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Abstract 

Aim and objective: The purpose of this study is to evaluate patients with a new diagnosis of 

Polycystic Ovarian Syndrome for hypothyroidism by measuring their serum thyroid 

stimulating hormone levels. The goal of this study is to evaluate the difference in hormone 

levels and other parameters between euthyroid and hypothyroid polycystic ovary syndrome 

patients. 

Materials and Methodology: This study was designed as an observational cross-section. 

Women over the age of puberty who presented with menstrual abnormalities for at least three 

months and/or infertility were recruited from the department of physiology, kamineni 

institute of medical sciences, Narketpally, Nalgonda clinic for our study. We started the trial 

before we had ultrasound proof of polycystic ovaries. The Institutional Ethic Committee all-

clears this study. 

Results: Student t-test and Chi-square test were used to compare Age, BMI, WHR, FBS, 

PPBS, Ovarian volume, Testosterone, and HOMA-IR between the two PCOS groups. TSH, 

Total Testosterone, and WHR were correlated using Pearson co-efficient. 

Conclusion: This hormonal discord disrupts ovarian homeostasis, which ultimately causes 

anovulation. The results of this study suggest that screening for hypothyroidism, along with 

reproductive hormone profile, should be investigated in polycystic ovary syndrome 

(PCOS)/infertile women to allow for early detection and treatment of the condition. 
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Introduction 
One of the key determinants of how a pregnancy will turn out is age. The undesirable result is 

connected to either end of the spectrum. Obstetrical and maternal medical issues increased 

with age. A woman who becomes pregnant for the first time at age 35 or older is referred to 

as an elderly primigravida 
[1]

. This has become more frequent over time in our modern 

culture, despite the fact that historically such pregnancies were thought to be high risk. 

Although pregnancy is usually seen as a natural physiological process, the risks that come 

with it are always harmful to both the mother's and the unborn child's health 
[2]

. A rise in 

women giving birth for the first time at age 35 or older is caused by advancements in assisted 

reproductive technologies, delayed marriage, and an increase in the likelihood of divorce 

followed by remarriage. This has negative effects on both the mother and the unborn child 
[3, 

4]
. 

A girl's fertility is significantly influenced by the age at which she marries and begins having 

relationships. In comparison to the girls who marry later, those who marry before the age of 



European Journal of Molecular & Clinical Medicine 

Volume 10, Issue 02, 2023 ISSN 2515-8260 

 
 
 
 
 

1296 
 

18 have more offspring. In India, 65% of teens between the ages of 17 and 19 are either 

pregnant or mothers. The number of births would reportedly fall by 20-30% if marriage were 

deferred from the age of 16 to 20-21 years. The elderly primigravida, on the other hand, is a 

woman who becomes pregnant for the first time at age 35 or older. Due to the higher risk of 

maternal and perinatal morbidity and death, pregnant women who are 35 years of age or older 

are classified as high risk 
[3]

. 

The majority of women in India finish their families by the middle of their twenties, with the 

average age of marriage being between 20 and 23 years. A rising number of women in India 

are delaying having their first child as a result of better health and education. If a lady is 35 

years of age or older, she is considered to be elderly. Age-related fertility declines as we 

become older. Maternal mortality, diabetes, spontaneous abortions, hypertensive diseases, 

trisomies and caesarean deliveries are all more common in women over 35 
[5]

. 

The risk of adverse maternal perinatal outcomes, such as postpartum haemorrhage, eclampsia, 

and cephalopelvic disproportion, as well as the risk of adverse infant outcomes, such as 

preterm birth, poor foetal growth, low birth weight, and neonatal mortality, increases with 

childbirth at a young (i.e., less than 19 years old) or advanced maternal age (i.e., 35 years 

old). 

 

Methodology 

Hospital-based prospective observational study. Elderly primigravidae who are admitted to 

the three maternity hospitals under Department of Obstetrics & Gynaecology, Modern 

Government Maternity Hospital, Osmania Medical College, Hyderabad, Telangana, India, 

were eligible to participate in the study. This study was conducted between October 2020 and 

October 2022. 

