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ABSTRACT

Background: Adverse outcomes have been seen in pregnant women who had prior bad obstetric history along with
infection with TORCH [toxoplasma, other infections (syphilis, varicella zoster, hepatitis B), rubella, cytomegalovirus,
herpes simplex]complex and bacterial vaginosis. These infections are known to affect the health of the fetus. Objective
was to study incidence and pattern of infections in pregnant women with bad obstetric history.

Methods: A total of 190 patients with bad obstetric history fulfilling the methodology criteria were evaluated.
Serological and molecular evaluations were carried out for TORCH complex and bacterial vaginosis was detected by
both gram stain and gold standard clinical Amsel criteria and outcomes were followed.

Results: Out of 190 pregnant women with bad obstetric history, a total of 36 (18.8%) were detected to have infections
causing bad obstetric history. Toxoplasma was positive in 7 (20%) of the cases, 3 (51.92%) of them had abortions.
Rubella in 12 (32%) of the cases, 7 (60%) cases had sensorineural deafness. Cytomegalovirus in 1 (2%) of the cases, 1
(100%) of the case had microcephaly. Herpes in 8 (22%) cases, 6 (71.1%) cases had abortions. Bacterial vaginosis in 8
(22%) of the cases, 4 (48.6%) cases had preterm delivery. The presence of infections with TORCH complex and
bacterial vaginosis was related to adverse pregnancy outcomes.

Conclusions: Women with bad obstetric history are prone to infections during pregnancy and have been found out to
be associated with adverse pregnancy outcomes. Hence pregnant women should be screened so that early diagnosis and
treatment of infections can be done to have better pregnancy outcomes.
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INTRODUCTION

If a woman had abortions continuously two times or more
or had previous history of still births, or had previous
history of neonatal deaths which were early, or had
previous episodes of intra uterine growth retardation, or
had a baby with congenital anomalies or had an episode of
intra uterine fetal deaths then she is classified as having the
bad obstetric history. It has been estimated that its
incidence is around 2%.!

Various factors have been incriminated for the causes of
the loss of the pregnancy. These can be ranging from

abnormalities in the uterus, it can be genetic, it can be
dysfunction in the immunological mechanisms, it can be
dysfunction in the endocrine mechanisms, it can be the
infections of the genital tract, it can also be attributed to
the pollutants in the environment, it can also be attributed
to the factors of psychogenetic in nature or it can even be
attributed to the endometriosis. Mothers age more than 30-
35 years affects the functions of the ovaries thereby there
is more and more production of the oocytes which are not
of good quality.?

Abortions are usually attributed to abnormalities of the
chromosomes. Studies have also shown the same facts.?
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Loss of the pregnancy can also be caused by immune
factors and they can be alloimmune or autoimmune.
Presence of antibodies like anti-nuclear antibodies shows
presence of auto immunity. Antiphospholipid antibodies
causes the blood clots and thus contributes to the
pregnancy loss by decreased blood flow to the placenta and
thus leads to abortions and its incidence is around 15%.*

Loss of the pregnancy can also be caused by hormonal
factors and its incidence is around 10-20%. This is due to
malfunctioning of endocrine glands like thyroid for
example. Spontaneous miscarriage can be seen in women
with defect in the luteal phase. This is due to low levels of
the progesterone hormone. Hypothyroidism during
pregnancy can also lead to abortions.®

Loss of the pregnancy can also be caused by infections.
Abortion during second trimester of the pregnancy can be
due to presence in the first trimester of the pregnancy of
the bacterial vaginosis. It can even lead to preterm
delivery. Bad obstetric history can also be due to TORCH
group of infections. Mother may not be affected much due
to the presence of the TORCH group of infections but the
fetus is severely affected due to the presence of the
TORCH group of infections.®

It has been reported that there is a positive association
between preterm delivery as outcome and the presence of
the bacterial vaginosis. It has been reported that there is a
positive association between spontaneous abortions and
the presence of the bacterial vaginosis.’

Present study was carried out to study incidence and
pattern of infections in pregnant women with bad obstetric
history.

METHODS

It was a hospital based follow up study conducted at
department of Obstetrics and Gynecology, Owaisi
Hospital and Research Center and Princess Esra Hospital
which are part of the Deccan College of Medical Sciences,
Hyderabad for a period of June 2009 to June 2011. The
study included 190 pregnant women with bad obstetric
history.

Inclusion criteria

Women of age 19-35 years; history of previous
unfavourable fetal outcome in terms of two or more
consecutive fetal deaths, intra uterine growth retardation,
still birth, early neonatal death, congenital anomalies were
included.

