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ABSTRACT 

Objective: To determine the magnitude of various types of maternal emergencies and neonatal outcomes in order 
to ascertain the impact of maternal presentation on perinatal mortality in a peripheral hospital in Khyber Pakhtun 
Khwa Province. 
Study Design: Retrospective cross-sectional study. 
Place and Duration of Study: This study was carried out in the Department of Anesthesiology and Gynecology & 
Obstetric Department, Combined Military Hospital Thal, from Oct 2016 to Mar 2017. 
Methodology: Total 181 obstetric patients were included in the study. The patients’ documents were evaluated 
retrospectively for adverse maternal and neonatal outcomes, the incidence of various obstetrical emergencies, 
average time before proceeding with the emergency surgery and average duration of stay in our hospital. 
Results: The mean age of our study group was 27.1 ± 5.7 years. The mean time to operative delivery 57.0 ± 49.1 
minutes. The mean length of hospital stay was 2.0 ± 0.50 days. Most of the patients presented at night (51.2%), 
without any antenatal visits (67.4%) with obstructed labour (24.8%). There were 30 (16.6%) perinatal deaths. 
Perinatal was correlated to obstructed labour, maternal hemorrhagic disorder, fetal distress and hypertensive 
disorder and presentation at night; p<0.05. However, it was not correlated to antenatal visit; mode of referral or 
transport. 
Conclusion: Obstructed labour, fetal distress and maternal hemorrhagic were the most common of obstetric 
emergencies at our peripheral hospital; with a direct, significant correlation with the perinatal mortality. 
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INTRODUCTION 

Maternal and perinatal mortality and 
morbidity is unacceptably high in the developing 
countries. According to WHO, 830 women die 
everyday from pregnancy or childbirth related 
complications. Majority of these deaths occurred 
in low-resource countries and sadly, most       
were preventable1. Hemorrhage was the most 
common cause of maternal death (27.7%) 
followed by hypertensive disorder (14.0%) and 
sepsis (10.7%)2. In addition, there are more than 7 
million perinatal deaths every year worldwide3,4. 
This included both 3.5 stillbirths and 4 million 
early neonatal deaths. More than 99% of the 
perinatal deaths occur in low and middle income 
countries5. The perinatal mortality is multi-

factorial and perinatal mortality rate is an 
indicator that can be used as direct measure of 
maternal health as well as the risk of children 
during the gestational and early neonatal period6.  

Pakistan is a developing country with an 
estimated maternal mortality of 160-673 in rural 
areas and estimated perinatal mortality rate of    
75 per 1000 live births7,8. Limited resources, 
underdeveloped infrastructure, no perinatal care, 
illiteracy and various taboos attached to maternal 
or neonatal care are a few factors responsible     
for high maternal and perinatal mortality and 
morbidity. The religious beliefs and purdah (veil) 
observing females find it hard to get medical 
treatment in hospitals with male doctors and staff 
nor their men agree to it. 

Combined Military Hospital Thal class CEE 
(100 bedded) hospital that is the only medical 
facility after Hangu District till Parachinar in a 
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total area of 210 kilometers where gynecologist is 
available to look after the patients round the 
clock 24/7. As maternal and perinatal mortality 
can be reduced by imparting health education, 
training health care providers to identify high 
risk cases and early referral to better health care 
centers where multi disciplinary personnel are 
available to look after the patient9. Free medical 
camps were conducted by physician, obstetrician, 
pediatrician and surgeon to create awareness 
amongst the population about the significance of 
perinatal care. Furthermore, traditional birth 
attendants i.e. lady health visitors as well as local 
lady doctors were also briefed about facilities 
available in Combined Military Hospital Thal. 
Despite this, majority of the obstetric patients are 
referred by the local dais, lady health visitors 
(LHV) or lady doctors; only after their best to 
deliver baby by spontaneous vaginal delivery 
had failed. This results in obstetric patients 
presenting in critical condition including major 
obstetric hemorrhage, severe preeclampsia, ecla-
mpsia, and fetal distress, obstructed labour or 
even fetal demise (stillbirth). Timely management 
with immediate investigations along with resus-
citation and timely intervention by the obste-
trician is the backbone of the emergency care 
management and thus saving live of mother and 
baby10.  

The aim of this study was to determine the 
incidence of various types of maternal emer-
gencies and neonatal outcomes in order to 
ascertain the impact of maternal presentation on 
perinatal mortality in a peripheral hospital in 
KPK. The results of our study could help to 
formulate a policy to improve the maternal and 
perinatal outcomes in this rural area. 

