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ABSTRACT

‘A LONGITUDINAL STUDY OF HIGH-RISK PREGNANCY AND

ITS OUTCOME AMONG ANTENATAL WOMEN RESIDING IN AN URBAN
FIELD PRACTICE AREA"

Background: Majority of pregnancies end happily and healthdgme pregnancies
are complicated bissues pertaining to the mother's health, the hedlthe foetus, or
pregnancy-specific issue$hese complications can then impact the mothegdthhe
and the foetus’s overall survivadiigh-risk pregnancies pose significant challenges t
maternal and foetal health, necessitatamgcomprehensive understanding of the
associated demographic, socio-economic, medicdlpbstetric factors.

Hence, identification of type of highrisk pregnanaly earliest stage will be
useful in directing the appropriate interventionasigres for pregnant women for their
betteroutcome. Most of the previous studies are eithes<sectional or record based,
hence thepresent study was undertaken as a longitudinalystadfind out the
outcome of high-risk pregnancy among antenatal womesiding in urban field
practice area of Belagavi
Objectives: To study the outcome of high-risk pregnancy ana ats study risk
factors associated with high risk pregnancy
Methodology: The present study was a longitudinal study conduttestudy the
outcome of high-risregnancies among the high-risk pregnant womedirgsin the
two urban field practicearea, Ashok Nagar and Rukmini Nagar which is under
JNMC, Belagavi. A sample size of 130 waculated. Data was collected regarding
sociodemographic variables, pregnancy relatadable, and high-risk factors by
using a predesigned, pretested questionnaire. édtuthe outcome of high-risk

pregnancy was assessed according to PMSMA guidelared the riskfactors

viii



associated with high risk pregnancy by using medifCoopland scoring system.
Ethical clearance was obtained from institutiontlics committee. Collected data
wasentered using Microsoft Excel software and analys€8PSS software.

Results: Mean age of the participant was 25.86 + 3.9 yesligority 83.1% were
Muslims. 39.2%were belonged to class Ill SES. Among 130 studyi@pants,
11(8.5%) had adversmaternal outcome and 119 (91.5%) did not have awgrae
maternal outcome. Out of 138eonates, including 8 twins, one (0.7%) was
intrauterine death, while 131 (94.9%) were baline, one (0.7%) was stillbirth, and 5
(3.7%) died during the neonatal period. In the @néstudy of 130 pregnant women,
adverse foetal outcomes occurred in 18 cases (}3v@4te 112 (86.2%) experienced
no such adverse outcomes.

Age, tobacco use, and a family histasy hypertension were significantly
associated with high-risk pregnancy. Parity, prasichild mortality, and conditions
like pregnancy-induced hypertension, multiple peegnes, and Rh-negative
pregnancies were also significantly associated high risk.

Conclusion: The present study revealed that adverse matertabroes were present
in 8.5% of mothersin case of foetal outcomes, 13.8% had adverselfoataomes
whereas 86.2% had normalitcomes. In our study, factors significantly assted
with high-risk pregnancy were sociodemographicatags like age, tobacco chewing
habit and family history of hypertension. In pregogrelated risk factors parity,
previous child death was significantly associateith vhigh-risk pregnancy. Risk
factors like pregnancy-induced hypertension, midtipregnancy and Rh-negative
were also significantly associated with high-riskgnancy

Keywords: High risk pregnancy, PMSMA, pregnancy outcome, itminal study
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Introduction

INTRODUCTION

Women are the heart of the household, so theirbeily is essential to the
family's overall happiness. The wellbeing of womeriundamental to the wellbeing
of society. Over the past ten years, medical psidesls and public health specialists
have given a great deal of emphasis on the hehltromen who are of reproductive
age. Slogans such as "Pregnancy is Special, Le#p k safe" have been widely
disseminated globalf!A woman's pregnancy is a wonderful time filled with
excitement and high aspirations. Pregnancy andeaitglihave a profound effect on
women and their families' financial, mental, emoébh and physical health. The
health of the mother and additional variables saghace, ethnicity, age, and income

have an impact on pregnancy-related health outcénes

Even while the majority of pregnancies end hapgilyd healthily, some
pregnancies are complicated by issues pertainiriigetanother's health, the health of
the foetus, or pregnancy-specific isstieAnytime during a pregnancy or childbirth,
complications can arise. These complications can timpact the mother's health and
the foetus's overall survivdl. Approximately 15% of expectant mothers may
experience potentially fatal problems that call §pecialized treatment, with some

needing extensive surgery to survitle.

Pregnancy considered high-risk poses a higher daogie mother and her
foetus than a normal pregnancy, in which there ggemter chance of morbidity or
death before or after delivery for the mother, disetor new borf!! A Pregnancy that
is complicated by one or more variables that havegative impact on the mother,

the foetus, or both is considered high-ffék.
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Introduction

The health of women during their pregnancies, éei@s, and postpartum
periods is referred to as maternal health. To dpénmhe health and wellness of
women and their infants, each phase should be miadsurable. Despite significant
advancements during the previous 20 years, 28700@en died during or after
pregnancy and delivery in 2020. This is an exce$gihigh number. In 2020, the
worldwide “maternal mortality ratio (MMR)” stood &23 for every 100,000 live
births. Attaining a global MMR of less than 70 b@3® will necessitate an annual
reduction raté’]

According to WHO, in 2020, approximately 800 wonued every day from
pregnancy and childbirth related avoidable causes; that equates to one woman dying
every two minutes. By 2030, to achieve a reducitiothe number of maternal deaths
to <70 for every100,000 live births, in alignmentiwSustainable Development Goal
(SDG) target 3.1. Maternal mortality ratios deceshdy almost 34% globally

between 2000 and 2050.

Maternal mortality rate of India has declined otrex years to 103 in 2017-19
from 113 in 2016-18, 122 in 2015-17 with a targétess than 70 by 2039. The
Sample Registration System shows that the MMR drdpfsom 113 deaths per
100,000 live births between 2016 and 2018 to 10&hdeper 100,000 live births
between 2017 and 2019. Majority of maternal deatitsirred in the age group of 20—

29 years!®

MMR in Karnataka decreased by 14 points, from 831fa0,000 live births in
2017-18 to 69 in 2018-20, indicating a considerdeldine in the number of women
dying after child birth. Karnataka is now among # States in the nation to have
substantially surpassed the target of SDG. TheeStMMR has decreased by 16.9

percentagé!
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Introduction

Morbidities and death related to pregnancy arectirecorrelated with poor
maternal health indicatof$! The most frequent direct causes of maternal ingug
mortality worldwide include infections, high bloogdressure, unsafe abortions,
obstructed labour, and excessive blood loss. lodif@ctors include heart disease,
anaemia, and malarid. The main causes of maternal death in India wezgmancy-
related hypertensive disorders (7.0%), severe habage (47.0%), other pregnancy-
related complications (19.6%), infection or seddi®.0%), and abortions (5.0%). A
comprehensive initiative on reproductive, matetnitgw born, child, and adolescent
health has been launched in India due to the cgaritigh rates of maternal mortality.
lts goal is to address the main causes of matdatalities 2 Therefore, all
pregnancies must be assessed for high risk pregrtanmugh regular prenatal care

from medical specialists.

In high-risk pregnancies, early identification aekcialized intensive care can
drastically alter the perinatal prognosis. Therefat is important to assess every
pregnancy to see whether risk factors are presenillcarise. Some of the factors that
should be considered when assessing the risk fopagnant woman are age, parity,
social class, mothers with a history of chronicedse (diabetes, hypertension, heart
disease, etc.) or woman who have a history of ptevpregnancy problems (abortion
and stillbirth), multiple pregnancies, gestatioage under 18 or over 35 years, and

pregnancy more than four tim&s.

It is possible to reduce the occurrence of babigk lew birth weight and
rates of infant and maternal death by anticipasinch situations in advance, planning
beforehand, and reducing their severity. The Pradiintri Surakshit Matritva
Abhiyan (PMSMA), launched in 2016 by the Indian Miny of Health and Family

Welfare, intends to provide all pregnant womenhia second or third trimester with
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Introduction

free and excellent prenatal care services at datgdrhealth care facilities, ninth of
every month. It enhances pregnant women's accegsetwatal care everywhere,
including in isolated and rural places. By avoidingh risk pregnancy issues, it

contributes to the safe birth and healthy life wéry mother and chilé’!

The most common natural pregnancy losses areidgtilland miscarriage,
which have an effect on the mother's physical arehtal health. The causes of
miscarriages are yet unknown, however factors sash uterine dysfunction,
infections, hormone imbalances, comorbidities, aded maternal age, and atypical

parental genetic makeup are associated with a hijtace of pregnancy 1088,

Identifying high-risk pregnancies, their causesd dneir problems through
high-quality prenatal care contributes to favoueabbutcomes for mothers,
obstetricians, and new-borns. Furthermore, it igciat to ensure that women
identified as being at high risk receive ongoingnitaring through regular check-ups
provided by healthcare professionals both at heatth facilities and during home
visits. This is essential for preventing the ocenoe of any complications for the
mother or the foetus. In addition to follow-up caimproving the outcome of
pregnancy also necessitates adequate laborataligst@and referral services. The type
of high-risk pregnancy that expectant moms expesgdras an impact on the outcome
prediction. Therefore, identifying the type of highk factor early in pregnancy can
help to guide the right intervention strategies éapectant mothefd. Most of the
previous studies are either cross sectional orrdebased, hence the present study
was undertaken as a longitudinal study to knowadieome of high-risk pregnancy

among pregnant women residing urban field practrea, Belagavi.
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Objectives

OBJECTIVES

Primary Objective: To study the outcome of high-risk pregnancy.

Secondary Objective:To study risk factors associated with high riskgor@ncy.
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Review of literature

REVIEW OF LITERATURE

A longitudinal follow-up study was undertaken with2 high-risk antenatal
mothers from a primary healthcare centre in AndRradesh, spanning from April
2021 to February 2022. Study revealed that anagnei@alence among “high-risk”
pregnant women was 82%. Among these women, 31% wvadsgorized as having
intermediate risk, 73% belonged to the upper middbess, and 57% underwent
normal delivery. A small proportion (2.5%) undenwemedical termination of
pregnancy (MTP), while 39% experienced mild anae288& had moderate anaemia,

and 20% had severe anaemiA.

A longitudinal investigation conducted in Belagaarnataka on 147
pregnant women who were attending health camps MSMPA day during 2016-
2017. Out of 147 participants, 40.4% exhibited lask- scores, high-risk scores were
seen in around 45.9%, and severe risk score wereigearound 13.7% according to
the modified Coopland’s high risk pregnancy scoraygtem. Approximately among
pregnancies with high risk 29.5% ended up in advérstal outcomes. Notably, when
Coopland’s score increased within the “high riskbup, the likelihood of positive
foetal outcomes diminished significantly, indicatia notable association. The study
cohort comprised women aged 16 - 45 years, withrtaprity (60.5%) falling within
the 20 - 25 years age bracket. Additionally, 21 \i&se aged between 26 - 29 years,
11.6% were over 30 years old, and 6.8% were 19syearyounger. In terms of
pregnancy outcomes, there were 145 new-borns (limgu3 abortions and 2 sets of
twins), with 77 (53.1%) being male and 68 fema# $%). Among the deliveries, 95
(65.1%) were through normal vaginal delivery, wible (34.9%) were by Caesarean
section. The majority of mothers (63.7%) opted\agly at private hospitals, whereas

Government hospitals opted by only 35.6% and hoelwaty opted by one woman
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(0.7%). When comparing outcomes, 70.5% of the @egies with high risks resulted

in favourable foetal outcomes, while 43 (29.5%) hatavourable outcomés!

A prospective study conducted in Kerala, involvid@0 high-risk pregnant
women, during 2019-2020 revealed the following rii&tribution: 14.66% as high
risk, 19.66% as moderate risk, and 65.66% as Isk thcidence of preterm births
was 27.27% among the high risk group, 16.94% inrtiwelerate risk group, and
12.18% among the lowisk group; however, these differences were not statistically
significant. The study recorded 4 perinatal deatht) 1 occurring in the moderate-
risk group and 3 in the high-risk group. Among thedeaths, 2 were cases of
intrauterine foetal death and 2 were early neortgaths due to complications arising
from prematurity. With a statistically significan-value of less than 0.0001,
operational delivery was necessary in 65.90% dfamses in the ‘high risk’ group
compared to 25.36% in the ‘low risk’ group. Furtmere, a p-value of 0.024
indicated a substantial requirement for surgicalivdey in the moderate-risk

[16]

group:

In a similar longitudinal study conducted in Telang in 2018, Researchers
looked through the medical records of 569 pregmaminen who went to a rural
health center connected to a tertiary care institihe study revealed that over half of
the expectant mothers (51%) were aged between 20 2 years, while
approximately 9% were adolescents. Additionally6df the pregnant mother were
experiencing multigravida pregnancies, and 60% westiparous. Based on the kind
and style of delivery, obstetric outcomes were assessed; most (79%) of the cases were
term births. Spontaneous vaginal delivery was thestntommon mode (69%),
followed by LSCS (29%). Neonatal outcomes were uatald concerning the child's

status and birth weight. Among the obstetric outesmdelivery method was
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significantly linked to high-risk pregnancies, wipneterm delivery being 35% more
prevalent among high risk pregnancies in comparngitim normal ones. Additionally,
5% of high-risk pregnancies led to low-birth weigpatbies, while around 5% ended in
abortions and only 2% in stillbirths, with a stagally significant p-value of 0.004.
Post-term delivery was similarly linked to highkripregnancies. Regarding neonatal
outcomes, ‘High risk’ pregnancies were associatét & higher prevalence of low

birth weight new born than normal pregnanéis.

