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ABSTRACT… Objectives: (1) to find out of aetiological factors of preterm labour. (2) To make 
a proposed remedy for prevention of preterm lobour. Material and Methods: This study was 
carried out at Independent University Hospital. This is located at richly populated area of 
Faisalabad, providing health care facilities to poor socioeconomic group. The patient who fit 
into inclusion criteria was included in study and a well designed Proforma was used to collect 
the sample. Duration of study: One year study from 1 May, 2014 to 30 April, 2015. Study 
design: It is a descriptive study. Sampling technique: A purposive random sample technique 
was used to collect the sample. Sample size: A total of 80 cases ware collected who were 
admitted through antenatal outdoor and emergency of IUH. Inclusion Criteria: All patients with 
diagnosed preterm labour who had attended outdoor or emergency of Independent University 
Hospital were included in study. Exclusion Criteria: (1) Patients with Iatrogenic preterm 
induction of labour due to maternal factors like patients on chemo therapy or any debilitating 
illness causing threat to maternal life. (2) Patients with congenitally abnormal foetus & intra 
uterine death of fetus. Results: A total of 80 cases with preterm labour were included in study 
at Independent University Hospital. In current study 30 (37.5%) patients had age between 18 – 
25 years, 30 (37.5%) patients had age between 26-35 years and rest of the 20 (25%) patients 
had age > 35 years. Among 80 patients 25 (31.3%) patients had parity b/w 1-3 while 28 (35%) 
patients had parity b/w 4-5 and rest of the 27 (33.8%) had parity > 5. More patients i.e 50 
(62.5%) patients were admitted through emergency while 30 (37.5%) patients were admitted 
through Out Patient Department (OPD). 37 (46.3%) patients had Spontaneous vaginal delivery 
and 43 (53.8%) patients underwent lower segment cesarean section. In our study, the most 
common risk factor associated with preterm labour was bacterial vaginosis 20 (25%) patients 
had bacterial vaginosis. 10 (12.5%) patients had chorioamniotis. Previous history of preterm 
birth was present in 10 (12.5%) patients. History of Preterm Premature ruptures of membranes 
in 8 (10%) patients. 11(13.5%) patients has history of previous C-section and impending scar 
dehiscence. History of anti partum hemorrhage and pregnancy induce in hypertension was 
present in 5 (6.5%) patients. FGR with oligohydramnios was present in 6 (7.5%) patients. 3 
((3.75%) patients presented with preterm breech
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INTRODUCTION
A normal pregnancy lasts 37 to 42 wks 
accounting from the 1st day of last menstrual of 
period. A pregnancy that continuous beyond 37 
wks is called a “term” pregnancy. Preterm labour 
is defined as labour that begins before 37 wks 
of pregnancy. The incidence of preterm labour 
is five to ten percent in developed countries. In 
the United States of America, the incidence has 
risen about nine percent to twelve percent in the 

previous two decades. Premature labour is the 
only worth noticeable risk for perinatal morbidity 
and loss.1 In 2011, 9 percent of all births were 
prior to 37 weeks. It is difficult to predict who 
will develop preterm labour. There are certain 
obstetrical conditions and other factors which 
may lead to preterm labour. However most 
preterm births occur in women who have no 
known risk factors. 
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To scrutinize patients for premature labour is 
always problematic. To categorize the patients 
into low risk and into high risk is not based on 
hypothetical approach but definitely some 
demographic variables like age, nulliparity, thin 
long females, low social class has some relation 
with premature delivery.3 The strongest risks for 
birth prior to 37 weeks are a previous history of 
preterm birth. The chance of premature delivery 
after 1 premature birth is 15 percent and after 2 is 
41 percent respectively.3 The other risk factors of 
preterm labour are poor nutrition and malnutrition, 
multiple pregnancy, maternal age, unfavorable 
living situations, and smoking etc. the purpose 
of current study is to determine the frequency of 
factors leading to preterm labour and to propose 
remedy to prevent preterm labour.

RESULTS
80 cases were with preterm labour were included 
in study at Independent University Hospital where 
annual attendance of patients through outdoor 
and indoor is >6000/yr. All patients were evaluated 
with detailed history and clinical examination. All 
necessary investigations mentioned in proforma 
have done to evaluate the risk factors and 
possible aetiology.

Distribution of patients according to age of mother
Age No. of Patients % age

18-25 30 37.5%
26-35 30 37.5%
>35 20 25.0%
Total 80 100%

Distribution of patients according to parity
Parity No. of Patients % age
1-3 25 31.3%
4-5 28 35.0%
> 5 27 33.8%
Total 80 100%

Distribution of patients according to Monthly Income
Monthly Income No. of Patients % age

>10000 RS 50 62.5%
10000-25000 15 18.8%

>25000 15 18.8%
Total 80 100%

Distribution of patients according to mode of 
admission

Mode of Admission No. of Patients % age
Emergency 50 62.5%

Outdoor 30 37.5%
Total 80 100%

Distribution of patients according to booking
Antenatal care No. of Patients % age

