynecology, Tertiary care hospital , 

Tirupati , during the study period. Maximum number of cases in the present study was in the age group 20-30 years, comprising 

55% of total cases, 20% were more than 30 yrs. While were 25% <20 yrs. Total cases referred  from rural were 80% while 20% 

were from urban areas. Mode of transport used by the referred patients was by 108 (75%) and 25% by private vehicles .Among 

the study population 150 (50%) were Primigravida , 90 (30%) are multigravida and 60 (20%) are Grand multigravida. Majority of the referrals 

are of Primigravida.  
 

Table 1: According to period of pregnancy.  
90% of the cases in our study were referred in the antepartum period and 10% in the post partum period to our hospital . Among 

the study group out of 300 cases, 75 (25%) are of 15 – 20 years age group, 165 (55%) are of 21 – 30 years age group and 60 (20%) are of > 

30 years age group. Majority of cases 165 (55%) belong to the age group of 21 – 30 years 

 

. 
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 RESULTS: 
 

Table 1: Age Distribution 
 

  
 
 
 
 
 
 
 

 
    Graph 1 : Age Distribution 

 

Distribution of cases according to distance from referral centre.  
67% of cases were referred to our hospital from <50 km distance ,33%  were > 50 km. 

Mode of transport: Mode of transport used by the referred patients was by 108 (75%) and 25% by private vehicles.  

 

 

Table 2 : Domicille 
                  In the present study 

240 (80%) cases are from rural areas while 60 (20%) are from urban areas reflecting major population catered by Tertiary Care Institute is 

from rural area. 

 

 

 

    Table 2 : Domicille 
 

 
 

 

AGE NO OF 

CASES 

PERCENTAGE 

15-20 75 25% 

20-30 165 55% 

>30 60 20% 
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Graph-2 Domicille 

 

 
      

 
      Graph--3 
             

 Table 3 : Gravida  

     
GRAVIDA NO OF 

CASES 

PERCENTAGE 

PRIMI 150 50% 

MULTI 90 30% 

GRAND MULTI 60 20% 

 
Among the study population 150 (50%) are Primigravida, 90 (30%) are multigravida and 60 (20%) are Grand multigravida. Majority of the 

referrals are of primigravida. Hypertensive disorders of pregnancy (31%) followed by antepartum hemorrhage (20%) were the major causes 

of referral to the tertiary care center. 10% cases were critical on admission. 
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Table 4: Causes of Referral 
 

CAUSE OF REFERRAL NO OF CASES PERCENTAGE 

 

Anaemia   24 8% 

Pre Labour Rupture of Membranes ( Prom)    
  

18 
 

6% 
 

Premature Preterm Rupture of Membranes 
(PPROM) 

12 
 

4% 
 

Preterm labour 12 
 

 
4% 

Pre eclampsia 
  

15 5% 

 
Eclampsia   

      

 
18 

 
6% 

   

Oligohydromnios    

12 4% 

  

Polyhydramnios      

 

12 

 

4% 

 

Antepartum Haemorrhage ( APH )   

 

12 

 

4% 

 Twin Gestation    15 

 

5% 

 

    

Twin Gestation     

 

12 

 

4% 

  

Intrauterine Fetal Death ( IUD )    

6 

9 

2% 

3% 

 

Rh Negative Pregnancy    

 

12 

 

4% 

  

Bad Obstetric History (BOH)    

6 2% 

 

Ectopic Pregnancy      

9 3% 

 

Breech Presentation     

 

12 4% 

Gestational Diabetes Mellitus (GDM)     

  

9 

 

3% 

 

Post Caesarean Pregnancy     

   

 

24 

 

8% 

Past Dates       

15 

 

5% 

Congenital Malformations     

  

 

12 

 

4% 

Heart Disease Complicating      

12 

4% 

 

Obstruced Labor       

  

 

9 

 

3% 

Rupture Uterus       

  

 

3 

 

1% 

Others        

  

 

6 

 

2% 

Septic Abortion      

   

 

3 

 

1% 
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 Graph 4: Causes of Referral 

