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Abstract

An obstetric outcome in the elderly and young primigravidae was assessed and 

compared in a tertiary care centre. The rising trends of obstetric complications was 

observed in patients >35 years of age so these group of patients is considered as one 

of the obstetric high risk category, they need special attention and vigilant care in a 

well equipped tertiary care centre. 
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Introduction

he women having their first pregnancy Tat or after the age of 35 years (FIGO) 

are grouped as elderly primigravida. The 

age limit is an arbitrary demarcation above 

which the pregnancy outcome is adversely 
1affected beyond a specific age.  This group 

of  pat ients has many obstetr ic  

complications like pregnancy induced 

hypertension, gestational diabetes 

mellitus, and some preexisting medical 

disorders like essential hypertension and 

gynaecological problems like fibroids. A 

significant number of them have problems 

in conceptions requiring assisted 
3reproductive techniques.  They experience 

more problems with the labour process 

such as premature labour, prolonged 

labour, more need for induction of labour 

for medical reasons, non progress of 

labour and eventually the increased 
2necessity for caesarean section.  The 

maternal morbity is slightly raised in this 

age group. These patients require more 

vigilant and careful management in a 

multidisciplinary tertiary care hospital.

Objectives

To assess the 

elderly and young primigravidae.

To compare the obstetric outcome in 

both these groups in a tertiary care centre.

Material and Methods

This retrospective study was carried 

out over a 2 year period. There were 400 

antenatal patients delivered in this 

hospital. Their antenatal, intranatal, 

postnatal records were collected. Among 

them 289 were primigravida. These were 

divided in three age groups as 25-30, 30-

35 and 35-40 years. The patients in the 

age group < 20 years, 20-25 years, patients 

with previous 1 or 2 miscarriages were 

excluded from the study. There were 30 

patients in age group 35-40 and only 1 

patient above 40 years.

Table 1

Analysis of age groups of primigravidae: (n=289)

obstetric outcome in the 

Age (Years)

18-20

20-25

25-30

30-35

35-40

> 40

Number

8

15

157

78

30

1

Percentage

2.76

5.19

54.32

26.98

10.38

0.346

715
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The total obstetric and delivery records 

were compared in terms of the methods 

conception such as whether natural or 

assisted reproduction in the form of 

intrauterine insemination (IUI), In-vitro 

fertilisation (IVF). Antenatal high risk 

factors such as pre-eclampsia, gestational 

diabetes, anaemia, thyroid dysfunction, 

oligohydramnios, intrauterine growth 

retardation, polyhydramnios, antepartum 

haemorrhage, gynaecological problems 

like uterine fibroids were taken into 

a c c o u n t .  T h e  l a b o u r  p r o c e s s ,  

complications of labour, mode of delivery 

was compared in all the three age group. 

Finally the perinatal outcome was 

assessed in terms of maturity, Apgar 

score, birthweight, NICU admissions and 

perinatal mortality. All the data thus 

calculated was charted, tabulated and 

analysed statistically.

Results

The obstetric outcome in terms of 

antenatal course, labour and postnatal 

period in patients 35-40 years was more 

complicated and affected by the 

preexisting medical conditions.

Table 2

Table 3

Labour process

Need for IOL

Dysfunctional labour

Cord prolapse

PPH

Age 25-30 yrs
{n=30} (%)

Age 30-35 yrs
{n=30} (%)

Age 35-40 yrs
{n=30} (%)

Labour Process

9(30)

14(46)

0

0

18(60.1)

20(66.6)

1(3.33)

3(10)

10(33)

18(60.1)

0

5(16.66)

Table 4

Causes of induction of labour

Pre-eclampsia

Diabetes

Oligohydramnios

IUI conception

Elective induction

at 38 weeks

Total

Age 25-30 
years

Age 30-35 
years

Age 35-40 
years

Reason for induction

1 (n=3)

2 (n=2)

1 (n=2)

0 (n=0)

2

6

3 (n=4)

3 (n=4)

1 (n=3)

3 (n=4)

8

18

4 (n=7)

