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INTRODUCTION 

Acute Respiratory Distress Syndrome is an acute form of non-cardiogenic respiratory failure 

that often occurs in previously healthy individuals who have sustained severe physiological 

insult that is pulmonary or non-pulmonary in origin.
(1)

 It is rarely encountered in association 

with pregnancy, but with decline in other causes in maternal death, it is an increasingly 

important cause of mortality in obstetric patients.
(2)

 

The main causes in pregnancy are hemorrhage, infection and toxemia and most deaths 

occur due to multi-organ failure.
(3)

 Crucial management issues include support of maternal 

oxygenation and cardiac output, myriad interactions between the pulmonary process and its 

treatment, with maternal and fetal physiology and decision making regarding delivery.
(2)

 For 

the patient requiring ante partum intubation for ARDS, except at a very early gestational age 

or when pyelonephritis or varicella pneumonia is the cause of respiratory compromise, 

delivery will likely be required for maternal or/and fetal indications, and an early decision 

for delivery may be beneficial. Postpartum management is similar to treatment of the non 

pregnant patient with ARDS, with aggressive attention to potential surgically correctable 

causes for infection.  Maternal mortality rates are affected little by duration of intubation, 

and therefore prolonged mechanical ventilation is justified and appropriate for mothers 

with ARDS.
(2)

  

The following case report was made based on hospital records and verbal autopsy as the 

death was reported in rural field practice area of Department of Community Medicine, 

SGRD Medical College. 

 

CASE REPORT 

A 22 yrs pregnant female with an obstetric history of gravida three, para one, abortion one 

and live issue one presented to SGRD Medical College and Hospital on 19/08/2010 with 

amenorrhea for 38 weeks, fever, cough, dyspnoea and pain abdomen since last 4-5 days. 

Ten days earlier she had developed pain abdomen and leaking per vaginum. She was 
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examined by a dai and a pharmacist, according to whom the pains were judged to be false 

labor pains and she was given some pain killers and injections by the pharmacist for the 

pains to subside.  Mild pains still persisted but the patient did not bother as she was assured 

by the dai that still ten days are left for the delivery to occur. Five days later the patient 

developed high grade fever, and later on cough and dyspnoea even on rest. She was taken 

to a local RMP and was nebulized regularly with salbutamol as told by him when 

interviewed for verbal autopsy. When the condition was out of control he referred the 

patient to SGRD hospital in an unconscious state and labored respiration.  

When brought to the hospital following findings were recorded (from previous records as on 

date 17/8/2010): weight-47 kg , temperature-103 degree F, pulse-104/min, BP- 70/50 mm 

Hg, Respiratory Rate- 58/min, Hb- 10.2 gm%, TLC=10,800/cu mm, Blood sugar- 84 mg%, 

Blood urea=46 mg%, Serum creatinine- 1.2mg%, platelet- 1.5 lac/cu mm, PTI control-14 sec, 

Test-15 sec and index was 93.3%. Basal coarse crepts could be heard on auscultation of the 

chest and had mild pedal edema. No investigations were done in the hospital as patients 

attendants’ refused to get them done because of financial crunch.  

Examination of the baby showed a fundal height that correlated with mother’s dates, 

cephalic presentation and non-audible heart beat. Within half an hour of reaching the 

hospital she had an episode of generalized tonic clonic seizures and later went into 

respiratory failure. Patient was immediately put on ventilator support. Later patient 

developed ventricular tachycardia and then a DC shock of 200J was given to revert back to 

sinus rhythm but still tachycardia persisted (HR-122/min). 

As the fetus was already dead a normal vaginal delivery was planned but when trial given 

sudden cardiac arrest occurred and immediately DC shock was given to revert backs the 

patient. Later to cut short the second stage of labor and due to poor bearing down effort 

after right medio-lateral episiotomy outlet forceps were applied. She delivered a dead male 

baby weighing 3kg. After being on ventilator support, and broad spectrum antibiotics and 

ionotropic drugs for three days, the relatives got the patient discharged on request. The 

diagnosis made at the end was term pregnancy with premature rupture of membranes with 

ARDS with intrauterine death of the fetus.  

When we visited the house we came to know that she died on way back home on 

21/8/2010. When her mother in law was interviewed she told that patient was married for 

last five years, had formal education up to 8
th

 standard and a live daughter who was 4 years 

old. She had complete ante-natal checkup and ultrasonography was performed twice (at 20 

weeks and 34 weeks) during her gestational period. She had received two doses of tetanus 

toxoid and had consumed iron folic acid tablets regularly. The above information was 

confirmed from the records present. She went to her paternal house to get the delivery 

done as it is a ritual and according to the mother in law the patient was hail and hearty 

before she left. There about 10 days before her death she had pains and on examination the 

membranes were accidently ruptured by the dai. Because of financial constraints and 

unawareness the parents of the pregnant mother did not take her to the hospital instead 

got treatment from the local practitioner.  We paid second visit to the house after six 

months of death and we found that her husband got remarried to a girl who was seventeen 

years old and her daughter was adopted by her elder brother-in-law as his wife was unable 

to bear a child even after seven years of marriage. 
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DISCUSSION 

This report draws attention to the threat caused by dai handled pregnant women in rural 

areas and also to the delay in seeking treatment. In this case mother died just because of 

ignorance and delay in seeking treatment and even when she started receiving treatment 

she was removed from ventilator support on request of the family and main reason for this 

was limited financial resources as it is documented that prolonged ventilator support is 

warranted in patients with ARDS. The main treatment for ARDS is prolonged mechanical 

ventilation but it could not be continued in the present case just because of shortage of 

funds.  

Incidence of ARDS was reported to be 1 per 2893 deliveries occurring primarily in third 

trimester in a study conducted at Memphis. The causes were infections, 

preeclampsia/eclampsia, hemorrhage, thrombotic thrombocytopenic purpura and smoke 

inhalation. Maternal mortality was 44% among mothers suffering from ARDS and all the 

deaths occurred due to multi organ failure.
(3)

 In a similar study done in San Diego reported 

maternal mortality associated with ARDS to be 39.3%. Among the six infants delivered 

because of fetal heart rate abnormalities, one died and at least three had evidence of 

asphyxia.
(4)

   

Because of the paucity of information on causes and circumstances surrounding the 

maternal death verbal autopsy was performed for this case and it was used to reconstruct 

the course of illness and for assigning a probable cause of death.  
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