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ABSTRACT

Background: Reasons for intrauterine deaths differ in studies from different geographical areas. This study was done
to determine common reasons for intrauterine deaths in Northern India, representing population from majority of
developing world.

Methods: Retrospective study was done from Jan 2010 to April 2013, and files and records reviewed to determine
reasons and other data of females with intrauterine deaths.

Results: Most common reasons for intrauterine deaths were prolonged/ obstructed labour (18.08%) and hyperthermia
(16.9%) due to infectious diseases.

Conclusion: Most deaths in developing countries are preventable. Awareness of existing health facilities and need to
attend them timely, hygiene in newly constructed and under construction areas and political will is the need of the

hour.

Keywords: Intrauterine, Deaths, Hygiene, Maternal, Developing

INTRODUCTION

An intrauterine death of fetus is a cause of great stress for
expecting mother and family. Several studies done in the
past have shown reasons for this adverse event."® Many
of the reasons are preventable, and some of them are not
preventable. Most causes of intrauterine deaths are
common in all studies, though percentage differs. But
study from different regions highlight some different
causes, which are exclusive to that geographic region.”
678 Most of such reasons are preventable.

Hence, the need for this study, which aims to determine
the reasons for intrauterine deaths in rural and suburban
Northern Indian population, and to see if possibly these
deaths were preventable.

http://dx.doi.org/10.5455/2320-1770.ijrcog20131223

METHODS

This retrospective study was conducted in School of
Medical Sciences and Research, a 500 bedded teaching
hospital in Greater NOIDA. This hospital caters to a rural
population and an ever expanding sub urban population.
Large scale construction activities attract construction
workers and supporting population. This population, even
though living in urban areas, is exposed to unhygienic
living conditions and lack of awareness of need of
adequate medical support. Hence, a unique young
population, representing growing India and developing
world, is represented in this study.

All intrauterine deaths, occurring after 24 weeks of
gestation and with fetus weighing more than 500 gm
were included in the study. Case records from Jan 2010
to April 2013 were studied and reasons for admission
recorded.
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Age, gravidity, parity, antenatal care and unbooked
pregnancy were noted. Any preexisting medical
conditions, if present were recorded. Details of
investigations done and causes of intrauterine deaths
were studied and tabulated.

RESULTS

Total number of live births, including both normal and
cesarean during the study period of Jan 2010 and April
2013 were 2380. Intrauterine deaths during the same
period were 106 (4%).

Out of these 106 intrauterine deaths, 88 of the patients
were unbooked. They did not have any history of
antenatal check up, and presented to the hospital after
adverse symptoms or when they were unable to perceive
fetal movements. Remaining 18 intrauterine deaths
were in patients who had a regular antenatal follow up at
the index hospital, or some other registered medical
practitioner.

Forty of these deaths were in nullipara females, 28 in
primipara and remaining 38 deaths were in multipara
females. Thirty two of these nulliparous females were
unbooked, where as 22 of the primiparous females were
unbooked, and 34 multiparous females were unbooked
and had no history of any antenatal checkup.

Eighty five patients were between age 21 to 30 and only
15 females were above age 30.

Sixty two females had delivery before term, 40 deliveries
were at term and only 4 were post-term. Two of these
patients had preexisting diabetes, and were controlled on
oral hypoglycemic. Both of them were multipara and had
developed diabetes in the previous pregnancy. Remaining
patients had no previous record of preexisting diseases.

The cause of intrauterine deaths was unknown in majority
of patients (26.41%). Other leading maternal causes of
intrauterine death in our study were prolonged and
obstructed labor (18.86%), maternal hyperpyrexia due to
infectious diseases (16.98%), severe pre-eclampsia
(15.09%) and antepartum haemorrhage (7.54%).
Amongst fetal causes commonest was gross congenital
anomaly contributing to 6.6% of all intrauterine deaths.

Table 1: Percentage of booked vs. unbooked

pregnancies.

. Percentage
Parity Booked Unbooked unbooked
Nullipara 8 32 80
Primipara 6 22 78
Multipara 4 34 90
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All reasons for intrauterine deaths were tabulated as per
table 2.

Distribution of weight of fetus at birth was as per table 3.

Table 2: Causes of intrauterine deaths.

Cause Number  Percentage
Obstetric cholestasis 1 0.94
Diabetes mellitus 2 1.88
Intra_ute_)rlne growth 2 1.88
restriction

Maternal infections 4 3.77
Gross congenital 7 6.60
anomaly

Antepartum 8 754
haemorrhage

Severe preeclampsia 16 15.09
Maternal hyperpyrexia 18 16.98
Prolonged &

obstructed labor 4 1L
Unknown 28 26.41
Total 106 99.95

Table 3: Birth weight of dead fetus at delivery.