Inclusion criteria

Patients with diabetes mellitus, patients with endocrine
disorders, patients with chromosomal abnormalities,
patients with preeclampsia, patients with uterine
anomalies and other anatomical anomalies and patients

International Journal of Reproduction, Contraception, Obstetrics and Gynecology

with autoimmune diseases were excluded from the present
study.

A detailed history of each case was recorded with
reference to age, parity, socio economic status, menstrual
history, obstetric history, and past medical, surgical and
treatment history, family history, fertility status. The socio
demographic details like social class, occupation and
lifestyle were recorded using a standard questionnaire.
Obstetric history was taken in relation to gravid, parity,
number of living children, number of abortions, nature of
previous labour and any history of congenital anomalies.
Written informed consent was obtained from all the
patients.

Thorough physical examination was made including
height, weight, pulse, blood pressure, presence of pallor
and its degree, jaundice, pedal edema were also noted.
Breasts were examined to exclude any pathology.
Systemic examination like cardiovascular and respiratory
system was done to detect any abnormality. Abdominal
examination was done to note the height of fundus,
abdominal girth, and clinical estimation of liquor.

With proper aseptic precautions per speculum examination
was done to detect any genital lesions, foul smelling
discharge and other signs of infection.

Routine investigations like complete blood picture, urine
for routine and microscopy, blood grouping and Rh typing,
blood VDRL, screening for Australia antigen and HIV,
HCV was carried out for all patients.

To confirm gestational age, determine liquor status,
placental grade, TIFFA scan at 18-24 weeks to rule out any
congenital anomalies.

Statistical analysis

The data was analysed using proportions. The data was
entered in the Microsoft excel worksheet and analysed
using proportions.

RESULTS

Table 1 shows incidence of bad obstetric history and
infections. During the study period a total of 9526 women
with pregnancy i.e. antenatal cases were seen in the
department of Obstetrics and Gynecology in the study
hospital. Out of them, 190 i.e. 1.9% were found to be
having bad obstetric history. Thus the incidence of the bad
obstetric history was found out to be 1.9%. out of these 190
patients who were antenatal cases with bad obstetric
history, the incidence of infection was found out to be
18.8% i.e. 36 cases who were antenatal cases with bad
obstetric history were found to have infections as the cause
of bad obstetric history.

Table 2 shows causes of bad obstetric history. The most
common cause of bad obstetric history was immunological
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factors in 46 cases. The next most common cause of bad
obstetric history was infectious factors in 36 cases. In 35
women the cause of bad obstetric history was anatomical
factors. In 32 cases of the bad obstetric history, the cause
could not be explained. Endocrine factors were found to be
the cause of the bad obstetric history in 27 cases. 9 women
were found out to be due to genetic factors. And remaining
five was due to other factors.

Table 1: Incidence of bad obstetric history and
infections.

Patients with bad
Percentage

Bl

antenatal cases
9526 190 1.9
Patients with bad  Patients with
obstetric history infections

190 36 18.8

Percentage

Table 2: Causes of bad obstetric history.

| Causes  Number _ Percentage |

Genetic factors 9 5
Anatomical factors 35 18
Immunological factors 46 24.1
Endocrine factors 27 14

Infectious factors 36 18.8

Other factors 5 3

Un explained factors 32 17.1

Total 190 100

Table 3 shows various infectious causes in the patients.
Out of the total 36 cases of bad obstetric history, majority
of the infectious causes were found out to be due to rubella
in 32% of the cases. The next most common the infectious
causes were found out to be due to bacterial vaginosis in
22% of the cases and also the herpes in same proportion.
Seven cases of infectious causes of the bad obstetric
history were due to toxoplasma infection. One case of bad
obstetric  history was due to infection with
cytomegalovirus.

Table 3: Various infectious causes in the patients.

| Infectious causes  Number ' Percentage

Bacterial vaginosis 8 22
Toxoplasma 7 20
Rubella 12 32
Cytomegalovirus 1 2
Herpes 8 22
Total 36 100

Table 4 shows perinatal outcome in various types of
infections. There were seven cases due to toxoplasmosis
out of which three had abortions. Three had IUFD or still
birth. One had preterm delivery. Eight cases were due to
bacterial vaginosis. Out of this four had preterm delivery.
One had abortion. Two had premature rupture of
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membranes. One had chorioamnionitis. There were twelve
cases due to rubella. Out of which seven had sensorineural
deafness. Two had ophthalmic defects. Two had central
nervous system defects. One had cardiac defects. There
was one case due to cytomegalovirus infection which had
microcephaly. There were total eight cases due to herpes.
Out of which six had abortions, one had disseminated
herpes and one had neonatal herpes.

