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Summary

A teenage mother is more likely to drop out of high school, affect employment and social
class, increased risk for preterm delivery and low birth weight, less likely to receive prenatal
care. Advanced maternal age associated with increased risks of birth defects, low birth
weight, increase rate of caesarean section, gestational diabetes, preeclampsia.

The objective of the study is to identify obstetric and perinatal outcomes among teeagers and
old pregnant women (older than 35 years) in a sample of maternity hospitals in Baghdad,
2016.

A comparative cross-sectional study, carried out in three hospitals during the period of 15th
of March 2016-15th of June 2016.

A convenient sample of pregnant women admitted for delivery were included. The pregnant
women were divided into three groups: group A represents 120 pregnant women aged below
20 years(teenage pregnant), group B represents 120 pregnant women aged 20-34 years (low
risk pregnancy) and group C represents 92 pregnant women aged 35+ years ( advanced age
pregnant).In a comparison between group A and B; group A had higher proportion of
participants that visited clinics for 1% time in the 1% trimester (62.5%) emergency type of
Cesarean section (62.9%), fetal distress, contracted pelvis and obstructed labor than group B.
In a comparison between group C and B; group C had higher proportion of participants who
had one or two visits, Hypertensive disorders of pregnancy, medical disorders fetal distress
than group B. No association found between antepartum hemorrhage, postpartum
hemorrhage, premature delivery, still birth and neonatal care admission anemia, and maternal
age.

In conclusion adolescent mothers tend to visit antenatal care (both public and private) more
than and at early stage of pregnancy. Women aged 35 year or more had delayed antenatal
care and less numbers of visits and a higher proportion of complications during pregnancy
like hypertension disorder of pregnancy, medical disorders and caesarean section.
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Introduction

Teenage pregnancy

Definition

Teenage pregnancy is defined as a teenage girl, usually within the age of 13-19, becoming
pregnant. The term in every day speech usually refers to girls who have not reached legal
adulthood (which varies across the world) who become pregnant. (-:2),

Causes of Teen Pregnancy:

I. Culture: Rates of teenage pregnancies are higher in societies where it is traditional for girls
to marry at young age and where they are encouraged to bear children so soon as they are
able like in some sub-Saharan African countries. ® Early marriage and pregnancy is more
common in traditional rural communities than in cities ). Economic incentives also influence
the decision to have children, in societies where children are sent to work at an early age, it is
economically attractive to have many children ®. In societies where adolescent marriage is
less common, such as many developed countries, sex at young age and lack of use of
contraceptive method may be factors in teen pregnancy, although these countries provide
comprehensive and balanced information about sexuality €2,

I1. Socioeconomic factors: Child bearing during the teen years is both a result and a cause of
poverty. The socioeconomic factors that put teenagers at risk of childbearing will make teen
parents continue to live in poverty. Those are teens with less education, members of racial
and ethnic minority groups and those who live in communities with high rates of both
poverty and non-marital births ©).

I11. Other family member: Teen pregnancy and motherhood can influence younger siblings.
The younger sisters and brothers of teen mother are less likely to emphasize the importance
of education and employment and more likely to accept parenting and marriage at younger
ages. 10

IV. Early puberty: Historical data from USA and several European countries show a clear
secular trend, with age at menarche declining at a rate of 2-3 months per decade since the 19t
century, resulting in overall declines of about 3 years %, The decline in the age of menarche
is attributed mostly to improved health and nutrition @2,

V. Sexuality: In most countries, most men experience sexual intercourse for the first time
before the 20" birthday . Men in western developed countries have first time sex sooner
than in undeveloped and culturally conservative countries such as Sub-Saharan Africa and
much of Asia ). The Youth Risk Behavior Study (YRBS) suggested that almost one half of
the US high school students have had sexual intercourse before the age of 13 years @9,

VI Role of drug and alcohol use: The drugs with the strongest evidence linking them to
teenage pregnancy are alcohol, cannabis and other substituted amphetamines. The drugs with
least evidence to support a link to pregnancy is opioids, such as heroin, morphine, and
oxycodone, that significantly reduced libido. © 1517

VII Lack of contraception: Although knowledge and use of contraception has been increasing
globally, many teenagers have inadequate protection against pregnancy and contraception use
among teenagers is still very low. For example, in 2005, only 51.8% teenagers consistently
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use contraception in Italy @8, This may be related to lack of knowledge of, or access to,
conventional methods of preventing pregnancy %20, More than 80% of teen pregnancies are
unintended Y. Over half of unintended pregnancies were to women not using contraceptives
(22) most of the rest are due to inconsistent or incorrect use 1),

VIl Age gap in relationship: Teenage girls in relationships with older males, are more likely
to become pregnant than those in relationship with boys of their own age 4. They are also
more likely to carry their baby to term rather than have abortions ().

