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Abstract 

Background: Obstetric cholestasis is one of the most common causes of liver disease in pregnancy. Present study was carried out 

to study feto-maternal outcome in OC in a tertiary care hospital.  

Methods: This was a prospective study performed in SMGS hospital from September 2017 to May 2018 in 100 pregnant ladies 

suffering from pruritus and detected as having Obstetric Cholestasis. They were followed up and maternal as well as fetal-neonatal 

outcome recorded. 

Results: Mean gestational age of onset was 32.25 weeks. Maternal complication in form of sleep disturbance (58%), deranged 

coagulations profile (15%), PPH (8%) and more number of operative deliveries (65%) were found. Fetal complication were 

meconium stained liquor (21%), NICU admissions (15%), IUFD (2%), LBW (10%).  

Conclusions: Early diagnosis and close monitoring may improve maternal and perinatal outcome. 
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1. Introduction 

Obstetric cholestasis (also referred to as intrahepatic 

cholestasis of pregnancy) is a liver disease unique to 

pregnancy characterized by pruritus in the absence of a skin 

rash with abnormal liver function tests; which occurs in the 

second or third trimesters and disappears spontaneously after 

delivery. Obstetric cholestasis is a common liver disease 

during pregnancy [1] and incidence rates varies between 0.4 

and 15% in different countries and populations [2, 3]. Obstetric 

cholestasis can be complicated by fetal distress spontaneous 

preterm labor and sudden intrauterine death [4, 5, 6, 7]. It is also 

associated with significant maternal morbidity due to 

persistent itching and sleep deprivation [8]. In our study we 

determine the outcome of OC in both mother and the fetus. 

 

Material and Methods 

This was a prospective study performed in SMGS hospital 

from September 2017 to may 2018. The diagnosis of obstetric 

cholestasis was made by excluding other liver and 

dermatological disorders. Diagnosis of OC was made 

clinically with symptom of pruritus, worsening at night 

without a skin rash, associated with biochemical evidence of 

cholestasis in form of elevated serum transaminases (ALT and 

AST) with or without elevated serum bilirubin 100 cases were 

included in the study for monitoring clinical nature of the 

disease, relevant biochemical alterations and outcome of 

pregnancy. Physician consultation was done for every 

patients. Other relevant investigations were done to exclude 

other conditions of altered LFT like Hepatitis serology, 

hepato-billiary ultrasonography, liver autoimmune screen, etc.  

LFT was repeated every 2-4 weeks interval as required. 

Coagulation profiles were also detected. In present study 

serum levels that are more than upper limit of pregnancy 

specific reference ranges are considering as positive for OC. 

However, due to some limitation, measurement of serum bile 

acid could not be done. All patients recived in antenatal period 

in the study were given ursodeoxycholic acid 300-600 mg/day 

in divided doses for the rest of the antenatal period.  

Maternal outcome was studied in reference to insomnia due to 

severe pruritus, and deranged coagulation profile (increase 

PT), mode of delivery, preterm labour, preterm pre-labour 

rupture of membrane, postpartum hemorrhage.  

Fetal outcome was studied in reference to prematurity, fetal 

distress or hypoxia, meconium stained liquor, low birth weight 

(less than 2.5 kg) or Intra Uterine Growth Restriction, NICU 

admission rate and perinatal death (IUFD/Still born).  

 

Results 

A total number of 100 patients were included in the study. 

Mean age of the patients was 25.44 with more prim gravida 

(59%). Cardinal symptoms was pruritus in 89% of the 

patients, patients has relief of their symptoms with 

urodeoxycholicacid .Mean gestational age of onset 32.25 

weeks (table 1). Table 2 shows biochemical characteristics of 

patients. Using pregnancy specific ranges for the LFTs, SGOT 

was raised in 58% of the patients, SGPT in 60% of the 

patients. ALP in 80% of the patients. Serum bilirubin was 

raised in 15% of the patients .Table 3 and 4 shows maternal 

and perinatal outcome. Meconium stained liquor in 21% 

patients of which 12% has thick meconium and need NICU 

admission. Most of patients with thick meconium has severly 

deranged LFT’s.14 patients were delivered before 37 weeks 

,of which 3 patients has preterm labour and 5 has pprom, 6 

patient undergo LSCS due to abnormal CTG. In 80% of the 

patients, labour was induced 20% has spontaneous labour. 

