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INTRODUCTION 

Referral services are essential for identification and 

referral of high-risk pregnancies in maternal and child 

health care. In developing countries like India, this aspect 

of health system remains weak.1 Patients in difficult 

terrains may not be able to reach the nearby hospital 

when risk is anticipated. Referrals to a tertiary care centre 

include those from urban, rural and tribal populations. 

The 3-tier health care delivery system was conceived in 

such a manner that the patients in need of higher level of 

expertise and care could be referred accordingly from 

primary or secondary centres directly to a tertiary level 

centre.  

A study showed that 92% of maternal deaths are due to 

delay in referral and case management.2 The prevention 

of maternal mortality (PMM) network study has proposed 

a three delays model for referrals in obstetric and 

gynaecological emergencies; first delay is in deciding to 

seek medical care, second delay is in identifying and 

reaching a medical facility, third delay is in receiving 

adequate and prompt treatment even after reaching a care 
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institution.3,4 The second delay is especially seen in rural 

and tribal populations where travel, cost and ignorance 

are major factors. The third delay is seen in institutions 

where in, there is a doctor-patient disproportion, high 

case load with limited resources and delayed referral 

done after the golden period, when patient is already in 

an irretrievable condition. 

Although most obstetric complications (defined as acute 

conditions such as postpartum haemorrhage, sepsis, 

eclampsia, and obstructed labour) that can cause maternal 

death may not be easily predicted, the majority can be 

treated with timely provision of a combination of 

evidence-based interventions known as emergency 

obstetric care (EmOC).5,6 The availability of EmOC is 

considered to be an indicator of the preparedness of a 

health care system in managing conditions leading to 

acute maternal morbidity and mortality.7,8  

Emergency obstetric care EmOC refers to elements of 

obstetric care needed for management of complications 

during pregnancy, delivery and postpartum period, skilled 

personnel, equipment and support services. EmOC 

services are of paramount importance in reducing 

maternal mortality and morbidity. It is still recommended 

to electively refer pregnant woman with previous 

caesarean section, hypertension, severe anaemia, diabetes 

mellitus, breech presentation, transverse lie and multiple 

gestation for delivery before any complication arise to a 

well-equipped health care centre where all possible 

complications can be managed well.  

With this background, our study was undertaken to 

evaluate the pattern of obstetric cases referred to tertiary 

teaching hospital and maternal outcomes amongst 

referred patients from various regions.  

METHODS 

Retrospective observational study. A total 6-month 

period from May 2018 to October 2018. All Obstetrics 

cases referred to the Department of Obstetrics and 

Gynaecology, King George Hospital, (a tertiary care 

hospital in Visakhapatnam) from urban, rural and tribal 

areas of the surrounding districts. 

The study data was collected from case sheets of the 

patients referred and managed at the above-mentioned 

tertiary teaching hospital. Detailed clinical history, place 

of referral, type of transport used, and indications of 

referral were studied. Findings of physical and obstetric 

examination and reports of relevant investigations were 

noted. Management of the patient, clinical course, and 

maternal outcome was documented.  

Statistical analysis 

Descriptive statistics like percentages were used for 

analysis.  

RESULTS 

A total of 5507 patients were admitted in the department 

of Obstetrics, King George Hospital, Visakhapatnam 

during the study period; out of which 3157 (57%) were 

referred from other centres (Figure 1). 

 

Figure 1:  Proportion of referrals in total admissions 

to Department of Obstetrics and Gynaecology, King 

George Hospital (May - October 2018). 

Table 1: Distribution of referral cases according to 

age, Department of Obstetrics and Gynaecology, King 

George Hospital (May - October 2018). 

Age (years) Number of cases % 

<20 537 17 

20-30 2399 76 

>30 221 7 

Table 2: Distribution of referral cases according to 

parity, Department of Obstetrics and Gynaecology, 

King George Hospital (May - October 2018). 

Parity Number of cases % 

Primi 1528 48.4 

Multi 1361 43.1 

Grand multi 268 8.5 

 

Figure 2: Distribution of referral cases according to 

regions, Department of Obstetrics and Gynaecology, 

King George Hospital (May - October 2018). 
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Maximum number of cases in our study were in the age 

group 20-30 years, comprising 76% of total cases. 