5 (n=8)

1 (n=7)

0 (n=0)

0

10

Table 5

FTND

Vacuum delivery

Forceps

LSCS

Age 25-30 yrs
{n=30} (%)

Age 30-35 yrs
{n=30} (%)

Age 35-40 yrs
{n=30} (%)

Method of delivery

14(46.66)

7(23.3)

3(10)

6(20)

7(23.33)

4(13.33)

1(3.33)

18(60)

3(10)

3(10)

1(3.33)

23(76.66)

Foetal and neonatal outcome

Table 6

Gestational age at delivery

25-30

30-35

35-40

Total (n=90)

Preterm TermAge group of mothers
(years)

3

4

8

15

27

26

22

75

Table 7

Apgar score

25-30

30-35

35-40

Apgar score
9/10

Apgar score
8/10

Apgar score
7/10

Age group of mothers
(years)

27

28

26

3

1

3

0

1

1

Anaemia

Diabetes

Preeclampsia

Thyroid dysfunction

Oligohydramnios

IUGR

Polyhydramnios

Twin gestations

Placenta previa

Abruptio placentae

Uterine fibroids

Infertility conceptions

IIUI)

(IVF)

Age 25-30 yrs
{n=30} (%)

Age 30-35 yrs
{n=30} (%)

Age 35-40 yrs
{n=30} (%)

Complications

3(10)

2(6.66)

3(10)

3(10)

2(6.66)

0

1(3.33)

1(3.33)

1(3.33)

0

0

0

0

4

4(13.33)

4(13.33)

3(10)

3(10)

3(10)

0

1(3.33)

2(6.66)

0

2(6.66)

4(13.33)

1(3.33)

(13.33) 6(20)

8(26.66)

7(23.33)

4(13.33)

7(23.33)

7(23.33)

1(3.33)

8(26.66)

4(13.33)

2(6.66)

4(13.33)

0

8(26.66)
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Table 8

Birthweight

> 2.5

2 - 2.5

1.5 - 2

1 - 1.5

< 1

Age 25-30 yrs Age 30-35 yrs Age 35-40 yrsBirthweight (kg)

23

4

1

1

2

16

12

2

1

1

12

10

8

7

3

Table 9

Foetal presentation

Cephalic

Breech

Transverse

Face

Age 25-30 yrs Age 30-35 yrs Age 35-40 yrsFoetal presentation

25

5

0

0

27

2

1

0

28

2

0

0

Table 10

Moratlity

FSB

NND

Age 25-30 yrs Age 30-35 yrs Age 35-40 yrsMortality

0

0

1

0

0

4
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Discussion

There have been a number of studies 

which have demonstrated the rising 

trends of adverse obstetric outcomes in 

elderly primigravidae. The primigravidae 

under the 25-30 years age group were 

considered as low risk antenatal patients 

unless there is presence of any obstetric, 

medical and surgical high risk factor. 

These patients were given routine 

antenatal care according to the standard 

protocol. The routine antenatal protocol 

included record of history, checking of 

weight, Blood pressure, antenatal 

investigations include haemoglobin, urine 

routine examination, and viral markers. 

The record of foetal heart sounds, fundal 

height was documented. Prescription of 

folic acid, iron, calcium was given to all 

patients. All patients were screened for 

c o n g e n i t a l  m a l f o r m a t i o n s  a n d  

chromosomal abnormalities in the first 

trimester (NT scan + Dual marker)  and 

second trimester (Anomaly scan + triple 

marker).

Therefore the significant difference in 

the results of obstetric outcome in age 

group 30 - 35 years and 35 - 40 years 

reflected the effect of age and related high 

risk factors. The patients in age group 35 -

40 years and 30-35 years had higher 

proportion of patients with preeclampsia 

and because of increasing incidence of 

chronic hypertension with advancing age 

older women are actually at an increased 

risk of superimposed preeclampsia 
7compared to young primigravidae.  So 

women at the end of their reproductive 

period become more susceptible to pre-

eclampsia.

