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A five-year retrospective study of pregnant womenhospitalized at the 
Mohamed VI hospital in Marrakech was conducted to determine the 

etiology and outcome of pregnant patients with burns. Five patients 

were included and were classified according to gestational age, 

mechanism of burn, burn characteristics, and maternal and fetal 

outcome. The average age of patients was 33 years. Total body surface 

area burned averaged (TBSAB) was 27% (15-40%). Out of the five 

pregnant patients, one was in her second trimester of pregnancy (20%), 

while the remaining four were in their third trimester (80%). The 

average duration of hospitalization was 28 days. Infection was the 

primary complication observed in all five patients, with the risk of 

premature delivery being the second most common complication. Three 

of the patients underwent tocolysis to prevent premature labor, while 

one gave birth to a premature child. On the other hand, no patient 

presented a thromboembolic complication. Three patients benefited 

from a relief incision on admission. Three patients were grafted. The 

other lesions epidermis through direct healing with a tulle fatty dressing 

and Agiderm if there is a sign of infection (as silver sulfadiazine is 

prohibited for pregnant women). This protocol is daily repeated in case 

of infection. The evolution of pregnancy in our series was marked by 

the occurrence of repeated threat of premature delivery that we 

managed for four patients who gave birth at term by V/B without 

incident, except for one who gave birth by C/Sat32 weeks of 

amenorrhea. 
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Introduction:- 
Burns during pregnancy can increase the mortality and morbidity of both mother and child, presenting a unique 

management challenge. In non-developed countries, burns in women of reproductive age occur more frequently than 

among similarly aged women residing in more developed countries (1) (2) (3). Pregnant women with major burns 

are at risk of serious complications such as cardiovascular instability, respiratory distress, sepsis, renal and hepatic 

failure. In this study, we report on five cases of pregnant burn patients treated at the Mohamed VI Hospital in 

Marrakech. 
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Observation:- 
Case1: 

32years;mechanism:scalding;BSS40%. 

 

 
 

Case 2:  

35 years old; mechanism: butane flame; BSS 22%, 2nd superficial to intermediate burn; pregnancy at 33 amenorrhea 

week;Term delivery of a viable child vaginally 

 

 

 
 

ASPECT OF LESIONS AT ADMISSIONPATIENT ONE MONTH LATER, D5 POST DELIVERY. 

 

Discussion:- 
Acute burns during pregnancy are considered relatively rare. The medical care approach starts with an initial 

assessment of TBSAB. Prompt documentation of gestational age is imperative if past pregnancy history is 

unavailable. The fetus should be monitored with CTG at least every shift for all pregnant burn patients. The 
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frequency can be adapted based on the clinical situation of both mother and fetus. In case of a gestational age 

between 27 and 33 weeks, the patient should, However, if the clinical care team decides to defer immediate delivery 

for mothers with TBSAB > 50% in order to administer fetal lung maturation steroids and possibly accomplish a 

vaginal delivery, continuous fetal monitoring should be continued for the first 48 hours following the burn. 

Placement of the pregnant patient in a 15-degree left lateral tilt while supportive measures helps to prevent vena 

caval compression and may be better with a mechanical wedge (4) (5). Antimicrobial dressings are essential in the 

treatment of burns. 

 

When compared to some international studies (6) (7) (8), we find that maternal mortality in our study is much less 

(0%) than in Unsur et al. study (7) (18%) and Maghsoudi et al. study (6)(39.2%).There’s not abig variation in total 

body surface area burn:(27%) in our study ,26% in Unsur et al. (7) and 37.7% in Maghsoudi et al.(6). 

 

Fetal mortality rate in our study (0%) is much less, than the rates reported by Maghsoudi et al. (45%) and Unsur et 

al. (36%). In the largest series leaded by Mago et al on 90 third-trimester patients with burns greater than 40%, the 

fetal loss rate was 87% and the maternal death rate was 80% (9). Rezavand and Seyedzadeh, (10) reported a 75% 

fetal mortality rate for burns &gt; than50% in the third trimester in a study including 21 patients. 

