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Abstract
Introduction: Every year, a great number of women die from
pregnancy or childbirth related complications, which can be
prevented. In developing countries, they don’t have access to
maternal health services and cannot afford high quality care.
Maternal death is usually occurs due to three delays: in decision
making to seek care, reaching care and receiving care. Right
decision at the right time regarding mode of delivery has a direct
impact on healthy outcome of pregnancy as well as the maternal
wellbeing.
Objectives: To find out the outcome of complicated pregnancy.
Materials and Methods: This cross-sectional observational study
was conducted at obstetrics and gynaecology department of
Dhaka Medical College Hospital from January to June 2011. Total
107 mothers who delivered recently with or without pregnancy
complications were selected purposively. Data were collected by
face to face interview with semi structured questionnaires. Verbal
consents were taken prior to interview.
Results: Among the respondents about 68.2% had antenatal
complications and about 31.8% had no antenatal complication.
Among the women having antenatal complications, 83.6% delivered
by caesarean section and only 16.4% delivered by normal vaginal
delivery. There was significant association of antenatal complications with mode of delivery by caesarean section.
Conclusion: Women having antenatal complications had significant association with caesarean section. Though every pregnancy
is at risk but early detection of complications, timely referral and
timely intervention can save lives of many women during the
process of child birth.
Key-words: Complicated pregnancy, Antenatal Care, Early
detection, Timely intervention.
Introduction
Despite considerable reductions in maternal mortality over the
previous decades, several countries, particularly developing, were
unable to meet the target. The global maternal death has dropped
44 percent since 1990 by 2017, yet 830 women die per day from
pregnancy and childbirth related complications. UNFPA estimated

that 303,000 women died from pregnancy or childbirth related
causes in 20151.
There are multiple factors associated with maternal mortality that
includes both medical and social causes. The most common
causes are postpartum bleeding (15%), complications from unsafe
abortion (15%), hypertensive disorders of pregnancy (10%),
postpartum infections (8%), and obstructed labour (6%)2. Other
causes include blood clots (3%) and pre-existing conditions
(28%)3. There is a distinction between a direct maternal death
that is the result of a complication of the pregnancy, delivery or
management of the two and an indirect maternal death4.
Bangladesh has made significant progress in reducing maternal
mortality ratio which has been fallen from 434 per 100,000 live
births in 2000 to 173 per 100,000 live births in 20175, nevertheless,
there are considerable disparities in accessing maternal and child
health care6. Lack of access to health care facilities, low uptake of
antenatal care, delayed decision making in reaching health
facilities for childbirth by the pregnant women herself and her family
members contribute to social factors of maternal mortality in
Bangladesh7,8.
ANC has long been seen as an essential service in ensuring safe
motherhood and a critical component of the continuum of care for
pregnant mothers along with newborns9. The latest maternal
mortality survey in Bangladesh suggests that progress in reducing
maternal mortality has stopped as only 37% of pregnant women
have attended at least four ANC visits10.
Maternal and child birth care encompasses several levels of
services, beginning with the detection of symptoms and care
provided by the non health persons at home and continuing
through care delivered in a health facility. At each level, the timely
service and quality of care is crucial. We know about three delay
model, which has been developed to identify cause of delay in
obstetric care in low recourse settings. According to three delay
models, delay in seeking care, delay in reaching care and delay in
receiving care are attributable to the adverse outcomes from
obstetric complications from the onset to the ultimate outcome of
the complicated pregnancy11. Delays in receiving adequate and
appropriate care may result from an inadequate number of trained
providers, lack of appropriate supplies, and the lack of urgency or
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understanding of an emergency12. The three delays model
illustrates that there are a multitude of complex factors, both
socioeconomic and cultural, that can result in maternal death10.
A lot of progress has been made since the United Nations made the
reduction of maternal mortality part of the Millennium Development
Goals (MDGs) in 200013. The United Nations has more recently
developed a list of goals termed the Sustainable Development
Goals. The target of the third Sustainable Development Goal
(SDG) is to reduce the global maternal mortality rate (MMR) to less
than 70 per 100,000 live births by 203014. The WHO has also
developed a global strategy and goal to end preventable death
related to maternal mortality8.
Therefore, this paper focused on the mode of childbirth of women
who have experienced complication during pregnancy in a tertiary
hospital setting in Bangladesh. The findings can be used to guide
initiatives targeted at minimizing delays in obtaining emergency
obstetric care and lowering the frequency of maternal death and
morbidity in Bangladesh.
Materials and Methods
This cross-sectional observational study was conducted at the
Obstetrics and Gynecology department of Dhaka Medical College
Hospital from January to June 2011. Total 107 mothers who
delivered recently with or without pregnancy complications and
who were willing to participate were selected purposively. Data
were collected by face to face interview with semi structured
questionnaires. Verbal consents were taken prior to interview. Data
processing and analyses were done using SPSS version 17. The
test statistics used to analyze the data were descriptive statistics
and chi square (χ2). Level of significance was set at p <0.5.
Prior to initiation of the study ethical clearance was taken from
appropriate Ethical Committee of NIPSOM
Table-I: Distribution of respondents having complicated pregnancy
by ANC pattern (n=73)
ANC pattern
Regular
Irregular
None
Occasionally
Total