(Table1). 7% of them belonged to age > 30 years and 

17% to age < 20 years. 48.4% of cases in our study were 

primi gravida and 8.5 % were grand multi gravida with 

equal to more than 5 pregnancies (Table 2). 

 

Figure 3: Distribution of referral cases according to 

mode of transport used, Department of Obstetrics and 

Gynaecology, King George Hospital                       

(May - October 2018). 

There were 1658 cases, i.e., about 52.52 % of the cases 

were referred from rural areas, followed by 32.63% from 

urban areas and 14.85% from tribal areas, (Figure 2). 

Mode of transport used by the referred patients were 

hospital ambulances and private vehicles (Figure 3). 62% 

of the referred patients reached our medical facility in 

hospital ambulances. 

 

Figure 4: Indications for referral cases from rural 

areas to Department of Obstetrics and Gynaecology, 

King George Hospital (May - October 2018). 

 

Figure 5: Indications for referral cases from urban 

areas to Department of Obstetrics and Gynaecology, 

King George Hospital (May - October 2018). 

 

Figure 6: Indications for referral cases from tribal 

areas to Department of Obstetrics and Gynaecology, 

King George Hospital (May - October 2018). 
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Post caesarean (12%), hypertensive disorders of 

pregnancy (11%) were the major indications for referral 

from rural areas (Figure 4). Post caesarean (10.67%), 

hypertensive disorders of pregnancy (9.61%) were the 

major indications of referral from urban areas (Figure 5). 

Hypertensive disorders of pregnancy (11%), anaemia 

(11%) were the major causes of referral from tribal areas 

(Figure 6). About 26.19% of cases were referred for lack 

of functional Operation Theatres, Blood banks, round the 

clock anaesthesia services and competent gynaecologists. 

Other indications include cord prolapse, hand prolapse, 

ectopic, precious pregnancy, malpresentations, HbsAg 

positive, gastroenteritis, epilepsy, other medical disorders 

and complications. 

Uncomplicated cases were also referred from all these 

areas; those from rural superseded those from urban and 

tribal areas. This is probably due to lack of round the 

clock obstetric care at various levels. 

Maternal deaths 

Out of 43 maternal deaths, 38 cases (88.37%) were 

referred from various regions while 5 cases were those 

which were directly admitted in our institution. 

 

Figure 7: Maternal deaths in the Department of 

Obstetrics and Gynaecology, King George Hospital 

(May - October 2018). 

 

Figure 8: Causes of maternal deaths in cases referred 

from rural areas to the Department of Obstetrics and 

Gynaecology, King George Hospital                       

(May - October 2018). 

A total of 19 cases were from rural areas, 12 cases from 

urban areas and 7 cases from tribal areas. (Figure 7). Pre-

eclampsia, sepsis and acute febrile illness accounted for 

most of maternal deaths in referred cases (Figure 8, 9 and 

10). Others include PPH, heart disease, anaemia, 

pulmonary thromboembolism, myocardial infarction, 

meningomyelitis, pyelonephritis. Hypertensive disorders 

of pregnancy constitute the leading cause of maternal 

deaths (23.68%) amongst the referred cases. 

 

Figure 9: Causes of maternal deaths in cases referred 

from urban areas to the Department of Obstetrics and 

Gynaecology, King George Hospital                           

(May - October 2018). 

 

Figure 10: Causes of maternal deaths in cases referred 

from tribal areas to the Department of Obstetrics and 

Gynaecology, King George Hospital                           

(May - October 2018). 

DISCUSSION 

King George Hospital is a tertiary care teaching hospital 

attached to Andhra Medical College, Visakhapatnam, 

Andhra Pradesh, India. Obstetrics cases (both 

complicated and simple) are referred from various 

primary and secondary health care centres, private 

hospitals of not only Visakhapatnam but from 

surrounding districts as well. 

The World Health Organization estimates that at least 88- 
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to existing, emergency obstetric care using effective and 
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efficient referral systems.9 Timeliness and 

appropriateness of referral are a challenge to 

obstetricians, since the delay in referral affects the 

maternal and perinatal outcome adversely, hence 

identification of “at risk” patients and obstetric 

emergencies and timely referral is of immense 

importance.  

Alka P et al in their study noted 24.16% of cases were 

referred.10 However the proportion of referred cases in 

our study was 57%.  