In a retrospective cohort study spanning from 2612018 and conducted
among pregnant women in Haiti, a total of 31,509n&a and 24,983 deliveries were
analysed. Among these, 204 maternal deaths (0.6%wahen giving birth),
equivalent to a MMR of 648 per 100,000 women givibigth, were recorded.
Additionally, 1,962 stillbirths (7.9% of deliveripsand 11,008 low birthweight
neonates (44.1% of deliveries) were identified. Agoall admissions, 10,991
(34.9%) were women diagnosed with (pre-)eclamgdia. study found that the risk of
maternal death was significantly elevated with aa&mn section among pregnant
women with complication and those with (pre-)eclarmpHowever, it minimizes the
likelihood of still birth in these same populationBurthermore, not attending
antenatal care was associated with a significanigyer risk of stillbirth and low

birthweight among women with complicated pregnasiéié

A cohort study conducted in Nepal among 700 womarng 2020 revealed
that, the percentages of low, high, and extreméi misk were 67.3%, 20%, and
12.7%, respectively. The rates of LSCS were nothijer in the extremely ‘high
risk’ group (89.9%) and high-risk group (77.9%) quared to the low-risk group
(51%). Extremely high risk and ‘high risk’ pregn&® were associated with

increased maternal complications, greater totabdlimss, and longer durations of
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hospital stays. Compared to low risk pregnanci®8d)l LBW new-borns were more
common in extremely high-risk pregnancies (60%ythHarmore, 32% of infant born
to extremely risk group required admission to a MIGvhich was significantly
elevated than those born to low risk and high-category. There was also increased

perinatal mortality rates among extremely ‘highkreategory*®!

A cross sectional study done in Nashik, India am®8Q7 pregnant women
during 2017-2018 found that prevalence of adversgemal outcome was 4.1%
Abortions were 1.7% still birth and preterm birth4.1%, low birth weight occurred
in 13.2%. Risk factors associated with abortionemere-existing illness, heavy work
etc. Consanguinity, tobacco consumption during mpaegy and pre-existing illness

was identified as a contributing factor for stiitth.™*®!

A longitudinal study conducted in @hai from 2011 to 2012 revealed that
among 99 high-risk antenatal cases, 46.4% were ignavidae, 53.6% were
multigravida, and 83.8% belonged to a low socioecaic status. Around 62.9% of
patients hailed from rural backgrounds, with 67 fa8#ling within the age range of 15-
25 years compared to other age groups. The mosklpré associated medical
disorder was anaemia, affecting 61.6% of the sgrdyip. Within this group, 48.5%
had mild anaemia, 8.1% had moderate anaemia, 4@l Bad severe anaemia. It was
noted that LSCS (Lower Segment Caesarean Sect@s significantly more common
among multiparas than primiparas. Out of 82 LSC&8a51% underwent emergency
procedures. Maternal morbidity post-delivery ocedriin 21 cases, presenting as
puerperal pyrexia, urinary tract infections, wousepsis, postpartum haemorrhage,
and deep vein thrombosis. Additionally, 69 babiesgived more than 2.5 kg at birth.
The neonatal mortality rate stood at 10.1 for e90 live births, while the stillbirth

rate was also 10.1 per 1000 live births.
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In a cohort study conducted in Nepal, involving 3g&gnant women at
gestational weeks 28-32, researchers discoveretd 1Mad% of participants
experienced high-risk pregnancies. Utilizing a caloded risk classification system,
7.5% were identified as red, 6.9% as yellow, 7288agreen, and 13.6% as white.
Notably, women with high-risk pregnancies were fdua have a 4.2-fold increased

likelihood of developing severe maternal morbiditying labour and delive’!

A study conducted in Saudi Arabia between 2016 208 included 533
pregnant women. Among them, 298 (55.9%) were caiteggbas having low antenatal
risk scores, 185 (34.7%) had moderate-risk scaaad, 50 (9.4%) had high-risk
scores. Analysis of maternal characteristics rece#hat high-risk mothers tended to
be older and had higher gravidity, parity, and &borrates compared to those with
pregnancies of low or moderate-risk. Neonates borigh-risk mothers were more
frequently male and exhibited lower gestationalsagad birth weights. Although
there were no instances of maternal mortality, ftigk mothers underwent more
LSCS and had longer hospital stays compared teethoth low and moderate-risk
groups. Additionally, there was a notable trendams increased stillbirths. Neonatal
outcomes demonstrated significantly elevated rategonatal mortality, admission to
the NICU, occurrence of congenital anomalies, amugér hospital stays among

neonates born to high-risk moth&s.

A longitudinal study focusing on high-risk pregnaascand their outcomes
was conducted at a rural primary health centeruduherry in March 2018. The
study spanned five years, from 2013 to 2017. AnslgErecords revealed that out of
569 antenatal cases, 55.3% belonged to 20 to 25rauge, 81.4% hailed from
families living below the poverty line. Most (74.3%f them enrolled in the first

trimester of their pregnancy. Among participant8,3% of pregnancies were high
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risk. Maternal age was the main factor contributmdpigh-risk pregnancies; 6.2% of
these pregnancies were due to younger (age <28)ye@migravidae or elderly (age
>35 years) gravidae. Other contributing factorduded hypertension disorders in
pregnancy (3.1%), gestational diabetes mellitu®%), severe anaemia (1.7%),
previous history of LSCS (1.6%), twin or multipleregnancies (1.4%),

hypothyroidism (1.4%), Rh incompatibility (1.0%)dibad obstetric history (0.5%).
The majority (81.9%) experienced term deliverieeg&ding the outcomes for the
foetus and new born, vaginal births accounted ®18% of deliveries; LBW new-

borns made up for 10.4% of the total, while stitld accounted for 1.7%.
Socioeconomic status, parity, and unfavourableamés like preterm birth, low birth

weight, and post term birth were linked to higtknisegnancie¥!

In a descriptive study focusing on high-risk moth&om both the five least
and five best-performing PHCs in Bhavnagar distdonducted between March 2017
and August 2018, it was noted that among highmsithers in the least performing
PHCs, the most prevalent risk factor was anaenti&/#6), followed by poor obstetric
history and multiparity (31.1% each). Similarly, the best-performing PHCs,
anaemia remained the predominant risk factor (43.4fdllowed by previous
caesarean section (33.3%). Furthermore, it was the¢r60% of high-risk mothers in
the least performing PHCs and 44.4% in the besbpaing PHCs had multiple risk

factorst®?

Among 105 pregnant women who visited ANC clinicghe Kinaye PHC of
Belagavi district, Karnataka, during 2018, a cresstional study found that 31.4% of
the participants were high risk, 30.5% were moderesk, 29.5% were low risk, and
8.6% were 'no risk'. One important factor that Haeen linked to high-risk

pregnancies is maternal undernutrition. Of the Bdemweight participants, 58.33%
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were classified as intermediate risk and 33.33%igts risk (p < 0.05). This indicates
a statistically significant relationship betweeskristatus and underweight BMI.
Additionally, Risk status and hyperthyroidism wefeund to be statistically
significantly correlated; all individuals with hygikyroidism were categorized as high
risk (p < 0.05). However, this finding should beyaeded cautiously because there
were only two participants with hyperthyroidism. €ré were no statistically
significant correlations discovered between rislatug and hypothyroidism,
gestational diabetes mellitus, or the first trireesif pregnancy. Additionally, there
was a statistically significant positive associatitiscovered between the risk score
and hyperthyroidism and a statistically significartgative correlation between the
risk score and BMI. Nonetheless, no statisticaiiyngicant associations were found
between the risk score and the following conditiongpothyroidism, gestational

diabetes mellitus, or trimestér!

A prospective study conducted in Surat, comprisk@@ high-risk and 100
low-risk caesarean cases, revealed that 42% ando8®€ study and control groups,
respectively, experienced the birth of low-weiglgbies. In the high-risk group,
neonatal mortality was recorded at 3%, while in¢batrol group, it remained at 0%.
Furthermore, 38% of infants in the study group d® in the control group

exhibited mild to severe depressioh.

A study conducted at the Department of Obstetriod &ynaecology in
Jodhpur from January to June 2016 revealed thabbdD,172 delivered patients,
1,014 cases (9.96%) were referred. Among thesescd&sematernal mortalities
occurred, and 8 patients were transferred to atpecialties for further management
of respective complications. Additionally, 183 eatis (18.04%) required admission

to the ICU. The most prevalent cause of maternabidily was anaemia, affecting
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188 cases (51.09%), followed by PPH in 67 case20®8), and vaginal wall tear in

58 cases (15.77%)

A hospital-based cross-sectional study conductdgthiopia in 2016 revealed
that approximately 77% of mothers experienced anabmaternal birth outcome and
were discharged without complications. The mostmam complication, occurring in
11% of cases, was postpartum haemorrhage (PPH)e \abbut 4.2% developed
postpartum sepsis. Additionally, 7.5% sustaineditgemnd urinary tract injuries.
According to multivariate logistic regression arsidy attending antenatal care (ANC)
during the index pregnancy was significantly asstec with positive maternal birth
outcomes. Adequate preparedness for childbirthitsncomplications, as well as the
preference for healthcare facility for labour andlivery, were also linked to
favourable maternal birth outcomes. Conversely,ivesl modes other than
spontaneous vaginal delivery were seen to be pre¢eagainst adverse maternal

birth outcome&®

A community-based descriptive study was conduateairural area of Nagpur,
Maharashtra, during 2014-2015 to investigate theeames of pregnancy in cases
deemed as high risk. Among the 214 pregnant womanded in the study, who were
at least 20 weeks into gestation, a prevalencehigh®risk” pregnancy was noted at
33.64%. Among these, 142 (66.36%) had low-risk paggies, lacking known risk
factors. The distribution of these risk factorslimied a history of caesarean section in
31 (14.49%) cases, malpresentation among 17 (7.9%éhage pregnancy in 14
(6.54%), and various other factors like, oligohydraos, heighk 140cm, and weight
< 40kg, each at 6 (2.80%) occurrence. There weré&.&7%) cases each of past
incidents of stillbirth and related ilinesses. @Gésnal diabetes, maternal age over 30

in primigravida, prolonged pregnancy, in two (0.93%6 the cases, there was an
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occurrence of congenital abnormalities and a hystafr multiple abortions. One
instance (0.47%) had a history of both severe armmand ectopic pregnancy. Babies
weighing less than 2,500 grams at birth and caasasections were substantially
linked to high-risk pregnancies. Additionally, cae=an section was strongly linked to
previous caesarean delivery and maternal heighdOcms. Oligohydramnios and
history of LSCS were strongly linked with pregnamutcomes, particularly low birth

weight®

A study carried out in rural Belagavi, involving GOvomen attending
antenatal clinics, during 2016 revealed that 30af%hem were identified as ‘high-
risk’ pregnancies. Among these, 59.8% had a histbrgdverse obstetric events, 4%
experienced PIH, 5.5% were elderly gravida, 3.2% Ra negative, and 22.3% had
other risk factors. The study found significantaesstions between age at conception

and the pregnant woman's parity and educationsstitpregnant womelfi.

In a prospective cross-sectional study conducteBuducherry involving 60
high-risk pregnancies, the findings indicated thasignificant portion experienced
anaemia (25, 35.21%), while PIH was present in2B34) and gestational diabetes in
10 (14.8%) cases. Concerning perinatal outcomesméyority of babies (44, 73.3%)
had a birth weight more than 2.5kg. The study reggba neonatal mortality rate of
only 1.7%. Regarding the relationship between gk pregnancy and weight of
baby at birth, the results showed no significatdtrenship. Notably, most mothers
received adequate care, including treatment forppegnancy anaemia. Initiating
interventions aimed at educating mothers abouintipertance of antenatal check-ups
and addressing maternal and foetal health can fltgn reduce perinatal

complicationg®
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A prospective study done in central India over gaer period involved 415
randomly selected pregnant women. The findings akede that 96 (59%) were
categorized as High Risk, 191 (46%) as Low riskd 288 (31%) as No risk. Among
the High-risk group, 59 experienced perinatal dgatlesulting in a notably high
perinatal mortality rate of 614 for every 1000 libeths. Perinatal mortality rates
were particularly elevated (38.4% and 33%) amonthars lacking formal education
and those with a household monthly income below 3R, respectively. This was
attributed to increased risks of anaemia, inadegomternal weight gain, intrauterine
growth retardation, and preterm labour associatgd Wwwer socioeconomic status
and educational levels. Observations revealed #%#% of perinatal mortality
occurred among uneducated mothers, while 20.1%r@at@mong those with some
level of education. Pregnancy-induced hypertengPitd) emerged as a prevalent
complication, affecting 16.6% of cases and contnigu to 36.2% of perinatal
mortality. PROM was another significant factor, @acting for 36.3% of perinatal
deaths due to its association with increased mitesfections. Meconium presence
was noted in 9.6% of cases, resulting in a moytahkte of 40%, primarily due to
infections. The highest perinatal death rate (59.9%s observed among foetuses
weighing less than 1.5 kg, with a considerable (@&4%) between 1.5 to 2.5 kg. A
higher incidence (28.9%) of LBW babies was evidenbng mothers with underlying
risk factors. Similar trends were observed in casegestational age less than 34
weeks. Once neonatal complications like respirattisgress set in, the chances of
survival significantly decreased, as evidenced hwy lhigh perinatal mortality rate
(59%) in the study. Hypothermia emerged as a alitibeterminant of neonatal

outcomes, with neonates exhibiting temperatureoweB5.5°C experiencing a
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mortality rate of 68%. Although major congenitaloaralies were rare (constituting

only 1.4%), they were universally fatal, resultingl00% mortality*”’

A prospective analytical study conducted in Telarggérom January to June
2016 involved 200 pregnant women, revealing a notdw association between poor
perinatal outcomes and high-risk pregnancies asrm@ted by a specific scoring
system. Twenty percent of the cases fell into tigh-hisk category, with 32.5% of
them experiencing maternal complications. The stigyntified a significant link
between high risk scores and both birth asphyxid @erinatal mortality. Perinatal
mortality was exclusively observed in the high-rggloup, with four cases resulting in
one intrauterine death, two stillbirths, and onelyeaeonatal death, yielding a
perinatal mortality rate of 100 per 1000 live b#thn this group. Perinatal
complications were less prevalent, occurring irydil.5% and 15.3% of the low and
moderate-risk groups, respectively. The high-risug exhibited a 30% occurrence
of birth asphyxia. Women with a risk score>@f faced significantly elevated risks of
perinatal mortality (p = 0.0003) and birth asphyxip = 0.0005). Maternal

complications were observed in 32.5% of high-riakes?®!