 

 

Among the study population, Anaemia 24 (8%), Post caesarean pregnancy 24(8%), Pre eclampsia 15 (5%), Pre Labour Rupture of Membranes 

(PROM) 18 (6%), Preterm Premature Rupture of Membranes (PPROM 12 (4%), Preterm labour12 (4%), Eclampsia 18(6%), 

Oligohydramnios18 (6%), Polyhydramnios 12 (4%),Antepartum haemorrhage 12 (4%), Twin gestation 12 (4%), Intrauterine fetal death18 

(6%), Rh negative pregnancy 12 (4%), Bad Obstetric History 6 (2%), EctopicPregnancy 9 (3%), Breech presentation 12 (4%), Gestational 

Diabetes Mellitus 9(3%), Past dates 15 (5%), Congenital malformations 12 (4%), Heart disease complicating pregnancy 12 (4%), Obstructed 
labour 9 (3%), Rupture uterus  3 (1%),Septic abortion 3 (1%), others 6 (2%) are the causes of referral.Other causes of referral are Jaundice 

complicating pregnancy 2, Fever complicating pregnancy 2, Thalassemia 1 and Thrombocytopenia 1.Majority of the causes of referral are 

Hypertensive disorders (Pre eclampsia5% and Eclampsia 6% total-11%), followed by Anaemia 8% and Post caesarean pregnancy.In the 

present study 270(90%) of the referred patients were referred in stable condition, While 30 (10%) patients were critical on admission. 
In the study population, 258 (86%), had normal foetal heart rate, 12 (4%) had foetal heart rate variability’s and 30 (10%) had absent foetal 

heart rate on arrival to hospital. 

 

Table:5 
                                                                                                         

MODE OF DELIVERY NO OF CASES NO OF 

CASES 

Normal Vaginal Delivery 150 50% 

Instumental 
Delivery 

                                                                                                     

 
30 

 
10% 

Assisted Breech 

Delivery 

 

3 1% 

Caesarean Section 

 

90 

 

30% 

Vaginal Birth after Caesarean (VBAC) 6 2% 

Caesarean- Hysterectomy  

 

6 1% 

 

 Laparotomy                                                                               

15 5% 
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Graph-5   MODE OF DELIVERY 

 

 

 

 
 

 

 

 

 

Table -6 : Maternal Outcome 
 

 

 

                                                 

 
 

 

 

 
 

6.Maternal Outcome 

OUTCOME NO OF 

CASES                          

PERCENTAGE 

 

HEALTHY 

 

273            91% 

MATERNAL NEAR MISS 21 7% 

MATERNAL DEATH 6 2% 
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  Graph :6 : Maternal Outcome 

 
 

Graph-Out of 300 cases in the study, 273 (91%) were healthy, 21 (7%) were maternal near-miss cases that required Intensive Care Unit (ICU) 

management and 6 (2%) were Maternal deaths. 

 

Table -7 : Foetal Outcome 

 

 

 
 

 

 

 
 

 

In the study population, Total births were 300 among which Total Live Births are 270 (90%), Still Births 12 (4%) and IUD 18 (6%). 

 

Table-7 Distribution of Perinatal Mortality 
 

 
 

 

 

 

 

 

 

 
 

 

 

  
 

 

 

 

OUTCOME  NO OF 

CASES 

PERCENTAGE 

LIVE BIRTHS 270 90% 

STILL BIRTHS 12 4% 

IUD 18 6% 

CAUSE OF MORTALITY              NO OF 

CASES       

PERCENTAGE 

PREMATURITY  

& LOWBIRTH WEIGHT    

5 1.6% 

BIRTH ASPHYXIA    1 1% 

MECONIUM  

ASPIRATION SYNDROME   

5 5% 

CONGENITAL ANOMALY       4 4% 

NEONATAL SEPSIS 3 1% 
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      Graph-7 Distribution of Perinatal Mortality 

 
 

Among 60 NICU Admissions in the study population, 18 babies expired. The major causes for perinatal mortality are Prematurity and Low 
birth weight 5 (1.6%),Meconium Aspiration Syndrome 5 (1.6%) followed by Congenital anomalies 