 

Inclusion criteria 

1. Primigravidae. 

2. Age 35 years and above. 

3. Given written consent. 

 

Exclusion criteria 

1. Multigravidae. 

2. Aged less than 35 years. 

3. Not given written consent. 

 

Sample size 

Assuming the proportion of low-weight babies as 71% (36), with 20% relative precision, and 

15% non-response rate, the required sample size for the study was 50. 

 

Results 

The total sample size of the patients in this study was 50and the distribution of socio- 

demographic and clinical characteristics of the patients are shown the following tables. 
Table 1: Distribution of age (N=50) 

 

Age in years N % 

35-36 years 27 54.0 

37-38 years 21 42.0 

≥39 years 2 4.0 

Total 50 100 

 

The distribution of age of the patients is shown in Table 1. The mean (SD) age of the 

participants was 37.5 (2.1) years. There were 42% of the patients belonged to the age 

category 37-38 years, and 54% aged 35-36 years and 4% aged above 39 years. 
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Table 2: Distribution of education (N=50) 
 

Education N % 

10
th
std 8 16.0 

11-12 15 30.0 

Graduate 20 40.0 

Postgraduate 7 14.0 

Total 50 100 

 

Nearly 40% were graduated, 30% were educated upto 12
th

 class and 14% were post 

graduates. 

 
Table 3: Distribution of religion (N=50) 

 

Religion N % 

Hindu 23 46.0 

Muslim 17 34.0 

Christian 6 12.0 

Others 4 8.0 

Total 50 100 

 

About 46% were Hindus, 34% were Muslims, 12% were Christians and 8% were others. 

 
Table 4: Distribution of Socio Economic Status (SES) (N=50) 

 

SES N % 

Low 5 10.0 

Lower middle 23 46.0 

Upper middle 16 32.0 

Upper 6 12.0 

Total 50 100 

 

10% belonged to low social class, 46% lower middle class and 32% were upper middle class. 

 
Table 5: Distribution of occupation (N=50) 

 

Occupation N % 

Working 38 76.0 

Not working 12 24.0 

Total 50 100 

 

76% were working and 24% were not working. 
Table 6: Distribution of conception (N=50) 

 

Conception N % 

Spontaneous 34 68.0 

ART 16 32.0 

Total 50 100 

 

68% conceived spontaneously and 32% conceived using Assisted Reproductive Techniques 

(ART). 

 
Table 7: Distribution of gestation (N=50) 

 

Gestation N % 

Singleton 40 80.0 

Multifetal 10 20.0 

Total 50 100 



European Journal of Molecular & Clinical Medicine 

Volume 10, Issue 02, 2023 ISSN 2515-8260 

 
 
 
 
 

1298 
 

 

There were 80% singleton gestation and 20% were multifetal. 

 
Table 8: Distribution of gestational age (N=50) 

 

Gestational age N % 

Very preterm 1 2.0 

Moderate preterm 2 4.0 

Late preterm 5 10.0 

Early term 17 34.0 

Full term 22 44.0 

Late term 3 6.0 

Post term 0 0 

 

The distribution of the gestational age of the patients is shown in Table 8. About 2% 

belonged to very preterm (less than 32 weeks), 4% belonged to moderate preterm (32 to 34 

weeks), 10% belonged late preterm (34 to 36 weeks), 34% belonged Early term (37 to 38 

weeks), 44% belonged to Full term (39 to 40 weeks), 6% belonged to Late term (41 to 42 

weeks), 0% belonged to Post term (greater than 42 weeks nil). 

 
Table 9: Distribution of co-morbidities (N=50) 

 

Co-morbidities N % 

Nil 26 52.0 

Hypothyroidism 9 18.0 

Gestational Diabetes Mellitus (GDM) 7 14.0 

Hypertensive disorder of pregnancy 5 10.0 

Others 3 6.0 

Total 50 100 

 

18% reported hypothyroidism, 14% reported GDM and 10% reported hypertensive disorder. 