Type 2 diabetes is showing a rising 

incidence and is more typical with 

advancing age. Six patients in age group 

35-40 years had developed gestational 

diabetes required insulin. They also had 

abnormal blood sugar profile 6 weeks 

postpartum. Two patients were Type 1 

diabetes were on insulin from the 

preconceptional period. Insulin doses for 

both of them had to be altered in 

pregnancy.

There was no significant difference in 

incidence of hypothyroidism in all 3 age 

groups.

Seven (23%) patients in group 35-40 

years had oligohydramnios and 7 (23%) 

had intrauterine growth restriction due to 

placental insufficiency and associated 

medical or obstetric disorders like 
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preeclampsia, diabetes mellitus causing 

maternal vasculopathy.

Polyhydramnios was detected in one 

(3.33%) patients in age group 25-30 due to 

congenital malformation in the form of 

Jejunal atresia. One patient in the age 

group 35-40 had polyhydramnios due to 

associated Type 1 diabetes mellitus.

In this study 4 patients in the age 

group 35-40 years had placenta previa. 

One of them had manifested as 

antepartum haemorrhage. The incidence 

of placental abruption increases with 

increased age and also simultaneous rise 

in age wise incidence of preeclampsia, 

gestational hypertension contributes to 

the incidence of abruption. Two patients in 

35-40 years age group had placental 

abruption, associated with pre-eclampsia.

Uterine fibroids are frequently seen 

towards the late 30s and premenopausal 

age groups. Fibroids can hinder the 

conception and predispose the patient to 

preterm labour, possible obstruction 

during labour depending upon the site of 

fibroid and postpartum haemorrhges. 

Four patients in group 35-40 years had 

uterine and cervical fibroids obstructing 

the birth passage.

Many studies have documented the 

age wise decline in the fertility of the older 

women. The decline in the ovarian 

follicular reserve starts from the age of 25 

years and accelerated at age of 30 years. 

More number of females are delaying the 

child bearing due to career issues so 

incidence of infertility is rising. The elderly 

primigravida may seek the preconception 

advice but they need assisted reproductive 

techniques as ovulation induction, 

intrauterine insemination, In-vitro 

fertilisation (IVF). Out of 30 patients there 

were 8 infertility conceptions all with IVF 

in age group of 35-40 years compared to 

only 1 IVF conception in group 30-35 years 

and 4 IUI conceptions in the same age 

groups.

Rise in the proportion of pregnancies 

achieved with assisted reproductive 

techniques (ART) has reflected in 

subsequent increased incidence of twin 

gestation. The superovulation in ARTs is 

responsible for the release of two or more 

ova in a single menstrual cycle and so 

increased incidence of  mult ip le  

pregnancies.

The labour abnormalities like 

prolonged labour, dysfunctional labour 

due to uterine inertia, cephalopelvic 

disproportions is common in elderly age 

group. Majority of patients in age group 

25-30 years went into spontaneous 

labour, only 9 out of 30 patients needed 

induction of labour. There were 18 

patients in the age group 30-35 years who 

needed induction. The reasons for 

induction were preeclampsia, gestational 

d i abe t e s ,  o l i g ohyd ramn ios ,  IU I  

conception. The patients in age group 30-

35 years needed more attempt for 

induction of labour with a high proportion 

of patients with no progress of labour.

One patient in group 35-40 years had 

postpartum haemorrhage. The labour 

became more difficult with advancing age. 

This might be due to increased rigidity of 

perineum and less reserve power of uterine 

contractions. Because of presence of high 

risk factors and the labour abnormalities 

there was a high caesarean section rate in 

the elderly age group. The patients in age 

group 25-30 years had more number of 
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normal deliveries. Rate of assisted vaginal 

deliveries (vacuum and forceps) and LSCS 

was more in age group 30-35 years and 35-

40 years. There was no maternal mortality 

in any age group.

