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ABSTRACT

Introduction: Obstructed labor is a leading cause of ma-
ternal mortality in Bangladesh and significantly contrib-
utes to maternal and fetal morbidity. Identifying the socio-
demographic profile of obstructed labor in our country
could help in finding preventive measures. This study
aimed to evaluate the socio-demographic characteristics of
women affected by obstructed labor. Methods & Materi-
als: It was a prospective observation study conducted in a
200-bed Hospital, Narayangonj from July 2010 to Decem-
ber 2010. A total of 100 cases of obstructed labor were se-

lected for this study. Data were analyzed by descriptive
analysis by statistical package for social science (SPSS)
for Windows version 16.0. Results: The more vulnerable
age group for obstructed labor was 20-25 years 48% and
9% of the study population was within the teenage group.
The majority of patients (74%) came from low socioeco-
nomic class. The patient's level of education was very low, 28% were illiterate and 42% were
primary level of education. A majority (71%) of the patients were housewives. In 83% of
cases, causes of delay in seeking care were economic constraints. Conclusion: The social
causes associated with obstructed labor are poor socio-economic status, lack of education,
and unable to utilize health facilities. Socioeconomic status can have a significant impact on
obstructed labor. Access to quality healthcare services, including prenatal care and skilled
birth attendants, is often connected with socioeconomic status.
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INTRODUCTION

Despite the recent emphasis on safe moth-
erhood initiatives, maternal mortality con-
tinues to be a significant public health
concern in many developing countries. It is
estimated that 1,600 women die globally
each day due to complications during
pregnancy and childbirth, with the majori-
ty of these deaths occurring in developing
nations™?l. Labor is deemed obstructed
when the fetus's presenting part fails to
advance through the birth canal despite
strong uterine contractions. Obstructed la-
bor is a frequent complication and ranks
among the top five causes of maternal
mortality in many developing countries,
including Bangladesh®®. The common
causes of this condition are Cephalo-pelvic
disproportion (CPD), fetal malposition,
and malpresentation. Obstructed labor
causes 8% of maternal mortality in devel-
oping countriestl. It also contributes to
maternal morbidity as well as neonatal
mortality and complications. This issue is
a significant public health concern not on-
ly due to the high mortality rates but also
because of the traumatic impact on fami-
lies and communities. In Bangladesh, the
maternal mortality rate stands at 1.94 per
1,000 live births, with a substantial portion
attributed to obstructed labor (7%)Bl. So
even in the 21% century, obstructed labor
remains life threaten catastrophe all over
the world mostly in developing countries
like Bangladesh. However, it is a prevent-
able condition and can be addressed effec-
tively with timely and appropriate inter-
ventions at the right levelsf®. According to
Bangladesh’s 2010 Demographic and
Health Survey, 21,000 mothers die each
year from pregnancy and childbirth-related
causes, primarily because only 13 percent
of deliveries in Bangladesh are attended by
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skilled birth attendantsi. In cultures
where child marriage is prevalent and
pregnancy often follows shortly after men-
arche, obstructed labor is frequent because
young adolescent girls do not reach their
full growth potential and therefore begin
childbearing with an insufficiently devel-
oped pelvis. This challenging maternity
situation is further worsened by malnutri-
tion®. It is frequently noted that in primi-
gravid women, obstruction is linked to a
gradual reduction in the strength and fre-
quency of contractions, whereas in parous
women, obstruction does not appear to re-
duce contractility, causing the lower seg-
ment to continue thinning until rupture oc-
curst®l. Fistula formation is more common
in the primigravid woman. Vesicovaginal
fistulas occurred after obstructed labor;
65% of women were aged less than 25
years.  Vesicovaginal fistulas primarily
arise from ischemic necrosis of the vaginal
and bladder tissues, which are compressed
between the fetal head and the mother's
pubic symphysis during prolonged, ob-
structed labor. Rectovaginal fistulas may
also develop but these are less common,
probably because of the absence of mater-
nal bony surface near, and posteriorlyt®l.
Socioeconomic factors include inadequate
family planning and reproductive health
services, limited communication facilities,
poor transportation infrastructure, poverty,
illiteracy, ignorance, and detrimental cul-
tural practices against women. The inci-
dence ranges from 1% to 3% and is asso-
ciated with the prevalence of cephalopel-
vic disproportion and the accessibility and
use of antenatal care services*?. Neglect-
ed obstructed labor typically leads to high
rates of maternal and fetal mortality and
morbidity. It is also linked to a high inci-
dence of cesarean sections (CS). This re-
mains a significant obstetric issue in our
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country, where many patients still present
with severe complications™,

