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Abstract:

Introduction: ‘Premature labour is a biggest perinatal problem in India. Infants born before 38 weeks of gestation
make up less than 10% of all birth, but accounts for as many as 75% to 85% perinatal death and %2 of
neurologically handicapped infants, RDS and possible psychological trauma to mother and relatives. With this
background present study was planned to analyze incidence of preterm labour in rural population.

Materials and methods: The present work comprises of 50 cases between 28 to 37 weeks of gestational age
having premature labour pains that were admitted in antenatal ward or labour room.

Results: Out of 40 cases, 19 cases were primi gragida (47.5%), 27 cases 42.5%) were 2™ gravid, 3" gravid (7.5%)
and the success rates were 89%, 70% and 100% respectively. The maximum success rate was seen when the
pregnancy was of the gestation age 32-33 weeks i.e. 87% and the lowest success rate was seen when the pregnancy
at the gestational age 28-29 weeks i.e. 67%.

Conclusion: Preterm labour is not a disease rather the final event of myriad factors that can complicate

pregnancy. Despite of all advances to neonatology the most efficient system for decreasing perinatal mortality and

morbidity is to keep the fetus inside the uterus.
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Introduction

‘Premature labour is a biggest perinatal
problem in India. Infants born before 38
weeks of gestation make up less than 10% of
all birth, but accounts for as many as 75% to
85% perinatal death and Y2 of neurologically
handicapped infants, RDS and possible
psychological trauma to mother and
relatives.'Early neonatal mortality rates were
closely linked to both gestational age and birth
weight. Improved medical nursing care has
accomplished much towards increasing the
salvage rates of premature infants but it is
obvious that further reduction in infant
mortality rates can be done by reducing the
incidence of preterm labour.”

As a matter of fact in most of cases of

premature onset of labour, the clinician is

helpless, passive onlooker and can do little to
arrest the progress of labour. In the past 35
years, there have been significant advances in
perinatal medicine and understanding of
reproductive process, but there has not been
significant reduction in the incidence of
preterm birth. In relation to preterm birth we
have yet to reach colour-blind state.” With this
background present study was planned to
analyze incidence of preterm labour in rural
population.

Materials and methods

The presence study was conducted in the
department of Obstetrics and Gynecology of
the Rural Medical College, Loni .

The present work comprises of 50 cases

between 28 to 37 weeks of gestational age
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having premature labour pains that were
admitted in antenatal ward or labour room.
Selection criteria for enrolling the patient for
management:
- Established pre-term labour as
defined.
- Patients >28 weeks to <37 weeks
of gestation
- Cervical dilatation <3cm.
- Effacement <80%
- Primi as well as multigravida
- Cephalic as well as other
presentation.
Pre-term labour associated with Medical or
Obstetrical complication will be excluded from
the study group.
1. Antepartum hemorrhage.
2. PHI, pre eclampsia
3. Diabetes
4

Cardiac disease

Table No. 1 : Distribution of cases according to age

5. Hyperthyroidism

6. Congenital Malformations
Continue effective dose (dose at which uterine
contractions have ceased) for minimum 1 hour.
Then reduce the dose to 100 pg/min. (if
effective dose is >100 ug/min and continue for
12 to 48 hours. When changing over form IV
to oral therapy it is important to have an
overlap of %2 hour. Failure of tocolysis was
considered if one could not achieve cessation
of uterine contraction within the therapeutic
dosage limit or patient delivered within 48
hours
Observations
The present study compromises of the 40 cases
who were studied with ritodrine hydrochloride
in between the gestation age of 28 weeks to
<37 weeks as cases of preterm labour,
admitted in the Department of Obstetric and

Gynecology, Rural Medical College, Loni.

Sr. No. Agein Yrs Cases Percentage (%)
1 18-20 16 40%
2 21-25 22 55%
3 26-30 02 5%
4 31-35 00 00%
Total 40 100%

The Table shows, the incidence of preterm labour indifferent age groups. Total no. of cases 40. The

maximum no. of cases were in the age group 21-25 years. 22 cases (55%) followed by age group 18-20

years 16 cases (40%)

Table No. 2 : Distribution of cases according to occupation

Sr. No. Occupation Cases Percentage (%)
1 House wife 40 100%
2 Working women 00 00%
Total 40 100%
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The above table shows all women treated with ritodrine hydrochloride are housewives, none of the

women being from working group.

