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ABSTRACT

OBJECTIVE: To determine the frequency of macrosomia and the obstetrics complications such as shoulder dystocia and caesarean 
section in a tertiary care hospital.
STUDY DESIGN:  A prospective cross sectional study 
PLACE AND DURATION: The study was conducted in the Department of Obstetrics and Gynecology of Zaiuddin Hospital Kemari 

st thcampus  from 1   January 2015 to  30  December 2015.
METHODOLOGY: The cases included in the study were comprised of women with suspected macrosomia diagnosed on Ultrasound 
scan. Detailed clinical and demographic information such as maternal age, BMI, and other parameter collected on a prescribed 
performa.
RESULT: The prevalence of macrosomia babies was7.3 percent. Most of the women had a BMI of more than 26, a maternal age range 
between 20-32 years. No significant association was found between macrosomia and shoulder dystocia or history of shoulder dystocia 
in previous pregnancies. Significant relationship was found between fetal macrosomia and delivery by Caesarean section.
CONCLUSION: High frequency of macrosomia is found in our study. We could not found its association with shoulder dystocia however 
it increases the delivery by Caesarean section.
KEY WORDS: Macrosomia, Frequency, Shoulder Dystocia, Complications, Caesarean Section.
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INTRODUCTION

Macrosomia remains a significant clinical problem that has 
been defined as birth weight of 4000- 4500g or greater than 
90% percentile of gestational age after adjusting for sex and 

1,2ethnicity . The incidence of neonates with birth weight greater 
than 4 kg was cited as 10.9% and with birth weight of greater 

3than 4.5 kg was 1.8% in 1990 by an American study.  In Pakistan 
we take a cutoff level for fetal macrosomia as 4kg as in other 
developed countries while in western affluent nations is more 
than 4.5kg .The prevalence in our country is 3-3.8 % as cited by 

4,5various studies . While in Saudi Arabia it is 8.30% with a 
frequency of shoulder dystocia was 04 (2.08%).The prevalence 

5  in most of the Asian countries range between 1 to  6. 5 percent ,
Pregnancies with macrosomic fetus are considered as high risk 
pregnancies. The risk factors associated are Diabetes mellitus 
which has a strong association with fetal macrosomia, maternal 

6 7.weight , obesity, Multiparty and grand multi-parity  Many 
reports have described an increased incidence of macrosomia 

8in post term Pregnancy  Previous infants weighing more than 
94000g is a risk factor for subsequent Macrosomia  Male infants 

are at higher risk of macrosomia. Male fetus is on average of 4%   
8.heavier than female fetus

Macrosomic fetus are more likely to experience adverse 

outcomes at the delivery such as shoulder dystocia which is the  
most feared complication and its consequences such as , bruises 
and soft tissue  injury, brachial plexus injury, fracture of clavicle 

 9,10,14.and humerus, birth asphyxia and neonatal death
Maternal complications of delivering macrosomic baby include 
prolonged second stage of labour, increased chances of 
caesarean section, instrumental delivery, traumatic vaginal 

5, 12.delivery and postpartum haemorrhage.
Diagnosis of macrosomic baby in a pregnancy is up to some 
extent by History, presence of risk factors for macrosomia in 

12mother , clinical estimation of symphysio fundal height 
measurement and ultrasound scan. The ability to detect 
macrosomia by ultrasound has a low predictive value. It is 

13necessary to do serial ultrasound measurement.  A latest 
technology that is an echo planner magnetic resonance imaging 
is a new development for assessing fetal weight in diabetic 
mother or those at risk of macrosomia. Finally macrosomia is 
confirmed by weighing the baby after delivery.
The recommended management for suspected fetal 
macrosomia includes elective cesarean section and early 
induction of labor. The advantage of elective cesarean section is 
that the mother is spared from an unproductive labor and 

15traumatic vaginal delivery.
5 As data from the developing countries are scarce regarding 

macrosomia and its complications we tend to determine how 
many women carries a macrosomic fetus in our population and 
out of these how many developed shoulder dystocia and end up 
in Caesarean section. As no such study was done previously in 
our country and since delivery of the macrosomia births is 
associated with serious problems  and create a lot of fear and 
anxiety in obstetrician mind the result will help to decide the 
mode of delivery so as to avoid the complications associated 
with macrosomia.  
Several studies have done to assess complications and 
problems associated with macrosomia.in the present study we 
focused on prevalence of macrosomia and occurrence of 
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assessed for shoulder dystocia and cesarean section. Results 
were documented on Performa.
Data analysis was performed through SPSS (Statistical Packages 
of Social science) Version 17. Mean ±SD was calculated for 
maternal age, height weight, BMI and weight of baby. 
Frequency and percentage was calculated for parity, fetal 
macrosomia, presentation, lie and complications (shoulder 
dystocia and Cesarean section).Stratification with respect to 
age parity, Diabetes Mellitus, BMI, presentation and lie were 
done. Post-Stratification Chi-square test was applied. p≤0.05 
was taken as significant.