METHODOLOGY 

This retrospective, cross-sectional study    
was conducted at Department of Anesthesia 
Combined Military Hospital Thal for duration of 
6 months, from October 2016 to March 2017. After 
the approval of the hospital ethical committee, 
the parturient fulfilling our inclusion criteria 
(pregnant females who required emergency 

lower section cesarean section under anesthesia) 
and exclusion criteria (pregnant patients presen-
ting with abortion and non-obstetric emergen-
cies) were selected for our study. The patients’ 
documents were manually assessed by the resear-
chers to obtain the data. A total of 188 obstetric 
patients who presented to the Department of 
Gynecology and Obstetrics Emergency, CMH 
Thal were included in our study by non-pro-
bability purposive sampling. The patients were 
assessed by as single classified obstetrician,     
who assessed the fetal and maternal well being   
as well as decide the urgency of surgery. The 
fluid resuscitation and surgery were performed 
in collaboration with the anesthetist. The imme-
diate neonatal resuscitation after delivery was 
performed by a single, classified anesthetist. All 
the neonates were kept in Neonatal Intensive 
Care Unit under the care of a pediatrician. The 
data was collected on a pre-designed Performa. 
The demographic profile included age, mode of 
referral, transportation used and time to surgery. 
Our primary outcomes were perinatal mortality; 
the incidence of maternal obstetric emergencies 
like PIH, APH, eclampsia, obstructed labour, 
failure of progression of labour; fetal distress and 
the maternal mortality. Our secondary outcomes 
usage ofneonatal oxygen hood and length of 
hospital stay. Fetal distress and maternal co-
morbidity were assessed by the obstetrician. 

SPSS-20 was used for statistical analysis. The 
descriptive variables like age, time lapse between 
presentation and surgery, hospital stay were 
presented as mean and standard deviation. The 
qualitative data like mortality, morbidity, mode 
of referral and transport were presented as 
frequency and percentage. The effect modifier for 
maternal or perinatal mortality, like mode of 
referral and mode of transport to hospital were 
stratified and Chi square test was used. The p-
value ≤0.05 were taken as significant. 

RESULTS 

A total of 188 obstetric patients presented to 
Obstetrics and Gynecology Department in 
emergency. Seven patients were excluded from 
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study as they underwent emergency procedures 
for abortion. A total of 181 patients were included 
in the final analysis. The mean age of our study 
group was 27.1 ± 5.7 years. The mean time to 
operative delivery 57.0 ± 49.1 minutes. The 

minimum time was 20 minutes to maximum of 
300 minutes, mode 30 and median time 40 
minutes. The mean length of hospital stay was 2.0 
± 0.50 days. 

The incidence of maternal presentations/ 
indications; time of day presentation; mode of 
referral and transport is given as table-I. The 
perinatal mortality rate at our institute was 
165/1,000 live births. The effect of time of 
presentation; mode of referral and transport and 
antenatal visits of perinatal mortality is shown as 
table-II. The effect of maternal morbidity and 

indication for emergency LSCS on the perinatal 
outcome (table-III). 

DISCUSSION 

Pregnancy may be complicated by hyper-
tensive disorder of pregnancy complicates 5-8%, 
eclampsia 1.4%, PPH 1.2%, major obstetric 
hemorrhage; obstructed and prolonged labour 
and malpresentation11-14. Similar results have 
been reported by us where obstructed labour, 
fetal distress and hemorrhagic disorders were   
the most common cause of emergency LSCS. The 
maternal mortality has been reported to be as 
high 178 per 100,000 live births. However, we 
were able to prevent maternal mortality at our 
institute, despite critically ill parturient presen-
ting at our emergency. We can credit this to a 
multidisciplinary approach with timely diagno-
sis, resuscitation and management with surgical 
intervention in a timely manner. Our mean time 
from presentation to surgery being 57.0 ± 49.1 
minutes, with minimum of 20 minutes. As the 
maternal care and health is directly related to 
positive neonatal outcome. Our study has shown 
majority of our pregnant ladies (93.9%) didn’t 
have any antenatal visit to a hospital. This corre-
lates to the general perception in our population 
that antenatal are too unnecessary and too 
expensive. In addition, according to a study by 
Farrukh et al15, 51% of the delivery were perfor-
med at home by either untrained dais or trained 
lady health visitors. Multiple studies have shown 
that high maternal and perinatal mortality are 
due to multi-factorial including lack of health 
facilities; lack of road and infrastructure; low 
socioeconomic status, poor maternal hygiene and 
nutritional status, multiparity and social beliefs   
of the locality16-18. These finding correlate with 
our study that showed 106 (58.5%) of the patients 
were managed primarily by lady health workers 
or dais. Similarly, only 60 (33.8%) of the pregnant 
ladies were brought to the hospital by ambulance 
versus 121 (67.2) who were brought by either car 
or public transport. At the same time 91 (50.3%) 
were brought to the emergency department at 
night time. 

Table-I: Demographic profile and maternal 
presentation (n=181). 