4 (1.3%), Neonatal sepsis 3 (1%) and Birth Asphyxia 1 (0.3%). 
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MODE OF DELIVERY 

  
 

Among the study population, 150 (50%) had Normal Vaginal Delivery, 30 (10%) had Instrumental delivery, 3 (1%) had Assisted Breech 

Delivery, 90 (30%) had caesarean Section, 15 (5%) Emergency Laparotomy, 6 (2%) Vaginal Birth After 

Caesarean Delivery and 6 (2%) had Caesarean Hysterectomy among the study population. 
group of 20 - 30 years. Similar results were seen in the study done by Morsheda et al. where the majority of the patients (74%) were in the age 

group of 20 - 35 years. 
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DISCUSSION 

 

Table 1: AGE DISTRIBUTION 

In the present study of maternal referrals, 75 (25%) of the cases were in the age group of 15 - 20 years, 165 (55%) were in 20 - 30 years age 

group and 60 (20%)are in the age group of > 30 years. The majority of the cases (55%) are in the age 

group of 20 - 30 years.Similar results were seen in the study done by Morsheda et al. where the majority of the patients (74%) were in the age 
group of 20 - 35 years 14. 

 SOCIO ECONOMIC STATUS In the present study, the majority of the referrals are from the Lower class 

(Class 5, 44%), followed by Upper Lower (Class 4, 32%), Lower Middle (Class 3,12%), Upper Middle (Class 2, 9%) and Upper class (Class 

1, 3%).This is compared with a study done by Nidhi Jha et. al in 2018 where the majority of them around 48% are of socioeconomic class 3. 
Only 1.3% of patients are from a socioeconomic class 1, which is equivalent to an Upper Class. 

Table- 2: DOMICILE 

 

In the present study 240 (80%) cases are from rural areas while 60 (20%) are from urban areas.This is similar to a study conducted by Vinayak 
et.al where they had 80.5% from the rural setup15.38 Wahane et.al reported 77% from the rural set-up16. In a similar study conducted by Aysha 

Begum et. al in 1998, 90.5% of patients were from rural background and the remaining 9.5% were from urban areas.17 

Table- 3: GRAVIDA DISTRIBUTION: In our study majority of the patients were Primigravida 150 (50%) followed by Multigravida 90 

(30%), Grandmulti 60 (20%).This is comparable with a study conducted by Latika in 2020, it was found that the majority of the patients 
(56.2%) were Multigravida followed by Primigravida (40.6%) which is contrary. In study conducted by Jyotsana et.al in 2017 majority of the 

patients were Primigravida (46%).4In a study conducted by Nidhi.Jha7 et.al in 2018 Primigravida constituted 65.3% of the cases, Multigravida 

constituted 34.7% of the cases. 

Table- 4: CAUSES OF REFERRAL 
In the present study, the majority of the causes of referral are Hypertensive disorders (Pre-eclampsia 15 (5% ) and Eclampsia 18 (6%) followed 

by Anaemia 24 (8%), Post Caesarean pregnancy 24 (8%). This may be due to the unavailability of 

the Intensive Care Unit (ICU) management for hypertensive disorders and Blood transfusion facilities in case of anaemia at PHC, CHC and 

Operation theatres and Anaesthetists in case of Post Caesarean pregnancy. There may be a Cost factor also in the case of referral from private 
sectors .These conditions not only affect the maternal health in the Antenatal Period but also in the Intrapartum and Postpartum period. This 

can be prevented by early recognition of high-risk cases during Antenatal visits and referring them to the Higher Centres for good maternal 

and foetal outcome. 

