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ABSTRACT

Background: Obstructed labour is still a major preventable cause of fetomaternal morbidity and mortality in low income
countries like Pakistan.

Objective: To study the causes and fetomaternal outcome of pregnancy complicated by obstructed labour.

Methods: Total 84 cases admitted in emergency with the diagnosis of obstructed labour were studied. Detailed history,
examination and relevant investigations were done in each case. Various causes and fetomaternal outcome was noted
down.

Results: Total 84 cases were studied. Majority were unbooked 80 cases( 95.23%) and only 4 cases(4.76%) were
booked. Commonest cause was CPD (Cephalo Pelvic Disproportion) followed by malposition and malpresentation. 80
cases (95.23%) needed emergency C/S to relieve the obstruction and only 4 cases (4.76%) required IVD ( Instrumental
Vaginal Delivery). Commonest maternal complication was puerperal pyrexia found in 13 cases (15.47%) followed by
wound infection, PPH and UTI. Maternal mortality was found in 1.19% . 73 babies (86.90%) were live births and 11
babies(13.09%) were still births. Commonest fetal complication was birth asphyxia seen in 24 cases (28.57%) followed
by neonatal sepsis and jaundice. Perinatal mortality was 21.39%.

Conclusion: Obstructed labour is a preventable condition prevalent in developing countries. Majority were unbooked
patients who did not receive proper antenatal care and hence presented late in advanced labour with signs of obstruction.
Commonest cause of obstructed labour was CPD. Commonest maternal complication was puerperal pyrexia followed

by PPH and UTl. Commonest fetal complication was birth asphyxia followed by neonatal sepsis.
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INTRODUCTION

Obstructed labour is a life threatening obstetric
complication associated with significant maternal and
fetal morbidity and mortality’. Labour is said to be ob-
structed when there is failure of decent of the presenting
part into the birth canal due to mechanical obstruction
despite of adequate uterine contractions which in turn
leads to various fetomaternal complications?.

Labour is said to be neglected obstructed labour
when the obstruction is not detected and relieved on
time. Labour that is not supervised by skilled birth atten-
dents (unsupervised labour) may end up in neglected
obstructed labour and this situation is still prevalent
in most developing countries like ours®4®. Obstructed
labour accounts for about 8% of all maternal deaths in
developing countries like Pakistan®. The main cause
of obstructed labour is cephalo pelvic disproportion
i.e good size baby or enlarged head (hydroceph) or
small size pelvis. Other causes include malpositions
like brow presentation, face etc and malpresentations
like neglected transverse lie with shoulder presentation
and hand prolapse’.
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Obstructed labour is responsible for a significant
short and long term maternal morbidities and even
maternal mortality. Maternal morbidities include sepsis,
uterine rupture, PPH and long term morbidity include
obstetric fistula and other neurological and skeletal
complications®. It also causes fetal morbidity and mortal-
ity which includes birth asphyxia, convulsions, neonatal
sepsis, jaundice and still birth. Survived children suffer
from long term complications like cerebral palsy due
to birth asphyxia and developmental disabilities®°.

MATERIAL AND METHODS

This prospective observational study was carried
out in the department of Obstetrics and Gynecology,
Hayatabad Medical Complex, a tertiary care hospital
in Peshawar, Khyber Pakhtunkhwa, Pakistan from 1st
January to 31st December 2016.

Following patients were included in the study.

Inclusion criteria

All referred patients with features of obstructed
labour attending the Obstetric emergency department
were included in the study.

Exclusion criteria
Patients with no signs of obstruction.

Patients with signs of obstruction but with asso-
ciated other obstetrical and medical disorders.
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Detailed history was taken from each patient
including age, parity, booking status, socio economic
status, previous obstetrical history, duration of labour.
Details of referral notes were reviewed and manage-
ment done there was also noted down. Then GPE was
also carried out including assessing exhaustion status,
dehydration status, B.P, pulse and temperature. Then
systemic examination including abdominal examina-
tion was done. On abdominal examination following
features were noted down. SFH, Lie, P/P, LV, EFW, FHS,
uterine tenderness and contractions, distended blad-
der, Bandls ring, signs of uterine rupture and number
of fifth fetal head is palpable abdominally. Then vaginal
examination was done for assessing cervical dilatation,
effacement, station of the presenting part, moulding,
caput, bleeding or meconium and pelvic assessment
to see adequacy. On catheterization hematuria was
also looked for. Relevant investigations were done
including blood group with Rh factor, FBC, urine R/E,
RBS, HBsAg/ Anti HCV, HVS and if patient was febrile
then blood cultures, RFTS, LFTS and coagulation
profile were also done to exclude septicemia. Mode
of delivery was noted down. These patients were fol-
lowed till discharge. Following maternal outcome was
noted down including uterine rupture, PPH, puerperal
pyrexia and maternal mortality. Following fetal outcome
was noted down including fetal distress, IUD, stillbirth,
neonatal death, birth asphyxia, neonatal sepsis and
neonatal jaundice. All the parameters were entered
into a pre designed proforma and was analyzed by
SPSS version'®.

