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INTRODUCTION

If  the women have been pregnant more than 4 times, 
are fewer than 18 or over 35-years-old, or has at least 
one medical issue before or during pregnancy, the 
pregnancy is considered high-risk. Increased maternal 
and fetal mortality and morbidity are linked to these risk 
factors.1 Prenatal and postpartum care, contraception, 
and abortion are all essential reproductive health 
interventions for women at high risk of  maternal 
morbidity and mortality. However, obstacles such as 

restrictive state law and a lack of  qualified providers 
must be overcome.2

According to the World Health Organization (WHO), 
830 women die every day as a result of  problems during 
pregnancy or childbirth. High-risk pregnancy (HRP) is 
more common in some countries.3

The nationwide rate for unmet need, according to 
the National Family Health Survey-3 (NFHS-3) 3, is 
13%. According to the District Level Household and 
Facility Survey-3 (DLHS-3) 4, India has a 21.3% unmet 
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contraceptive requirement, with 7.9% for spacing and 
13.4% for limiting.4 NFHS-4 stated high unmet need for 
Family planning among married women in U.P.5

High-risk mothers contribute for 70–80% of  perinatal death 
and morbidity, despite accounting for just 10–30% of  all 
mothers examined during the antenatal period.6 Nearly 529000 
women die every year in the world as a result of  pregnancy-
related conditions. Nearly 118 women are killed or suffer 
severe acute morbidity for every death.7 Early identification 
and very intensive treatment for high-risk pregnancies can 
have a major impact on perinatal outcomes. As a result, all 
pregnancies should be assessed to see whether or not risk 
factors exist or will exist.8 Age, parity, and social status are all 
factors to consider. Mothers with a history of  chronic disease 
(diabetes, hypertension, heart disease, etc.) or past pregnancy 
issues (abortion and stillbirth) as well as multiple pregnancies, 
gestational age under 18 or over 35 years, and pregnancy more 
than four times are all factors to consider when calculating 
the risk of  any pregnant woman.9 HRP may cause prenatal 
problems (e.g., fetal death) in addition to maternal death. 1 
Despite the evident need for improved care and awareness 
of  the hazards, some women chose to become pregnant 
on their own volition. They remained determined to do so, 
employing numerous techniques to boost their chances of  
becoming pregnant and hoping for a healthy kid. Pregnant 
women may take efforts to protect their own and their fetuses’ 
health, but this does not always imply that they are following 
medical advice.10 Several studies have looked at the effects 
of  mother education on pregnancy difficulties and the risk 
factors that go along with them.11-13

MTP or abortion laws have been liberalized over the world 
during the past few decades. Abortion has been legal in 
India since 1972 to lessen the maternal morbidity and 
death associated with illicit abortions.14 It is necessary 
to promote the use of  contraceptive techniques in order 
to reduce the number of  abortions, some of  which are 
high-risk and dangerous. Most countries have moderate 
to high abortion rates, owing to poorer contraceptive 
use prevalence and efficacy.15 Unfortunately, abortion 
has become a popular means of  restricting and spacing 
births, but it should never be advocated as a means of  
family planning.16

Between 2015 and 2019, 73.3 million induced (safe and 
unsafe) abortions were performed annually on a global 
scale.17 Induced abortions were reported to be 39/1000 
women aged 15–49. Induced abortions occurred in 3 out 
of  10 (29%) of  all pregnancies and 6 out of  10 (61%) of  
all unwanted pregnancies.17

A high risk pregnancies have a high adverse maternal 
fetal outcome scoring system was proposed by Coopland 

et al.,18 HRP includes the following factors such as - Age 
at delivery <19, >30 yrs, grand multipara, heart disease, 
hypertension disorder, ch HT, anemia, rheumatic heart 
disease (RHD), diabetes mellitus (DM), HIV, AIDS 
malignancies, previous Cesarean Section, multiple 
pregnancies, and congenital uterine malformation.18

According to the WHO any woman who is pregnant and 
cannot have a safe abortion is at risk or complications 
of  having an unsafe abortion may suffer a variety of  
consequences that affect their quality of  life and well-being, 
with some facing life-threatening problems. Hemorrhage, 
infection, and harm to the vaginal tract and internal 
organs are the most serious life-threatening complications 
associated with the least safe abortions.3 Despite the fact 
that many studies have been conducted to assess the 
prevalence of  HRP in India, there have been fewer studies 
conducted to establish the outcomes of  HRP in different 
parts of  India.19 In our present study, we included the 
study of  MTP on HRP is done by supervised and skilled 
personnel.

Aims and objectives
Aim of  the study was intended to calculate the number of  
women with HRP undergoing MTP, to study the risk factors 
involved in these women, to study the method used for 
termination of  pregnancy and to study the end result after 
the procedure and safety of  MTP in high-risk pregnancies. 
Both the methods of  MTP surgical and medical have been 
used for the patients in this study. MTP in various high risk 
factors has been observed for various parameters.