A prospective descriptive study, carried out in Kimaam from August 2007 to
August 2009, examined 100 cases each of high-ndd@w-risk caesarean deliveries,
focusing on perinatal outcomes. According to thedgt 28% of the low risk group
and 40% of the high-risk group gave birth to lowigh® babies. In the high-risk
group, 2% experienced neonatal mortality, wherbasrate was 0% in the low-risk
group. Perinatal morbidity, including prematuritytrauterine growth restriction, birth
asphyxia and respiratory distress syndrome affed® of babies in the group at
high risk and 12% in the group at low risk. Poorimetal outcomes were reported in

7% of cases in both the study and control grdtips.
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A descriptive study conducted at Kanchipuram, Tahddu among 100
pregnant women published in 2016 found that 55%refinant women had low risk
,20% of pregnant mothers had moderate risk and 2&@high risk by using modified
Hobel’s high risk pregnancy risk assessment s@&lete was a significant association
between age, occupation, education and family icofmantenatal mothers with the

prevalence of high-risk pregnant$.
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MATERIALS AND METHODS

Source of Data: 130 high-risk pregnant women who visited two UH@=natal

clinics provided data for the study.

Study Design:A Longitudinal study

Study Period: The research was carried out from October 1, 2@23eptember 30,

2023, a duration of one year.

Study population: All high-risk antenatal mother attending Antena@dihics at two

Urban Health Centers Ashok Nagar and Rukmini Nagar.

Sample SizeTotal population of Rukmini Nagar- 64405

Birth rate- 18

Number of expected pregnancies = Population x Bat&/1000+10% of wastage

= 64405x18/1000 + 116=1276

Out of these 15% are high risk =15/100 x 1276 =190

Expected High-risk ANC in a lyear period in Rukniiagar=190

For 6 months = 190/2 =95

Total population of Ashok Nagar- 24104

Birth rate- 16

Number of expected pregnancies =24104x16/1000 = 420

Out of these 15% are high risk = 460x15/100 = 69

For 6 months = 69/2 = 35
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Total expected number of high-risk ANC = 35+95 =1@€re covered in the current

research.
Sampling technique:Universal sampling

Inclusion Criteria: All high-risk pregnant women who are residing irban area
Ashok Nagar and Rukmini Nagar who attended PMSMmgar ANC clinics of

UHCs
Exclusion Criteria: All normal pregnancies

Data collection procedure:High risk Expectant mothers who visited the PMSMA
prenatal clinic at two UHCs were made aware ofdfugly's purpose. PMSMA is the
initiative which aims to ensure that comprehensintenatal services are provided to
pregnant women at designated health facilities bgt&ricians/ medical officers, and

is conducted on ninth of every mortH.

After obtaining written informed consent, study fmapants were enrolled in
the study irrespective of their gestational agerewiaterviewed and examined. A
predesigned, pretested questionnaire was usedafaradllection. Data was collected
regarding sociodemographic variables, educatidaflis occupational status, income,
obstetric history, and high-risk factors accordiogPMSMA guidelines. They also
underwent a clinical examination, and anthropomeata, including weight, height,
and other details, was gathered. Pregnant highpéstkicipants who attended the
ANC clinic or PMSMA camp were monitored each moattiil birth. Follow-up was

done every month from their date of enrollmentdélivery.

The following were considered as high-risk ANCs ading to PMSMA

guidelines.

Page 19



Materials & Methods

" Haemoglobin level less than 7 g/dl - Severe anaepnégnant women with
syphilis or HIV positive, hypothyroidism (TSH norirlavels in the first, second, and
third trimesters are 0.1-2.5 mlU/L, 0.2-3 mlU/L, da®.3-3 mlU/L), PIH /
preeclampsia/ preeclampsia toxemia, GDM(glucosdlerige test=140 mg/dl), twin
or multiple pregnancy, mal presentation, previasdr segment caesarean sections,
Ages <20 years old for younger primi or >35 yeald for elderly gravida, Bad
obstetric history including stillbirth, preterm thir congenital anomaly, abortion and
obstructed labour, etc, Rh negative, low lying Btdaa/ placenta previa, pregnant

women with any other systemic illned$3?

Modified Coopland high risk scoring system was usedlentify risk factors
related with high risk pregnancy. By summing thduga of all high-risk factors
included in the scoring system, high risk pregnames categorized based on
severity!®*=34 Among predictor variables were reproductive histsuch as age,
number of pregnancies (parity), and history of palostetric outcomes, along with the
mother's medical and surgical conditions, and amygtications during the current
pregnancy etc. Each high-risk factor was assignediraerical value based on its
severity. The total score, which was the sum o$¢healues, classified the pregnancy
risk as follows: "low risk" for scores of 0 to 3nbderate risk" for scores of 4 to 6,
and "high risk" for scores of 7 or mdfé. The pregnancy outcome was evaluated on
the 8th day after delivery, and information regagdimaternal complications and
perinatal morbidity and mortality was recorded. eTéutcome was assessed as an

adverse maternal outcofi and adverse foetal outcotid.
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Parameter Score
Age <18 2
18-35 0
>35 2
Risk factor
Parity 0 1
1-4 0
>5 2
Chronic Hypertension 2
Pregestational Diabetes Mellitus 2
Chronic Renal Disease 2
Heart Disease (NYHA- Il or 1V) 3
Medical/Surgical
conditions Heart Disease (I or II- NYHA) 1
Past surgery- gynaecological 2
Other significant medical illnesses- 1-3 based on
severity
TB, Asthma, Epilepsy, Autoimmune
disease
History of infertility 1
History of 2 or more first trimester 1
abortions
History of second trimester abortions 2
Previous child birth weight <2.5 kg or >4 1
kg
Past obstetric
history Past LSCS 1
PPH history or Manual removal of placenta 1
Prior still birth or New born demise 3
Difficult labour/ Prolonged 2
Preeclampsia/ Gestational hypertension 2
Eclampsia 3
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Gestational diabetes 2

Bleeding before 20 weeks of gestation 1

Bleeding after 20 weeks of gestation 3

Anaemia Hb 6.-10 g% 1

Hb <6.9% 2

Rh isoimmunisation 3

Malpresentation at term 3

Multiple pregnancy 3

Hypertension 2

Present pregnancy Eclampsia 3
conditions

Gestational diabetes 2

Placenta praevia 2

PROM 2

PPROM 3

Polyhydramnios (amniotic fluid index >24) 2

Oligohydramnios (amniotic fluid index <5) 2

IUGR (foetal weight <19 centile for 3
gestational age)

Abnormal Doppler 3

Modified Coopland’s score

“Low risk” 0-3

Total score “Moderate risk” 4-6

“High risk” >7
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Statistical analysis

Data was coded and then entered into an Excel.shieetdata was analysed
using SPSS version 22.0, a statistical packagesdoral sciences. The means and
standard deviations of numerical variables wereread. Categorical data regarding
socio-demographic factors and prevalence of varibigh-risk factors. Data was
analyzed using percentages and chi-square tesarEadfecting the outcome of high-
risk pregnancy were also studied. A pilot study Wase before the start of the study
to see the feasibility of the questionnaire. Lésst0.05 was regarded as a significant

probability value (p-value).

Ethical clearance

The Jawaharlal Nehru Medical College, Belagaviitasbnal Review Board

granted ethical clearance. Informed consent want&lom all the participants.

Definition of variables

1. Age

Age was calculated to the closest finished yeapasinformation given by the

study subjects

2. Education status

a. llliterate — Never attended school

b. Primary school — Having studied up to 7th standard

c. High school — Having studied at least until 8tmeatrd but not beyond 10th

standard
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d. PUC - Having studied at least until 10th standandl ot beyond 12th

standard
e. Graduation — Having studied beyond 12th standard
3. Occupatior®®
» Housewife — A woman who takes care of the housetiajdto day duties.
» Agriculturist — A person who works in the farm/tiel
» Employee — A person who employed for wages or galar
» Laborer — A person doing unskilled work for wages

» Self-employed — A person who is working on freeloc the owner of a

business rather than for an employer
4. Type of Family®®

Nuclear family- Household, where married couple along with thespehdent

children live in the same house.

Joint family- Household, where a large number of married couplegogether with
their kids in the same home. Males are blood redatand females of the family are

related by either marriage or blood relation
5. Socio-Economic Status

For the year 2022, data on per capita income (ipeRs per month) was
gathered, and the Modified B. G. Prasad's categjioiz was used to classify
socioeconomic category’. The B.G. Prasad’s scale was first introducechinytear

1961. It was calculated by considering the bases@mer Price Index (CPI) as 100
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for the year 1960. It was later modified by introohg the Linking Factors 4.63, 4.93,

2.88 for the year 1982, 2001 and 2016 respectaglgiven by the Labor Bureau.

Consumer Price Index (IW) for January 2022 was 1L.25.

Multiplication factor = Current CPI (125.1)/Basalex value in 2016 (100)
=1.251

The new income value is calculated using the fathgwequation:

New income value = Multiplication factor (MF) x Oldcome value x 4.63 x 4.93 x

2.88.

Upon substituting the values in the equation, thdated ranges for January 2022

were calculated as shown below.

Per capita income was classified using Modified Br@sad’s classification.

Socio Economic Classes Original B.G Prasad’s Revised BG prasad’s

classification (1961) classification
for January 2022

I 100 and above 8220 and above
I 50-99 4110-8219
1 30-49 2465-4109
\Y; 15-29 1230-2464
\% Below 15 Below 1230

Values mentioned as per capita income/month in idBnded off to neareg0/
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6. Anaemia®l*®

When a person’'s haemoglobin (Hb) level falls betbe lower bound of the

normal range for their age and sex, they are sdihve anaemia.

Grading of anaemia in pregnancy according to WH@rca

Haemoglobin (g%) Anaemia
>11.0 No anaemia
10.0-10.9 Mild anaemia
7.0-9.9 Moderate anaemia
<7.0 Severe anaemia
7. Height®%

The participant was instructed to stand uprighthaut shoes, with their arms
falling down by their sides, their back, buttocksid heels all contacting the wall.
From the head to the heel, the height was meastitericorresponding reading was

determined to the closest cm using a measuring tape
8. Weight!]

A standard portable adult weighing machine was usedneasure body
weight, with no shoes and with the least amountlofhing, to the nearest 0.1 kg.
This machine was standardized on a regular basiagdthe study. Every session

began with the scale reset to zero, and the weightrecorded in kilo

9. BMI
Body Mass Index (BMI in Kg/m2)

Body mass index was computed as follows:
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BMI = Weight (Kg) / Height (Meter2)

BMI is classified for Asians d&%

BMI Status
<185 Underweight
18.510 22.9 Normal
2310 24.9 Overweight
>25 Obese

10.Blood pressure measurement:

During the investigation, every study participarsdhtheir blood pressure
taken with a mercury sphygmomanometer. Standartbgots were followed, with
the first approach being palpatory and the secoeithgbauscultatory. After the
participant had rested in a sat position for astidave minutes, both blood pressure
readings were taken. Every subject's left arm wsexiuo take their blood pressure
using a cuff that was the proper size and leveh wie heart. The participant's blood
pressure was determined by averaging two measutsrokthe systolic and diastolic
pressures. A third reading was taken, and the geephthe three measurements was
used when the two values were different by moren tdi® mm Hg.Subjects

categorized according to blood pressure levelsewafided into

“Normotensives” or “Hypertensives” accordirm their blood pressure readings.
Hypertensives: Blood pressure with a diastolic@h®m Hg and a systolic of 140 mm

Hg or higher.

Normotensives: Systolic blood pressure less thah ridh Hg and Diastolic

blood pressure less than 90 mm Hg.
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RESULTS

I. SOCIO-DEMOGRAPHIC PROFILE OF STUDY PARTICIPANTS

Table 1.Distribution of participants according to their age (n=130)

Age in group Frequency Percentage
15-19 2 1.6
20-24 53 40.8
25-29 52 40
30-34 18 13.8

>35 5 3.8
Total 130 100

Mean age of the study participants was 25.86 yedth,a standard deviation of 3.9
years. In our study, out of 130 pregnant womerretieere 2 (1.6%) in the 15-19 age
group, 53 (40.8%) in the 20-24 age group, and B26jdin the 25-29 age group.

18(13.8%) were in the age group 30-34 and 5(3.8&tewlder than 35 years.

Graph 1: Distribution of participants according to age (n=130)

Age group

m15-19 = 20-24 = 25-29 30-34 = >35
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Table 2. Distribution of participants according totheir religion (n=130).

Religion Frequency Percentage
Hindu 20 15.4
Muslim 108 83.1
Others* 2 1.5
Total 130 100

*QOthers includes Christian, Jain etc

In the present study, majority of study particigarit08 (83.1%) were Muslims, while

20 (15.4%) were Hindus, and 2 (1.5%) belonged hermiteligions like Christian, Jain.

Graph 2. Distribution of participants according to religion (n=130).

RELIGION
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B Muslim
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Table 3. Distribution of participants as per theirliteracy status. (n=130).