RESULTS

We studied a total of 84 cases. Among them
80 cases (95.23%) were unbooked and only 4 cases
(4.76%) were booked as shown in Table 1. Causes of
obstructed labour, mode of delivery, maternal complica-
tions, fetal outcome, and fetal complications are given
in Table 2, 3, 4, 5 and 6 respectively.

Table 1: Booking status of the patients

Table 4: Maternal complications

Booking status No. of patients %age
Booked 4 4.76%
Unbooked 80 95.23%
Table 2: Causes of obstructed labour
Causes No of patients %age
CPD 49 58.33%
Malposition 19 22.6%
Malpresentation 16 19.04%
Table 3: Mode of delivery

Mode of delivery No of patients %age
C/s 80 95.23%

IVD 4 4.76%

Maternal complications | No of patients | %age
Ruptured uterus 05 5.59%
PPH 10 11.90%
Puerperal pyrexia 13 15.47%
UTI 09 10.71%
Wound infection 11 13.09%
Maternal mortality 01 1.19%
Table 5: Fetal outcome
Fetal outcome No of babies %age
Live birth 73 86.90%
Stillbirth 11 13.09%
Table 6: Fetal complications
Fetal complications No of patients | %age
No of patients | %age
Birth asphyxia 24 28.57%
Neonatal sepsis 16 19.04%
Neonatal jaundice 12 14.28%
MAS 10 11.90%
Convulsions 05 5.95%
Perinatal mortality 18 21.39%
DISCUSSION

Obstructed labour is one of the most common
preventable cause of maternal and perinatal morbidity
and mortality in developing countries like ours.

In our study majority of the patients were un-
booked 80 cases (95.23%) and were referred from
areas with limited health care facilities and only 4 cases
(4.76%) were booked. In a study by Islam JA et al, 82%
were unbooked and 18% were booked'. In our study
the commonest cause of obstructed labour was CPD
49 cases (58.33%), followed by malposition 19 cases
(22.61%) and malpresentation 16 cases (19.04%). In a
study by Islam JA et al CPD was seen in 42.8%, mal-
position 25.7% and malpresentation in 10.5%"".

In our study 80 cases (95.23%) required imme-
diate C/S to relieve the obstruction while only 4 cases
(4.76%) underwent IVD. In a study by Indra et al , 96%
required emergency C/S and 4% had IVD2,

In our study uterine rupture was seen in 5 cases
(5.95%) in which 3 had sub total abdominal hysterec-
tomy and 2 were repaired. PPH was seen in 10 cases
(11.90%), UTl in 9 cases (10.7%), puerperal pyrexia 13
cases (15.47%), wound infection 11 cases (13.09%).
In our study there was only one maternal death due
to septicemia. In a study by Subyasachi Mondal et al,
uterine rupture, PPH, UTI, puerperal pyrexia and mater-
nal mortality were seen in 2.56%, 34%, 11%, 50% and
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1.6% respectively™.

In our study 73 babies were delivered alive
(86.90%), while 11 babies (13.09%) were born as
stillbirths. Among alive babies 24 babies (28.57%)
had birth asphyxia, 16 babies (19.04%) had neonatal
sepsis, 12 babies (14.28%) had neonatal jaundice,
10 babies (11.90%) had MAS and 5 babies (5.95%)
developed convulsions. Perinatal mortality in our study
was 21.39%. In a study by Subyasachi Mondal et al
live babies were 82% and still births were 18%. Birth
asphyxia was seen in 20%, neonatal sepsis 14%, neo-
natal jaundice 17%, MAS 10% and perinatal mortality
was 23%'3.

CONCLUSION

In our study majority of the patients were un-
booked and were referred from areas lacking health
care facilities. Commonest cause of obstructed labour
was CPD, followed by malposition an d malpresentation.
Commonest maternal complication was puerperal py-
rexia followed by wound infection, UTI and PPH. Com-
monest fetal complication was birth asphyxia followed
by neonatal sepsis, jaundice and MAS.

Obstructed labour is a preventable condition.
Antenatal detection of the factors likely to produce ob-
structed labour, continuous vigilancy and monitoring of
labour with partogram, timely detection and referral and
timely intervention can prevent obstructed labour and
hence fetomaternal morbidity and mortality associated
with it.
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