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INTRODUCTION 

“The Obstetrician delivers the baby from mother, the 

Paediatrician delivers the baby from the Obstetricians.”
1
 

Preterm labor is defined by WHO as “The onset of labor 

prior to the completion of 37 wks of gestation, in 

pregnancy beyond 20 wks of gestation.”
2
 Preterm birth 

remains a leading direct cause of mortality in both 

developed and developing country settings. The burden 

of child mortality attributable to preterm birth is reflected 

by pregnancy outcome. Preterm births are responsible for 

75% of neonatal mortality. Preterm birth is responsible 

for 50% of the long term neurologic impairment in 

children. The incidence of preterm birth has changed 

little in recent years. Several factors have contributed to 

the incidence of preterm birth .These factors includes
3
:   

 

Maternal  

Race, inter-pregnancy interval, pre-pregnancy BMI = 19, 

Family history Demographic factors, Psychosocial factors 

Pregnancy history 

Previous preterm delivery, Medical disorders: anaemia,   

hypertension etc. 

Pregnancy characteristics 

Infections, cocaine/heroine, cone biopsy/LEEP, 

abdominal surgery, multiple gestation, periodontal 

disease, shortened cervix, tobacco, uterine anomalies, 

vaginal bleeding, hydramnios.  
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ABSTRACT 

Background: Preterm birth is a major challenge in perinatal health care. Most perinatal deaths occur in preterm 

infants, and preterm birth is an important risk factor for neurological impairment and disability. Preterm birth not only 

affects infants and their families-providing care for preterm infants, who may spend several months in hospital, has 

increasing cost implications for health services. This study aims at to study the causes of preterm birth, perinatal 

outcome, identify the cases which need intervention. 

Methods: This is a retrospective study done at the Department of Obstetrics and Gynecology, Dhiraj General 

Hospital from May 2012 to May 2013. Total 272 preterm deliveries were enrolled for the study. 

Results: According to our study, preterm birth percentages 51% in low socio economic status, 58% in severe 

anaemia, 55% in unregistered, 37% in h/o previous preterm birth, 41% b/w 28-32 wks of gestational age, 46% b/w 

32-36 wks of gestational age. 

Conclusions: In our population preterm birth is more common in poor socio economic status, women with anaemia, 

malnutrition and these factors can be eliminated by proper nutrition and health education by health workers. 
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There is strong association between infection and preterm 

birth:
4 

 Incidence of subclinical histologic chorioamnionitis: 

50% 24 to 28 weeks  

10% >37 weeks 

 The smaller the fetus, the more likely the 

chorioamnion cultures to be positive: 

80% <1000 g 

30%  >2500 g 

 Other leading cause in our hospital is cervical 

insufficiency: Shortened Cervix is less than 3 cm or a 

funneling configuration at internal o.s. in 2
nd

 

trimester trans-vaginal Ultrasound. Cervical 

effacement in normal pregnancy at 32 wks. A short 

cervix confers a higher risk of preterm delivery.
5
 As 

this study is a retrospective one it was not possible to 

do these parameters just to tell about commonest 

causes seen in our hospital. 

 

Figure 1: Causes of preterm birth.  

In this study we discuss about the most common causes 

of perinatal mortality and its ratio, trying to find out the 

causes of preterm labor and birth according to age, parity, 

nutritional, socio-economic status of the patient. 

Aims of the study 

1. To quantify the causes of preterm birth 

2. To identify the cases which need intervention 

3. To study the perinatal outcome of preterm birth 

METHODS 

This is the retrospective study done at the department of 

Obstetrics and Gynecology. Dhiraj General Hospital from 

May 2012 to May 2013. Total 272 preterm deliveries 

were enrolled for this study. 

Inclusion criteria 

1. <37 weeks and >20 weeks of gestational age 

2. Singleton pregnancy 

3. All booked and un-booked patients 

4. Either vaginal preterm delivery or instrumental 

delivery or c.s. 

Exclusion criteria 

1. Pregnancy beyond 37 weeks 

2. Multifoetal gestation 

3. mal-presentation   

Study design 

All the eligible cases were studied from previous data, 

total preterm births were excluded from fullterm births 

and the incidence of preterm birth according to   maternal 

age, parity, gestational age at that time, nutritional status 

of mother, haemoglobin level of mother, perinatal 

outcome and mortality ratio and common causes of 

neonatal mortality and morbidity in preterm birth in both 

booked and un-booked cases are discussed in this study. 