In terms of perinatal outcome there 

were no still births in the study. The 

perinatal morbidity due to prematurity 

and low birthweight is the result of 

increased iatrogenic interventions due to 

obstetric and medical risk factors. The 

number of pre term neonates was 8 in age 

group 35-40 years because of associated 

high risk factors. They needed more 

iatrogenic interventions like premature 

induction of delivery. In the age group 25-

30 years there were only 2 preterm 

neonates and 4 preterm neonates in age 

group 30-35 years. The APGAR score of 3 

neonates in age group 35-40 years and 25-

30 years was 8/10. One neonate in age 

group 35-40 years had APGAR Score of 

7/10 as this was a extremely premature 

neonate. The average birthweights of 

babies in group 25-30 years was more 

than 2.5 kg as compared to birthweights of 

babies born to mothers in 30-35 years and 

35-40 age groups. Three babies were < 1 kg 

in 35-40 years age group. Two babies in 

each age group 25-30 years and 30-35 

years were < 1 kg because of preterm 

PROM. There was 1 neonatal death in age 

group 30-35 years due to extreme 

prematurity. This neonate with 27 weeks 

of gestation was born to mother with 

severe preeclampsia. There were 4 

neonatal deaths in age group 35-40 years. 

One of these neonates was  amongst the 

twins who developed twin to twin 

transfusion syndrome. Two neonates were 

post IVF pregnancy delivered at 25 weeks 

due to preterm premature rupture of 
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membranes and the remaining 1 was also 

extremely premature neonate born at 26 

weeks of gestation.

Conclusion

We conclude that the older women 

may have problems like difficulty in 

conception and hence there is higher 

incidence of resorting to assisted 

techniques of reproduction, there by 

increasing their chances of multiple 

pregnancies. Their antenatal course has a 

rougher path as compared to the young 

primigravidae. They have a higher 

incidence of problems like preeclampsia 

superimposed on chronic hypertension, 

diabetes mellitus, and associated 

gynaecological conditions like fibroids. 

These elderly patients have slightly higher 

proportion of preterm delivery because of 

i a t rogen ic  in t e rven t i ons .  These  

interventions were necessary due to 

preeclampsia, gestational diabetes, and 

intrauterine growth restriction. These 

women are more anxious, have a higher 

incidence of dysfunctional labour and rigid 

perineums leading to increased operative 

interference and more number of 

caesarean section. Spontaneous vaginal 

delivery in this elderly age group was less 

likely than the young primigravida. The 

rising trends of obstetric complications 

was observed in patients > 35 years of age 

so this group of patients should be 

considered as one of the obstetric high risk 

category and they need special attention 

a n d  v i g i l a n t  c a r e  i n  t h e  

multidisciplinary tertiary care centre.
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Androgen deprivation therapy for prostate cancer

Cardiovascular risk should be monitored, and primary and secondary prevention optimised

Accumulating evidence suggests that androgen deprivation therapy for prostate cancer is associated 
with adverse effects on cardiovascular risk factors such as diabetes, the incidence of cardiovascular 
events, and, in some studies, death from cardiovascular disease. 

American Urological Association has recommended that all patients receiving such treatment should 
have periodic follow-ups for assessment of cardiovascular risk factors and those with coexisting 
cardiovascular disease should have their treatment for secondary prevention optimised. 

A large follow-up study of 73 196 men (>65 years) with locoregional prostate cancer in which about a 
third were given androgen deprivation therapy reported a higher incidence of cardiovascular disease, 
diabetes, myocardial infarction, and sudden death from cardiac disease or life threatening 
ventricular arrhythmia. 

Testosterone deficiency is associated with adverse cardiovascular risk parameters including central 
obesity, insulin resistance, hyperglycaemia, dyslipidaemia, hypertension, and a prothrombotic and 
proinflammatory milieu (all components of the metabolic syndrome).

Androgen deprivation therapy for prostate cancer produces a severe state of hypogonadism, which 
results in increased central adiposity, increased proportion of body fat, and a decrease in lean body 
mass. 

The science advisory writing group believes that the risk of androgen deprivation therapy to 
cardiovascular health may become more apparent with the increasing length of survival of patients 
with prostate cancer.  

Thomas Hugh Jones, BMJ; 2011; 343; 433-434
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