MATERIALS AND METHODS

The present observational study was done in the 
Department of  Obstetrics and Gynaecology King George’s 
Medical College, Lucknow UP, India, from the study period 
from Jan 2018 to Dec 2018. Total admitted patients seeking 
MTP were 450 out of  which 93 participants were enrolled 
in this study after taking written informed consent form, 
in the number of  MTP’s done during this period; women 
were identified for high-risk factors present. Termination 
of  pregnancy was done after proper consent and as 
per GOI guidelines either surgical/medical. Out of  93 
HRP for termination 88 were first-trimester abortion 
and 5 cases were of  2nd trimester abortion. MTP of  the 
entire participant was terminated by medical and surgical 
method, seven cases were terminated by medical method, 
and 86 cases were done by surgical method.

Medical method
Mifestrone 200 mg F/B misoprostol 400 mg BD given after 
up to 48 9 (Sublingual), Mifesterone 200 mg followed by 
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misoprostol 200 mg 4 mg after 48 h in second trimester 
(Per vaginal).

Surgical method
Section evacuation done 4 m sedation and local anesthesia 
and followed by per vaginal misoprostol given per vaginal 
for 2 weeks prior to surgery.

Inclusion and exclusion criteria
All patients who fulfill indications of  MTP and <20 weeks 
of  pregnancy were included in study cases unwilling to sign 
informed consent were excluded from the study.

Investigations and data collection
Records of  PP unit of  QMH from Jan 2018 to Dec 2018 
were utilized to provide data for this observational study. 
Subjects were investigated for Hemoglobin, Viral Marker, 
Blood group (ABO and RH), blotting time, clotting time, 
and Ultrasound done according to need for relevant 
medical illnesses as required.

Statistical analysis
For continuous data, normality was tested using the 
Kolmogorov Smirnov test. For non-normal continuous 
data, the Kruskal Wallis H test was used to compare the 
groups as appropriate. Categorical data were presented 
in frequency and percentage. Statistical analysis was 
carried out using the statistical package for social science, 
version 22 (SPSS-22, IBM, Chicago, USA). Two-tailed 
P<0.05 has been considered as statistically significant.

RESULTS

In this present study, Table 1 showing that the majority 
of  women (76.344%) pregnant were age of  35 years 
and above, 13.979% were 30–34 years, 2.150% were 
teenagers pregnancy, 60.439% women were multipapa 
(were 37.634% having two children and 21.506% having 
three child), 22.580% women were grand multipara (4 or 
more). Table 1 also shows that interval MTP since last 
delivery were the majority (32.258%)of  women having 
2–5 years and less women (15.053%) were less than and 
equal to 1 year.

Distribution of  women according to obstetrics and 
medical risk factor (Table 2) 71% women having age 
35 years or above, 58% were multipara, 21% women 
were grand multipara, 17 women (18.279%) previous 
lower segment caesarian section (LSCS) and 10 (10.752%) 
RHD and 4 (4.301%) malignancy and Diabetes Mellitus 
respectively, 1 (1.075) women were and chronic kidney 
disease, CVA, chronic liver diseases and hypertension 
respectively, i.e., medical disorder contributed 18.279% 
in this study.

Contraceptive acceptance by women undergoes MTP was 
given in Table 3 40% of  women accepted IUCD, 30% 
underwent sterilization, 1.075% of  women had chosen 
barrier method for contraception, OCP’s, and injectable 
contraception, rest had not taken any contraception after 
MTP (Table 3).

Complications of  HRP after MTP were shown in Figure 1, 
79.569% of  women has no complications after MTP, 
12.903% of  women had mild and moderate pain in the 
abdomen,5.376% of  women has vaginal bleeding complain 
and less approximately 2.150% of  women has complained 
of  nausea and vomiting.

Table 1: Demographic distribution of high-risk 
factors
Parameters Risk factor Number of 

women (n=93)
Percentage

Age <19 years 2 2.150
20–24 years 3 3.225
25–29 years 4 4.301
30–34 years 13 13.979

35 yrs or above 71 76.344
Parity P0 5 5.376

P1 12 12.903
P2 35 37.634
P3 20 21.505

P4 or more 21 22.580
Interval 
since last 
delivery

≤1 year 13 13.978
2–5 years 30 33.333
5–9 years 28 22.580
≥10 years 22 23.655

Table 2: Distribution of high risk pregnancies by 
high risk of obstetrical and medical factors
Risk factors Number of women Percentage
Age>35 years 71 61.290
Multipara 55 54.838
Grand multipara 21 22.580
RHD 5 5.376
Previous LSCS 17 18.279
Chronic kidney disease 1 1.075
Malignancy 4 4.301
CVA 1 1.075
Chronic liver disease 1 1.075
Diabetes mellitus 4 4.301
Hypertension 1 1.075

Table 3: Distribution of method of contraception 
post MTP
Method of contraception Number of women Percentage
None 20 21.505
Barrier contraceptives 1 1.075
OCP’s 1 1.075
Injectable contraceptives 1 1.075
Copper T 40 43.010
Lap ligation 30 32.259
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DISCUSSION

This study basically involved the women belonging to high 
risk pregnant females in reproductive age group seeking 
MTP for various indications falling in to guidelines laid by 
GOI which includes the continuation of  pregnancy that 
would involve a risk to the life of  pregnant women or of  
grave injury to her physical or mental health.