This requires Creating Awareness in the pregnant women and health caregivers through proper counselling and Health Education by Mass 
Media and Non-Government Organizations. Followed by Hypertensive disorders, Anaemia and Post caesarean pregnancy, Pre labour rupture 

of membranes (PROM) 18 (6%), Preterm premature rupture of membranes (PPROM) 12 (4%), Preterm labour 12 (4%), Antepartum 

haemorrhage 12 (4%), Twin Gestation 12 (4%), Intra Uterine Foetal Death 15 (5%)Rh-Negative Pregnancy 12 (4%), Ectopic Pregnancy 9 

(3%), Gestational Diabetes Mellitus 9 (3%), Congenital malformations 12 (4%), and Septic Abortion 3 (1%) are the other causes of referral in 
the study group. Breech 12 (4%) is the commonest malpresentation referred in the study. Preterm labour and Premature Preterm Rupture of 

Membranes (PPROM) cases were referred for Emergency Obstetric Care and Level, Neonatal Care .In a study conducted by Jyotsana et al., 

the highest number of cause of referrals is due to Hypertensive disorders (31%) and Anaemia (19%)4.Rathi et.al noted that the majority of the 

cases were referred for Hypertensive disorders of pregnancy (26%), preterm labour (26%) and medical disorders complicating pregnancy 
(21%)  27.6% referrals were for Hypertensive disorders and 34.5% were for Preterm 

labour in the study was done by Agarwal et.al.18 

 

  

Condition of Mother at time of arrival 

In our study 270 (90%) of the patients were referred in stable / Fair condition, while 30 (10%) were referred in critical conditions which needed 

immediate management like Blood Transfusion, Emergency caesarean section, Laparotomy 

and Mechanical Ventilation. The cases which were referred with poor general conditions are Anaemia (4),Antepartum Eclampsia (10), Rupture 
Uterus (3), Heart disease complicating (1),Antepartum Haemorrhage (3), Septic Abortion (3), Ruptured Ectopic Pregnancy 

(5),Thrombocytopenia complicates pregnancy (1).In a study conducted by Umesh Sable, 75.53% of the referred patients were referred in stable 

condition, while 6.05 % of patients were irritable and 18.42% were 

in critical condition on admission time6. 
 

 

 CONDITION OF FETUS AT TIME OF ARRIVAL 

In the present study 270 (90%) had a Normal foetal heart rate, 18 (6%) had an absent foetal heart rate among which 15 are IUD and 3 are of 
Rupture uterus. Foetal heart variability in the form of foetal tachycardia or bradycardia are seen in 12 (4%) 

of the cases. Foetal heart variability’s are seen in conditions like Oligohydramnios (2),Past dates (3), Pre labour rupture of membranes (2), 

Post caesarean pregnancy (1),Obstructed labour (2), Eclampsia (1), Fever complicating (1).1 

Table 5: MODE OF DELIVERY 

In our study majority of the patients, 150 (50%) had Normal vaginal delivery,90 (30%) had caesarean section and 30 (10%) had Instrumental 

delivery. Assisted breech delivery was done in 3 (1%) cases which were Preterm Deliveries. 

Laparotomy was done for 15 (5%) cases among which 9 are done for Ruptured ectopic pregnancy, 3 for Septic Abortion with Uterine 
perforation and 3 done for Rupture uterus .Vaginal Birth After Caesarean section (VBAC) was done in 6 (2%) of the cases where 3 are Term 

patients and 3 are Preterm patients. Term post caesarean48 cases were referred to in the latent phase of labour and were set into active labour 

at the time of reach to our hospital. Caesarean hysterectomy was done in 6 (2%) cases like Post caesarean pregnancy 3, Twin Pregnancy 1, 

Eclampsia 1 and Bad Obstetric History 1 where 
patients landed up in uncontrolled PPH. Placenta accreta was seen in post caesarean pregnancy where further proceeded for hysterectomy after 

initial steps of conservative procedures. Instrumental deliveries were carried out in Anaemia 5 cases, Eclampsia 4cases, Heart disease 

complicating pregnancy 5, PROM 4, Past date 4, Oligohydramnios 4, and Rh-negative 4 cases with Vacuum or Forceps .Limaye et.al 1980 