Most of patients are induced at 37-38 weeks. Operative 

delivery was significantly high(64%), LSCS was done in 58% 

of the patients and instrumental delivery in 7%. 2 Patients had 
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IUFD and NICU admissions in 15.Patients with IUFD were 

unbooked cases of our hospital received in labour room with 

severely deranged LFT, s. NICU admission were more in 

meconium stained liquor with LFT,s in higher range. 

 
Table 1: Patients charachertics 

 

 Min-max Mean ±SD 

Age 18-40 25.44±3.35 

Gravidity 1-6 1.23±2.25 

Onset time of pruritus 26-37 32.25±3.5 

 
Table 2: Biochemical Characteristics of patients 

 

 Min- max Mean ± SD 

SGOT IU/L 40-800 155 ± 100.5 

SGPT IU/L 40-700 176± 

Serum bilirubin mg/dl 1.1-5.2 1.5±1.3 

 
Table 3: Maternal outcome in cholestasis of pregnancy 

 

Maternal outcome Number Percentage 

Sleep disturbance 58 58 

Deranged coagulation profile 15 15 

PPH 8 8 

PROM 5 5 

 

Table 4: Perinatal outcome in cholestasis of pregnancy 
 

Preterm labour 3 3 

Pprom 5 5 

Meconium stained liquor 21 21 

Featal distress 15 15 

LSCS 58 58 

Instrumental delivery 7 7 

Apgar<7 at 5 min 15 15 

Neonatal nursery admission 15 15 

IUFD 2 2 

Low Birth Weight 10 10 
 

Discussion 

The Aim of this study was to describe the fetomaternal 

outcome of OC. The mean age was 26.3 years, this is similar 

to the results shown by Rasheed S et al. (28 years+ 5.19) and 

Sosa SY et al. (29.2±6.8 yrs), [9, 10] although some studies 

reported relatively higher mean age [11]. In our study, 59% of 

the patients are prim gravidae. padmaja et al. Found in his 

study that ICP was present mostly in prim gravidae (71.8%) 

whereas Singh et al. also found that 52% of patients were 

prim gravidae in their study [12, 13]. ICP has been associated 

with increased risk of preterm delivery (up to 19–60 %), 

meconium staining of amniotic fluid (up to 27 % cases), fetal 

bradycardia (up to 14 %), fetal distress (22–41 %), and fetal 

loss (0.4–4.1 %) [14, 15] particularly when serum bile acid level 

goes beyond 40 mmol/l [16]. In our study PPROM in 5% of the 

patients and preterm labour in 3% of the patients which were 

comparatively less as compare to previous studies but 

meconium stained liquor (21%) and nicu admissions (21%) 

were higher. The rate of induction of labour was 80% higher 

in our study Aloknanda and Rashne had reported that 68.75% 

had spontaneous onset of labor, whereas as Heinonen and 

Saarikoski, found 12.5% that had undergone labor induction 

for cholestasis of pregnancy [17, 18]. 

Operative delivery rate 65% was higher in our study, LSCS in 

58% and7% instrumental delivery. Kenyon AP et al. found 

caesarean section rate 36.0%. Rasheed S et al. reported 

spontaneous delivery rate of 80% with emergency LSCS rate 

of 16.7% and elective LSCS rate of 3.3% [9, 19]. 

Dang A et al. (29.78%) reported significant increased 

incidence of PPH, as a result of malabsorption of vitamin K 

leading to coagulation problem [20]. Kenyon AP et al. found a 

high incidence of PPH in OC patients who did not receive 

vitamin K compared to those who did 45% vs 12%(19)Present 

study shows 8% incidence of PPH. Here 15 patients had 

deranged coagulation profile and among them 4 (4%) patients 

had PPH. 

 
Conclusion 

We found in our study rates of operative deliveries are 

increased, pruritis decreases with UDCA .Meconium stained 

liquor and NICU admissions are also high. Early diagnosis 

and close monitoring may improve maternal andperinatal 

outcome 
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