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ABSTRACT

Maternal morbidity was observed in 377 obstetric cases at Jinnah Postgraduate Medical Centre (JPMC)
during a period of one year. Morbidity rate was 4.4% of total deliveries. Three hundred and twenty-four
(86%) mothers had no proper antenatal supervision. Infection was more common after abdominal
delivery and injury to genital tract after vaginal delivery. The most serious injury was rupture of gravid
uterus. Thirty-seven cases of ruptured uterus were admitted in one year and 5 cases occurred within the
hospital (1 in 1225 deliveries). (JPMA 41: 223, 1991).

INTRODUCTION

Maternal morbidity is difficult to defineand, therefore, definitions differ. Recently, WHO! defined
reproductive morbidity as morbidity or dysfunction of the reproductive tract or any morbidity which is
a consequence of reproductive behaviour including pregnancy, abortion, childbirth or sexual behaviour
and has divided it into three groups: 1) obstetric morbidity (ii) gynaecological morbidity and (iii)
contraceptive morbidity.

Obstetric morbidity is further subdivided into direct and indirect. Direct obstetric morbidity results
from obstetric complications of pregnant states (pregnancy, labour and the puerperium). Indirect
morbidity results from previous existing disease which was aggranted by the physiologic effects of
pregnancy.

Maternal morbidity is closely related to both maternal mortality and morlidityz. Some hospital date is

available on maternal and perinatal mortality,> but no published data or global estimate is available on
maternal morbidity although it is a better index of maternal penalty of childbirth as the number of

mothers suffering or invalidated greatly exceeds the number of deaths. Datta et al'% in a small study on
270 women in one Indian village, reported 16 episodes of illness for every maternal death. Thus a study
was undertaken to obtain a baseline data regarding direct obstetric morbidity related only to

labour and delivery, their nature, extent and causes.

SUBJECTS AND METHODS

Subjects were selected from JPMC as this Institute drains a wide area of Karachi. During a period of
one year, all patients developing complications during and after labour and delivery within the hospital,
or admitted with complications after labour and/or delivery outside, were included in the study.
Mothers with associated disease aggravated by pregnancy like anaemia, cardiac problems,
hypertension, diabetes, or complications due to current pregnancy, like pre-eclampsia, eclampsia,
antepartum haemorrhage or late sequelae after delivery like secondary infertility systocoele, were not
included. Detailed history including previous obstetric history, details of present pregnancy, labour,
medication and obstetric examination by medical and paramedical personnel were recorded on a



specially designed proforma. Complete physical and obstetric examination at the time of admission was
carried out. Any rise of oral temperature to 100.4°F (38°C) or above during first fourteen postoperative
days excluding the first 24 hours was taken as puerperal pyrexia. Specific information about the com-
plication was notified in detail. Investigation included complete blood picture, urine analysis,
bacteriological examination, high vaginal swabs and wound swab if indicated. Other investigations like
serum electrolytes were done only if necessary.

RESULTS

During a period of one year there were a total of 6249 obstetric admissions (excluding abortions) and
6128 deliveries (vaginal 5336 and abdominal 728).

Morbidity was observed in 377 patients. Of these, 324(86%) had not received antenatal care at JPMC.
Of 272 mothers delivered at JPMC, 252(93%) had greater part of their labour conducted outside and
only 48(17.6%) had their entire labour and delivery atJPMC (Table I).

TABLE I. Place of Delivery and Labour,
Total Case 377

Home 59
Place of delivery  Clinic 46
JPMC 272
Totally athome 69
Labour Totally in clinic 18
Partially athome 252

TotallyinJPMC 48

Different types of morbidity is shown in Table II.



TABLEII Types of morbidity.

Total ;.'2’:51:5 =377

Morbidity Number of cases (%)
Puerperal pyrexia 301 (79.8)
Wound dehiscence 30 (16.9)
(abdominal)
PP H 62(31)
Retained placenta (48 (24)
Ruptured uterus 42(11.1)
Perineal tears 32 (16% of vaginal deliveries)
Cervical tears 16 (8% of vaginal deliveries)
Tistulas T T 16 (4.2)
Cardiac arrest
(during anaesthesia™ * 1) 3(0.3)
\nversion of uterus
ichronic) 1
Jsychosis 1
Shock after TDI* +++ 1

Key

+ PPH: Postpartum haemorrhage.