Booked 30 37.5%
Unbooked 50 62.5%

Total 80 100%

Distribution of patients according to mode of delivery
Mode of delivery No. of Patients % age
Spontaneous vaginal delivery 37 46.3%
Elective L.S.C.S 18 22.5%
Emergency L.S.C.S 25 31.3%
Total 80 100.0%

Risk Factors Associated with preterm labour
Risk Factors No. of Patients % age
Bacterial Vaginosis 20 25%
Chorioamnionitis 10 12.5%
Previous H/O preterm birth 10 12.5%
H/O PPROM 8 10%
H/O Previous C/S 
and impending scar 
dehiscence 

11 13.5%

H/O Ante partum 
Hemorrhage 5 6.5%

Pregnancy induced 
Hypertension 5 6.5%

Pregnancy with fibroid 
uterus 2 2.5%

FGR with oligohydramnios 6 7.5%
Pre- Term Breech 3 3.75%
Total 80 100%

DISCUSSION 
Preterm birth is a major cause of perinatal 
mortality and morbidity in the developed world 
and accounts for 8-10% of all births1, whether due 
to preterm labour or preterm prelabour rupture 
of the membranes spontaneous preterm birth 
accounts for 60-75% of preterm deliveries.2

In this study, we have focused at various aspects 
about the process of preterm birth. The majority 
of the patients, i.e. 30 patients (37. 5%) belong 
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to age group between 18-25 years. While 30 
patients (37. 5%) belonged to 26 -35 years and 
20 patients (25%) belong to age group more than 
35yrs. In high income countries the increase in 
preterm delivery is linked to pregnancy among 
the older women and increase number of 
multiple pregnancies as consequence of use of 
fertility drugs.3 Maternal demographic variables 
associated with premature birth include low 
socio-economic status, literacy level and maternal 
age.4,5

Socioeconomic factor is another important risk 
factor for preterm labour. It truly is observed 
that 50 patients (62. 5%) belonged to low socio-
economic group having monthly income < 10,000 
/ month. 15 patients (18.5%) belonged to group 
having monthly income between 10-25 thousands 
and 15 patients (18.5%) having monthly income 
> 25000. It means the prevalence of preterm 
labour was more in low socio-economic group 
that is comparable to the results of Meis and 
colleagues.6

There is a good correlation of prematurity with 
low body mass females as depicted in our study. 
this finding is proved in multiple trials.7 Nutritional 
status, cigarette smoking, alcoholism and poverty 
all are contributing factors.8 

Antenatal booking is very important in prevention 
of preterm labour. During antenatal period if the 
risk factors are evaluated properly and proper 
management is done, the risk of preterm labour 
can be reduced. In our Study 50 patients (62.5%) 
were unbooked and 30 patients were booked. 
Studies from several developing countries have 
found the “no ANC visit” is a significant risk factor 
for pre term birth.9-10

Normal vaginal pH is acidic and is maintained by 
lactobacilli. The reduced Ph is a barrier against 
infections. Bacterial vaginosis is notorious for 
making a breech in this barrier. In this study, 
infection was a major risk factor for preterm 
birth. In 20 patients (25%) bacterial vaginosis 
was the cause of preterm labour. These results 
are compareable to the results of Glantz who 
reported the bacterial vaginosis as a cause of 

preterm labour in 40% cases.11 Chorioamnionitis 
was present in 10 (12.5%) patients. Antibiotics 
appear to be of benefits in reducing maternal 
morbidity. Several clinical trails found a reduction 
in chorioamnionitis with antibiotic treatment.12,13

In this study, 14 patients (17. 5%) had previous 
pre-term birth and seven patients (11.3%) 
experienced history of PPROM. According to 
Mercer BM & colleges, after one premature birth, 
there is an increased risk in the next pregnancy 
around 20% and after two, the risk increases to 
35-40%. Smoking cessation alone lowers the risk 
of preterm birth significantly (OR 0.84, 95% CI 
0.72–0.98).14 

H/O antepartum haemorrhage and pregnancy 
induced hypertension was present in five patients 
(6. 1%). Our study results were comparable to the 
Bevely and co.15

To enlist and evaluate the conditions in different 
set ups it is necessary to make some clinical 
trials at larger level. Also in different set ups 
the causative factors of preterm labour may be 
different. As we come across number of patients 
who are not related to poverty, illiteracy and 
low weight, there are number of other factors 
that should be considered like recurrence 
after one or two episode is very high may be 
some familial tendency. The identification and 
diagnosis of preterm labour is also very essential 
because number of patients usually present with 
threatened preterm labour or false pains and they 
may be wrongly labeled as patients of preterm 
labour. 

This study is an effort to find out the aetiological 
factors associated with premature labour and to 
find out some remedies against this particular 
problem related to fetal out come. 

CONCLUSIONS
Some risk factors like previous preterm birth, 
placental abnormalities, and preterm breech 
cannot be modified but preventive efforts should 
be directed towards modifying working conditions 
during current pregnancy, taking adequate 
diet, good antenatal care and appropriate 
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management of infections and medical disorders. 
Copyright© 15 July, 2017.
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