IX Sexual abuse: Multiple studies have indicated a strong link between early childhood
sexual abuse and subsequent teenage pregnancy in industrialized countries. Up to 70% of

women who gave birth in their teens were molested as young girls or coerced by older males,
(26-29)

X Personal characteristics: Associated personal characteristics include behavioral problems,
depression, low self—esteem, and poor self-control. Intimate partner violence (IPV) and past
episodes of sexual abuse are also determinants (30:31),

X1 Childhood environment: Women exposed to abuse, domestic violence, family strife in
childhood, and family dysfunction are more likely to become pregnant as teenagers, and the
risk of becoming pregnant as a teenager increase with the number of adverse childhood
experiences (¢-37),

X1l Media influence: Adolescents who were more exposed to sexuality in the media were
also more likely to engage in sexual activity themselves .

Prevalence:

Worldwide, about 16 million adolescent girls aged 15-19 give birth each year, roughly
11% of all births worldwide. Almost 95% of these births occur in developing countries ©8),
They range from about 2% in china to 18% in Latin America and the Caribbean . Half of all
adolescent births occur in just seven countries: Bangladesh, Brazil, the Democratic Republic
of Congo, Ethiopia, Nigeria, India and the United States. ®% Among developed countries, the
United States, United Kingdom and New Zealand have the highest level of teenage
pregnancy, while Japan and South Korea have the lowest in 2001¢0).,

Approximately 15 million girls under the age of 20 in the world have a child each
year. Estimates revealed that 20-60% of these pregnancies in developing countries are
mistimed and un-wanted ),

Around 13 million children are born to women aged under 20 worldwide; more than
90% in the developing countries. Complications of pregnancy and child birth are the leading
cause of mortality among women aged 15-19 in such area 9,

Sub — Saharan Africa: The highest rate of teenage pregnancy in the world is in Sub-Saharan
Africa, where women tend to marry at an early age “2. In Niger, for example, 87% of women
surveyed were married and 53% had given birth to a child before the age of 18 ©

India: In the Indian subcontinent, early marriages sometimes result in adolescent pregnancy,
particularly in rural regions where the rate is much higher than in urbanized area. Latest data
suggests that teen pregnancy in India is high with 62 pregnant teens out of every 1,000
women *3),

Asia: The rates of early marriage and pregnancy in some Asian countries are high ). The
rates have decreased sharply in Indonesia and Malaysia. However, in industrialized Asian
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nations such as South Korea and Singapore, teenage birth rates remain among the lowest in
the world ®.

United Kingdom: The teen pregnancy rate in England and Wales was 23.3 per 1,000 women
aged 15 to 17. There were 5,740 pregnancies in girls aged under 18 in April to June 2014.
Historically, the UK has had one of the highest teenage pregnancy and abortion rates in
Western Europe.

Over the last decade, there is a huge decline in the number of babies born to teenage mothers,
in part due to the improvements in contraception advice and services for younger women,

with a straightforward access to abortion services when their chosen method lets them down
(44).

United State: The teenage birth rate in United States is the highest in developed world, and
the teenage abortion rate is also high ®. In 2005, the majority (57%) of teen pregnancies in
the US resulted in a live birth, 27% ended in an induced abortion, and 16% in a fetal loss ).,
The teenage pregnancy rate decreased significantly in 1990; this decline manifested across all
racial groups, although teenagers of African — American and Hispanic descent retain a higher
rate, in comparison to that of European — Americans. About 25% of the decline was
attributed to abstinence and 75% to the effective use of contraceptives “6),

Australia: In 2013, the birth rate among teenage women in Australia was 14.6 births per
1,000 women; the rate has fallen from 55.5 birth per 1,000 women in 1971 probably due to
ease of access to effective contraception, rather than any decrease in sexual activity 47,
Canada: The Canadian teenage birth has also trended to bards steady decline for both 15-17
and older 18-19 teens in the period between 1992 and 2002 “8). However, teen pregnancy has
been on the rise since 2013 “9),