Birth Weight (kgs) Number Percentage
0.5-1 | 25 | 23.58
1-15 18 16.98
1.5-2 14 13.20
2-2.5 20 18.86
2.5-3 19 17.92
3-35 8 7.54
>3.5 2 1.88

DISCUSSION

Universal antenatal care has been a long term goal of the
successive Indian governments.’ Large scale budget
allocations are made in the annual budgets for maternal
and fetal safety in India and all other developing
nations.'® Prevention of fetal and maternal deaths is an
important indicator of health coverage of the
population.'*

Developed countries have achieved low fetal and

intrauterine mortality.”***** This is due to high level of
awareness for routine antenatal check up, and good
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medical facilities. Other reasons are hygienic lifestyle, as
more money is spent on improving an already developed
infrastructure. Hence, whatever intrauterine deaths that
occur in these countries are mostly due to non
preventable reasons or near misses.*

Developing countries like India have different
problems.”*® Efforts by government have led to
establishment of good hospitals at almost all parts of the
country. Only the most rural and tribal areas are devoid
of the medical coverage. But problems exist in awareness
about the medical facilities and programs run by the
government. Most of the population is not aware of the
need for antenatal follow up.'”*® Advice by elders and
untrained and unregistered medical practitioners only
worsen the conditions. Infrastructure is being formed,
hence hygiene is a problem.”® Large collection of
stagnant water, lack of clean drinking water, non
availability of hygienic toilet facilities all cause various
problems in the females of child bearing age. These
medical diseases often affect fetal health and lead to
higher incidence of fetal mortality. Most of these deaths
are potentially preventable.

Unbooked pregnancies resulting in intrauterine deaths
were common in all parity females. Even multiparous
females, who had previously delivered and were expected
to utilize health care system in their next pregnancy, were
mostly unbooked. This further highlights the lack of
awareness of need to be part of medical coverage for a
safe outcome of pregnancy. Even though most females
were less than 30 years of age, many of them were
multipara. Hence, most of them had close spaced
pregnancy, inadequate nutrition and increased fetal
mortality.

Most common reason for IUD was prolonged and
obstructed labour in our study.?® This is different from
other studies, where common reasons are antepartum
hemorrhage, preeclampsia etc.® Most of these patients
were being handled at home, or with unregistered
medical practitioners, were referred to the hospital once
maternal exhaustion and prolonged labor had already
harmed the fetus. These deaths were all easily
preventable, had they initiated their labour in the hospital
setting.

One unusual reason for large number of intrauterine fetal
mortality was hyperthermia. Most common reason for
hyperthermia was malaria.?*?* Malaria is known to cause
intrauterine growth retardation by depleting placental
transport of nutrients and cause placental changes in the
trophoblast. Malaria further causes maternal anaemia, and
hence can leads to intrauterine growth restriction.
Hyperthermia further reduces transfer of nutrients and
causes death of fetus.

Majority of intrauterine deaths were in fetus less than 2
kg. This further reinforces the argument that maternal
health and prevention of infections could have improved
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the duration of pregnancy and chances of survival of the
fetus.

Most of these reasons are preventable. Routine and
timely antenatal check-up can improve anemia, diagnose
preventable and treatable diseases, and lead to more live
births.®® Delivery in a medical facility or registered
medical practitioner can further ensure a safe normal
vaginal delivery or timely Cesarean section in needful,
keeping maternal and fetal wellbeing in mind.

Efforts by government have improved medical facilities.
Emphasis should be made to improve awareness. That
can improve antenatal checkups. This is difficult, but
possible through medical camps in underdeveloped areas,
and through radio and television media. It should be
mandatory for health institutions to organize camps in
nearby areas, and create awareness by interactions and
deliverance.

Also efforts to improve hygiene in areas of growth, like
towns with large scale construction activities should be
started. Urgent need to identify such geographical areas,
setting of units to look after hygiene and antenatal
health of this population is the need of the hour, and can
give us more productive and healthy population in the
future.

CONCLUSION

Most common reasons for antepartum death of fetus are
prolonged / obstructed labour and maternal infections
causing febrile illness. Inadequate handling of patients in
labour can be improved by creating awareness for
hospital based deliveries. Infections, especially in areas
under construction, need to be prevented by improving
hygiene and sanitation. Awareness for early antenatal
medical care will further reduce our incidence of
intrauterine deaths.
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