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Abstract:

Background: Congenital anomalies are a major cause of stillbirths and neonatal mortality.

The pattern and prevalence of congenital anomalies may vary over time or with geographical

location.

Objective: To determine the types of congenital fetal abnormality and to find out the outcome

of fetus.

Material and methods: One hundred cases of pregnant women with singleton pregnancy

having congenital fetal anomaly were studied. The study was performed at the in-patient

department of Obstetrics and Gynecology in Rangamati Medical College Hospital, Rangamati,

Bangladesh from January 2016-December 2016. The newborn were examined for the

presence of congenital anomalies and mothers were interviewed for socio-demographic

variables.

Results: During the study period, it was observed that most of the women (63%) belonged to

age group between 21 and 30 years. More common congenital abnormalities were anencephaly

(21%), bilateral hydronephrosis (17%), hydrocephalous (11%) and ventriculomegaly (8%).

The deliveries were mostly (89%) normal vaginal and the rest were caesarean section.  Male

fetuses are more prone to develop congenital abnormality.  Congenital anomalies were more

likely to be associated with still born, IUD, prematurity, multiparity, consanguinity and

perinatal death.

Conclusion: Public awareness about preventable risk factors is to be created and early prenatal

diagnosis and management of common anomalies is strongly recommended.
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Introduction:

A congenital anomaly is any structural (most
common), functional, or biochemical
abnormality that is present at birth1-2. The
incidence of congenital anomalies is about 2%-
5% at birth in India3 .These anomalies are an
important cause of neonatal mortality both in
developed and developing countries. It accounts
for 8%-15% of perinatal deaths and 13%-16%

of neonatal deaths in India4-5.  It is not only a
leading cause of fetal loss but also contributes
to preterm birth, childhood and adult morbidity
along with considerable repercussion on the
mothers and their families. Countries that
have introduced the use of prenatal diagnostic
techniques and access to termination of
pregnancy due to congenital anomalies
reduced neonatal mortality6-7.



 Most congenital anomalies are of multifactorial
that is combination of genetic and
environmental. Many studies observed that
congenital abnormalities are associated with
maternal age, consanguineous marriage,
maternal obesity, teratogenic drugs, nutritional
deficiency such as folic acid and iodine,
infection like TORCH and HIV. A variety of
chemicals associated with occupation are
potential to develop such adverse birth
outcomes as congenital anomalies, stillbirth,
low birth weight and prematurity8-9. However,
no maternal survey regarding congenital
anomalies in Bangladesh is available till date
and a little is known about hospital based
statistics.  A good number of congenitally
abnormal babies are delivered in Rangamati
Medical College Hospital. Therefore; this
research work will determine the types of
congenital anomalous fetuses that help
national registry in future.

Materials and methods:

This cross sectional descriptive study was
carried out at Gynecology and Obstetrics
department of Rangamati Medical College
Hospital, Rangamati from January 2016 -
December 2016.  A total of one hundred
pregnant women who fulfilled the inclusion
criteria were included.  Multiple pregnancy and
pregnancy with other medical disorders such
as diabetes, heart diseases, pregnancy induced
hypertension, preeclampsia were excluded.  All
the congenital anomalous neonates, born in
the department of Obstetrics and Gynecology
during the study period either detected before
birth by ultrasonogram of mother or detected
at birth by the pediatrician and other
appropriate investigations such as
ultrasonography, radiography and
echocardiography. After inclusion, detail
relevant history was taken from the mother
as well as from antenatal records, which
included maternal age, gestational age, and
previous history of delivery of congenital
anomalous baby, sex and birth weight. Birth
weights >2.5kg were considered to be normal;
whereas, birth weights <2.5kg and <1.5 kg were
termed as low birth weight (LBW) and very low
birth weight (VLBW) respectively.  Babies born
at <37 completed weeks were considered as
premature.  All anomalous babies were
categorized at birth having major or minor
anomaly by pediatrician. Immediate outcome

of the baby whether the baby alive or dead was
recorded. If the baby needed immediate
management referred to neonatal unit. Data
was entered into excel data sheet and
appropriate statistical analysis was performed.

Results:

A total of 100 patients were included in this
study. Maternal and fetal factors were shown
in Table I.

Table I

Presentation of maternal and fetal factors (n=100)

Maternal  factors Percentage

Maternal age (years)

20 21 21
21-25 37 37
26-30 26 26
31-35 16 16
Mean±SD 25.27±5.2
Parity
Primi 33 33
Multi 67 67

Fetal outcome
Abortion 53 53
IUD & still birth 19 19
Alive baby 28 28
Mode of delivery
Vaginal delivery 89 89
LUCS 11 11
Fetal factors
Gestational age(weeks)
<37 76 76
 37 24 24
Mean±SD 32±5
Gender distribution
Male 53 53
Female 47 47
Birth weight distribution
VLBW 3 3
LBW 18 18
Normal  weight 7 7
Total alive baby 28 28

Majority (37%) of the patients belonged to 21-
25 years of age group. The mean age was
25.27±5.2 years and 67% were multipara.
Maximum number of pregnant women (76%)
was found <37weeks of gestation. The mean
gestational age was 32 ±5 weeks. Most of the
fetus was delivered vaginally (89%) and the rest
11% was cesarean section. In context of fetal
outcomes, 53% were abortion, 19% still born
and intra uterine death, and 28% were alive
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born. Regarding the distribution of congenital
abnormalities; anencephaly was the
commonest (21%) followed by bilateral
hydronephrosis (17%), hydrocephalous (11%),
and ventriculomegaly (8%) (Table II). More than
a half (53%) of the fetus was male. All the alive
born neonates were admitted into neonatal
ward and perinatal death was 23%. Almost two
third (64%) of the new born had low birth weight
(LBW), 3 (10.7%) very low birth weight (VLBW)
and 7 (25%) had normal birth weight.