Arab area: The reproductive pattern in the kingdom of Saudi Arabia is characterized by
pregnancy starting at an early age, high fertility throughout the reproductive span, low
educational attainment of the mother and poor coverage antenatal services. ®9 The kingdom
of Saudi Arabia is one the countries where family planning is not usually practiced, resulting
in high birth rate. The total teenaged deliveries at the Riyadh Armed Forces Hospital
(RAFH), Riyadh- kingdom of Saudi Arabia have increased steadily from 1377 deliveries in
1977 compared to 7860 deliveries in 1999. 69 In Kuwait 8.4% of all women giving birth in
hospitals were teenager. 2

Teenage pregnancy in Irag was increasing from 38 per 1,000 women ages 15-19 years
in 2011 to 80 per 1,000 women aged 15 -19 years in 2014. ®3one in seven girls in the Arab
region marry before her 18" birthday, the highest rate of child marriage is found in the
poorest countries such as Yemen, Sudan and Somalia. ¢4
Effects:

Pregnancies among girls less than 18 years of age have irreparable consequences, it
violates the rights of girls, with life-threatening consequences in term of sexual and
reproductive health, and poses high development costs for communities, particularly in
perpetuating the cycle of poverty ©9).
|. Mother:

1. A teen mother is more likely to drop out of high school ), however studies have found
that many of these mothers had already dropped out of school before becoming pregnant but
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those in school at the time of their pregnancy were as likely to graduate as their peers ©7),

Women who gave birth teens completed secondary — level schooling 10-12% as often and

pursued post — secondary education, 14-29% as often as women who waited until age 3008,

2. Young motherhood in an industrialized country can affect employment and social class.

Less than one third of teenage mothers receive any form of child support, vastly increase the

likelihood of turning to the government for assistance ©9. A study of 100 teenage mothers in

the UK found that only 11% were unemployed €9,

3. Adolescent motherhood can have an increase in the risk of mental health problems,

including depression that reduces the ability to form attachments, interferes with attentiveness

and nurturing, and results in disengagement from the child Y. Stress can also take a roll on a

teen mother and her children — physically, mentally and emotionally. For example, one study

found that high levels of hormones produced when under stress were associated with lower

fetal weight (3. Teenage women who are pregnant are seven times more likely to commit

suicide than other teenagers ©2).

4. Nearly 1 in 4 teen mothers will experience another pregnancy within two years of having

first 64, Many teen parents do not have the intellectual or emotional maturity that is needed

to provide for another life. Often, these pregnancies are hidden for mothers resulting in a lack

of adequate prenatal care and dangerous outcomes for babies (6%,

5. About 5% of all teen mothers reported that they were homeless at the time they gave

birth ©6), In New York, over 1,252 teens with 694 children sought shelter in a facility for

runaway and homeless youth in 2005 7).,

I1. Child:

1- The children of teen mothers are more likely to be born prematurely with a low birth

weight, predisposing them to many other lifelong conditions (8,

2- Children of teen mother are at higher risk of intellectual, language, and socio-emotional

delays (69,

3- Developmental disabilities and behavioral issues are increased in children born to teen

mother 62 70 One study suggested that adolescent mothers are less likely to stimulate their

infant through affectionate behaviors such as touch, smiling and verbal communication, or to

be sensitive and accepting toward his or her needs 9,

4- in the children of teenage mothers has also been noted, with many of the children being

held back a grade level, scoring lower in standardized tests, and or failing to graduate from

Poor academic performance secondary school 9),

5- Daughter born to adolescent parents are more likely to become teen mothers themselves

(39.54) Sons born to teenage mothers are three times more likely to serve time in prison (7,
[11. Medical:

1. Most studies from developed and developing countries have consistently reported that

teenage pregnancies were at increased risk for preterm delivery (/273 and low birth weight /2

417) . Although some studies failed to find such an association (8 79,

2. The relation between teenage pregnancy and small for gestational age (SGA) births in

teenage mothers has been reported by some studies (74 80-82),

3. Increase risk of neonatal mortality among infant born to teenage mothers (72 83.84),
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4. Pregnant teens are less likely to receive prenatal care, often seeking it in the third
trimester, if at all . One third of pregnant teens receives insufficient prenatal care and that
their children are more likely to have health issues in childhood or be hospitalized than those
born to older women ©6),