 
Table 10: Distribution of liquor (N=50) 

 

Liquor N % 

Normal [AFI-5 to - 2 to 8 25cm/SDVPcm] 39 78.0 

Oligohydramnios [AFI<5cm/SDVP<2cm] 6 12.0 

Polyhydramnios [AFI>25cm, SDVP>8cm] 5 10.0 

Total 50 100 

 
Table 11: Distribution of mode of onset of labour (N=50) 

 

Onset of labour N % 

Spontaneous 34 68.0 

Induced 16 32.0 

Total 50 100 

 

About 68% had spontaneous onset of labour and 32% had induced labour. 

 
Table 12: Distribution of NST (N=50) 

 

NST N % 

Reassuring 34 68.0 

Non-reassuring 16 32.0 

Total 50 100 

 

About 68% had reassuring NST and 32% had non-reassuring NST. 
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Table 13: Distribution of colour of amniotic fluid (N=50) 
 

Colour of amniotic fluid N % 

Clear 32 64.0 

Grade 1 Meconium Stained Liquor 16 32.0 

Grade 2 Meconium Stained Liquor 2 4.0 

Grade 3 Meconium Stained Liquor 0 0 

Total 50 100 

 

About 64% had clear amniotic fluid, 32% had grade 1 MSL and 4% had grade 2 MSL. 

 
Table 14: Distribution of mode of delivery (N=50) 

 

Mode of delivery N % 

Vaginal 18 36.0 

Vaginal instrumental 16 32.0 

LSCS 16 32.0 

Total 50 100 

 

About 32% underwent vaginal instrumental mode of delivery, 36% underwent vaginal mode 

of delivery and 32% had Lower Segment Caesarean Section. 

 
Table 15: Distribution of indications for LSCS (n=16) 

 

Indications for LSCS N % 

Fetal distress 8 50.0 

CPD/contracted pelvis 5 31.3 

Malpresentations-Malposition 2 12.5 

Non progression of labour 1 6.2 

Total 16 100 

 

About 50% underwent LSCS due to fetal distress, about 31.3% underwent LSCS due to 

Cephalo-pelvic disproportion (CPD)/contracted pelvis, about 12.5% underwent LSCS due to 

Malpresentations-Malposition and about 6.2% underwent LSCS due to Non progression of 

labour. 

 
Table 16: Distribution of birth weight (N=60) 

 

Birth weight N % 

<2kg 4 6.7 

2-2.5kg 7 11.7 

2.5-3kg 29 48.4 

>3kg 12 20.0 

Total 60 100 

 

About 6.7% delivered a baby between the weights less than 2kg, 11.7% delivered a baby 

between the weight less than 2-2.5kg, 48.4% delivered a baby between the weight 2.5 to 3kg 

and 20% had a baby above 3 kgs. 

 
Table 17: Distribution of APGAR @ 1 minute score (N=50) 

 

APGAR Score N % 

<7/10 19 37.5 

>7/10 31 62.5 

Total 50 100 

 

About 63% had APGAR @1 minute score more than 7 and 37% had APGAR @ 1 minute 

score below 7. 
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Table 18: Distribution of APGAR at 5 minutes score (N=50) 

 

APGAR Score at 5min N % 

<7/10 10 20.0 

>7/10 40 80.0 

Total 50 100 

 

About 80% had APGAR @ 5 minutes score more than 7 and 20% had APGAR @ 5 minutes 

score below 7. 

 
Table 19: Distribution of Neonatal Intensive Care Unit (NICU) admission (N=60) 

 

NICU admission N % 

Yes 34 56.7 

No 26 43.3 

Total 60 100 

 

About 57% admitted to neonatal intensive care units and the rest not admitted in NICU. 

 
Table 20: Distribution of reasons for NICU admission (N=34) 

 

Reason for NICU admissions N % 

Low birth weight 18 52.9 

Respiratory distress syndrome (RDS) 12 35.3 

Meconium Stained Amniotic Fluid (MSAF) 4 11.8 

Total 34 100 

 

The main reason for NICU admission was low birth weight, followed by RDS and MSAF. 