Education of wife Frequency Percentage
llliterate 5 3.8
Primary 21 16.2

Secondary 68 52.3

Higher Secondary 15 11.5

Graduate/pg. 21 16.2
Total 130 100

In the present study, 5 participants (3.8%) wdieriate, 21 (16.2%) had completed
primary education, 68 (52.3%) had completed seagndducation, 15 (11.5%) had

completed higher secondary education, and 21 (1)6w&8e graduates.

Graph 3. Distribution of participants as per their literacy status (n=130)
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Table 4. Distribution of participants according totheir occupation(n=130)

Wife occupation Frequency Percentage
House wife 123 94.6
Employee* 4 3.1

Labourer 1 0.8
Self employed 2 15
Total 130 100

*Employee — Includes professional, technical, maniagdy clericals, sales

In this study, 123 participants (94.6%) were housesy 4 (3.1%) were employees, 1

(0.8%) was a labourer, and 2 (1.5%) were self-eygulo

Graph 4. Distribution of participants according to their occupation(n=130)

OCCUPATION OF WIFE
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Table 5. Distribution of participants according toeducation of the Husband (n=130)

Education of husband Frequency Percentage
llliterate 2 15
Primary 26 20

Secondary 70 53.8

Higher Secondary 7 5.4

Graduate/pg. 25 19.3
Total 130 100

Out of 130 participants, 2 (1.5%) were illiteragg (20%) had completed primary
education, 70 (53.8%) had completed secondary édac& (5.4%) had completed

higher secondary education, and 25 (19.3%) wemdugitas.

Graph 5. Distribution of participants according to education of Husband (n=130)
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Table 6. Distribution of participants according to occupation of Husband. (n=130)

Occupation Frequency Percentage
Farmer 1 0.8
Employee* 38 29.2
Labourer 65 50
Self-employed 26 20
Total 130 100

*Employee — professional, technical, manageri&ricals, sales

Out of 130 participants, 1 (0.8%) was a farmer(Z282%) were employees, 65 (50%)

were laborers, and 26 (20%) were self-employed.

Graph 6. Distribution of participants according to occupation of Husband. (n=130).

OCCUPATION OF HUSBAND

0.8

m Farmer ®m Employee = Labourer = Self employed

Page 33



Results

Table 7. Distribution of participants according totype of family (n=130).

Type of family Frequency Percentage
Joint 99 76.2
Nuclear 31 23.8
Total 130 100

Among the 130 study participants, 31 (23.8%) bedahtp nuclear families, while 99

(76.2%) belonged to joint families.

Graph 7. Distribution of participants according to type of family (n=130).

FAMILY TYPE
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Table 8. Distribution of participants according tothe Socio-Economic Status (n=130).

(According to modified B.G. Prasad classificati@f22)

SES Frequency Percentage
Class | 8 6.2
Class I 19 14.6
Class Il 51 39.2
Class IV 38 29.2
Class V 14 10.8

Total 130 100

Based on the Modified B. G. Prasad’s Classificatdbsocioeconomic status, Class |
comprised 8 individuals (6.2%), Class Il compridéd(14.6%), Class Il comprised
51 (39.2%), Class IV comprised 38 (29.2%), and €lédscomprised 14 persons

(10.8%).

Graph 8. Distribution of participants according to the Socio-Economic Status (n=130).
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Table 9. Distribution of participants according totime of registration of

pregnancy(n=130)

Time of registration Frequency Percentage
1% trimester 50 38.3
2" trimester 76 58.6
3% trimester 4 3.1
Total 130 100

Among the 130 study participants, 50 (38.3%) wergstered in the first trimester, 76
(58.6%) were registered in the second trimestat, 4(3.1%) were registered in the

third trimester.

Graph 9. Distribution of study participants according to time of registration of

pregnancy (n=130)
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Table 10. Distribution of participants according to habits, medical history and

family history (n=130)

Frequency Percentage
a. Distribution of participants according to Tobact®mwing habit
Yes 7 5.4
No 123 94.6
Total 130 100

b. Distribution of participants according to past o

igtof medical illness

Nil 123 94.6
Thyroid 6 4.6
Hypertension 1 0.8
Total 130 100
c. Distribution of participants according to familystory
Nil 99 76.2
Diabetes mellitus 19 14.6
Hypertension 5 3.8
Diabetes and Hypertensign 7 5.4
Total 130 100
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a. Among the 130 study participants, 7 (5.4%) hadonysbf chewing tobacco,

while 123 (94.6%) did not.

b. Regarding past history of medical illness, 123 ipgants (94.6%) had no
history of medical iliness, 6 (4.6%) had historytbyroid abnormalities, and

one participant had history of hypertension; noaé & history of diabetes.

c. In terms of family history, 99 participants (76.2%ad no relevant family
history, 19 (14.6%) had a family history of dial®t& (3.8%) had a family
history of hypertension, and 7 (5.4%) had a farhigtory of both diabetes and

hypertension.
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Table 11. Distribution of participants according totheir BMI (n=130)

Frequency Percentage
BMI
9 6.9
Underweight (<18.5)
39 30
Normal (18.5-22.9)
22 16.9
Overweight (23-24.9)
60 46.2
Obese ¥25)
130 100
Total

In this study, approximately 60 study participaf#s.2%) had obesity (BM#25), 39
(30%) participants had a normal BMI, 22 study gapants (16.9%) were categorized

as overweight, and only 9 study participants (6.9%)e classified as underweight.

Graph 11. Distribution of participants according to their BMI
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Out of 130 study participants, physical examinafiading showed that

a) Mean height:150.57 + 6.43

b) Mean weight: 58.31 + 13.26

c) Mean BP systole: 113.76+14.77

d) Mean BP diastole: 72.84 + 9.88

Among 130 participant 23(17.7%) had pedal oeden@8R03%) did not have
any pedal oedema. 54(41.5%) had pallor whereas87¥g did not have any

pallor.
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[I.LOBSTETRIC VARIABLES OF STUDY PARTICIPANTS

Table 12. Distribution of study participants accordng to obstetric history (n=130)

VARIABLES

Frequency (n)

Percentage (%)

a. Age of marriage

15-19 50 38.5

20-24 61 46.9

25-29 17 13.1

30-34 2 1.5

Total 130 100

b. Age at £'pregnancy

15-19 29 22.3

20-24 75 57.7

25-29 22 16.9

30-34 3 2.3

>35 1 0.8

Total 130 100

c. Gravida

Primigravida 23 17.7
Gravida2 44 33.8
Gravida 3 45 34.6

Gravida 4 12 9.3

Gravida 5 5 3.8

Gravida6 1 0.8

Total 130 100
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d. History of abortion

No abortion 82 63.1
Abortion 1 37 28.4
Abortion2 9 6.9
Abortion 3 1 0.8
Abortion 4 1 0.8
Total 130 100

e. Type of marriage

Consanguineous marriage 28 215
Nonconsanguineous marriage 102 78.5
Total 130 100

a. Among the 130 study participants, 50 (38.5%) weegriad between the age
of 15 -19, 61(46.9%) between the age of 20 - 24(1B71%) between the age
of 25- 29, and 2 (1.5%) between the age group of 33. Mean age at

marriage was 20 + 3.1.

b. Regarding age at™pregnancy, 29 participants (22.3%) conceived betwe
the age of 15 - 19 years, 75 (57.7%) between tieegagup of 20 - 24, 22
(16.9%) between the age of 25-29, and 3 (2.3%) Wweteeen the age of 30 to
34. Only for 1 participant, age at' pregnancy was >35 years. Mean age of

first pregnancy was 21.87 + 3.46.

c. Regarding gravidity, out of 130 study participar28, participants (17.7%)
were primigravida, 44 (33.8%) were gravida 2, 45.§%0) were gravida 3, 12

(9.3%) were gravida 4, 5 (3.8%) were gravida 5, &1(d.8%) was gravida 6.
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d. Regarding abortion history, out of 130 participadis(63.1%) had no history
of abortion, 37(28.4%) had a abortion history, 9%) had a history of two

abortions, and 2(1.6%) had a history of three orenadortions.

e. Among 130 study participants, 28 (21.5%) had cogsem@ous marriage,

while 102 (78.5%) had non-consanguineous marriage.
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Table 13.Distribution of participants as per the number of risk factors (n=130)

Frequency Percentage
Single risk factors 85 65.4
Multiple risk factors 45 34.6

Among the 130 study participants, 85 (65.4%) hdg one risk factor, while 45

(34.6%) had multiple risk factors.

Graph 13. Distribution of participants as per the rumber of risk factors present
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Table 14. Distribution of participants according toseverity of anaemia (n=130)

Anaemia (cut offs) Frequency Percentage
Normal (>11g/dl) 51 39.2
Mild (9-10.9g/dl) 55 42.3
Moderate (7-8.9g/dl) 17 13.1
Severe (<7g/dl) 7 5.4
Total 130 100

Among 130 study participants, 51(39.2%) were haviagnal Hb%, 55(42.3%) were

having mild anaemia, 17(13.1%) had moderate anaemih7(5.45%) had severe

anaemia.

Normal (%) | Mild (%) | Moderate (%) Severe (%)

1% trimester 80 20 - i
2" trimester 39 43.5 8.1 9.7
3%trimester 36.5 42.9 19 1.6

In the first trimester, 80% of enrolled pregnantmrem had normal haemoglobin
levels, with 20% experiencing mild anaemia. Forstheenrolling in the second
trimester, 39% had normal haemoglobin, 43.5% hattl rmhaemia, 8.1% had
moderate anaemia, and 9.7% had severe anaemia.gAimose enrolling in the third
trimester, 36.5% had normal haemoglobin levels9%2had mild anaemia, 19% had

moderate anaemia, and 1.6% had severe anaemia.
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Table15. Distribution of participants as per the U%& abnormalities

USG abnormality Frequency Percentage
Oligo 6 4.6
Malpresentation 4 3.1
Low lying placenta 2 15
Cord around the neck 3 2.3
Multiple gestations 8 6.1
Multiple abnormalities in USG finding 2 1.6

Frequency

Among the 130 high-risk pregnant women, 109 (83.8%) normal ultrasonography
(USG). Remaining participants had specific abnomeal 6 (4.6%) had

oligohydramnios, 4 (3.1%) had malpresentation,.3%d had a low-lying placenta, 3
(2.3%) had the cord around the neck, 8 (6.1%) hatfipte gestations and 2 (1.6%)

had multiple USG abnormalities.

Graph 15. Distribution of participants according to the USG abnormalities
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Table 16. Distribution of participants according tothe presence high risk factor

(According to PMSMA guidelines)

High risk factor Frequency Percentage
1. Severe anaemia 7 5.4
2. PH 15 115
3. Syphilis/HIV - -
4. GDM 9 6.9
5. Hypothyroidism 19 14.6
6.  Younger primi/elderly gravida 3 2.3
7. Twin/multiple pregnancy 8 6.1
8. Malpresentation 3 2.3
9. Previous LSCS 59 46.1
10. Low lying placenta/placenta previa 2 1.5
11. Positive bad obstetric history (h/o
stillbirth, . abortion, congenital 48 36.1
malformation, obstructed labour, premature
birth)
12. Rh negative 4 3.07
13. Others -oligo, infertility treatment 6 4.6

Among the 130 high-risk pregnant women, the distidn of various complications

was as follows: 7(5.4%) had severe anaemia, 15¥d)l &xperienced pregnancy-

induced hypertension, 9(6.9%) had hypothyroidisif®.30) were either younger

primiparous or elderly multiparous, 8(6.1%) had nwdr multiple pregnancies,

3(2.3%) presented with malpresentation, 59(46.1%{l a history of previous

caesarean sections (LSCS), 2(1.5%) had a low-lgilagenta or placenta previa,
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48(36.15%) had a positive history of bad obstetri¢€3.07%) had Rh-negative
pregnancies 4(4.6%) had a history of other higk-féEtors such as oligomenorrhea
or infertility treatment. None of the participamntgre positive for HIV, HBsAg and

syphilis.

Graph 16: Distribution of study participants according to the presence high risk

~
o

D
o

factor (According to PMSMA guidelines)

RISK FACTORS ACCORDING TO PMSMA GUIDELINES

50 48
)
2 40
[J]
35
(o
230
[N
19
20 15
9
10 8 6
0 []
0 | | - |
. Q &
SO PO I O T N A G
S\ & & L E 3 & &
& & &b & © 2% & ®
) K N & < & K\ & >
& S < By N N\ @ & 2 N
oS ) e N R N & O
of \2& _\Q/ Q X N &
& S XS
N \ & g
R & & R
ng &$ N
& %Q
© &
$\*
\/O

Page 48



Results

[ll. DISTRIBUTION OF OUTCOME VARIABLES

Table 17. Distribution of participants according tothe variables related to
delivery (n=129)

Place of delivery Frequency Percentage
Home 1 0.8
Gov. hospital 92 71.3
Private hospital 36 27.9
Total 129 100

Type of delivery

Preterm 15 11.6
Term 111 86

Post term 3 2.4
Total 129 100

Mode of delivery

Vaginal 45 34.9
LSCS 84 65.1
Total 129 100

n#130 As one pregnant woman died before delivery

Among the 129 study participants, one (0.8%) ogtmdhome delivery, while 92
(71.3%) delivered in government hospital, and 38.92) delivered in private
hospital.

Regarding time of delivery, 15 participants (11.6%@d preterm deliveries, 111
(86%) had term deliveries, and 3 (2.4%) had past-@eliveries.