5. Pregnant teens are at risk of nutritional deficiencies from poor eating habits common in
adolescence, including attempts to lose weight through dieting, skipping meals, food faddism,
snacking, and consumption ®7). Inadequate nutrition during pregnancy is an even more
marked problem among teenagers in developing countries (8 89,

6. Young mothers and their babies are at greater risk of contracting HIV “1.

7. Risk of death following pregnancy is twice as high for women aged 15-19 than for those
aged 20-240),

8. lllegal abortion also holds many risks for teenage girls in areas such as sub-Saharan Africa
®)

9. Risk for medical complications are greater for girls age under 15, as an underdeveloped
pelvis can lead to difficulties in childbirth. Obstructed labor is normally dealt with by
caesarean section in industrialized nations; however, in developing regions where medical
services might be unavailable, it can lead to eclampsia obstetric fistula, infant mortality, or
maternal death (1.90),

10. For mothers who are older than fifteen, age in itself is not a risk factor, and poor
outcomes are associated more with socioeconomic factors rather than with biology @),

Prevention :

Comprehensive sex education and access to birth control appear to reduce unplanned teenage
pregnancy.

1. One significant service proven to reduce teen pregnancy is availability and use of
contraceptives. About 86% of the decline in the US teen pregnancy rate between 1998 and
2002 is due to improved contraceptive use ©b,

2. Education: The Dutch approach to prevent teenage pregnancy has often been seen as a
model by other countries. The curriculum focuses on values, attitudes, communication and
negotiation skills, as well as biological aspects of reproduction ©2),

3. Abstinence- only sex education: is a form of sex education that teaches not having sex
outside of marriage, it often excludes other types of sexual and reproductive health education
such as birth control and save sex Evidence does not support the effectiveness of abstinence
sex education ©3)- It has been found to be ineffective in decreasing HIV risk in the developed
world ©4, It does not decrease rates of unplanned pregnancy when compared to
comprehensive sex education.

Advanced maternal age

It is the instance of woman being at an older age at a stage of reproduction, although there are
various definitions of specific age and stage of reproduction . Advanced maternal age
usually defined as age 35 years or more for the mother at time of delivery of her baby (%)
Why is parenthood being delayed?

- Women are reaching higher educational level.
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- More women in male—dominated fields that are not as understanding or supporting of
motherhood.

- Cultural and values shifts have led towards more women not feeling ready to have a child
yet.

- Lack of child care, low benefit levels, and work place polices that signal to women that
they cannot be both a wage earner and a mother.

- Divorce, going through multiple partners before down, and living together before marriage
leads some people to delay parenthood ©7).

- Economic or housing uncertainty, unemployment, temporary work, or unstable labor
markets (8),

- Technology of development of cases post — menopausal pregnancies have occurred, and
there are several cases of older women carrying a pregnancy to term, usually with in vitro
fertilization of a donor egg 9.

- The availability of birth control is partly responsible for women postponing parenthood.
(97)

Prevalence:

In the past three decades have seen significant increase in maternal age at childbirth in many
high income countries %), The proportion of first births to women aged 35 years and over in
the United states nearly eight times from 1970 to 2006. In 2006, about 1 out of 12 first births
were in women and 35 years and over compared with 1 out of 100 in 1970 (0103 |n 2009,
the birth rate in the US declined in all age groups below 40 years but continued to rise in
women aged 40-44 and remained unchanged in women aged 45 and over (10,

Similar trends have been observed in Europe; the percentage of live births to mothers aged 35
and over in UK rose from 8.7 in 1990 to 19.3 in 2004 and in EU-27 the mean age of women
of childbirth increased from 29.3 in 2003 to 29.8 in 2009 (104),

This process in not restricted to Europe, Asia and Japan are also seeing average age at first
birth on the rise, and increasingly the process is spreading to countries in the developing
world like China, Turkey and Iran ),

Effects:
1.Decreased fertility rate:
A woman's fertility peaks in the early and mid-twenties, after which it starts to decline, with
advanced maternal age causing an increased risk of female infertility (%%,
e At age 30 years
- 75% will have a conception ending in live birth within one year of marriage.
91% will have a conception ending in live birth within four years of marriage.
e At age 35 years.
66% will have a conception ending in live birth one year of marriage.
- 84% will have a conception ending in live birth four year of marriage.
o At age 40 years.
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- 44% will have a conception ending in live birth one year of marriage.