++ Vesico: Vaginal (NVF) = 13; VVF 4+ Reclo vaginal = 2, Vesico- Cervical=1
+++ = In cases of ruptured uterus

++ + + TDI = Total dose infusion.

Pucrperal pyrexia was seen in 301 (79.8%) of 377 mothers, and 4.9% of total deliveries. It is possible
that some more may have developed fever after being discharged as a large number are sent home after
24-36 hours and were therefore, not included in the study. Abdominal wound dehiscence requiring
resuturing and or prolonged use of more than one antibiotic occurred in 30 (3.8%) cases of total
abdominal deliveries. Most common infecting organisms were E.coli followed by Staph. aureus and
Klebsiellall. Post partum haemorrhage (PPH) occurred in 62 cases, 29 amongst JPMC deliveries and
33 were admitted having delivered outside.

Injury to genitourinary tract included ruptured uterus, cervical and perineal tears (3rd degree) injury to
rectal mucosa and bladder resulting in fistulae.

Sixteen cases of recent vesicovaginal fistula (VVF) were seen, 12 were admitted with the problem and
3 developed the complication in the hospital, 2 after emergency lower segment caesarean section
(LSCS) for TABL11 II. Types of morbidily.

obstructed labour in nonbooked cases and 1 after forceps delivery following prolonged labour. Two
cases of VVF referred from outside also had rectovaginal fistula (RVF). One case had vesicocervical
fistula.

Forty-two cases of ruptured uterus were seen in 1 year, 37 were admitted with the problem and 5



sustained the injury in the hospital giving a rate of 1 in 1225 deliveries. Seven were dehiscence of
previous LSCS scar and 33 were ruptures of unscarred uterus. Main cause of rupture was obstructed
labour. Foetal mortality in complete rupture was 96.2% and in incomplete rupture 27.3%. One patient
died giving a maternal mortality of 2.4%. Cardiac arrest during anaesthesia for laparotomy of suspected
ruptured uterus was seen in 3 cases. All 3 were revived and did not suffer any permanent morbidity.

DISCUSSION

Maternal morbidity rate observed in this series is 4.4%, 377 patients developing intra and post-partum
complications. This rate is the minimum morbidity rate as some cases of puerperal pyrexia and other
complications may have been missed, being discharged before the development of the complication
and may not necessarily come back to JPMC. Superficial wound dehiscence, often seen in the ward,
were not included in the study.

Fortytwo cases of ruptured uterus were encountered in one year, 5 occurred within the hospital (1 in
1225 deliveries) which is higher than the reported incidence of 1 in 8649 to 1 in 2500 deliveries hut

less than that reported from developing countries. 12,16 Leading cause of rupture is obstructed labour
(64%) mainly due to cephalopelvic disproportion. A careful obstetric history and careful systematic
clinical pelvimetry is essential to confirm the presence or absence of this condition. Careful monitoring
in labour and timely intervention is necessary before any damage to the mother or foetus occurs.
Puerperal pyrexia is more common after caesarean section (Table II). E. coli frequently present in

obstetrical®” infection was isolated from 47,5% of cases'!, indicating possible cross infection. This can
be prevented by strictly observing labour room and theater discipline.

Main cause of morbidity from this study appears to be lack of prenatal care as 86% of mothers did not
attend any antenatal clinic regularly. Other possible causes could be poor intranatal supervision and late
referral to the hospital, 93% being brought to JPMC very late in labour when the complication had
already occurred or was unavoidable (Table I). This is due to inability on the part of the birth attendant
to recognize the problem in time and/or reluctance of the patient to seek hospital admission.

The extent and severity of obstetric morbidity among mothers can be reduced if all pregnant women
have proper prenatal care and all births are assisted by a properly trained attendant.
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