Banu M et al on assessing the overall age distribution 

found that majority (74%) of the respondents were 

between 20-35 years.11 Similarly in our study, the 

maximum number of patients (76%) were in the 20-30 

years of age group.  

Gupta PR et al, found 52.17% patients were 

primigravida, which is comparable to 48.4% primigravida 

cases in our study.12  

In a study conducted by Vinayak NM et al, only 11% 

patients travelled by ambulance.13 In our study, 62% of 

patients travelled by hospital ambulances, rest 38% 

patients used their private vehicles. Arranging a private 

vehicle when faced with obstetric emergency 

necessitating referral takes time and costs money.  

Patel HC et al, in their study found that indications for 

referral were preeclampsia (16%), MSL (5%).14 In our 

study, however, Post caesarean (12%) followed by 

hypertensive disorders of pregnancy (11%) were the 

major indications for referral from rural areas. Post 

caesarean (10.67%) followed by hypertensive disorders 

of pregnancy (9.61%) were the major indications for 

referral from urban areas. Hypertensive disorders of 

pregnancy (11%) and anaemia (11%) were the major 

indications for referral from tribal areas.  

Previous caesarean section was the cause of reference in 

10-14% of cases from rural, urban and tribal areas in our 

study, which is comparable to the study conducted by 

Khatoon A et al, where previous caesarean section was 

the cause of reference in 15% of cases.12,15 The patients 

with previous caesarean section are referred to higher 

centres from PHC/CHC due to unavailability of operation 

theatre, gynaecologists, anaesthetics, trained staff or basic 

infrastructure deficits.  

A total of 43 maternal deaths were reported during the 

study period, of which 38 (i.e. 88.37%) were referred. 

This shows delay in referral of complicated cases from 

our peripheral health centres, which could be due to lack 

of adequate transport facilities or trained personnel in 

PHC/CHC. Delay in referral is a big contributing factor 

for adverse maternal outcome. The leading cause of 

maternal mortality amongst referred cases in our study 

was hypertensive disorders and their complications. 

Similar results were found by Begum S et al in their 

study.16 

Increased rate of caesarean sections with improper 

indications, sections done at patients’ request or relatives’ 

apprehension and compulsion are main reasons for 

increased rate of post caesarean pregnancies apart from 

delayed referrals of patients with meconium stained 

liquor and fetal distress. Lack of knowledge, poor 

peripheral care, and lack of regular antenatal checkups 

increased the ratesof complications in cases of pre-

eclampsia. Poor nutritional status and inadequate spacing 

of pregnancy compounded by inability of poor patients to 

have adequate diet due to economic reasons leads to high 

rate of anaemia in pregnancy. Unavailability of blood 

transfusion facilities in case of severe anaemia at PHC’s 

and CHC’s may also contribute to such high percentage 

of patients being referred to our tertiary care hospitals.  

In our study, many cases were referred for lack of well-

equipped operation theatres, blood banks and competent 

gynaecologists and anaesthesiologists. Government 

should take adequate measures to improve health care 

infrastructure, make provisions for developing new blood 

banks and appoint trained gynaecologists and 

anaesthesiologists in the peripheries to reduce the burden 

on tertiary care centres. 

CONCLUSION 

Peripheral health care system needs to be strengthened 

and practice of early referral needs to be implemented for 

better maternal outcome. Provision of a dedicated 

ambulance meant solely for transport of referred patients 

in every area from which patients are referred is 

desirable. Health education to the community, better 

antenatal care up to grass root level, emergency intranatal 

care, availability of services of skilled birth attendants, 

well organized first referral centre with better 

transportation facility, availability of blood round the 

clock, anaesthesia services, and availability of specialist 

in the field of obstetrics at the referral unit in rural, urban 

and tribal areas will definitely reduce maternal morbidity 

and mortality. Availability of specialists and facilities in 

difficult terrains is of utmost importance. 

Specific guidelines regarding whom to refer, how to refer 

and when to refer would be helpful in making timely 

referral. These also help to decrease the burden on the 

tertiary care centre dealing with high case load and 

limited resources. Adequate attention and better care can 

be given to complicated cases if the total case load is 

reduced. Stringent documentation in referral slip and 

better co-ordination are required for a strong health 

system. 
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