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INTRODUCTION

3rd TRIMESTER OF PREGNANCY;

FREQUENCY OF ANEMIA

Dr. Nasira Naseem', Dr. ljaz-Ul-Haque Taseer?, Mr. Sohail Safdar®

ABSTRACT... Objective: To see the frequency of anemia in pregnant ladies and its possible
outcomes. Study design: Descriptive cross sectional study. Setting: Fatima Jinnah Women
Hospital, Multan. Duration of study: Six months. Material and method: This prospective cross
sectional study was conducted at Gynae and Obst. OPD at Fatima Jinnah Women Hospital,
Multan. Non probability convenient sampling technique was used. All the pregnant women
between 20-35 years irrespective of gestational age or any concurrent illness having parity
upto 5 were registered for the study after getting written consent for participation. The pregnant
ladies were evaluated by asking history of blood loss, parity, multiple pregnancy, worm
infestation, use of NSAIDS and blood transfusion. They were especially asked about dietary
habits which were rated as good, average and poor. Their socio economic status was assessed
and was placed into high, middle and low income groups. Blood samples were drawn for
blood counts and hemoglobin estimation in all the women presenting at hospital. Reflotron
photometer, Roche Diagnostic was used for the blood testing. A cut off value of< 11 g/dl
irrespective of duration of pregnancy was used for anemia. Peripheral blood film was examined
for RBC morphology. Mean corpuscular volume (MCV) was used to categorize into micorcytic
(< 76fl), macrocytic (>98fl) and normocytic (78-98fl). Fetal well being was evaluated by serial
abdominal ultrasounds. Results: Three hundred pregnant women attending Gyne and Obst.
OPD, Fatima Jinnah Women Hospital, Multan, were registered according to the study protocol.
The duration of the study was 6 months. Maternal age was between 25-35 years. 86 % women
were multiparous, 79% women presented during 3rd trimester, 15% during the 2nd trimester
and 6% during 1st trimester. Thirty eight percent women had hemoglobin 8-9.9 g/dl, 48% had
from 7-7.9 g/dl and 10%were falling between 5-7 g/dl. Eighty eight percent had microcytic
hypochromic anemia, 12% with dimorphic picture and 4% were having low MCV and MCH but
normal MCHC and these were referred for hemoglobin electrophoresis. Fifty eight percent had
monthly income 2-4 thousands rupees and only 10% were earning 4-10 thousands per month.
Seventy eight percent had poor diet and 22% had an average and no women were fit into
the criteria for good diet. History of breast feeding was positive in 92% of the women. History
of use of iron supplement was also asked, 28% had used various preparations of iron and
folate for a variable period from 1-4 months, 72% never used hematinic supplements. History
of previous blood transfusion during pregnancy and labour was present in 16% of the women.
Three percent had fetal growth retardation. Conclusions: Prevalence of anemia during 3rd
trimester of pregnancy in is high our society. It can have significant effects on maternal and fetal
out come. It is a preventable cause which can be treated easily. Poverty and lack of education
are the most important causes of anemia during pregnancy.
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marked physiological changes in the blood

Anemia affects an estimated 400 million women
worldwide and most women are unaware of
symptoms and tend to attribute such mild
symptoms to the stresses of modern life. It literary
means “without blood”, and refers to a condition
where there is deficiency of blood. There are

composition during healthy pregnancy to combat
therisk of haemorrhage at delivery, plasmavolume
and red cells mass increases by 50% and 18-25%
respectively'. This results in dilutational decrease
in haemogloin concentration called physiological
anemia of pregnancy and it occurs maximum at
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32 weeks of gestation?. WHO has recommended
a cut off value of 11 g/dl to define anemia at any
time during pregnancy?. Pathological anemia of
pregnancy is mainly due to iron deficiency*. Folate
deficiency has a minor contribution towards
anemia®. Folate deficiency may be masked by
co-existing iron deficiency. Deleterious effects of
anemia occur in mother, as well as, in baby which
is multi factorial in community like ours. Multiparity,
poor socio economic and lack of education are
principal reasons for high prevalence of anemia in
our population. Present study was conducted at
Fatima Jinnah Women Hospital Multan to see the
frequency of iron deficiency anemia in pregnant
ladies, and to see its possible outcomes.