- 64% will have a conception ending in live birth four year of marriage.

2. Risks of birth defects:

A women's risk of having a baby with chromosomal abnormalities increase with her age.
Down syndrome is the most common chromosomal birth defect, and a women's risk of
having a baby with Down syndrome (%)
e Atage20,1in1,441
e Atage25,1in1,383
e Atage 30,1in929
e Atage35,1in338
e Atage40,1in84
e Atage45,1in32
e Atage50,1in44

Other effects:

Advanced maternal age is associated with adverse outcomes in the perinatal period, which
may be caused by detrimental effects on decidual and placental development 97 including
low birth weight.

Preterm birth (198-110) still birth and unexplained fetal death (1*1-114 and increase rate of
caesarean section (119),

Advanced maternal age at birth has been found to be associated with gestational diabetes,
preeclampsia, placenta previa , placental abruption preterm delivery, low birth weight and
increase prenatal mortality (116-124),

On the other hand, advanced maternal age is associated with more stable family environment,
higher socioeconomic position, higher income and better living conditions, as well as better
parenting practices ©7),

Objectives:
The objective of the study is to identify obstetric and perinatal outcomes among

teeagers and old pregnant women (older than 35 years) in a sample of maternity hospitals in
Baghdad, 2016.

Methodology
1. Sudy design:

A comparative cross-sectional study.
2. Study setting and data collection time:

The study was carried out in three hospitals:
1. Obestitrical and gynecological department of Baghdad Teaching Hospital, Medical City.
2. Al Elwiya Maternity Teaching Hospital.
3. Fatima Al Zahra Maternity Hospital, Baghdad, Iraq.
The data collection was carried out during the period of 15th of March 2016 - 15th of
June 2016.
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3. Sudy participants:

A convenient sample of pregnant women admitted for delivery at these hospitals during the
data collection periord and who accepted to participate in the study were included.

The data collection process was conducted for 2-3 days per week during the periord of study
from 8:00am to 2:00pm with assistance from colleague doctors working at these
hospitals.The data collected from the labour room and the inpatient wards of obestetrics
departments in the assigned hospitals.

Data collected through direct interview with the patients and from records of patients' files.
The time needed to fill the questionnaire was about 15 minutes. The pregnant women were
divided into three groups :

1.The first group represent 120 pregnant women aged below 20 years(teenage pregnant).
2.The second group represent 120 pregnant women aged 20-34 years ( low risk
pregnancy).(t2%

3.Third group represent 92 pregnant women aged 35+ years (advanced age pregnant.

4. Inclusion criteria:

1.All pregnant women admitted to the assigned hospitals for delivery.

2.Having the ability to understand and answer the questions.

5. Data collection tools:

Adquestionnair developed after review of relevant literatures?6-128) and reviewed by the
supervisor for the purpose of data collection.The questionnair gather information on the
following variables:

1.Demographic data:
Age
Residance(classified by governorate of residence).
Level of education (subdivided into: illetrate,primary,secondary and college+).
Gravida (the total number of pregnancy including the current one)-
Parity (the number of times that she had given birth to a fetus with gestational age of 24
weeks or more,regardless of whether the child was born alive or was still born).
f.  Abortion(the number of miscarriage or termination of pregnancies before completed 24
weeks of gestation)29),
g. History of previous neonatal deaths.

® oo o

2.0bstetrical data:

a. Gestational age at delivery in weeks depending on either last menstrual periord (LMP) or
ultrasound or examination of fundal height . This was classified into:

I. Preterm delivery between 24 and 37 weeks,

ii. Term delivery between completed 37 to 42 weeks,

iii.  Postterm dilevery above 42 weeks(1?),

b. Number of antenatal visits during this pregnancy (adequite number of antenale visits
at least 4)(39),
C. Source of antenatal care (primary health care,public clinic, private clinic).
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d. Time of first antenatal visit (during first trimester,second trimester or third trimester).