OBJECTIVE
General Objective

e To evaluate the socio-
demographic characteristics of
those women who are victims of
obstructed labor.

Specific Objectives

e To find out the social causes of
obstructed labor.

e To identify the cause of delay
in seeking care.

e To evaluate the consequences of
obstructed labor on mother and
fetus.

METHODS & MATERIALS

This was a prospective observational study
conducted at 200 Bed Hospital, Narayan-
ganj, from July 2010 to December 2010.
Pregnant women experiencing obstruction
during labor and admitted to 200 Bed
Hospital, Narayanganj, were considered
the study population. A total of 100 pa-
tients were chosen as study subjects based
on inclusion and exclusion criteria. A pur-
posive sampling method was used in this
study.

Inclusion Criteria
e Patients with a history of prolonged

labor (> 12 hours) despite good
uterine contractions

e Patients with the arrest of progres-
sive descent of presenting part.

e Patients with distended urinary
bladder.

e Patients having the presence of
Bandle’s ring.
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e Patients with fully dilated cervix or
incomplete dilated cervix with oe-
dematous thick cervical rim.

e Patients have the presence of
marked molding.

e Patients with the presence of large
caput over presenting part.

e Patients who agreed to provide
consent.

Exclusion Criteria

e Patients have other complications
like pregnancy-induced hyperten-
sion, convulsion, antepartum hem-
orrhage, and other medical diseas-
es.

e Patients who refused to participate
in the study.

Some data were collected from the patients
through face-to-face interviews, and some
were collected during examination. All
data were collected using a pre-formed
questionnaire. The patient's full record
which includes confirmed clinical diagno-
sis, patient profile, clinical history, and
other relevant data was gathered according
to the objectives of the study. Collected
data were analyzed using descriptive sta-
tistics. Analysis of data was carried out by
using a statistical package for social sci-
ence (SPSS) 16.0 for Windows. After
analysis, the data were presented in tables
and charts. Ethical clearance was taken
from the ethical committee of the 200-bed
Hospital, Narayanganj. Informed written
consent was taken from the participants.
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RESULTS Table I11: Educational and occupational
Table I: Age distribution of patients status of the patient (N=100)
(n=100)
Age Variables n %
group n % | Mean +SD Educational level
(years) Iliterate 28 28.0
=20 9 9.0 Primary 42 42.0
21-25 48 48.0 Secondary 18 18.0
26-30 25 25.0 | 24.83+4.64 Higher Secondary 10 100
31-35 15 15.0 Graduate 2 2.0
36-40 3 3.0 Occupation
Housewife 71 71.0
Maximum women (48%) were in the age Service holder 10 100
group of 21-25 years followed by 25%
were of 26-30 years, 15% were of 31-35 Garments worker 12 120
years, 9% <20 years, and 3% were 36-40 Day labourer 7 7.0

years. The mean +SD age was 24.83+4.64
years. [Table 1]

Table I1: Socio-economic status of the
patients (n=100)

e B
Very poor 74 74.0
Poor 19 19.0
Average 7 7.0

Socio-economic condition; Very poor= whose
monthly income is below 3000 BDT; Poor= whose
monthly income is 3000-5000 BDT; Average=
whose monthly income is above 5000 BDT

A majority (74%) were very poor socioec-
onomic status followed by 19% were poor
and 7% were average socioeconomic sta-
tus. [Table 1]