Among high-risk pregnant women, 45 (34.9%) had walgideliveries, while 84

(65.1%) underwent caesarean section.
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Table 18. Distribution of participants according tomaternal outcomes (n=130)

Outcome Frequency Percentage
Normal 119 91.5
Morbidity 10 7.7
Mortality 1 0.8
Total 130 100

Adverse maternal outcome

Present 11 8.5
Absent 119 91.5
Total 130 100

Among the 130 high-risk pregnant women, majority9(®l.5%) experienced no
complications. However, 10 study study participafit§%) had various morbidities
such as post-partum haemorrhage, wound infecticastitis, etc. Tragically, one

woman (0.8%) succumbed to diabetic ketoacidosisrbafelivery.

Among 130 study participants, 11(8.5%) had adversgernal outcome and 119

(91.5%) did not have any adverse maternal outcome.

Page 50



Results

Table 19. Distribution of participants according toneonatal outcome

Frequency Percentage
Neonatal outcome
IUD 1 0.7
Live birth 131 94.9
Still birth 1 0.7
Neonatal death 5 3.7
Total 138 100
Birth weight
Normal 118 86.1
Lbw (<2.5kg) 19 13.9
Total 137 100
Adverse foetal outcome
Yes 18 13.8
No 112 86.2
Total 130 100

*n#130, as there were 8 twin deliveries in the presarmdy and one pregnant woman

expired before delivery.

Out of 138 neonates, including 8 twins, one (0.¥#4} intrauterine death, while 131
(94.9%) were born alive, one (0.7%) was stillbirtmd 5 (3.7%) died during the

neonatal period.

Among the 137 babies (excluding intrauterine de&athB (86.1%) had normal birth

weight, while 19 (13.9%) had low birth weight.

In the present study of 130 pregnant women, adveetal outcomes occurred in 18

cases (13.8%), while 112 (86.2%) experienced nb adgerse outcomes.
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Table 20. Distribution of high-risk pregnancies according to modified Coopland
scoring (n=130)

Modified Coopland score Frequency Percentage
Low (0-3) 96 73.8
Moderate (4-6) 27 20.8
High (=7) 7 5.4
Total 130 100

Among the 130 pregnant women, 96 (73.8%) had a low modified Coopland score, 27

(20.8%) had a moderate Coopland score, and 7 (5.4%) had a high Coopland score.

Graph 20: Distribution of high-risk pregnancies according to modified coopland

scoring (n=130)
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Table 21. Distribution of participants as per the ime of enrolment in the study

(n=130)
Time of enrolment in study Frequency Percentage
1% trimester 5 3.8
2" trimester 62 47.7
3" trimester 63 48.5
Total 130 100

Among the 130 study participants, 5 (3.8%) wereokgual in their first trimester, 62

(47.7%) were in their second trimester, and 635%§.were in their third trimester.

Graph 21.Distribution of participants as per the time of enrolment in the study
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Table 22. Risk factor distribution according to folow up visit

Visitl Visit2 | Visit3 | Visit4 | Visits | Visit6 | Visit7
(enrolment visit)
Previous LSCS 59 - - - - - -
Bad obstetric history 48 - - - - - -
Twin 8 - - - - - -
HTN 10 4 - - ; 1 ]
Hypothyroid 15 4 - - - - -
GDM 7 2 - - - - -
Oligo - 2 2 2 - - -
Severe anaemia 5 1 1 - - - -
malpresentation - 1 1 1 - -
Low lying placenta - - 1 - 1 - -
Rh negative 3 1 - - - -
Cord around the neck - 2 - 1 - - -

Among the 130 high-risk study participants enrobedlifferent trimesters. At the first

visit, 59 participants had prior history of LSCS, Had a bad obstetric history, and 8

had multiple gestations. Hypertensive disordersewdgtected in 10 participants at

their first visit and in 4 participants at theiccead visit.

Gestational diabetes mellitus (GDM) was found iparticipants at the first visit and

in 2 participants at the second visit. Anaemia vaestified in 5 participants at the

first visit, 1 participant at the second visit, amdother participant at the third visit.
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Malpresentation was detected in 1 participant edeting the second, third, and

fourth visits.

Low-lying placenta was seen in 1 participant durthg third visit and in another
during the fifth visit. Rh-negative pregnancy wasiid in 3 participants at the first
visit and in 1 participant at the second visit. €around the neck was seen in 2

participants during the second visit and 1 in fowisits.
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IV RISK FACTORS ASSOCIATED WITH HIGH-RISK PREGNANCY

Table 23.Association between Socio-demographic vables and Modified

Coopland high-risk pregnancy Scoring Categories

Variables Low Moderate High Chi- p-value
Square
n (%) n (%) n (%)
Age
<25 54(84.4%)| 7(10.9%)  3(4.7%
>25 42(63.6%)| 20(30.3%) 4(6.1%) 7.994 |0.023*MC
Religion
Hindu 14 (70) 5 (25) 1(5)
Muslim 81 (75) 21 (19.4) 6 (5.6)] 2.668 | 0.63MC
Others 1 (50) 1 (50) 0 (0)
Education of
pregnant women
llliterate 2(40) 1(20) 2(40) 9.414| 0.218
Primary 17(81) 4(19) 0
Secondary 48(70.6) 16(23.5 4(5.9
Higher secondary 12(80) 2(13.3) 1(6.7
UG or PG 17(81) 4(19) 0
Occupation of
pregnant women
House wife 91(74) 25(20.3) 7(5.7) 4432 0.76
Employee 3(75) 1(25) 0
Labourer 1(100) 0 0
Self employed 1(50) 1(50) 0
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Education of
husband
llliterate 1(50%) 1(50) 0 6.33 | 0.588MC
Primary 20(76.9) 4(15.4) 2(7.7)
Secondary 49(70) 16(22.9 5(7.1
Higher secondary 7(100) 0 0
UG or PG 19(76) 6(24) 0
Occupation of
husband
Farmer 0 0 1(100) 8.386| 0.216
Employee 28(73.7) 9(23.7) 1(2.6)
Labourer 50(76.9) | 12(18.5) 3(4.6)
Self employed 18(69.2) 6(23.1) 2(7.7
Type of family
Nuclear 23(74.2) 8(25.8) 0 2.377 0.291
Joint 73(74.5) |  19(19.4) 7(6.1)
SES
Class 1 6(75) 2(25) 0 6.19| 0.583
Class 2 13(68.4) 6(31.6) 0
Class 3 35(68.7) 12(23.5 4(7.8
Class 4 31(81.6) 4(10.5) 3(7.9)
Class 5 11(78.6) 3(21.4) 0
H/o of tobacco chewing
Yes 3(42.8) 2(28.6) 2(28.6)  6.556  0.025*F
No 93(75.6) | 25(20.3) 5(4.1)
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Enrolled trimester

1% trimester 4(80) 1(20) 0 1.612 0.833
2" trimester 47(75.8) 13(21) 2(3.2)
3" trimester 45(71.5) 13(20.6) 5(7.9)
Family history
Nil 75(75.8) | 20(20.2) 4(4) 14.89| 0.039*MC
DM 15(78.9) 4(21.1) 0
HTN 2(40) 1(20) 2(40)
DM+HTN 4(57.1) 2(28.6) 1(14.3)
H/o medical illness
Nil 92(74.8) | 25(20.3) 6(4.9) 5.409| 0.207
Thyroid 4(66.6) 1(16.7) 1(16.7)
HTN 0 1(100) 0
Consanguineous
marriage
No 76(74.6) | 23(22.5) 3(2.9) 5.16| 0.071
Yes 20(71.4) | 4(14.3) 4(14.3)

Among high-risk pregnant women, several significassociations were identified

between various factors and modified Cooplandstsires:
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a.Age:
30.3% of women over the age of 25 had a moderatéfimed Coopland score

compared to 10.9% of women aged 25 and under.

Additionally, 6.1% of women over 25 had a high nidi Coopland score,

while only 4.7% of women aged 25 and under hadybdriscore.

- This indicates a significant association betweea agd modified Coopland

risk scoring, with a p-value of 0.023.

b. Tobacco Use:
« Among tobacco chewers, 28.6% had a high modifiedpamd score, while

only 4.1% of non-tobacco chewers had a high madii@eopland score.

« This suggests that tobacco chewers are significantire likely to have a
higher Coopland score compared to non-tobacco aisewath a p-value of

0.025.

c. Family History of Hypertension:
« 40% of high-risk pregnant women with a family histof hypertension had a
high modified Coopland score, compared to thoseén wither family risk

factors.

This indicates a significant association betweepehiension and high-risk

pregnancy, with a p-value of 0.039.

d. Consanguineous Marriage:
« 14.3% of those in consanguineous marriages hadjla modified Coopland
score, while only 2.9% of those not in consanguisemarriages had a high

score.
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- This shows a slightly significant association bedweconsanguineous

marriage and modified Coopland scoring, with a jue@af 0.071.

e.Religion:

There was no significant association between w@igind modified Coopland

scoring categories, as indicated by a p-value@s.0.

f. Education:
No significant association was found between thecation levels of husbands
and mothers with modified Coopland high-risk scgricategories, with p-

values of 0.588 and 0.218, respectively.

g. Other Factors:
« No significant association was found between medifCoopland scoring and
the occupation of husbands, occupation of studyigyaants, family history,
socioeconomic status (SES), the trimester in whpatticipants enrolled, and

history of medical illness, all with p-values grerathan 0.05.
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Table 24: Association of pregnancy-related variabkewith modified coopland

scoring categories

Pregnancy related Low Moderate High Chi-Square | p-value
Variables
n (%) n (%) n (%)
Gravida
1 15(65.2) 8(34.8) 0 12.5 0.22
2 34(77.3) 7(15.9) 3(6.8)
3 36(80) 7(15.6) 2(4.4)
4 7(58.3) 3(25) 2(16.7)
S) 4(80) 1(20) 0
6 0 1(100) 0
Para
0 24(75) 7(21.9) 1(3.1)
1 48(80) 9(15) 3(5) 13.26 0.018*
2 23(71.8) 8(25) 1(3.2)
>3 1(16.7) 2(50) 2(33.3)
Previous Death
Yes 1(16.7) 3(50) 2(33.3) 11.47 0.004*
No 95(76.6) 24(19.4) 5(4)
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Living
0 31(70.4) 12(27.3) 1(2.3)
1 42(82.4) 7(13.7) 2(3.9) 11.26 | 0.216MC
2 21(70) 6(20) 3(10)
3 1(33.3) 1(33.3) 1(33.3)
4 1(50) 1(50) 0

Previous Still birth

Yes 1(100) 0 0 0.357 1.00MC

No 95(73.6) 27(20.9) 7(5.4)

Among high-risk pregnant women, significant asswaies were identified:

1. Parity (Para):

o 33.3% of women who had conceived three or moreditred a high
modified Coopland score, compared to other womeh tmio or fewer

pregnancies.

o This indicates that women with three or more pregies are
significantly more likely to have a higher Cooplaswbre compared to

those with two or fewer pregnancies, with a p-vaiti®.018.

2. Child Mortality:

o 33.3% of women whose children had died previousiy la high
modified Coopland score, compared to 4.0% of womeéth no

previous child deaths.
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o This suggests that women with a history of child rtaldy are
significantly more likely to have a higher modifi€bopland score
compared to those whose children had not died, with-value of

0.004.
3. Other Factors:

o No significant association was found between medifiCoopland
scores and gravida, the number of living childi@nprevious stillbirth

history, as indicated by p-values greater than.0.05

Page 63



Results

Table 25: Association of risk factors with modifiedCoopland scoring categories

Preg\?;?;éézlated Low Moderate high SChi_ value
n (%) n (%) n (%) quare
Severe anaemia
Yes 7(100) 0 0 2.62 0.284
No 89(72.3) 27(22) 7(5.7)
PIH
Yes 7(46.7) 5(33.3) 3(20) 8.387 0.011*
No 89(77.4) 22(19.1) 4(3.5)
GDM
Yes 5(55.66) 3(33.3) 1(11.1)| 2.62 0.984
No 80(75.2) | 24(19.8) 6(5) MC
Hypothyroidism
Yes 16(84.2) 2(10.5) 1(5.3) | 1.387
0.538
No 80(72.1) 25(22.5) 6(5.4)
Younger primi/older primi
Yes 2(66.7) 0 1(33.3) 5.114 0.151
No 94(74) 27(21.3) 6(4.7)
Twin
Yes 1(12.5) 4(50) 3(37.5)| 17.54 | <0.001*
No 95(77.8) 23(18.9) 4(3.3)
Mal presentation
Yes 1(33.3) 2(66.7) 0 3.963 |0.242MC
No 95(74.8) 25(19.7) 7(5.5)
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Previous LSCS

Yes 45(76.2) 9(15.3) 5(8.5) | 3.469 0.17
No 51(71.8) 18(25.4) 2(2.8)
Low lying placenta
Yes 1(50) 0 1(50) 8.087 0.097
No 95(74.2) 27(21.1) 6(4.7)
Positive bad obstetric
history
Yes 38(79.1) 8(16.7) 2(4.2)| 1.044 | 0.632FT
No 58(70.7) 19(23.2) 5(6.1)
Rh negative
pregnancy
Yes 1(25) 2(50) 1(25) 6.16 0.040*
No 95(75.4) 25(19.8) 6(4.8)
Other high-risk factor
Yes 4(66.7) 2(33.3) 0 0.861 0.722
No 92(74.2) 25(20.2) 7(5.6)

Among high-risk pregnant women, several significassociations with modified

Coopland risk scores were identified:
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1. Pregnancy-Induced Hypertension (PIH):
o 20% of women with PIH had a higher modified Cooglascore

compared to 3.5% of women without PIH.

o This indicates that women with hypertension arenificantly more
likely to have a higher modified Coopland risk sca@ompared to

women without hypertension, with a p-value of 0.011

2. Multiple Pregnancy:
o 37.5% of women with twin or multiple pregnanciesdhaigher
modified Coopland score compared to 3.3% of womethout

multiple pregnancies.

o This suggests that women with multiple pregnanaresmore likely to
have a higher modified Coopland score compareddmen without

multiple pregnancies.