Table 4: Perinatal outcome in various types of

infections.
Type .Of Outcome Number %
infection _ _ _
Toxoplasmosis Abortions 3 42.9
(N % IUFD/Still birth 3 42.9
Preterm delivery 1 14.2
Preterm delivery 4 50
. Abortions 1 12.5
Bacterial Premature rupture
vaginosis (N=8) ure rupture -, 25
of membranes
Chorioamnionitis 1 12.5
Sensorineural 7 58.3
deafness
Ophthalmic
Rubella (N=12) defects 2 ey
Central nervous
system defects 2 167
Cardiac defects 1 8.3
Cytomegalovirus Mlcrocephaly L 100
(N=1) Intrauterine 0 0
growth retardation
Abortions 6 75
Herpes (N=8) ~ hocomnated 125
erpes
Neonatal herpes 1 12.5

DISCUSSION

In the present study the incidence of bad obstetric history
was 2%. According to Stephen et al the incidence was 2%.!
We observed that all patients were in the age group of 19-
35 years. We noted that genetic factors were seen in 9 (5%)
cases. Meka et al stated that 5.5% of the couples had
recurrent miscarriage due to chromosomal abnormality.®

Anatomical factors were seen as the cause of bad obstetric
history in 35 (18%) of the cases. Stirrat et al stated that 12-
15% of women with recurrent abortion have uterine
malformation.®

We noted that immunological factors were the cause of the
bad obstetric history in 46 (24.1%) of the cases. According
to Levine et al 10-20% was due to antiphospholipid
antibody syndrome.®

Endocrine factors were noted in 27 (14%) of the cases.
Unexplained factors were seen in 5 (17.1%) of the cases.
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Infections were seen in 36 (18.8%) of the cases. According
to one study, infections in bad obstetric history were seen
in 0.5-5% of the cases.™®

Infectious causes incidence has been more in our set up
due to the low socio economic status of patients and their
poor hygiene and as we deal more with infertility patients
they have pre-existing infections.

Surpam et al stated that maternal infections play a critical
role in pregnancy wastage and their occurrence in patients
with bad obstetric history is a significant factor. Clinical
implications of TORCH infection in pregnant patients are
many folds.!

Zargar et al stated that such patients have spontaneous
abortions, still births or premature delivery in addition to
various fetal anomalies.?

Jones et al stated that congenital toxoplasmosis also can
have severe sequels including mental retardation,
blindness and epilepsy in infants and much later in life.*

Diagnosis of TORCH infection was done by serological
tests for IgG and IgM antibodies. A positive IgG
establishes that a patient has been infected with TORCH,
but a negative IgM result virtually rules out a recently
acquired infection unless sera are tested so early that an
antibody response has not yet developed or is
undetectable. A negative IgM test result with a positive
IgG result indicates infection at least six months
previously.

Burg et al concluded that PCR assay is used for detection
of TORCH infections.™

In Cochrane review Peyron et al stated that identifying
acute infection through repeated antenatal tests means any
infection can be followed up with antenatal diagnosis
through PCR of amniotic fluid, combined with ultrasound
to monitor fetal development.*®

Amsel et al in 1983 developed criteria for diagnosis of
bacterial vaginosis.'®

We noted that bacterial vaginosis was present in 8 (22%)
of the cases. Kekki et al stated that prevalence of bacterial
vaginosis among pregnant women in between 10-20%.%"

Lamont et al in Cochrane study stated that women with
abnormal vaginal flora i.e. intermediate flora or bacterial
vaginosis showed significant association with preterm
birth less than 37 weeks of gestation.®

Toxoplasma was detected in 7 (20%) of the cases. Mombro
et al and Montoya et al stated that the risk of congenital
toxoplasmosis infection from a mother increases during
pregnancy from 0-9% in the first trimester to 35-59% in
the third trimester, %20
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Rubella was seen in 12 (32%) of the cases.
Cytomegalovirus was noted in 1 (2%) of the cases. Stagno
et al stated that cytomegalovirus occurs in 0.2-2.2% of the
cases of all the live births.?

Herpes was seen in 8 (22%) of the cases. Brown et al stated
that 22% of the pregnant women are seropositive for
herpes simplex virus.?

As our patients here are from minority and private set up,
they do not allow for autopsy hence the details of it are not
enclosed.

There are some limitations of the study. The study was a
single center study and there is need to conduct multi
centric studies with sufficiently large sample size. The
sample size in the present study was small and hence the
results may not be generalized, but the study definitely
gives a good picture when comparison of findings was
made with other studies which used large sample size in
their study.

CONCLUSION

Infections in bad obstetric history remain a significant
public health concern. Women with bad obstetric history
are prone to infections during pregnancy and have been
found out to be associated with adverse pregnancy
outcomes. Hence pregnant women should be screened so
that early diagnosis and treatment of infections can be done
to have better pregnancy outcomes.
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