 
Table 21: Distribution of reasons for Neonatal Morbidity/Mortality (N=9) 

 

Neonatal morbidity/mortality N % 

Meconium aspiration 4 44.4 

Neonatal sepsis 3 33.3 

Sudden infant death syndrome 2 22.2 

Total 9 100 

 

The reason for neonatal morbidity was meconium aspiration (44.4%) followed by neonatal 

sepsis (33.3%) and sudden infant death syndrome (22.2%). 
Table 22: Association of maternal age with maternal outcome: mode of delivery (N=50) 

 

Age Total 

Mode of delivery 

P value 
Vaginal n (%) 

Vaginal instrumental 

n (%) 
LSCS n (%) 

35-36 years 27 8 (29.6) 12 (44.4) 7 (25.9) 

0.089 37-38 years 21 10 (47.6) 4 (19.1) 7 (33.3) 

≥39 years 2 0 0 2 (100.0) 

About 44% in the age group 35-36 had vaginal instrumental delivery and 100% in the age 

group>39 had LSCS. Age of the mother was not significantly associated with mode of 

delivery (p=0.089). 
Table 23: Association of conception with maternal outcome: Mode of delivery (N=50) 

 

Conception Total 

Mode of delivery 

P value Vaginal 

n (%) 

Vaginal instrumental 

n (%) 

LSCS 

n (%) 

Spontaneous 34 13 (38.2) 13 (38.2) 8 (23.5) 
0.148 

ART 16 5 (31.2) 3 (18.8) 8 (50.0) 



European Journal of Molecular & Clinical Medicine 

Volume 10, Issue 02, 2023 ISSN 2515-8260 

 
 
 
 
 

1301 
 

 

There was no significant association with conception and mode of delivery (p>0.05). 

 
Table 24: Association of gestational age and mode of delivery (N=50) 

 

Gestational age Total 

Mode of delivery 

P value Vaginal 

n (%) 

Vaginal instrumental 

n (%) 

LSCS 

n (%) 

Very preterm 1 0 0 1 (100) 

0.388 

Moderate preterm 2 0 0 2 (100) 

Late preterm 5 2 (40.0) 1 (20.0) 2 (40.00 

Early term 17 8 (47.1) 4 (23.5) 5 (29.4) 

Full term 22 7 (31.8) 9 (40.9) 6 (27.3) 

Late term 3 1 (33.3) 2 (66.7) 0 

 

There was no statistical association with gestational age and mode of delivery (p>0.05). 

 
Table 25: Association of Co-morbidities with maternal outcome: mode of delivery (N=50) 

 

Co-morbidities Total 

Mode of delivery 

P value Vaginal 

n (%) 

Vaginal instrumental 

n (%) 

LSCS 

n (%) 

Nil 1 10 (38.5) 5 (19.2) 11 (42.3) 

0.207 
Hypothyroidism 9 2 (22.2) 6 (66.7) 1 (11.1) 

GDM 7 3 (42.9) 2 (28.6) 2 (28.6) 

Hypertensive disorder 5 3 (60.0) 1 (20.0) 1 (20.0) 

Others 3 0 2 (66.7) 1 (33.3)  

 

There was a significant association with Co-morbidities and mode of delivery (p=0.018). 

 
Table 26: Association of gestation with maternal outcome: mode of delivery (N=50) 

 

Gestation Total 

Mode of delivery 

P value Vaginal 

n (%) 

Vaginal instrumental 

n (%) 

LSCS 

n (%) 

Singleton 40 14 (35.0) 14 (35.0) 12 (30.0) 
0.648 

Multifetal 29 4 (40.0) 2 (20.0) 4 (40.0) 

 

There was no significant association with gestation and mode of delivery (p>0.05). 

 
Table 27: Association of maternal age with neonataloutcome (neonatal mortality/morbidity) (N=50) 

 

Age Total 
Neonatal morbidity/mortality 

P value 
Yes No 

35-36 years 27 1 (3.7) 26 (96.3) 

0.014 37-38 years 21 7 (33.3) 14 (66.7) 

≥39 years 2 1 (50.0) 1 (50.0) 

 

Age of the mother was significantly associated with neonatal morbidity/mortality (p=0.014). 