METHODOLOGY

This prospective cross sectional study was
conducted at Gynae and Obst. OPD at Fatima
Jinnah Women Hospital, Multan. Non probability
convenient sampling technique was used. All
the pregnant women between 20-35 years
of age irrespective of gestational age or any
concurrent illness having parity upto 5 were
registered for the study after getting written
consent for participation. The pregnant ladies
were evaluated by asking history of blood loss,
fetal loss, history of multiple pregnancies, history
of worm infestation, history of use of NSAIDS,
multi parities, history of blood transfusion They
were specially asked about dietary habits which
were rated as good, average and poor. Their
socio economic status was assessed and was
placed into high, middle and low income for
RBC morphology groups. Peripheral blood film
was examined. Blood samples were drawn for
blood counts and hemoglobin estimation in all
the women presenting at hospital. Reflotron
photometer, Roche diagnostic was used for the
blood testing. A cut off value of less than 11 g/
dl irrespective of duration of pregnancy was used
to define anemia’. Mean corpuscular volume
(MCV) was used to categorize into microcytic and
macrocytic. If MCV was less than 76 fl the RBC
were labeled as microcytic and if MCV was more
than 98fl RBC were labelled as macrocytic. With
MCV between 76 fl to 98fl, the RBCs were labeled
as normocytic appearance®’. A fetal well being

was evaluated by serial abdominal ultrasounds.

RESULTS

Three hundred pregnant women attending Gyne
and Obst. OPD, Fatima Jinnah Women Hospital,
Multan, were registered according to the study
protocol. The duration of the study was 6 months.
Maternal age was between 25-35 years. Eighty
six (86%) women were multiparous, 79% women
presented during 3rd trimester, 15% during
the 2" trimester and 6% during 1st trimester.
Hemoglobin was up to10 g/dl in 96% of women,
38% women had haemoglobin 8-9.9 g/dl, 48%
had haemoglobin from 7-7.9 g/dl and 10% had
haemoglobin from 5-7 g/dl. Eighty eight percent
(88%) had hypochromic microcytic anemia, 12%
had dimorphic picture and 4% had low MCV and
MCH butnormal MCHC and these were referred for
hemoglobin electrophoresis. The socio economic
status was also assessed. Fifty eight percent
(58%) had monthly income 2-4 thousands and
only 10% had monthly income 4-10 thousands.
Their dietary habits were also assessed .Seventy
eight per cent(78%) had poor diet and (22%) had
an average diet and no women was fit into the
criteria for good diet. History of breast feeding
was positive in(92%) of the women. History of
use of iron supplement was also asked, 28% had
used various preparation of iron and folate for a
variable period from 1-4 months, 72% never used
hematinic supplements. History of previous blood
transfusion during pregnancy and labour was
present in 16% of the women. Three percent (3%)
of the women had fetal growth retardation.

DISCUSSION

Anemia in pregnancy is an important preventable
cause of maternal and fetal morbidity and
mortality, as in non industrialized countries,
anemia is associated with upto 13% of maternal
deaths. It is an important public health issue
worldwide. WHO estimates that more than half
of the women in the world have hemoglobin level
indicative of anemia that is haemoglobin less
than 11 g/dl. The prevalence of anemia in the
developing countries may be as high as 56-61%,
in Pakistan it ranges 8-33%2. Neonatal mortality is
20 times more likely to occur in low birth weight
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babies®. The anemia of pregnancy increases the
risk of low birth weight and intra uterine growth
retardation. High prevalence of anemia has been
observed in this study, the results are comparable
with another study from Nigeria™.

Anemia is also an established risk factor for
neonatal morbidity'"'2. In present study 38%
had mild anemia while 48% of the patients had
moderate anemia and 10% had severe anemia.
These results are comparable with the study
conducted by Awan et al from Multan where the
moderate anemia was seen in 44% and severe
anemia was seen in 8%". Other studies have
reported variable figures. Ninety percent (90%) of
the women had mild anemia while severe anemia
was seen in most of the cases in other studies™.
The prevalence of anemia has been reported
relatively high between 33-75% in another study.

High incidence of iron deficiency anemia has been
repeatedly reported by various Pakistan studies’®.
Studies from other developing countries specially
India and Africa report a similarly high incidence of
iron deficiency anemia among pregnant women'’.
There is a substantial evidence that maternal iron
deficiency anemia early in pregnancy can result in
low birth weight subsequently to preterm delivery.
In our study, preterm delivery was seen in 3% of
cases. That maternal anemia especially before
mid pregnancy increases the risk of preterm
delivery'@.

We did not go for the iron level estimation in our
patients due to its cost but because many studies
have indicated that that 80% of anemia during
pregnancy is because of iron deficiency of new it
is most likely that iron deficiency was prevalent in
this group of patients'2°.

The frequency of anemia in pregnancy speaks of
the substandard health of our female population
of child bearing age and shows the indifference
on part of women themselves and their treating
physicians towards an easily treatable pathology.
By far majority of women suffer fromiron deficiency
anemia and superadded malnutrition.

CONCLUSIONS

Prevalence of anemia during 3rd trimester of
pregnancy in our society. It can have significant
effects on maternal and fetal out come. It is a
preventable cause which can be treated easily.
Poverty is the most important cause of anemia
during pregnancy.

Copyright 27 Sep, 2014.
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Never make permanent decisions

on temporary feelings.

Wiz Khalifa
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