 

The management of the pregnant patient with burns should involve a multidisciplinary team, including a surgeon, an 

obstetrician or gynecologist, an anesthesiologist or intensivist, and a burn specialist. Based on a limited amount of 

data from low-level evidence on the management and outcomes of pregnant burn patients, we were able to conclude 

that maternal and fetal mortality rates vary greatly, depending on TBSAB and the presence of inhalation injury, and 

may depend on early surgery. Risks are minimal when the TBSAB is less than 10% and significant when the 

TBSAB exceeds 50%. In between these extremes, maternal and perinatal outcomes depend on the quality of 

emergent care (11). When half or more of the pregnant woman’s body surface has suffered thermal injury, it seems 

prudent to accelerate delivery efforts. Urgent cesarean delivery can be accomplished in an appropriate hospital for 

the patient with a potentially viable newborn (12). 

 

Conclusion:- 
One of the drawbacks of this study is the relatively small number of patients, but due to the scarcity of cases seen 

even globally, the number is acceptable for taking a preliminary result. Because there are no large prospective 

cohort studies on the outcome of obstetric management of pregnant patients with burns, obstetric management of 

pregnant burn patients should be cautious. In all cases, measures, precautions and awareness must be increased to 

protect pregnant women from all kinds of burns, especially thermal burns. Secondary preventive measures to 

reduce burn severity by instituting prompt first-aid methods could also be taught. 

 

References:- 
1. Y. Ullmann et al. Urgent delivery, the treatment of choice in term pregnant women with extended burn injury 

Burns (1997). 

2. M.A. Akhtar et al. Burns in pregnancy: effect on maternal and fetal outcomes Burns (1994). V. Unsur et al. A 

retrospective study of 11 pregnant women with thermal injuries Eur J Obstet Gynecol Reprod Biol (1996). 

3. Cluver C, Novikova N, Hofmeyr GJ, et al. Maternal position during caesarean section for preventing maternal 

and neonatal complications. Cochrane Database Syst Rev. 2013;3:CD007623.  

4. Fields JM, Catallo K, Au AK, et al. Resuscitation of the pregnant patient: what is the effect of patient 

positioning on inferior vena cava diameter? Resuscitation. 2013;84:304–308.  

5. Magh Soudi, H., Samwia, R., Garadaghi, A. and Kianvar, H. (2006) Burns in Pregnancy. Burns, 32, 246-250. 

https://doi.org/10.1016/j.burns.2005.10.003.  

6. Unsur, V., Oztopcu, C., Atalay, C., Alpay, E. and Turhanoglu, B. (1996) A Retrospective Study of 11 Pregnant 

Women with Thermal Injuries. European Journal of Obstetrics &amp; Gynecology and Reproductive Biology, 

64, 55-60. https://doi.org/10.1016/0301-2115(95)02272-4.  

7. Edegbe F, Okani CO, Obasi AA, Ezeonu PO. TERATOMA IN A TERTIARY HOSPITAL IN SOUTH-EAST 

NIGERIA: A FIFTEENYEAR RETROSPECTIVE STUDY AT FETHA, ABAKALIKI, EBONYI STATE. 

Ann Ib Postgrad Med. 2018 Jun;16(1):69-72. PMID: 30254561; PMCID: PMC6143882.  

8. Mago V, Ahmad I, Kochhar N, et al. Burnt pregnant wives: a social stigma. Burns. 2005;31:175–177Rezavand 

N, Seyedzadeh A. Maternal and foetal outcome of burns during pregnancy in Kermanshah, Iran. Ann Burns Fire 

Di sasters. 2006;19:174–176.  

https://doi.org/10.1016/j.burns.2005.10.003
https://doi.org/10.1016/0301-2115(95)02272-4


ISSN: 2320-5407                                                                             Int. J. Adv. Res. 11(04), 690-693 

693 

 

9. M.L. Dijkerman, M.L. Breederveld-Walters, A. Pijpe, R.S. Breederveld, Management and outcome of burn 

injuries during pregnancy: A systematic review and presentation of a comprehensive guideline,Burns,Volume 

48, Issue 7,2022.  

10. Guo SS, Greenspoon JS, Kahn AM. Management of burn injuries during pregnancy. Burns. 2001;27:394–397.  

11. Ullmann et al. Urgent delivery, the treatment of choice in term pregnant women with extended burn injury 

Burns (1997).  