In this series, 28% of the study population
were illiterate, 42% had primary level edu-
cation, 18% had secondary level educa-
tion, 10% had higher secondary level edu-
cation and 2% were graduate only. A ma-
jority (71%) were housewives, followed
by 12% were garment workers, 10% were
service holders and 7% were day labour.
[Table 111]

= Primigravida = Gravida (2-4) Gravida (>4)

Figure 1: Distribution of the patient’s
parity (N=100)
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In this study, 57% of women were primi-
gravida, 35% were of gravida 2-4 and 8%
were of gravida >4. [Figure 1]

Total 1V: Past obstetric history of mul-
tiparous patient (n=100)
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48% of cases of labor were attended by
untrained TBA, 26% by a relative, 10% by
trained TBA, 8% by a midwife, 5% by
doctors, and 3% by CSBA. [Table VI]

Table VII: Duration of labor before

admission and patient’s general condi-

History of diffi-

tion on admission (n=100)

0)
cult labor : &
Yes 18 40.0 Variables n %
No 27 60.0 Duration of labour
<12 hours 26 26.0
40% of the patients had a history of diffi- >12 hours 74 74.0
cult labor and 60% had no history of diffi- Maternal condition
cult labor. [Table 1V] <100 44 44.0
Pulse
>100 56 56.0
Total V: Antenatal check-up (n=100) Haematuria 42 42.0
Colour of i
urine High col- 58 58.0
Antenatal check-up n % oured
Regular 21 21
Irregular 26 26 26% were duration of labor <12 hours and
No checkup 53 53 74% were duration of labor>12 hours.

21% had regular antenatal checkups, 26%
had irregular antenatal checkups and 53%
had no antenatal checkups. [Table V]

Table VI: Labour attended by (outside
the hospital) (n=100)

56% of the patients had a pulse rate of

more than >100, 85% had dehydration al-
most half of the patients (47%) had haema-
turia. [Table VII]

Table VIII: Causes of obstructed labor

(n=100)

Cause n %
Cephalopelvic disproportion 30 | 30
Per.f,l_stent occipital-posterior 37 | 37
position
Deep transverse arrest 22 | 22

Shoulder presentation

Labour attended n %
Untrained TBA 48 48
Relative 26 26
Trained TBA 10 10
Midwife 8
Doctors 5
CSBA 3

Face presentation

TBA=Trained birth attendant; CSBA= community

skilled birth attendant

Cervical fibroid
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A substantial (37%) number of the cases of
obstructed labor were due to malposition,
appropriate 1/3“ (30%) were CPD and
31% were malpresentation. [Table VIII]