 
Table 28: Association of gestational age with neonataloutcome (neonatal mortality/morbidity) (N=50) 

 

Gestational age Total 
Neonatal morbidity/mortality Neonatal 

mortality Yes No 

Very preterm 1 0 1 (100) 

0.042 
Moderate preterm 2 2 (100) 0 

Late preterm 5 3 (60.0) 2 (40.0) 

Early term 17 12 (70.6) 5 (29.4) 
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Full term 22 21 (95.5) 1 (4.6) 

Late term 3 3 (100) 0 

 

There was a statistical association with gestational age and neonatal morbidity/mortality 

(p<0.05). 

 
Table 29: Association of co-morbidities with Neonatal morbidity/mortality (N=50) 

 

Co-morbidities Total 
Neonatal morbidity /mortality 

Neonatal mortality 
Yes No 

Nil 26 8 (30.8) 18 (69.2) 

0.133 

Hypothyroidism 9 0 9 (100.0) 

GDM 7 0 7 (100.0) 

Hypertensive disorder 5 1 (20.0) 4 (80.0) 

Others 3 0 3 (100.0) 

 

There was no significant association with co-morbidities and neonatal morbidity /mortality 

(p=0.133). 

 
Table 30: Association of conception and Neonatal morbidity/mortality (N=50) 

 

Conception Total 
Neonatal morbidity and mortality 

P value 
Yes No 

Spontaneous 34 1 (2.9) 33 (97.1) 
<0.001 

ART 16 8 (50.0) 8 (50.0) 

 

There was a significant association with conception and neonatal morbidity/mortality 

(p<0.05). 

 
Table 31: Association of gestation with Neonatal morbidity/mortality (N=50) 

 

Gestation Total 
Neonatal morbidity and mortality 

P value 
Yes No 

Singleton 40 2 (5.0) 38 (95.0) 
<0.001 

Multifetal 29 7 (70.0) 3 (30.0) 

 

There was a significant association between gestation and neonatal morbidity/mortality 

(p<0.05). 

 
Table 32: Association of mode of delivery and Neonatal morbidity/mortality (N=50) 

 

Mode of delivery Total 
Neonatal morbidity and mortality 

P value 
Yes No 

Vaginal 18 3 (16.7) 15(83.3) 
 

0.644 
Vaginal instrumental 16 2 (12.5) 14 (87.5) 

LSCS 16 4 (25.0) 12 (75.0) 

 

There was no significant association between the mode of delivery and neonatal morbidity / 

mortality (p>0.05). 

 

Discussion 

 

The foetomaternal outcome refers to the health and well-being of a mother and her newborn 

after delivery. It is one of the most important aspects of prenatal care, as it can affect a 

newborns’ health and future quality of life. Foetal and maternal mortality is still a major 

problem in many countries today, with the World Health Organisation reporting 

approximately 303,000 deaths from pregnancy or childbirth in 2015. This number represents 



European Journal of Molecular & Clinical Medicine 

Volume 10, Issue 02, 2023 ISSN 2515-8260 

 
 
 
 
 

1303 
 

an average of 7 deaths per 100,000 births worldwide, though the actual mortality rate varies 

widely between countries. 

The rates of foetal and maternal mortality around the world have decreased significantly since 

first being recorded. However, many developing countries are still struggling with high rates 

of these deaths, which can have devastating effects on families as well as local health care 

systems. Steps have been taken to improve the health of mothers and newborns, but much 

more needs to be done to reduce mortality rates and to ensure that the millions of women who 

give birth each year are able to deliver safely and enjoy the full benefits of motherhood. 

Foetomaternity refers to the relationship between mother and baby during pregnancy and the 

postnatal period. There are many factors that can affect the mother-baby relationship, 

including socioeconomic status, access to medical care, and cultural attitudes towards women 

and families. Unfortunately, these factors can vary widely from country to country. One study 

found that maternal and neonatal death rates were highest in the sub-Saharan African region, 

followed by South Asia and Southeast Asia. 