3. Rh-Negative Pregnancy:

o 25% of women with Rh-negative pregnancies had mighedified
Coopland score compared to 4.8% of women withoutn&iative
pregnancies.

o This indicates that women with Rh-negative pregremare more
likely to have a higher modified Coopland score paned to women

without Rh-negative pregnancies.

4. Other Factors:
o There was no significant association between sewvamaemia,
gestational diabetes mellitus (GDM), younger oreolgrimigravida,

malpresentation, previous lower segment caesareetios (LSCS),
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low-lying placenta, bad obstetric history, and otheneral risk factors
with modified Coopland high-risk scoring, as index by p-values

greater than 0.05.

TABLE 26: Association of foetal outcome with modified cooplashscoring

categories
Risk group Adverse foetal Normal Chi square P value
outcome outcome
Low 9(9.4) 87(90.6) 10.12 0.03*
Moderate 5(18.5) 22(81.5)
High 4(57.1) 3(42.9)

Among 130 high risk pregnant mother, majority of thews had normal foetal
outcome 87(90.6%) in low risk group, whereas onB/9% mother had normal
outcome in high risk group. A significant assodati{p value of 0.03) was observed

between high-risk pregnancy and foetal outcome.
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DISCUSSION

A longitudinal study was conducted in urban heatine settings among 130
high-risk pregnant women, and followed up till deliy to find outcomes and risk

factors linked with high risk pregnancy.
Table 1. Distribution of participants according totheir age (n=130)

In our study revealed that mean age of the studycgmants was 25.86 years,
with a standard deviation of 3.9 years. Of the I88gnant women, 2 (1.6%)
belonged to the 15-19 age group, 53 (40.8%) t@@ke4 age group, and 52 (40%) to
the 25—-29 age group. Approximately 18.8% of the@arbelonged to the 30-34 age

bracket, whereas 3.8% of the sample was older3ban

A similar study conducted in Telangana found a mesgen of 24+4 years, with
60.5% of participants aged 20-25, 21.1% aged 26:88,11.6% over 30 years 6td.
Another study by Rajini et al. reported a mean af&€5+3 years, with 51% of

participants aged 20-25, aligning with our restlts.

However, the study done in Taif, Saudi which isufssed on high risk pregnant
women, showed a notably different age distributiaiith a higher proportion of
participants in the older age groups of 30-35 a&nd@ years. This variation could be

attributed to regional differencéd!
Table 2. Distribution of participants according totheir religion (n=130)

In the present study 108 (83.1%) participants vidslims, 20 (15.4%) were

Hindus, and 2 (1.5%) belonged to other religions.
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In contrast, study conducted in Belagavi repodetifferent distribution, with
81.6% Hindus, 8.8% Muslims, 4.1% Christians, an@%b.from other religious

backgrounds. This shows a difference compared ttdirmings!®

Similarly, another study done in Belagavi showedt tl87.6% of their
participants were Hindus, with the remaining 12 58ing non-Hindus, highlighting a
different religious makeup from our stull§, which may be due to varied socio-

demographic factors in each geographic area
Table 3. Distribution of participants according totheir literacy status (n=130)

Our study showed that 5 participants (3.8%) wditeriate, 21 (16.2%) had
completed primary education, 68 (52.3%) had corepletecondary education, 15

(11.5%) had completed higher secondary educatrah 24 (16.2%) were graduates.

Comparatively, the Puducherry survey revealed 18a4% of participants had
completed high school, 30% had completed furtheosgary education, and 40%

had graduatel!

Similarly, conducted in Belagavi found that 86%ypafrticipants were literate,

while 14% were illiteraté’
Table 4. Distribution of participants according totheir occupation(n=130)

In this study, 123 participants (94.6%) were housesy 4 (3.1%) were

employees, 1 (0.8%) was a labourer, and 2 (1.5%2 self-employed.

Similarly, a study conducted in Haryana reporteat t®2.6% of their
participants were housewives, 4.4% were laborensl 4.1% were engaged in

busines$*!
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In contrast, a study done in Nepal found that 76dPparticipants were
housewives, 9.3% were professionals, 4.7% heldcelgpositions, 4% were in sales,
1.9% were skilled workers, 0.4% were unskilled vessk and 1.6% were involved in
agriculture. There is more diverse occupationatitistion with lower percentage of

housewives compared to our stutfy.
Table 5. Distribution of participants according to education of the Husband

(n=130)

Regarding the education of study participants' hodb, 2 (1.5%) were
illiterate, 26 (20%) had completed primary eduaati@O (53.8%) had completed
secondary education, 7 (5.4%) had completed higkeondary education, and 25

(19.3%) were graduates.

In contrast, study done in Belagavi found that apnately 97.3% of the

husbands were literate’
Table 6. Distribution of participants according tooccupation of Husband (n=130)

Out of 130 participants, 1 (0.8%) was a farmer(382%) were employees,

65 (50%) were laborers, and 26 (20%) were self-eygal.

In contrast, a study done at Belagavi noted thatpgredominant occupation
among the spouses of expectant mothers worked en pitivate sector, with

approximately 84.4% of them engaged in such empémyf?!
Table 7. Distribution of participants according totype of family (n=130)

In our study among 130 study participants, 31 (Z3.8elonged to nuclear

families, while 99 (76.2%) belonged to joint faragi
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A study done in Belagavi found that 82% of partifs lived in joint families

and 44.2% were in nuclear families, similar to ﬁndings.[l3]

Majority of the participants in our study lived joint families, as our study
clarifies the most common family configurations argaghem. These results highlight

the continued importance of conventional famile®ur culture.

Table 8. Distribution of participants according to the Socio-Economic Status

(n=130)

In our study revealed that, based on Modified BP@sad’s Classification of
socioeconomic status, class | comprised 8 indiv&l(@&2%), class Il comprised 19
(14.6%), class Il comprised 51 (39.2%), class vhprised 38 (29.2%), and class V

comprised 14 participants (10.8%).

A similar finding was reported by a study done gldjavi, where 3.66% were
in Class I, 6.5% in Class Il, 39.66% in Class #10.33% in Class IV, and 9.83% in

Class V. (according to modified B.G. Prasad’ clisaiion®!

Another survey conducted in Belagavi revealed aP% of the population
belonged to Class V, 12.4% to Class Il, 33.3% tas€llll, and 34.3% to Class IV.

3.8% constituted Clasd?f)

Table 9. Distribution of participants according to time of registration of

pregnancy (n=130)

In our study showed that among 130 participants(3806%) were registered
in the first trimester, 76 (58.6%) were registeirethe second trimester, and 4 (3.1%)

were registered in the third trimester.
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In contrast, another study done in Chennai repdhiati64.6% of participants

were registered, while 34.4% were not registéfed.

A Puducherry study found that 74.3% of women regzbifbeing pregnant in

the first trimestel!

Table 10. Distribution of participants according to habits, medical history and

family history (n=130)

In our study Among 130 study participants, 7 (5.4% )l a history of tobacco

chewing and 123 (94.6%) had no history of tobadwwéng or smoking.

In contrast, a study conducted in Portugal revedleat 20.2% of the
participants smoked during pregnancy, 42.5% haémswoked, 18.3% quit smoking
before pregnancy, and 19% stopped smoking befagnancy*® These differences

may be attributed to regional variations.

Regarding past history of medical iliness, 123 ipgudnts (94.6%) had no
history of medical illness, 6 (4.6%) had history tbfyroid abnormalities, and 1

participant had history of hypertension; none had a history of diabetes.

Comparatively, study conducted in Bhopal showed 8%6% of participants
had no medical illness, while 10.4% had a histdryasious medical conditions such

as diabetes mellitus and tuberculdgis.

Among 130 study participants, 99(76.2%) were ditl mve any significant
family history, 19(14.6%) had only history of DM,(38%) had a history of

hypertension and 7(5.4%) had a history of both Did BITN.
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Table 11. Distribution of participants according totheir BMI

In our study of 130 women, approximately 46.2% welessified as obese,
30% had a normal BMI, 16.9% were overweight, anly @9% were underweight.
These findings highlight a considerable prevalesfcebesity and overweight among

our study population.

Another study done in Belagavi reported differembportions of BMI
categories among high-risk pregnant women. Theyndouhat 22.9% were

underweight, 61.9% were classified as normal, @@% were overweight’!
Table 12. Distribution of participants according toobstetric history (n=130)

Our study showed that 50 (38.5%) were married betwtbe age of 15 -19,
61(46.9%) were married between the age of 20 1Z4(13.1%) between the age of
25 - 29, and 2 (1.5%) between the age group of 30 Mean age at marriage was 20

+3.1.

Similar findings were reported by another study elon Belagavi, which
reported that 35% of participants were married teetbe age of 19, 47.3% between

the ages of 20 and 29, and 0.16% were married abevage of 30yeafd.

Age at first pregnancy showed that 29 particip§22s3%) conceived between
the ages of 15 and 19, 75 participants (57.7%) éetm20 and 24, 22 participants
(16.9%) between 25 and 29, and 3 participants (RI3%ween 30 and 34. Only one
participant had conceived for the first time attee age of 35. In our study mean age

at first pregnancy was 21.87 years, with a standavihtion of 3.46 years.
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Comparatively, another study done in Belagavi fothvat 43% of participants
conceived before the age of 19, 55.16% betweeadks of 20 and 29, and 1.3% after

the age of 3¢

In terms of gravidity, in our study 23 participaiflsy’.7%) were primigravida,
44 participants (33.8%) were gravida 2, 45 paréinig (34.6%) were gravida 3, 12
participants (9.2%) were gravida 4, 5 participa(8€8%) were gravida 5, and 1

participant (0.8%) was gravida 6.

Another study conducted in Delhi showed that 37wéte primigravida, and
62.3% were multigravida. In terms of parity, fouhdt 59.6% were multiparous, 31%
had one child, and 23.1% had more than one childicating a higher rate of

multiparity compared to our findind%!

Abortion 130 participants 83 participants (63.8%gmo history of abortion,
37 participants (28.5%) had one abortion, 9 pandicts (6.9%) had two abortions,

and 2 participants (1.6%) had three or more ahwstio

This is similar to the findings of another studyndacted in Delhi, which
reported that 12.2% of pregnant women had one iabpand 5.4% had more than

one*4

Regarding history of consanguinity, 28 participan{21.5%) had
consanguineous marriage, while 102 participants5¢83 had non-consanguineous

marriage.

This is in line with another study's findings froBelagavi, where 83% of

marriages were non-consanguineous and 17% weramnguiseous’™
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Table 13. Distribution of participants according to the number of risk factor

(n=130)

In our study, out of 130 high-risk pregnant wom&h,(65.4%) had only one
risk factor, while 45 (34.6%) had multiple risk facs. This finding aligns with a
national survey that found 49.4% of currently pmgnwomen in India had one or
more high-risk factors. Specifically, 33% had ag#nhigh-risk factor and 16.4% had
multiple high-risk factors. This comparison underss the prevalence and
importance of monitoring multiple risk factors imgh-risk pregnancies to improve

maternal and foetal outcom@éd.
Table 14. Distribution according to the participant severity of anaemia(n=130)

Among the 130 study participants, the prevalenceaafiemia varied in
severity. Specifically, 51 participants (39.2%) hadrmal haemoglobin levels, 55
participants (42.3%) had mild anaemia, 17 partitipa(13.1%) had moderate

anaemia, and 7 participants (5.4%) had severe aaaem

In comparison, another study conducted in Chergponted similar patterns.
In their study, 48.5% of participants had mild an&e 8.1% had moderate anaemia,
and 5.1% had severe anaemia. The proportions dfanill severe anaemia in Chennai
study closely mirror those in our study, indicatingcomparable distribution of
anaemia severity across different populations. Heweour study observed a slightly

higher prevalence of moderate anaemia (13.1% caedpars.1%)

In the first trimester, 80% of enrolled pregnant mem had normal
haemoglobin levels, with 20% experiencing mild anie For those enrolling in the
second trimester, 39% had normal haemoglobin, 4h&émild anaemia, 8.1% had

moderate anaemia, and 9.7% had severe anaemia.gAinose enrolled in the third
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trimester, 36.5% had normal haemoglobin levels9%2had mild anaemia, 19% had

moderate anaemia, and 1.6% had severe anaemia.

A study conducted in Somaliland reported a higheerall prevalence of
anaemia among pregnant women, with the severitye@sing in the later stages of
pregnancy. Specifically, the prevalence of anaem#s highest during the third
trimester, which was attributed to insufficient ematal care (ANC) and low iron
supplement intake. This study found that 56% of worin the third trimester were

anaemic, compared to lower percentages in theeedilinesterd'®
Tablel5. Distribution of study participants accordng to the USG abnormalities

Among the 130 high-risk pregnant women, 109 (83.8B6d normal
ultrasonography (USG). Remaining participants hpdcdic abnormalities like 6
(4.6%) had oligohydramnios, 4 (3.1%) had malpresent, 2 (1.5%) had a low-lying
placenta, 3 (2.3%) had the umbilical cord wrappezlad the neck, 8 (6.1%) had

multiple gestations, and 2 (1.6%) had multiple UStBormalities.

Another study conducted in Puducherry found that85% had

oligohydramnios which is similar to our stu[a]y.

Table 16. Distribution of pregnant. women accordingo the presence of high-risk

factors (According to PMSMA guidelines)

Our study revealed, the distribution of various ptications was as follows: 6
(4.61%) had severe anaemia, 11.53% experiencecdhgmeg-induced hypertension,
6.9% had hypothyroidism, 2.3% were either youngeimiparous or elderly
multiparous, 6.15% had twin or multiple pregnancigs3% presented with
malpresentation, 46.15% had a history of previaesarean sections (LSCS), 1.5%

had a low-lying placenta or placenta previa, 36.1%d bad obstetric history, 3.07%
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were Rh-negative pregnancies, and 4.6% had a Yistasther high-risk factors such

as oligomenorrhea or infertility treatment.