RESULT

There were altogether 184 women included in the study. The 
mean age of the women was 20.9 +/_years. 27 women were 
having their first birth while 157 were multigravidas. Majority of 
women, 71.7 percent, had BMI of more than 26. While 27.7 
percent had BMI between 21-25 and only one woman had less 
than 20 BMI. In the 12 months study period 2000 deliveries took 
place in our hospital, out of these 184 women delivered a fetus 
weighing more than 4 kg .The prevalence of macrosomic babies 
was therefore 7.3% percent in our setup. Maternal age and 
gestational age at delivery were significantly higher in 
macrosomic neonates Regarding previous history of shoulder 
dystocia majority of women, 97.8 percent, had no previous 
history of shoulder dystocia. Similarly 76.6 percent of women 
had no previous history of delivery of macrosomic babies. 
Whereas 43 women, 23percent, had history of previous 
macrosomic babies. Majority of the patients, 141 (76.6%), were 
presented with 4.0-4.2 kg of fetal weight, 35 (19.0%) were 
presented with 4.3-4.5 kg of fetal weight, 6 (3.3%) presented 
with 4.6-4.8 kg of fetal weight, 1 (0.5%) with more than 4.8 kg 
and 1 (0.5%) presented with 5.0 kg fetal weight. Frequency of 
shoulder dystocia was found in 13 (7.1%) patients, while the  
frequency of cesarean section was found in 70 (38.0%).
Relationship between macrosomia and Caesarean section and 
relationship of macrosomia and shoulder dystocia has shown in 
Table - I and Table - II respectively. Statistically significant 
association seen among macrosomia and delivery by Caesarean 
section.

shoulder dystocia in the fetus as this is a huge challenge for the 
obstetricians and caesarean section in mothers.
We have conducted this study to determine the prevalence of 
macrosomia and the obstetrics complications such as shoulder 
dystocia and caesarean section in a tertiary care hospital.

METHODOLOGY

This is a cross sectional study using a   non-probability 
Consecutive sampling technique .The study conducted in 
Gynecology and Obstetrics department at Dr. Ziauddin 

stUniversity & Hospital Kemari Campus from 1  January 2015 to 
30th December 2015 for a period of one year. A sample size of 
184 was calculated taking prevalence of macrosomia as 10.9 

3percent as quoted in one American study  using WHO software 
taking 95% confidence level and 5% bound of error.  A total of 
184 women carrying macrosomic babies were included. The 
women included had an age range from15-45 yrs., carrying a 
singleton pregnancy at term from 37 to 41 weeks gestation.  
Women with multiple pregnancy, placenta previa, pre-
eclampsia and pregnancy with congenital anomalies (like 
thoracic and abdominal, fetal ascites, fetal tumors, hydropic 
baby) were excluded All women coming to outpatient 
department for checkup from 37 weeks onwards were 
evaluated both clinically and ultrasonogtraphically for presence 
of macrosomia by a designated postgraduates .Gestational age 
was determined by the duration of amenorrhea and was 
confirmed by an early ultrasound scan during pregnancy.
Macrosomia was suspected if the height of fundus was more 
than normal or 37-40 weeks gestation and an ultrasound done 
in our department showing a fetus weighing 4kg or more. After 
excluding the women included in the exclusion criteria all 
women are offered to include in the study after taking a written 
consent. Data was then collected from these women when they 
come in labor room. A pretested questionnaire was used to 
record data. In all patient detailed history including age, parity 
and past obstetrics history was noted. Maternal height and 
weight was noted and BMI calculated.  Details of labor & 
complications were documented, like fetal macrosomia, 
Cesarean section and shoulder dystocia. Diagnosed women 
with fetal weight 4.0 and more than 4.0 kg after delivery were 
TABLE – I: FREQUENCY OF MACROSOMIA WITH CESAREAN SECTION (N=184)
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DISCUSSION

Fetal macrosomia is a problem for both mother and baby. It is 
associated with several fetal and maternal complications and an 
increased incidence of mortality and morbidity. The prevalence 
of fetal macrosomia in our study was 7.3 % which is much higher 
than reported by other studies. A study from Tanzania reported 
2.3% another study from Africa 3.4%. Lower figures are 
reported from Africa probably due to lower pre pregnancy 

7weight of women. In an Australian study,  the  prevalence 
quoted was  2.2% done on cohort of pregnant women, 6.6% in 

16 17another study .The prevalence of Macrosomia is 10%  in 
America while studies done in Pakistan shows the prevalence as 

5,6,18,193-4%.
We found the greater number of women with macrosomic 
babies were delivered vaginally that was about 62% compared 
to other studies. Most of cesarean sections (CS) were done in 
emergency due to obstructed labor. The cesarean section rate 

20 was 47.6% in Saudi Arabia. The incidence of cesarean section 

2was 89% in mahinnajafian study.  The prevalence of cesarean 
21section in the study done on Pakistani women were 40.5%

While our rate was found to be 38% which is much lower than 
16others. In a study conducted in Tanzania 61% percent  of 

macrosomic babies were delivered by C/S which is higher than 
22,23reported by other studies . Shoulder dystocia remains an 

unpredictable obstetric emergency creating a lot of fear and 
anxiety in obstetrician's minds. The risk is more in women 
suffering from Diabetes mellitus and those with increasing 
gestational age. Similarly, previous studies have shown higher 

17,20,24,25rates of shoulder dystocia among birth weight >4000 g.
In our study we could not find an association of macrosomia 
with shoulder dystocia where shoulder dystocia occurred in 
13(7.1%) women delivered vaginally among macrosomic 
infants. As shoulder dystocia occurred with vaginal deliveries, 
we found caesarean section as a safer mode of delivery with 
minimum complications. There are several limitations to our 
study: The numbers of patients taken were too few to draw a 
conclusion, there was no control group and most women 

TABLE – II: FREQUENCY OF MACROSOMIA WITH SHOULDER DYSTOCIA (N=184)
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belonged to a particular area of city having, racial and ethnic 
similarities to draw a generalization about macrosomia and its 
complications.

CONCLUSION

Our study added on to the knowledge of macrosomia and its 
complications. The prevalence of macrosomia was 7.2% which 
is much higher than reported. We found a positive association 
between Caesarean section, maternal BMI, maternal age and 
fetal macrosomia. There was no increase in shoulder dystocia 
among macrosomic babies. 
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