e. History of any complication during current pregnancy diagnosed by the treating
gynecologist. This is classified into:genitourinary tract infection,hypertensive disorders of
pregnancy after 20 week gestation(gestatonal hypertension is a new onset of hypertension
after 20 weeks of gestations,preeclampsia is a multi organ disorder process of unknown
etiology characterized by the development of hypertension and protien urea after 20 weeks of
gestation and eclampsia is development of convulsions in preexisting preeclapsia)
gestational diabetes(any degree of glucose intolerance with onset or first recognition in
pregnancy),intrauterine fetal death(lUD),antipartum hemorrhage (bleeding from the genital
tract in pregnancy at>24 weeks gestation before onset of labour)?%, medical disorders (like
cardiac diseases,renal disease,diabetic disease, chronic hypertention either precedes
pregnancy or diagnosed within first 20 weeks of gestation ,thyroid disease, rubella,
hepatitis,drug allergy or blood transfusion)®3) multiple pregnancy, leaking liquor and others.

f. Hemoglobine level at admission (anaemia is diagnosed if Hb<10.5 g/dl in pregnant
women).

g. Mode of delivery: classified as normal vaginal delivery or cesarean section.

h. Cesarean section was classified by urgency into: emergency or elective cesarean.

i. Indication for cesarean section: fetal distress, malpresentation (described as any
presentation other than vertix lying close to internal os of the cervix(®)), contracted pelvis,
previous cesarean section, obstructed labour and others(midwife intervension,placenta
previa,placental abruption,precious baby,sever bleeding and medical complications of the
mother)

j. Fetal presentation at labour depending on ultrasound or by examination and classified into:
vertix,breach and others.

k. Delivery outcomes: which include live birth , stillbirth(baby born with out sign of life at
or after 28 weeks of pregnancy) , the birth weight (normal birth weight range from 2.5 kg to
4.5 kg*32) and any admission to neonatal care unit.

I. Complication after delivery within hospital admission:(Post-Partum Hemorrhage
(PPH):blood loss of 500ml or more from genital tract occuring within 24hr of
delivary@?® convulsion,shortness of breath).

Pilot Study

A pilot study was carried out on a purposive sample selected from delivered mother attending
the delivery room and from maternity ward, but they were not included in the final sample of
the study. The purposes of the pilot study were:

To have an idea about the time needed for the interview to collect the required data.

There were no changes in the questionnaire needed.

Statistical analysis:

The analysis of data was carried out using the statistical package for social science(SPSS)-
version 22. Z- test for difference between two proportions and Z- test to asess association
between categorical data were used. Statistical significance was considered whenever p-value
is less than 0.05.
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Ethical considerations and official approval:

Prior permission for utilizing hospital data to conduct this study was obtaind from the
Ministery of Health and the adminstration of the assigned hospitals. Verbal approval was
obtained from the study participants. Personal information were dealt with confidientaility
and were secured in password protected computer. Official permission from Iraqi Board for
medical specialization to facilitate my mission was done.

Results

The total number of study group was 332; chosen from three hospitals as shown in table
4.2).

Table 4.1: Distribution of study group by hospitals.

Hospital No. Of Patients (N=332) Percentage (%)
Fatima Al-Zahraa 150 45.2
Al-Elwya Teaching Hospital 115 34.6
Baghdad Teaching Hospital 67 20.2

4.1. Obstetrical data

The distribution of study group according to obstetrical data is shown in table (4.2).
o Group A (age < 20years): In this age group, the highest proportion of study patients
was prim gravida (59.2%) and about two third of them were nulliparous (65%). The majority
of this group had no previous abortion (92.5%) and most of them had no history of previous
neonatal death (97.5%).Regarding gestational age, the highest proportion of this study group
had delivered a full term baby (85%).
° Group B (age 20 — 34 years):In this group, the highest proportion was multigravida
(2-4) (62.5%) and 69.2%o0f them were multiparous (1-4). About 74% had no previous
abortion and most of them had no history of previous neonatal death (94.2%).Regarding
gestational age, the highest proportion of them had delivered a full term baby (90%).
. Group C (age > 35 years): In this group, 54.3% were multigravida (> 5) and 58.7%
was multiparous (1-4). The majority had no previous abortion (81.5%) and most of them had
no history of previous neonatal death (95.7%).Concerning gestational age, 85.9% was
delivered a full term baby.
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Table( 4.2): Distribution of study groups according to obstetrical data.