(1977 - 1978) noted 42.8% vaginal deliveries and 9.6% 
forceps. In our study, caesarean sections accounted for 30% of referrals. Previous caesarean sections and high-risk obstetric referrals accounted 

for the bulk. Ambreen et.al had 61% caesarean deliveries, which is greater when compared to ourstudy.19 Goswami P et.al had 28% caesarean 

deliveries, 48% vaginal deliveries and 24% were managed conservatively.20 

Table 6 (A): FETAL OUTCOME 
In the present study among 288 deliveries, Total Births are 300 (12 are Twin gestation) among which Total Live Births are 270 (90%), Still 

Births 12 (4%) and IUD 18 (6%) which included 15 cases with  referrals as direct IUD on time of admission 

and 3 cases are IUD with Rupture uterus. 

http://www.ijcrt.org/


www.ijcspub.org                                     © 2022 IJCSPUB | Volume 12, Issue 3 August 2022 | ISSN: 2250-1770 

IJCSP22C1152 International Journal of Current Science (IJCSPUB) www.ijcspub.org 258 
 

Still Births occurred in 12 cases with foetal heart variability at the time of admission. The causes of stillbirth in our study are Oligohydramnios 

(2), Past dates(3), Prolonged PROM (2), Post caesarean pregnancy (1), Obstructed labour (2),Eclampsia (1) and Fever Complicating Pregnancy 

(1).Most of the Stillbirths and IUD's are of Term gestation in our study group.19 

GESTATIONAL AGE 

Among the total births, Term babies delivered are 235 (78.33%) and Preterm deliveries are 65 (21.66%).A study conducted by Khatoon A 

et.al; had a total number of live births (87%)Stillbirths 4% and 26.5% Preterm births which were similar to our study.27A study from 

Puducherry by Maj Ella et.al; showed 94.9% live births, 3.4% abortions and 1.7% stillbirths.21 

233 (77.66%) babies are born with birth weight > 2.5 kgs, 28 (9.33%) babies are born with birth weight between 2 - 2.5 kgs, 24 (8%) are born 

with birth weight between 1.5 - 2.0 kgs and 15 (5.20%) babies are with birth weight <1.5 kgs. 

6(B) : DISTRIBUTION OF PERINATAL MORBIDITY ( NICU ADMISSIONS ) 

Among 300 live births, 60 are NICU admissions. The major causes for NICU admission are Prematurity and Low birth weight 20 (6.6%) 
followed by Congenital anomalies 12 (4%). The impact of congenital anomalies may be due to a lack of ultrasound guidance regarding the 

importance of TIFFA scan due to the COVID 19 pandemic in rural areas .The other causes for perinatal morbidity in our study are Respiratory 

distress syndrome 8 (2.6%), Birth Asphyxia 6 (2%), Neonatal Jaundice 6 (2%), Meconium Aspiration Syndrome 5 (1.6%) and Neonatal Sepsis 

3 (1%).In a study conducted by Gupta PR et.al; the commonest cause of NICU admissions are Prematurity (30.96%) followed by Neonatal 
jaundice and Low birth 

weight.1 

 DURATION OF HOSPITAL STAY (NICU ADMISSIONS) 

Among 60 NICU admissions, 18 (30%) had a duration of hospital stay of < 4days and 42 (70%) had a duration of hospital stay of 4 - 7 days. 

DISTRIBUTION OF PERINATAL MORTALITY 
In our present study among 60 NICU admissions, 18 babies expired and the major causes for perinatal mortality are Prematurity and Low birth 

weight 5 (1.6%)and Meconium Aspiration Syndrome 5 (1.6%) followed by Congenital anomaly 4 

(1.3%), Neonatal sepsis 3 (1%) and Birth Asphyxia1 (0.3%) The perinatal mortality rate in our study is 10.6%. These results were consistent 
with WHO reports on causes of neonatal death in developing countries .Ballad et.al; reported the PNMR of 49.5% per 1000 live births.22  

Table 7 : MATERNAL OUTCOME 

In the present study 273 (91%) of the cases are healthy with 21 (7%) were Near miss cases which required management in Intensive Care Unit 