DISCUSSION

This study revealed that the more vulnera-
ble age group for obstructed labor was 20-
25 years in 48% and 9% of the study popu-
lation within the teenager group. The
mean+SD was 24.83+4.64 years. These
findings near Chhbra et al. study which
was 65% between 20 and 29 years,
20.11% teenagers and 15.19% were >30
years 2. Another study by Ali et al.
showed that mean£SD was 27.5+5.7 years
[31 This study found that 55% of patients
were primigravida, 8% were grand mul-
tipara & 35% were para 2-4. It was statis-
tically similar to Ali et al.'s study, which
found that 52.4% of the participants were
primigravidae and 69% were illiterate (31,
Another study by Chhbra et al. study
showed that 31.4% were primigravida,
22.1% second gravida, 25.5% third, 14.7%
fourth, and 6.4% fifth gravida [*2. General-
ly obstructed labor was seen in primigrav-
ida. A study in Nigeria was done where the
incidence of obstructed labor among prim-
igravida was 59% 4. The status of ante-
natal check-ups in this study was very
poor, 48% of the responders had no ante-
natal check-up at all, 31% had irregular &
21% had regular antenatal check-ups. In
India & Pakistan, booked cases were 11.45
% and 7% respectively 15161 In a study in
Nigeria where the incidence of obstructed
labor was much higher for the unbooked
patients (3%) than for the booked cases
(1.78%) 141 This study shows that 74% of
the patients came from low socioeconomic
classes. 19% came from average and 7%
from good socioeconomic class. The edu-
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cational status of the patients was very
low, illiterate 28%, primary 42%, second-
ary level 18%, higher secondary 10%, and
graduate 2%. In the study, Gupta 1.5 % of
patients were from high socioeconomic
conditions. This study found that 71% of
the patients were housewives, 10% were
service holders,12% were garment workers
and 7% were day laborers. In Gupta's
study, 85% were housewives which was
close in this study 16l In this study, most
of the delivery were conducted at home.
The patient was referred to the hospital by
T.B. As (trained/untrained) 58% and by
relatives 26%. The individuals attending
childbirth were unaware of the risks asso-
ciated with delayed obstructed labor, and
in most cases, they referred the patient on-
ly when both the mother and the baby
were in serious jeopardy. Most patients
26% came within 12 hours of labor pain,
and 74% of the patients admitted them-
selves after neglected and uncared labor
with a duration of labor pain of more than
12 hours which was similar to the study of
Chhbra et al. found the incidence of pro-
longed labor (over 24 hours) was 10% 12,
The medical causes of obstructed labor in
my study population were cephalo pelvic
disproportion was 30%, persistent occipi-
toposterior position was 37%, and deep
transverse arrest was 22%. Shoulder
presentation was the commonest mal-
presentation (7%), face presentation was
2%, and cervical fibroid was 1%. The
study of Omole-Ohonsi et al. showed
cephalo-pelvic  disproportion  (75.5%),
malposition of the fetal head (13.7%),
malpresentation (transverse lie) 9.8%, fetal
abnormalities (hydrocephalus) 1% [,
Another study by Chhbra et al. shows the
commonest cause of obstruction was a
malpresentation (53.2%) followed by
cephalopelvic disproportion in 41.2% [12,
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Melah et al.'s study found that cephalopel-
vic disproportion was the primary cause of
obstructed labor, accounting for 513 cases
(83.0%) [8. Transverse lie was second
with 38 (6.1%), and fetal macrosomia third
with 32 (5.2%). Defallah et al. study
showed (57%) of cases of cephalopelvic
disproportion followed by cephalopelvic
disproportion and previous CS (10.2%)
[111 Occipitoposterior had the same per-
centage. The breech presentation was
found in (4.8%) of patients and shoulder
presentation, face presentation together
accounted for (9.6%).

Limitations of The Study:

The study was carried out in a single hos-
pital with a small sample size, so the find-
ings may not be representative of the entire
community. Additionally, data on labor
duration were often inaccurate because
labor began at home and was managed by
untrained midwives or relatives. Maternal
and fetal monitoring was limited to clinical
examination and stethoscope, without the
use of advanced methods such as CTG,
scalp blood pH, or intrauterine pressure
catheter.

Conclusion:

Socioeconomic status can greatly influ-
ence obstructed labor. Access to quality
healthcare services, such as prenatal care
and skilled birth attendants, is often linked
to socioeconomic status. Obstructed labor
frequently arises from the ignorance and
neglect of both the family and, at times,
society toward a pregnant woman. Mater-
nal mortality can be substantially reduced
if women have access to emergency ob-
stetric care. Women with obstetric compli-
cations encounter various barriers to ob-
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taining such care, including cultural, geo-
graphic, and gender-related obstacles.

Recommendation:

Obstructed labor by either LSCS or de-
structive operation according to the situa-
tion has been a favorable outcome. How-
ever, our primary goal should be to ensure
universal access to high-quality obstetric
care and prevent obstructed labor. Educa-
tion in primary health providers and tradi-
tional birth attendants on the dangers of
labor and the need for referral is suggested
to reduce the incidence of complications
due to obstructed labor. Moreover, aware-
ness should be raised especially for fami-
lies of low socioeconomic conditions.
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