Frequency
55
10
5
3
73

Percentage
75.3
13.7
6.8
4.1
100
None

9.3%

PET

3.7%
Eclampsia
31.8%

11.2%

APH
GDM
PIH

23.4%

6.5%

3.7%

6.5%
3.7%

Infection
PROM
Other

Figure-1: Distribution of the antenatal complications (n=107)
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16.4%

Normal vaginal delivery

Caesarean section

83.6%

Figure-2: Distribution of mode of delivery of complicated pregnancy (n=73)
Table-II: Distribution of respondents having complicated pregnancy
by type of complications during delivery (n=73)
Complication during delivery
No complication
Malpresentation
Prolonged labour
Obstructed labour
Eclampsia
Other
Total

Frequency Percentage
35
47.9
7
9.6
5
6.8
5
6.8
7
9.6
14
19.2
73
100

Table-III: Distribution of respondents having complicated pregnancy
by type of post-delivery complications (n=73)
Complication after delivery

Frequency

Percentage

No complication

61

83.6

Excessive hemorrhage

5

6.8

Convulsion

4

5.5

Retained placenta

3

4.1

Total

73

100

Table–IV: Association of Antenatal complication with Mode of
delivery (n=107)
Antenatal
complication
Yes
No

Mode of delivery
NVD
12(16.4)
16(47.1)

Caesarean
61(83.6)
18(52.9)

Statistics
χ2 =11.257
df = 1
p<0.001

Results
Among the 107 respondents about 68.2% had antenatal complication
and about 31.8% had no antenatal complication. Among women
having pregnancy complications; 23.4% had history of pregnancy
induced hypertension (PIH) about 11.2% had history of infections,
about 3.7% had history of gestational diabetes mellitus (GDM).
Distribution of the mode of delivery among the women with complicated
pregnancy was about 83.6% delivered by caesarean section and
only 16.4% delivered by normal vaginal delivery. Among the women
with complicated pregnancy 61.6% caesarean section were due
to pregnancy complications, about 16.4% due to history of previous
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caesarean section and about 4.1% mostly elective and the rest
delivered by normal vaginal delivery. Among the women having
complicated pregnancy 83.6% had no complication and 6.8%
developed excessive hemorrhage after delivery. Among the women
with complicated pregnancy about 47.9% had no complication during
delivery, about 9.6 had mal-presentation, about 6.8% developed
prolonged labour, about 6.8% had history of obstructed labour, and
about 9.6% developed Eclampsia. About 69.9% had no previous
history of pregnancy complications and only 30.10% had previous
history of pregnancy complications. Among the women with complicated pregnancy 75.3% had regular antenatal check-up (ANC), about
13.7% had irregular ANC, about 6.8% had no history of ANC and
about 4.1% had occasional history of ANC. There was significant
association of Antenatal complication with Mode of delivery (p<0.05).