According to the results of the current study, bout 68% had reassuring NST and 32% had 

non-reassuring NST. These results are comparable to those of the research done by 

Rademaker et al. 
[6]

 and Jeong et al. 
[7]

. Surprisingly, our research delivered no babies with 

asphyxia. The main reason for NICU admission was low birth weight, followed by RDS and 

MSAF. The reason for neonatal mortality/morbidity was meconium aspiration (44.4%) 

followed by neonatal sepsis (33.3%). These outcomes and Pandit H et al. 
[8]

 research have a 

good correlation. Foetal distress (50%), CPD/Contacted pelvis (31.3%), 

malpresentations/malpositions (12.5%) and labour that failed to progress (6.2%) were the top 

reasons for LSCS. According to a research by James D. et al., foetal discomfort caused 

roughly 51% of caesarean sections in their study 
[9]

, which is almost similar to the current 

study findings. The majority of the infants were born with normal body weights, and about 

two thirds of the babies had APGAR ratings more than 7. About 57% admitted to neonatal 

intensive care units in the current research. In a different research by Manning FA et al., the 

rate of NICU admissions was low 
[10]

, which was reported the incidence as 43% 
[10, 11]

. This 

difference might be due to the study setting. The main causes of NICU admissions were low 

birth weight, RDS and MSAF with fetal distress. These findings were similar to the studies 

by Bachhav AA et al., 
[11]

 and La-Orpipat et al., 
[12]

 Bhagat M et al., 
[13]

 and Figueroa, L et 

al., 
[14] 

also showed no correlation between cord blood PH and five-minute Apgar score, 

although there was a significant link between low birth weight newborns and borderline 

isolated oligohydramnios. Shrem G et al., 
[15] 

found that higher rates of an APGAR score <7 

at 1 and 5 min with higher admissions to the NICU. 

About18% of the babies in the current research reported having any neonatal morbidity. The 

documented morbidities included newborn sepsis and meconium aspiration. Our findings 

concur with those of investigations done by Simonsen KA. et al., 
[16] 

and Bachhav AA et al., 
[11]

 Baljon et al., 
[17]

 and Atuoye et al., 
[18]

 in their studies observed that the NICU admissions 

were higher in borderline AFI group. In our study, the mode of delivery was substantially 

correlated with the mother's age and AFI. An AFI of 5 was linked to new-born NICU 

hospitalizations in different research 
[19]

. 

 

Maternal or neonatal outcomes Current study Comparison study 

LSCS 32% Annet T et al., 68% 

  Ojule JD et al., 58% 

  Naqvi MM et al., 30.8% 

  Pradhan K et al., 29.5% 

  Sailakshmi MP et al., 56% 

  Basa A et al., 46% 

  Behra K et al., 60% 

Fetal distress 50% James et al., 51% 

  Pradhan K et al., 33% 

Low birth weight 30% Basa A et al., 24% 
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  Behra K et al., 47% 

NICU admission 57% Manning et al., 43% 

Neonatal death 15% Basa A et al., 14% 

  Pradhan K et al., 5.6% 

  Sailakshmi MP et al., 4% 

 

According to the results of our investigation, newborn morbidities and the kind of amniotic 

fluid were substantially correlated. Research has demonstrated that the kind and amount of 

amniotic fluid has a major impact on the perinatal outcome 
[20]

. The amniotic fluid's 

composition determines the foetal tolerance during labour and changes to it are linked to a 

higher risk of meconium-stained amniotic fluid and irregular cardiac rhythms. Amniotic fluid 

index was investigated by Phelan et al., throughout pregnancy, and they came to the 

conclusion that it was beneficial in assessing foetal monitoring throughout pregnancy 
[21-22]

. 

Neonatal morbidities were strongly correlated with delivery method. Additionally, it has been 

observed that the related morbidities did not result in newborn fatalities but rather were 

transient. 

 

Conclusion 

 

Pregnancies in older primigravida still have a significant risk of complications. In our study, 

the majority of women gave birth at term without suffering any negative maternal or neonatal 

outcomes. However, as individuals get older, they are more likely to experience obstetric 

problems and other ageing-related medical issues. The high caesarean rates, whether due to 

obstetric indications or taking age into consideration as an indication, ought to be evaluated. 

Patients should be certain that overall mother and foetal outcomes are good with frequent 

prenatal, ANC, availability of emergency obstetric care and experienced professionals during 

labour, despite the fact that the probability of problems rises with age in pregnant women. 
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