RESULTS 

The figure 2 shows total full-term and preterm deliveries 

from which 84% preterm normal deliveries, 6% 

instrumental preterm deliveries, 10% c.s. 

 

Figure 2: Total full-term and preterm deliveries.  

 

Figure 3: Distribution of preterm birth according to 

parity.  
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The figure 3 shows distribution of preterm birth 

according to parity. Out of total, 272 pre-term births. The 

figure 4 shows h/o previous preterm birth according to 

parity. It shows history of previous preterm birth is the 

important risk factor for preterm birth. 

 

Figure 4: H/o previous preterm birth according to 

parity.  

 

Figure 5: Preterm birth distribution according to 

maternal age.  

The figure 5 shows preterm birth distribution according 

to maternal age and figure 6 shows h/o previous preterm 

birth according to age, which shows preterm birth is 

common with increasing age. 

 

Figure 6: H/o previous preterm birth according to 

age.  

 

Figure 7: Booked and un-booked cases.   

Figure 7 shows booked and un-booked cases out of 272 

cases, in which un-booked cases were more. 

 

Figure 8: Preterm birth distribution according To 

anaemic condition of mother. 

Figure 8 shows anaemia is the most common risk factor 

for preterm labor.  

 

Figure 9: Gestational age at the time of delivery and 

distribution of preterm birth.  

Figure 9 shows gestational age at the time of delivery 

which shows most of the preterm deliveries occurs at 28-

36 wks of gestational age. 
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Figure 10: Foetal weight distribution in preterm 

deliveries.  

Figure 10 shows foetal weight distribution in preterm 

deliveries. 

 

Figure 11: Common causes of neonatal mortality and 

morbidity in preterm birth seen during this study in 

our hospital.   

Figure 11 shows common causes of neonatal mortality 

and morbidity in preterm birth seen during this study in 

our hospital. 

 

Figure 12: Mortality ratio between male and female 

new-born due to preterm birth.  

Figure 12 shows mortality ratio b/w male and female 

new-born in which female new-born mortality ratio is 

very low. May be this is accordance with observation that 

a female can withstand adversity more effectively than a 

male baby. 

 

Figure 13: Preterm birth distribution according to 

socio economic status with kuppuswammy's 

classification. 

Figure 13 shows preterm birth more common in lower 

socio economic status which affects hygienic condition, 

nutrition, and psychological status of pregnant women. 

DISCUSSION 

According to our study, preterm birth incidence in last 

year in this hospital was 17% which is much more than 

total preterm birth percentage in last year in India which 

was 7.5%. The study shows anaemia, malnutrition, low 

socio-economic status, previous preterm birth, increasing 

birth order are the main contributing factors for preterm 

birth. Regular antenatal visits, prevention of anaemia, 

proper nutrition and prior identification of risk factors of 

preterm labor can reduce the risk of preterm birth.
6
 

Though it’s very difficult to predict who will deliver 

prematurely. Preventive strategies revolve around efforts 

to reduce the background risk factors, screening 

symptomatic and asymptomatic women for the risk of 

preterm delivery, and treatment of women with 

threatened and established preterm labor. Intervention has 

been aimed at general improvement of nutrition, rest, 

hydration, and psychological support. According to our 

study, preterm birth percentages are 51% in low socio 

economic status, 58% in severe anaemia, 55% in 

unregistered, 37% in h/o previous preterm birth, 41% b/w 

28-32 wks of gestational age, 46% b/w 32-36 wks of 

gestational age. 

CONCLUSIONS 

Inadequate prenatal care is associated with an increased 

risk of preterm delivery. However this association may be 

due to other aspects like socioeconomic or psychological 

factors.
7,8

 Improvement programmes, like increased 

prenatal visit ,patients education, home visits, nutritional 

counselling, social and psychological support have effect 
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on the rate of preterm deliveries.
9,10

 Though our hospital 

has facilities of free antenatal visits and routine work up 

preterm deliveries ratio is high. Screening for risk factors 

in pregnancy includes monitoring of uterine activity, 

detection and treatment of infections. Cervical 

encerclage, tocolysis and progestin therapy, whenever   

indicated & possible, may be effective in selected 

patients in prolonging pregnancy. So regular antenatal 

visits, supplementation, encouraging proper hygienic 

conditions will be the most important factors to reduce 

the percentage of preterm birth. 
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