Table No. 3 : Distribution of cases according to educational status.

Sr. No. Educational status Cases Percentage (%)
1 Literate 35 87.5%
2 [lliterate 05 12.5%
Total 40 100%

Table No. 3 shows distribution of cases according to educationl status. The incidence of preterm labour

was highest in literate being 35 cases (87.5%)

Table No. 4 : Distribution Booked & unBooked cases

Sr. No. Booked or Unbooked Cases Percentage (%)
1 Booked 4 10%
2 Unbooked 36 90%
Total 40 100%

Patient doesn’t commonly attend the antenatal clinic and mostly admitted as an emergency case.

Majority of cases 36 (90%) were unbooked.

Table No. 5 : Distribution of cases and their success rate according to parity

Sr. No. Gravida Cases Successfully Percentage (%)
cases
1 Primi 19 17 89%
2 2nd 17 12 70%
3 31 03 03 100%
4 4™ 01 01 100%
5 5" 00 00 00
Total 40 33 100%

Table No. 5 shows success rate of treatment according to gravid. Out of 40 cases, 19 cases were primi

gragida (47.5%), 27 cases 42.5%) were o gravid, 31 gravid (7.5%) and the success rates were §9%,
70% and 100% respectively.
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Table No. 6 : Distribution of cases according to gestation

Sr. No. Gastation (wk) Cases Percentage (%)
1 28-29 06 15%
2 30-31 06 15%
3 32-33 16 40%
4 34-35 12 30%
5 36-37 00 00
Total 40 100%

The above Table shows maximum cases are in between 32-33 weeks of gestation almost 16 cases

(40%) followed by 34-35 weeks of gestation 12 cases (30%)

Table No. 7 : Distribution of cases according to gestational age with their success rate

Sr. No. Gestation (Wk) Cases Successful cases Percentage (%)
1 28-29 06 04 67%
2 30-31 06 05 88%
3 32-33 16 14 87%
4 34-35 12 10 33%
5 36-37 00 00 00
Total 40 33

The maximum success rate was seen when the
pregnancy was of the gestation age 32-33
weeks i.e. 87% and the lowest success rate was
seen when the pregnancy at the gestational age
28-29 weeks i.e. 67%.

Discussion

Preterm labour and delivery continue to have a
significant impact on perinatal outcome. There
is currently no satisfactory pharmacological
method for the prevention of treatment of
preterm labour. I spite of vigorous attempts to
define the pathphysiology of this process and
intervene therapeutically, the incidence of
preterm birth is essentially unchanged the
epidemiology of this condition is such that an
efficient therapeutic option would provide
benefit in a significant proportion of preterm

delivered.

Birth weight and gestational age is one of the
most important factors in the survival of
newborn infant (Hall MH 1985).In this study,
babies born between 28-32 weeks had a
average birth weight <1500 grams and had a
75% rate of survival. A substantial proportion
of small babies who survive an early birth may
be left permanently damaged. Some of the
morbidity associated with preterm and low
birth weight babies includes.”

e Respiratory distress syndrome,
due to deficiency of pulmonary
surfactant

e Infection

¢  Hypothermia

e Neonatal septicemia.

Thus preterm labour is associated with high
perinatal and

mortality morbidity.
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Nevertheless we cannot tell to what extent the
poor outcome is the result of adverse factors
already extent. Present management of
established preterm labour is aimed at
prolonging the pregnancy. It relies heavily on
limitation of activity and on pharmacological
agents can at least temporarily depress
myometrial activity and prolongs pregnancy
(Carites et al 1989).

Rush et al (1976) reported that preterm labour
in singleton pregnancy, occurring for no
apparent reason, accounted for 38% of all
preterm deliveries all preterm and 35% of early
neonatal death. In the present study we

observed that with mild uterine contraction and
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