(ICU) by Blood and blood products transfusion, Inotropes , Anticonvulsants and Mechanical 
Ventilation and Maternal Deaths were 6 (2%).The major causes for Maternal Near Miss in our study are Eclampsia 6 cases 

which landed up in HELLP syndrome and required management with MgSO4 regimen and some on mechanical ventilator. There are 2 cases 

with Posterior Reversible Encephalopathy Syndrome (PRES) among 6 cases. They required 

hospital stay of > 21 days .The other causes of maternal near-miss are Anaemia 3, Rupture uterus 3,APH 2, Ectopic Pregnancy 2, 
Thrombocytopenia 1, Heart disease 1 and Septic Abortion 3.Cases with Rupture uterus, APH, Ectopic pregnancy were referred in shock which 

required immediate resuscitation with blood and blood products. septic 

abortion cases were reported with Uterine Perforation which showed gross haem peritoneum and underwent emergency laparotomy with 

closure of perforation followed by bowel resection and anastomosis in a case of protrusion of bowel 
through uterine perforation . Shelat et.al; concluded that emergency obstetric referrals were exposed to highest risk of maternal and Perinatal 

Complications.23 

 DISTRIBUTION OF MATERNAL MORBIDITY 

In the present study, major causes for maternal morbidity are Hypertensive Disorders of Pregnancy 33 (11%), Anaemia 24 (8%), APH 12 
(4%), PPH 4 (1.3%) and Surgical Site Infections (SSI) 5 (1.6%).These are seen in the form of imminent symptoms in Hypertensive disorders 

and severe anaemia in cases of anaemia which required a longer hospital stay .Blood loss was more in cases of APH which required emergency 

caesarean section. Among 90 cases undergone caesarean section, 5 cases were infected with wound gaping which required daily dressings and 

went for secondary suturing. PPH was seen in 4 (1.3%) cases, mostly are of Atonic PPH, where medical management was failed and underwent 
peripartum hysterectomy. These have increased the duration of hospital stay. Maternal complications were high in Multigravida and Low 

Socio economic status patients where the time taken for travel to reach the tertiary care centre was more. 

 DISTRIBUTION OF MATERNAL MORTALITY 

In the present study population of 300, maternal deaths were 6 (2%). The major causes for death are Antepartum eclampsia 3 (1%) followed 
by PPH 2 (0.6%) and APH 1 (0.3%).  

Eclampsia cases landed up in pulmonary oedema with Disseminated Intravascular Coagulation (DIC). APH and PPH cases landed in 

Haemorrhagic Shock with sepsis and DIC. PPH was seen in Twin gestation which is of Atonic type and other in post caesarean pregnancy 

with adherent placenta. Borscht M et.al; found Obstetric haemorrhage (32.2%) and Infection (31.6%)as the leading causes of maternal death. 
Dilpreet et.al; found in their study Haemorrhage as the leading cause of 

maternal death.24 

 

CONCLUSION 
Childbirth is a normal physiological process, but emergency can arrive at any time. Universal referral program should be desired. The present 

study has shown that Lack of antenatal surveillance, lack of obstetric ICU, want of qualified 

obstetricians, lack of full-fledged 24 hrs. lab facilities and referrals in the late stage are responsible for most of the maternal deaths .Health 

education and Awareness by Mass media and Non-government organizations can improve the health and social status of women in rural areas.  

Thus, health education to the community, better Antenatal care, Intranatal care, 

availability of services of skilled birth attendants, well organized first referral Centre with better transportation facilities, availability of blood 
round the clock, anaesthetic facilities and availability of specialist in the field of obstetrics at the referral unit will reduce maternal and perinatal 

morbidity and mortality .Timely referral with detailed referral slips imparting information regarding treatment received at the referring hospital 

might help in early and optimal 

intervention so as to reduce maternal and perinatal mortality. Rural women have very poor access for MCH services. Even today, care is 
provided mainly by their relatives and untrained dais. Even transportation facilities are poor .Cultural, religious and superstitious beliefs are 

responsible for unforeseen complications. Improving the literacy status of women and providing proper transport and communication helps in 

better utilization of Antenatal health care services. 
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