There was significant association of pregnancy complication with
mode of delivery p(<0.05). In case of women with pregnancy
complication about 83.4% delivered by caesarean section and only
16.4% delivered by normal vaginal delivery. A study report showed
that in case of pregnancy complication like GDM the rate of caesarean
section was 61.1% and NVD only 29.6% of cases22. The rate of
caesarean section of this study is nearly similar to that study.

Dscussion

Conclusion

In this study, among the respondents about 68.2% had antenatal
complications and about 31.8% had no antenatal complication. As
the study place was in a tertiary level hospital in Dhaka city so most
of them were referred from other places. Among women having
pregnancy complications 23.4% had history of PIH, about 11.2%
had history of Infections of the reproductive tract, about 6.5% had
history of PET, about 6.5% developed eclampsia, APH developed
in about 3.7% women, history of GDM were 3.7%, about 3.7% of
women had history of PROM and about 9.3% had some
other complications. An article published in 2010 reported that PIH,
Preeclampsia or Toxemia affects about 5% to 10% of all pregnant
women in Africa and America15. As that article was of a developed
country that’s why the rate is little bit less than this study.

Women die throughout the world due to wide range of complications
during pregnancy and child birth. Though every pregnancy is at risk
but early detection of high risk cases could be managed properly.
Most of these complications and adverse outcome related to
pregnancy could be minimized the adverse outcome by prompt and
proper intervention. Mode of delivery has direct influence on maternal
life and wellbeing and also newborn. In this regard Emergency
Obstetric Care is of great importance to save mother and child.

In this study about 83.6% delivered by caesarean section and only
16.4% delivered by normal vaginal delivery. The cause of these
huge percentage of caesarean sections were due to maximum
number of the respondents having history of antenatal complications
and many of them were referred from some other hospital after trial
for normal vaginal delivery and some cesareans were done due to
failed trial in the study place. Some study found that PROM was
associated with high rate of caesarean section16-19. The mode of
delivery of those study was also similar to this study.
Among the women with complicated pregnancy about 61.6%
caesarean section were done due to pregnancy complications,
about 16.4% due to history of previous caesarean section and
about 4.1% mostly elective and the rest delivery by normal vaginal
delivery. Among them about 83.6% had no complications after
delivery, only 16.4% developed complications after delivery.
Among the women with complicated pregnancy about 47.9% had
no complication during delivery, about 9.6% had malpresentation,
about 6.8% developed prolonged labour, about 6.8% had history of
obstructed labour, and about 9.6% developed postpartum eclampsia.
An article published that about 5%-6% of pregnant women with
preeclampsia may develop eclamsia20-21. As it was published in a
developed country the rate is less than this study.
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In this study it was found that pregnancy complication is directly
associated with low birth weight, caesarean section and preterm
delivery, but may not be associated with birth asphyxia. From this
study it was also found that preterm delivery is directly associated
with low birth weight and birth asphyxia, birth asphyxia is associated
with low birth weight of newborn. These findings are similar to the
findings of several studies23,24.

Limitation of the study
1.
Due to limited time, the sample size was small. Only 107
recently delivered mothers of the study place were researcher’s
study population. So the findings of this study may not have exactly
similar result as might be obtained from a large scale survey.
2.
Most of the respondents were from urban area. So the
findings will not be the actual picture of entire country especially of
rural area of Bangladesh.
3.
The study place was tertiary level hospital in Dhaka city. So
the results of the study may be different from studies in those
hospital with poor health care facility and scarcity of skilled health
care professionals
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