Anencephaly, Bilateral hydronephrosis,
Hydrocephalous and Ventriculomegaly are
common congenital anomalies

Discussion:

The pattern and prevalence of congenital
anomalies may vary over time or with
geographical location reflecting a complex
interaction of known and unknown genetic and

environmental factors including socio-cultural,
racial and ethnic variables10. With improved
control of infections and nutritional deficiency
diseases, congenital malformations have
become important causes of perinatal mortality
in developing countries11.

With regard to pattern of congenital anomalies
in the study, the most common anomaly was
anencephaly (21%), followed by bilateral
hydronephrosis (17%), hydrocephalous (11%)
and ventriculomegaly (8%). Our neighbor
country like India, the commonest congenital
abnormality seen in musculoskeletal system
(33.2%), followed by gastro-intestinal tract
(15%), CNS (11.2%), genitourinary (10.5%),
cardiovascular system (9.1%), skin (8.7%) etc12.
Some studies recorded higher incidence of CNS
malformations followed by GIT and
musculoskeletal system whereas reported GI

Table II

Distribution of congenital abnormality (n=100)

Congenital anomaly Number of patients Percentage

Anencephaly 21 21%

Bilateral hydronephrosis 17 17%

Hydrocephalous 11 11%

Ventroculomegaly 8 8%

Non-immune fetal hydrops 6 6%

Omphalocele 5 5%

Bilateral renal agenesis 5 5%

Meningomyelocele 5 5%

Achondroplasia 3 3%

Bilateral pelvicalycealdilatation 2 2%

Gastrosschisis 2 2%

Dexocardia 2 2%

Heart disease(ASD) 2 2%

Microcephaly 2 2%

Cardiomegaly with polycystic kidney disease 1 1%

Absence of both limbs 1 1%

Conjoint twin 1 1%

Dilatation of lateral ventricle with meningocele 1 1%

Omphalocele with ASD with VSD 1 1%

Urinary bladder outlet  obstruction 1 1%

Ventroculomegaly with Telipes of foot 1 1%
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malformations as the most common one3,13,14.
These dissimilarities with our group may be

due to genetic or environmental factors.

It is reported that a higher incidence of

malformation in the babies born to mothers

aged over 35 years3,14. These were dissimilar

with our research work where majority of

malformed mother’s age between 21-25 years.
But the similar results of us were observed by

other researchers15-16.

Previous studies have reported significantly

higher incidence of malformations among the

multipara and most of the pregnancy before 37

weeks of gestation16. This was consistent with
present work which indicates a positive

correlation between the birth order and the

incidence of congenital anomalies. It was also

noted that preterm babies were more prone to

develop anomalies than full term17. It has been

reported that significantly higher incidence of
malformation among the mothers of gravida 4

or more which are consistent with the current

study 11,16. This indicates that as the birth order

increases, the incidence of congenital

anomalies also increases. The previous study

evaluated the factors that significantly
increased the risk of congenital malformations

were hydramnions, maternal febrile illness in

the first trimester, past history of abortions,

diabetic mother, eclampsia, history of

congenital heart disease in previous child or

malformed babies etc.

In this study it was observed that 89% patients

delivered normally and 11% underwent

caesarean section.  In Turkey, a five year

retrospective regional study found 56% vaginal

delivery and 44% caesarean section which was

disimilar with the current study18. This might
be due to we diagnose antenatally by USG and

planned to deliver vaginally.

More male babies were born with congenital

malformations than females which is

consistent with other studies7,12,16,19-20 . It may

be because of the fact that the females were
afflicted with more lethal congenital

malformations and could not survive to be born

with signs of life.

 Association of LBW with increased risk of
congenital malformations is very well
documented12. The incidence of congenital
anomalies was significantly higher in preterm
babies as compared with the full term babies,
which was in conformity with the previous
studies and ours12,16,21-22.

Despite the high risk of recurrence of
congenital malformations, there are no well
accepted preventive measures in developing
countries like Bangladesh. It indicates that
strong preventive measures for congenital
anomalies in this region are needed.
Increasing awareness about maternal care
during pregnancy, educational programs on
congenital malformations and the
consequences of consanguineous marriages
need to be highlighted to decrease the
incidence of congenital anomalies and their
comorbidity.

Conclusion:

This study has highlighted the types of
congenital anomalies seen in our locality.
Regular antenatal visits and prenatal diagnosis
are recommended for prevention, early
intervention and even planned termination,
when needed.
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