Variable n (%) 

Maternal 
Morbidity / 
indication 
for LSCS 

Obstructed labor 45 (24.9) 

Hemorrhagic 
disorders 

26 (14.4) 

Fetal distress 27 (14.9) 

Miscellaneous 
indications 

25 (13.8) 

HTN disorders 23 (12.7) 

Malpresentation 21 (11.6) 

Previous LSCS in 
labor 

14 (7.7) 

Time of 
presentation 

Day (0800-1400 hours) 19 (10.5) 

Evening (1400-2000 
hrs) 

69 (38.1) 

Night (2000-0800 hrs) 93 (51.4) 

Mode of 
referral 

Doctor 64 (35.4) 

Dai 66 (36.5) 

Lady Health worker 40 (22.1) 

CMH (self) 11 (6.1) 

Mode of 
transport 

Ambulance 59 (32.6) 

Personal 53 (29.3) 

Public 69 (38.1) 

Antenatal 
visits 

Yes 11 (6.1) 

No 170 (93.9) 

Perinatal Mortality 30 (16.5) 

Neonatal 
oxygen 
requirement 

Yes 9 (5) 

No 172 (95) 
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Perinatal mortality rate (PMR) is being used 
to assess the maternal health and peripartum 
care. We have reported a perinatal mortality of  
30 (16.5%) and a PMR of 165/1000 live births. 
Parturient presenting to emergency at night was 
significantly associated with perinatal deaths, 

p<0.05. Obstructed labour 11 (36.6%) followed by 
hemorrhagic disorders 7 (23.3%) were the major 
causes of perinatal deaths. A systemic review of 
perinatal mortality rate in Ethiopia showed 
obstructed labour the most common cause (27%), 
followed by miscellaneous (20%), unexplained 
(18%) and hypertensive disorders19. However,   
we didn’t find mode of referral and transport      
or antenatal visits to our institute as significant 
causes of perinatal mortality, p>0.05. This does 
not correlate with a study by Bangal et al who 
showed that multiparous women with low socio 
economic status and not receiving any antenatal 

care are mostly prone to poor obstetrical 
outcome20. Other reasons may have been a delay 
in presenting to hospital, congenital abnorma-
lities, preterm fetus, and rural location of our 
study institute amongst other causes. However, 
we didn’t study these parameters. A study by 

Donna et al found placenta, cord and membrane 
complications to account for 28%; whereas 
maternal pregnancy related complication as 14% 
of cause of fetal deaths21.  

RECOMMENDATION 

To reduce the maternal morbidity and 
mortality and perinatal mortality, a comprehen-
sive program is required. It should include the 
education and awareness about maternal and 
neonatal health encompassing antenatal care, 
early recognition of high risk pregnancy, timely 
and appropriate management of complications; 
optimization of healthcare infrastructure and 

Table-II: Effect of variables on Neonatal mortality. 

Variable 
Perinatal mortality 

p-value 
Yes (n=30) No (n=151) 

Time of presentation 

Morning - 19 (10.4%) 

<0.001 Evening 5 (2.7%) 64 (35.3%) 

Night 25 (13.8%) 68 (39.6%) 

Mode of referral 

Doctor 12 (6.6%) 52 (28.7%) 

0.46 

Dai 12 (6.6%) 54 (29.8%) 

Lady health worker 6 (3.3%) 34 (18.7%) 

Combined Military 
Hospital 

- 11 (6.0%) 

Mode of transport 

Ambulance 13 (7.2%) 46 (25.6%) 

0.372 Self 8 (4.4%) 45 (24.8%) 

Public 9 (4.9%) 60 (33.1%) 

Antenatal 
Yes - 11 (6.01%) 

0.22 
No 30 (16.5%) 140 (77.3%) 

Table-III: Effect of maternal morbidity and indication for emergency long section C-section on the 
perinatal outcome. 

Variable 
  

Perinatal Mortality 
p-value 

Yes No 

Maternal 
morbidity and 
indication for long 
section C-section 

Obstructed labour 11 (6.0%) 34 (18%) 

0.046 

Hemorrhagic disorders 7 (3.8%) 19 (10.4%) 

Fetal distress 5 (2.7%) 22 (12.1%) 

Misc indications 2 (1.1%) 23 (12.7%) 

Hypertension disorders 5 (2.7%) 18 (9.9%) 

Malpresentation - 21 (11.6%) 

Previous long section    
C-section in labour 

- 14 (7.7%) 
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provision of healthcare at far-flung rural areas. A 
timely reporting by the patient and timely 
intervention bya multi-disciplinary approach can 
help reduce maternal and perinatal mortality and 
morbidity. It not only results in the preservation 
of life but also the health, sexual function and 
fertility of the woman22. The trained lady health 
care visitor can be trained and use to educate the 
rural parturient to get their antenatal check up 
done on regular basis23. In addition; the local 
practices, attitudes and limited knowledge of 
community plays pivotal role in determining 
maternal and child mortality24. The local khateebs 
and religious scholars be educated enough to 
teach men to take their wives to regional women 
and child health centers. 

CONCLUSION 

Obstructed labour, fetal distress and 
maternal hemorrhage were the most common of 
obstetric emergency at our peripheral hospital; 
with a direct, significant correlation with the 
perinatal mortality. Timely intervention by a 
dedicated multi-disciplinary team helped prevent 
maternal mortality. The perinatal mortality was 
due to the fact that most parturient were being 
primarily treated by dai or trained lady health 
workers; with only a minority who have ever  
had an antenatal visit. Consolidated efforts to 
improve maternal and neonatal outcomes are 
need of the hour, with focus on the antenatal 
care, improvement of health infrastructure and 
social awareness. 
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