Another study conducted in Nagpur, Maharashtrartedca lower prevalence
of previous LSCS (14.49%), Pregnancy-induced hypsion and higher prevalence

of malpresentation (7.94%), and teenage pregnahby%o)"’!

In another study conducted in Puducherry, varimmaptication was observed
like 6.2% younger or older primi, 3.1% had hypesien, 1.9% had GDM, 1.7% had
severe anaemia, 1.6% % had previous LSCS, 1.4%wiad multiple pregnancies,
1.4% had hypothyroidism, 1.0% had rh incompatipilind 0.5% had bad obstetric

history

Table 17. Distribution of participants according to the variables related to

delivery (n=129)

Among the 129 study participants, one (0.8%) optedhome delivery, while
92 (71.3%) delivered in government hospitals, afd(37.9%) delivered in private

hospitals.

Regarding time of delivery, 15 participants (11.6B&d preterm deliveries,

111 (86%) had term deliveries, and 3 (2.4%) had-f@ysn deliveries.

Among high-risk pregnant women, 45 (34.9%) had walgdeliveries, while

84 (65.1%) underwent caesarean section.

A similar study done in Nagpur, Maharashtra foumett0.093% home
delivery where as 99.07% had institutional delivenyd 32.71% were preterm,
66.36% were full term, 0.093 were post term, al2068% had normal delivery,

37.38% underwent caesarean sectlon.
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Another study done in Nepal reported that 61.3% Ib8@S whereas 38.7%

had normal vaginal delivef!

From study done in Belagavi, it was observed ti8av% were delivered in
private hospital, where as 35.6% preferred goventrhespital and 0.7% had home

delivery which is similar to our stud?!

Another study conducted in Puducherry showed tt#a6% had preterm
delivery, 81.9% had term delivery, 5.6% had posntdelivery. In case of mode of

delivery 74.8% had vaginal delivery whereas 25.2% hSCS”
Table 18. Distribution of participants according tomaternal outcomes (n=130)

Our study showed that majority of the participat2§, (92.3%) experienced
no complications. However, 9 study participant $%)%ad various morbidities such
as post-partum haemorrhage, wound infection, nmdit. Tragically, one woman

succumbed to diabetic ketoacidosis before delivery.

Among 130 study participants, 10(7.7%) had advemséernal outcome and

120(92.3%) did not have any adverse maternal olgcom

Another study done in Ethiopia showed that 77% mwsthhad normal

maternal birth outcome,33% had adverse maternabme!*®

Table 19. Distribution of participants according to neonatal outcome (g#130-

because of twin deliveries)

Out of 138 neonates, including 8 twins, one (0.798f intrauterine death,
while 131 (94%) were born live birth, one (0.7%)sastillbirth, and 5 (3.6%) died

during the neonatal period.
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Among the 137 babies (excluding intrauterine dedth® (86.1%) had normal

birth weight, while 19 (13.9%) had low birth weight

A study done in Puducherry reported that 94.9% lhaed birth, 33.4% had

abortion, 1.7% had still birt#!

Another study in Puducherry found that 98.3% had hirth and 1.7% had

stillbirths P!

Our study revealed that, adverse foetal outcomesurced in 18 cases

(13.8%), while 112 (86.2%) experienced no such emveutcomes

An additional study carried out in Belagavi reveitleat good foetal outcomes
were seen in 70.5% of high-risk pregnancies, whder foetal outcomes were seen in

29.5% of casel®

Table 20. Distribution of high-risk pregnancies acording to modified Coopland

scoring(n=130)

Among the 130 pregnant women, 96 (73.8%) had anewlified Coopland
score, 27 (20.8%) had a moderate modified Cooptande, and 7 (5.4%) had a high

modified Coopland score.

A separate study conducted in Belagavi revealetl 18a7% had a severe
score, 45.9% had a high-risk score, and 40.4 peitah a low modified Copeland

scorel*®

Another study conducted in Kerala found that 65.66%d a low risk

score,19.66% belonged to moderate risk group 14.@%%6nged to high risk

group!®?
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Another study done in Bhopal reported that 31% hadisk, 46% had low

risk, 59% had high risk”!

Another study done in Belagavi found that 8.6% hadisk, 29.5% had low
risk, 30.5% had moderate risk, 31.4% had high &skording to another prenatal

scoring systertf=!

Table 21. Distribution of participants according totime of enrolment in the study

(n=130)

Among the 130 study participants, 5 (3.8%) werdhigir first trimester, 62

(47.7%) were in their second trimester, and 635%8.were in their third trimester.

Another study in Belagavi showed that 59.1% wen®lid in study in the
second trimester, 35.4% in the third trimester ard% in the first trimester which is

similar to our stud{?”!

Table 23: Association between Socio-demographic vables and modified

Coopland high-risk pregnancy Scoring Categories

Among high-risk pregnant women, several significa#sociations were
identified between various factors and modified @laod risk scores: 30.3% of
women over the age of 25 had a moderate modifiedifred Coopland score
compared to 10.9% of women aged 25 and below. Aadilly, 6.1% of women over
25 had a high modified Coopland score, while only%4 of women aged 25 and
under had a high score. This indicates a signifiassociation between age and

modified Coopland risk scoring, with a p-value oDQ3.

Among tobacco chewers, 28.6% had a high modifiedpléaend score, while

only 4.1% of non-tobacco chewers had a high madiifieopland score. This suggests
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that tobacco chewers are significantly more likelyrave a higher modified Coopland

score compared to non-tobacco chewers, with ayewvail 0.025.

40% of high-risk pregnant women with a family histof hypertension had a
high modified Coopland score, compared to thosk wiher family risk factors. This
indicates a significant association between hypsit& and high-risk pregnancy, with

a p-value of 0.039.

Around 14.3% of those in consanguineous marria@gel, & high modified
Coopland score, while only 2.9% of those not insaotguineous marriages had a high
score. This shows a slightly significant assocratietween consanguineous marriage
and high modified Coopland scoring, with a p-valok 0.071. There was no
significant association between religion and medifCoopland scoring categories, as
indicated by a p-value of 0.63. No significant asation was found between the
education levels of husbands and study participaittsmodified Coopland high-risk
scoring categories, with p-values of 0.588 and &,.2&spectively. No significant
association was found between modified Cooplandirsgaand the occupation of
husbands, occupation of study participants, fanhigtory, socioeconomic status
(SES), the trimester in which participants enrqglledd history of medical illness, all

with p-values > 0.05.

According to an another Belagavi study, there isstatistically significant

association between socioeconomic class, religiod,pregnancy risk statffd!

A study done in Telangana found that there was igoifgant statistical

association between high risk pregnancy and tintegistration of pregnand¥.

High risk pregnancy was nearly twice as likely inmen from below-poverty

line families as it was in women from above-povdihe families, according to a
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Puducherry study. Also found that time of registrat of pregnancy was not

associated with if!

A study conducted in Bhavnagar, Gujarat found ttigh risk mother whose
age above 25-36 years had more than one risk fadiwe association between age
group and number of risk factor present was foundbe statistically significant in
worst performing with p value 0.033, while the@sation was not significant in best
performing PHC with p value 0.710.Association dfietsociodemographic variables
such as education, SES, and the number of riskorfacpresent were also

insignificant??

A Haryana study discovered that the prevalenceigif-hisk pregnancies was
considerably greater in the group with lesser etilieg36.5%) than in the group with
higher education. (24.9%) Additionally, it was rebthat the prevalence of high-risk
pregnancy (33.4%) was considerably higher in tineetosocioeconomic group than in

the upper socioeconomic grotifl.

Table 24. Association of pregnancy-related variabk with modified Coopland

scoring categories

33.3% of women who had conceived three or moregihasl a high modified
Coopland score, compared to other women with twdearer pregnancies. This
indicates that women with three or more pregnanaiessignificantly more likely to
have a high midified Coopland score compared tosdhavith two or fewer
pregnancies, with a p-value of 0.018. 33.3% of woméose children had died
previously had a high modified Coopland score, carag to 4.0% of women with no
previous child deaths. This suggests that womeh avihistory of child mortality are

significantly more likely to have a higher modifi€bopland score compared to those
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whose children had not died, with a p-value of @.080 significant association was
found between Coopland scores and gravida, the ewurab living children, or

previous stillbirth history, as indicated by p-vedu> 0.05.

A Belagavi study revealed no statistically sigrafit associations between the

pregnancy's risk status and trime&tar.

According to a Telangana study, nulliparous womearewshown to be
statistically significantly more likely than mulapous women to become pregnant
with high-risk offspring (p < 0.05). Additionallyhey discovered that gravidity was

not significantly associated with high-risk pregois!™

A Puducherry study revealed that the chance ofga-hsk pregnancy was
1.14 times higher for nulliparous women than for ltiparous ones, and this
difference was statistically significant. In theitudy, gravidity had no relation with

high-risk pregnanc/!
Table 25. Association of risk factors with modifiedCoopland scoring categories

Among high-risk pregnant women, several significa#sociations with
modified Coopland risk scores were identified: 2684vomen with PIH had a higher
modified Coopland score compared to 3.5% of woméhownt PIH. This indicates
that women with hypertension are significantly mbkely to have a higher modified
Coopland risk score compared to women without hgpesion, with a p-value of

0.011.

37.5% of women with twin or multiple pregnanciesdhea higher modified
Coopland score compared to 3.3% of women withouttiphel pregnancies. This
suggests that women with multiple pregnancies aoeentikely to have a higher

modified Coopland score compared to women withoultipie pregnancies. 25% of
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women with Rh-negative pregnancies had a higher iffadd Coopland score
compared to 4.8% of women without Rh-negative paegres. This indicates that
women with Rh-negative pregnancies are more likelyhave a higher modified
Coopland score compared to women without Rh-negairegnancies. There was no
significant association between severe anaemisatygsl diabetes mellitus (GDM),
younger or older primigravida, malpresentation,vimes lower segment caesarean
section (LSCS), low-lying placenta, positive badstekric history, and other general
risk factors with modified Coopland high-risk sewj as indicated by p-values
greater than 0.05. Another Belagavi study reveahed statistically significant
relationships between risk status and hypothyroidigestational diabetes mellitus, or

either condition along&®

TABLE 26. Association of foetal outcome with modified Cooplath scoring

categories

Among 130 high risk pregnant mother, majority ofthess had normal foetal
outcome 87(90.6) in low risk group whereas only942 mother had normal outcome
in high risk group. It was shown that there waggaiicant association between high

risk pregnancy and foetal outcome (p value 0.03).

Another study conducted at Belagavi reported sinfiifadings that most of the
good foetal outcome were found in low risk groupnpare to high risk (p value

0.04)13]
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CONCLUSION

The present study revealed that adverse maternebroes were present in
8.5% of mothers. In case of foetal outcomes, 94% lha births, 3.7% neonatal
death,0.7% stillbirth and IUD. In the case of bintkeight 86.1% had normal birth
weight whereas 13.9% had low birth weight. In tol®.8% had adverse foetal

outcomes whereas 86.2% had normal outcomes

In our study, factors significantly associated witigh-risk pregnancy were
socio-demographic variables like age, tobacco chgviiabit and family history of
hypertension. In pregnancy-related risk factorsitparmprevious childbirth was
significantly related with high-risk pregnancy. Teewas a significant association
found between high-risk pregnancy and risk facgush as multiple pregnancies,

pregnancy-induced hypertension, and Rh-negativessta
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RECOMMENDATIONS

Enhanced screening and early detection of highfaskors: Early and regular
screening for high-risk factors anaemia, GDM, dnddid abnormalities should be
mandatory for all pregnant women. These screerangitfes should be available
at the primary healthcare level to ensure earlyntiieation and timely
intervention. Incorporate advanced diagnostic t@oid technologies to improve
the accuracy of detecting high-risk pregnancy.

Targeted interventions in high-risk groups: Makediwidualized care for high-risk
mothers based on specific risk factors, like frequentenatal visits, personalized
counselling etc. provide good nutritional supporahaemia and malnutrition.
Education and awareness programme: Community-badadation by targeting
high-risk and family. Enhance health literacy iregmant women by providing
educational material.

Regular monitoring and follow-up: Help for timelgsessment and management.
Ensure postnatal follow-up to see neonatal outcand postnatal maternal
morbidity

Training and capacity building: Regular trainingoab latest guidelines to health
care providers.

We can make ASHA/USHA, ANM, Anganwadi workers artes health workers
aware about a simple scoring system like modifiedptand scoring which helps
them to categorize the high-risk pregnant womenapputopriate measures can be
taken accordingly. Modified Coopland criteria canused to train health workers
and utilize the service easily to identify highkrisregnancy to prevent adverse

outcomes as the primary health care workers ar@rtigoint of care.
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Strengths

STRENGTHS

Identification of significant association betweendified Coopland score and
risk factors like age of marriage, tobacco use,ilfiahio hypertension, adverse
foetal outcome etc

Analysis of outcome helps in understanding highk-rfactors impact on
pregnant women and risk factor analysis helps inyedetection and

prevention.
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LIMITATIONS

Small sample size of 130 participants, may limi teneralizability of the
study.
Study was done in urban area. Factors affecting hgk pregnancy in rural

area were not studied. A comparative study coulamore light on this.
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SUMMARY

The present study — “A longitudinal study of higbkr pregnancy and its
outcome in antenatal women residing in urban fpglactice area” was undertaken to

know the high-risk pregnancy and its outcome.