Results show that incidence of  HRP for MTP in our 
hospital group is about 20.6 and they all need extra 
measures and care during and after MTP because of  their 
risk factors like they require extra check-up and supervision 
for antenatal and post-natal period.

Amongst all risk factors, Maximum number 76.344% 
women were of  elderly age group, 35 years or more. Next 
to this 37.634% of  women having two kids reflected the 
large unmet need of  contraception in our study. Patients 
with medical disorders contributed to 18.279%.This shows 
that there are still large unmet needs of  contraception. 
In another study conducted in Egypt, the majority of  
the participants (44%) were between the ages of  30 to 
35 years.7 HRP includes following factors like – Age at 
delivery <19, >30 yrs, Grand multipara, Heart disease, 
hypertension disorder, ch HT, anemia, RHD, DM, HIV, 
AIDS malignancies, previous Cesarean Section, multiple 
pregnancies, and congenital uterine malformation.18 In a 
previous study the prevalence of  HRP was higher i.e., 77% 
in multigravida compared to primigravida (23%).20 Our 
present study shows higher multiparous (53.838%) as 
compared to primiparous (12.903%). Previous study also 
shows higher multiparous as compared to primiparous. 
HRP was found to be linked to parity and socioeconomic 

status independently In a research conducted in Karnataka, 
similar results were found.21 Another study in Rohtak, 
Haryana, India, revealed that 13.7% of  grand multigravida 
(four and above) women had high risk.8

Patients with medical disorders like RHD, chronic heart 
disease malignancy, CVA, chronic liver disease, DM and 
hypertension contributed to 18.682% in this study. High 
blood pressure, gestational diabetes, and delivery difficulties 
are all more common in women over 35.22 When a woman 
has experienced a difficulty during one pregnancy, such as 
preterm birth, a baby with birth abnormalities, previous 
abortion, past stillbirth, or a previous caesarean section, 
she is more likely to experience the same problem with 
subsequent pregnancies.23-26 Hypertension was found in 22% 
of  high-risk pregnancies, according to a previous study.8 
A previous study done in Nagpur also revealed that HRP 
had significant association with LSCS, which is contrast to 
our current study 18.279% women were previous LSCS.19

A large number of  women had a long inter delivery interval. 
In this study, number of  30.107% women had 5–9 years 
of  interval since their last delivery. 23.655% were 10 years 
and above. Patients of  these groups require extra care and 
precautions advised from specialists so complications and 
post procedure problems were minimal because of  these 
measures taken all the patients were given contraception 
according to their need and health issues. NFHS-4 stated 
high unmet need for Family planning among married 
women in U.P. Unmet needs are found quite high in my 
studies also. Total unmet need has 12.1 and for spacing 
has 5.1,5 which could not be calculated in our study because 
we have taken patients with contraceptive failure and only 
high risk groups. Previously there was a 27.3% unmet need 
for contraceptives. There was a 4.9% and 22.5% unmet 
requirement for spacing and restricting, respectively. Client-
related reasons were cited by 50% of  those with unmet need 
(n=73), while contraception-related factors were cited by 
37% (availability, accessibility, affordability, side effects).27

Limitations of the study
We were unable to collect information on a variety of  
potential risk variables for HRP, including education, 
employment status, spousal support, age at marriage, and 
age at first pregnancy. Due to the inability to extract data 
on time of  exposure from case records, causal results 
for factors connected to HRP and outcomes cannot be 
deduced. More studies need to be done to focus on factors 
that influence HRP and pregnancy outcomes.

CONCLUSION

We concluded that the major cause of  HRP is related to 
maternal age and multipara with. Similarly pregnancy with 
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Figure 1: Complications of high risk pregnancy after MTP; different 
alphabets shows significant variation between groups; Kruskal-Wallis 
H test was used to calculate significance level at P<0.05



Srivastava, et al.: An audit of MTP in women with high-risk pregnancy

Asian Journal of Medical Sciences | Dec 2021 | Vol 12 | Issue 12 89

RHD, chronic kidney disease, previous LSCS, malignancies, 
D.M, other medical disorders has serious fetoe-maternal 
outcomes so if  indicated safe abortions are life saving 
for these women and they can help in reducing maternal 
mortality as well as in decreasing Infant mortality rate. 
A large number of  high-risk groups for MTP again showing 
the unmet need and lack of  specialized counseling of  HR 
patients according to their mental and physical condition. 
Early recognition of  pregnancy and timely intervention 
can be lifesaving in these women and proper contraceptive 
counseling is required to prevent future pregnancies. 
This present study is showing the only tip of  the iceberg 
of  the problem. A lot more awareness is required and 
postnatal contraception is a must. MTP is a nightmare 
in some medical disorders and they are being refused at 
early pregnancy when it is safer than performing in late 
or advanced pregnancy or if  they continue the pregnancy. 
So providing them safe supervised abortion services to be 
considered over just refusing safe abortion services merely 
because of  high risk factors.
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