This study was carried out in 2 urban areas Rukidagar and Ashok Nagar,
field practice areas of INMC Belagavi. A total &01high-risk pregnant women were
enrolled in the study and the objective was to st high-risk pregnancy and its
outcome according to PMSMA guidelines. Modified @lamd score was used to
categorize high-risk pregnancy and find the assediaisk factors. Around 40.8%
study participants were in the age group of 20-24ry. Majority of the study
participants 52.3% had completed secondary educatiol 94.6% were housewives.
76.2% of our study participants belonged to a jéamnily. Based on Modified B.G.
Prasad’s Classification, the socioeconomic statuswed that the largest group
(39.2%) belonged to Class lll. This study reportbdt 58.6% of the participants
registered for antenatal care in the second triene&tpredominant number of study
participants 94.6% did not use tobacco, and 94.&#rto history of medical illness,

though 4.6% had thyroid abnormalities.

Regarding obstetric history, 46.9% of participamesre married between 20
and 24 years, and 57.7% conceived their first chiithin the same age range.
Consanguineous marriages were reported in 21.5%ighf-risk women. Gravidity
data showed that 34.6% were gravida 3. Historyboiri@on indicated that 63.1% had

no history of abortions, while 28.5% had experiehcee abortion.

Anaemia was prevalent and severe anaemia was @ellsenb.45% of study

participants. The study highlighted that 46.2% ipgrants were obese BMI. Among
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high-risk factors, previous LSCS was the most dentarisk factor followed by bad
obstetric history. Place of delivery revealed tmabre deliveries (71.3%) were
occurring at government hospitals, and in case oflenof delivery 65.1% had
caesarean section.

Adverse maternal outcomes were relatively rareh) 8i6% experiencing such
outcomes, and adverse foetal outcomes occurred3iB%l of cases. Neonatal
outcomes included a 0.7% intrauterine death an@o3m@onatal deaths. Around

13.9% of the new-borns had low birth weight.

The study identified significant association betweearious factors and
modified Coopland risk scores. Age, tobacco usefamdly history of hypertension
showed significant associations with high Cooplandres. That shows age, tobacco
use, and a family history of hypertension were ificantly associated with high-risk

pregnancy.

Parity, previous child mortality, and conditionskei pregnancy-induced
hypertension, multiple pregnancies, and Rh-negatpregnancies were also
significantly associated with higher Coopland ssprendicating that there is a
significant association with high-risk pregnancieSonversely, no significant
associations were found between modified Cooplandes and factors such as severe
anaemia, gestational diabetes, malpresentationiopie caesarean sections, and other
general risk factors. There is a significant assom between modified coopland
score and adverse foetal outcome. Hence the presedy recommends that to
improve the health of high-risk pregnant mothersl aeonates we need periodic
follow-ups, IEC activities have to be held at wiés and people, and principally
family members need to be told about the compbeetiand ill effects of high-risk

pregnancies and outcomes.
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Annexures

ANNEXURE — | - INFORMED CONSENT FORM

KAHERs JNMC

BELAGAVI

“A longitudinal study of high-risk pregnancy and its outcome among antenatal

women residing in an urban field practice ared
Name of Student/Principal Investigator: DR.
Name of Guide/Co Investigators: DR.
Objective:

1. To study the outcome of high risk pregnancy

2. To study risk factors associated with high riskgor@ncy

Introduction: Identification of high-risk pregnancy, causes, atsdcomplications

through quality antenatal care helps in achievimgptirable maternal, obstetric, and
neonatal outcome. In addition, women identifiethéoat high risk need to be followed
up at regular intervals through routine care byftealth workers at health facility and
home visits to prevent the development of any maleor foetal complications.

Hence, identification of type of high-risk pregngrat earliest stage will be useful in
directing the appropriate intervention measurespi@gnant women.so the current
study will be done to find out the high-risk pregng and its outcome among

antenatal women residing in urban area.
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Explanation of procedure: | will personally interview you using a pre desigl and
pre tested questionnaire to obtain the socio-deapdyc details, relevant obstetric
history to asses high risk pregnancy. The interwiglivtake not more than 15mins per

participant. Every month follow-up will be dond tihe outcome.

Withdrawal from participation in the study:

Participation in this study is voluntary. You wille free to decide whether to
participate in this study or continue participatmmce enrolled. In case you decide to
withdraw your participation, you are free to do $towever, please convey the

decision to the principal investigator.

Possible benefits from participating in the study: You will/will not have nor get
any benefits by participating in this study. Theadgathered will help the population

at large.

Possible risks from participating in the study: There are no risks involved in

participating in this study.

Privacy and confidentiality: The information collected from you will be coded, t
prevent any person from identifying you. Your idgnwill never be revealed. The
data collected from you will be kept confidentialdaonly processed or aggregated

data will be used for publication.

Financial incentives: You will not receive any payment for participatimn this

study.

Authorization for publication of aggregated data: Results obtained after processing
of the aggregated data will be published for sdienpurposes and or presented to

scientific groups. However, your identity will reavbe revealed.
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Questions: In case of any questions with regard to this stydy, are free to contact:

“DR. , Post graduate, Dept. of community medicine, Nidtical

College, Belagavi-590010, Mobile number: " or If you have any

guestion or complaints with regard to your rightsaisdy participant you may contact
Dr Harsha Hegde Chairperson, Ethical committee of JNMC, 0831-ZA478

Extension 4052.

Legal rights: By signing this consent form, we are not waviny af your legal

rights.
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CONSENT STATEMENT

| am making a voluntary decision to participatethe study A longitudinal
study of high-risk pregnancy and its outcome amon@ntenatal women residing
in an urban field practice ared. My signature below indicates that | have dedide
to participate and | have read the information mlest above or the information
provided above has been read to me in the langtredel understand best. | was
given the opportunity to ask questions and thay thave been answered to my

satisfaction.

Name of the participant:

Signature or left thumb impression of the partioipa

Name of the witness:

Signature or left thumb impression of the witness:

Name of the investigator:

Signature of the investigator:

Date:

Place:
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ANNEXURE - Il - QUESTIONNAIRE

KAHER, JNMC, BELAGAVI
DEPARTMENT OF COMMUNITY MEDICINE

TITLE: A longitudinal study of high- risk pregnancy and its outcome among

antenatal women residing in an urban field practicearea.
Primary Investigator: Dr. Guide Dr.
|. Socio demographic details
1. Name- Sl.no-
2. Age (in years) -
3. Address -
4. Religion — 1) Hindu 2) Muslim 3) Christiad) Jain 5) Others
5. Education of husband -1) illiterate ApRry  3) Secondary
4) Higher secondary 5) Graduate 6) Post gieedu  7) Others
6. Education of wife — 1) illiterate Rjimary 3) Secondary
4) Higher secondary 5) Graduate 6) Postupate 7) Others
7. Occupation of husband —1) Farmer  2) Emmoye3) Labourer 4) Others

8. Occupation of wife— 1)house wife 2) Employed-8)mer

4) Labourer 5) Others
9. Type of family —

10. No of family members —
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11. Total family income —

12. Per capita income —

13. Socio economic status (according to modifie@ Brasad classification) —
1) Class | 2) Class Il 3) Class lll 4) Class IV 5) Class V

14. Time of registration of pregnancy —

15. Habits — Tobacco chewing - yes no

[I. Obstetric history

1) Age at marriage —

2) Age at i pregnancy —

3) Married life —

4) Consanguinity — yes on

[ll. Present pregnancy history

1) Obstetricscore- G P L D S A

2) Gestational age at enrolment —

3) H/o any spotting, when—

4) H/o any infection -
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IV. Past pregnancy history

Duration of Outcome/any Mode of Sex &weight
pregnancy congenital delivery& of child at
(in months) anomaly /IUGR indication birth

Age of child
(in years)

1) H/o any medical illness —

2) H/o manual removal of placenta —

3) H/o treatment for infertility —

4) Hlo PPH —

V. Menstrual history

1) LMP —

2) EDD -

VI. Past medical history

1) H/o jaundice 2) H/o diabetes medit
4) H/o RHD 5) H/o CHD
7) H/o epilepsy 8) H/o thyroid diserd

9) H/o renal disease 10) H/o tuberculosis

3) H/o hypertension

6) H/o psychiatric illness
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VII. Previous surgical history

1) H/o myomectomy -

2) Repair of complete perineal tear -
3) Repair of vesico vaginal fistula -
4) Repair of stress incontinence —
VIII. Family history
1) H/o diabetes —

2) H/o hypertension —
3) Both

IX. General physical examination

1. Height

1stvisit | 2nd visit| 3rd visit| 4th visiL 5th visit

6th visit

7th visit

2.Weight (kg)

3. B.P (mmHg)

4.pallor

5.icterus

6.cyanosis

7.clubbing

8.0oedema

9.Any other
complaints
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X. Obstetric examination

1st visit

2nd visit

3rd visit

4th visit

5th visit

6th visit

7th visi

L

1.Inspection

2.Palpation

Fundal grip
Lateral grip
1% pelvic

2" pelvic

3.Auscultation

XI. Systemic examination

System 1st visi

t

2nd visi

t 3rd visiL 4th visjt

Sttsit

6th visit

7th visit

1.CVS

2.RS

3.CNS

XIl. Investigations

Test

1st visit

2nd visit

3rd visit

4th visit

Stiisit

6th visit

7th visit

1.Hb (<7 gm%)

2.Blood grouping anc
rh typing

)

3.RBS(mg%)

4.PS for MP
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5.USG finding
Oligo/poly hydramnios
Multiple pregnancy
Malpresentation

Low lying placenta

Abnormal Doppler

6.TSH (Thyroid profile)

8.VDRL —
9.HIV -

10.HbS Ag —

XIIl. Outcome

1) Maternal outcome — a) Morbidity —yes no
b) Mortality — yes no
c) Normal
2) Mode of delivery- a) LSCS b) Normal
3) Place of delivery- a) Home b) Insiiat(govt/pvt)
4) Type of delivery - a) Pre term (<37 week

b) Term (37 -42 weeks)

c) Postterm (>42 week)

5) Outcome of delivery- a) Live birth b) Stiirth  c) Neonatal death
6) Birth weight - a) LBW (<2.5 kg) b) Normal(>24Q)

7) Adverse foetal outcome - yes no

8) adverse maternal outcome- yes no
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ANNEXURE — Il - KEY TO MASTER CHART

A-slno
B - Age
C- Religion

Hindu 1

Muslim 2

Christian 3

Others 4

D - Education of husband

llliterate 1
Primary 2
Secondary 3
Higher secondary 4

Graduate+ post graduate 5

E Education of wife
llliterate 1
Primary 2
Secondary 3
Higher secondary 4

Graduate+ post graduate 5

F Husbands occupation
Farmer 1
Employee 2
Labourer 3
Self-employed 4
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Wife occupation
House wife
Employee
Labourer
Self-employed
Type of family
Nuclear

Joint

SES

Class 1

Class 2

Class 3

Class 4

Class 5

Time of registration of pregnancy

1st trimester

2nd trimester

3rd trimester

h/o tobacco chewing
Yes

No

Enrolled in study (in weeks)

1st

2nd

3rd

4

5

1

2
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M Family history

Nil 1
DM 2
HTN 3
DM+HTN 4
N H/O medical illness
Nil 1
DM 2
HTN 3
DM+HTN 4

MARITAL HISTORY
@) Marital history - Age at marriage Open

P Age at 1st pregnancy Open

Q Consanguineous marriage
Yes 1
No 2

OBSTETRIC HISTORY

R Gravida Open

S Para Open
T Living Open
U Death

\Y Abortion

w Still birth
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High risk factor according to PMSMA

Severe anaemia 1
PIH/Preeclampsia/preeclampsia toxaemia 2
Syphilis/HIV 3
GDM 4
Hypothyroidism 5
Young primi (<20 yrs) or elderly priimi(>35 years ) 6
Twin/multiple pregnancy 7
Malpresentation 8
Previous Iscs 9
Low lying placenta/placenta previa 10

Positive  bad obstetric  history  (still  birth/abortio /congenital

malformation/obstructed labour/premature birth) 11

Rh - 12
Patient with any other systemic iliness 13
Others- infertility treatment /hyperthyroid/oligo 14

Y Single / multiple risk

Single 1

Multiple 2

Z number of visits including enrolment

AA

Anaemia at the time of enrolment

Normal 1
Mild 2
Moderate 3
Severe 4
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AB. Height: cm
AC. weight: kg
AD. BMI

AE. BP systolic
AF. BP diastolic

AG. Pedal oedema

Present 1

Absent 2
AH. Pallor

Present 1

Absent 2
Al. Hb: g/dl

AJ. Blood group

A 1
B 2
AB 3
O 4
Rh+ 5
AK. TSH
Normal 1
Abnormal 2
AL. RBS
AM. USG
Normal 1
Oligo 2
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AN.

AO.

AP.

AQ.

AR

AS.

Poly

Mal presentation

Low lying Placenta
Cord around the neck
Multiple gestation
IUGR

Others

Maternal outcomes

Normal
Morbidity
Mortality

Mode of delivery
Normal vaginal delivery
LSCS
Place of delivery
Home
Hospital
Hospital
Government
Private
Type of delivery

Preterm
Term

Post term

Adverse maternal outcome

Yes
No

8
9

10(27,29)
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AT. Neonatal outcomes

Still birth 1
Live birth 2
Neonatal death 3

AU. Birth weight of the child
Normal 1
LBW 2

AV.  Weight in KG

AW. Adverse foetal outcomes
Present 1
Absent 2

AX. Modified Copland score

Low 1
Moderate 2
High 3

AY-BE follow up visits

No follow up visit -0
HTN -2
Hypothyroid -3
GDM -4
Oligo -5
severe anaemia -6
malpresentation -7
low lying placenta -8
Rh negative -9
cord around the neck -10
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