Group: A Group: B Group: C
Obstetrical Data (Age< 20) (Age 20—-34) | (Age>35)

N=120 N=120 N=92

No. (%) No. | (%) No. (%)
Gravida
Prim Gravida 71 59.2 20 16.7 8 8.7
Gravida (2-4) 49 40.8 75 62.5 34 37.0

Gravida >5 0 0 25 20.8 50 54.3

Parity
Nulliparous 78 65.0 26 21.7 10 10.9
Multiparous (1-4) 42 35.0 83 69.2 54 58.7
Grandparous > 5 0 0 11 9.1 28 30.4
Previous Abortions
No 111 92.5 89 74.2 75 81.5
One Abortion 9 7.5 24 20.0 7 7.6
Two Abortions 0 0 4 3.3 7 7.6
More Than Two Abortions 0 0 3 25 3 3.3
History Of Previous
Neonatal Deaths
No 117 97.5 113 | 94.2 88 95.7
Yes 3 2.5 7 5.8 4 4.3
Gestational Age
Preterm 17 14.2 12 10.0 10 10.9
Full Term 102 85.0 108 | 90.0 79 85.9
Post Term 1 0.8 0 0 3 3.3

4.2. Antenatal care data
The distribution of study groups by antenatal care data is shown in table (4.3).
o Group: A (age <20): In this age group, the highest proportion of study patients was
visited the antenatal care clinics five visits and more (57.5%) and more than half of them
were visited mixed clinics (55%). Concerning the time of 1% antenatal care visit, 62.5%of
them visited antenatal care clinics in the 1% trimester for the 1% time.
e Group: B (age 20 - 34):In this age group, 54.1% had visited the antenatal care clinics
for five times and more, and 53.3% visited private clinics.Regarding the time of 1% antenatal
care visit, 40%visited antenatal care clinics for 1% time in the 2"%rimester.
e  Group: C (age > 35): In this age group, 39.1% visited the antenatal care clinics for three
to four times during pregnancy and 35.9% visited private clinics.Concerning the time of 1%
antenatal care visit, 47.8%were visited antenatal care clinic for 1%t time in the 1 trimester.
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Table (4.3): Distribution of study qgroups according to antenatal care data.

Group: A Group: B Group: C
Antenatal Care (Age<20) (Age 20 — 34) N=120 (Age> 35) N=92
Data N=120

No. (%) No. (%) No. (%)
No. Of Visit
(1-2) 12 10.0 14 11.7 21 22.8
(3-4) 39 325 41 34.2 36 39.1
(5 And More) 69 57.5 65 54.1 35 38.1
Place Of Visit
Public  (Public +
PHC) 24 20.0 16 13.3 28 30.4
Private Clinic 30 25.0 64 53.3 33 35.9
Mixed 66 55.0 40 33.4 31 33.7
Time Of 1% Visit
15t Trimester 75 62.5 45 375 44 47.8
2" Trimester 38 31.7 48 40.0 30 32.6
3" Trimester 7 5.8 27 22.5 18 19.6

4.3. Complication of Pregnancy

The distribution of study groups according to complications during and after pregnancy is
shown in table (4.4).

o Group: A (age <20): In this age group, 49.2% developed GUT infection during
pregnancy and 98.7% had no complications after delivery.

o Group: B (age 20 — 35): In this age group, 50% GUT infection during pregnancy and
95.8% had no complications after delivery .

o Group: C (age > 35): In this age group, 37%developed GUT infection during

pregnancy and 94.6% had no complications after delivery.
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Table (4.4): Distribution of groups by complications during and after pregnancy.

Group: A Group: B Group: C

(Age<20) (Age 20 — 34) (Age>35) N=92
Complications N=120 N=120

No. (%) No. (%) No. (%)
Complication During
Pregnancy*
No Complications 39 325 42 35.0 23 25.0
GUT Infection 59 49.2 60 50.0 34 37.0
Leaking Liquor 20 16.7 16 13.3 9 9.8

3.33
0.8

4.2 11 12.0
3.3 5.4

HTN Disorders Of Pregnancy
Antepartum Hemorrhage

4 5

1 4 5
Medical Disorders 2 1.7 1 0.8 9 9.8
Multiple Pregnancy 2 1.7 3 2.5 7 7.6
Gestational DM 0 0 4 3.3 2 2.2
Intrauterine Fetal Death 0 0 1 0.8 1 1.1
Others 3 25 4 3.3 8 8.7
Complication After Delivery
No 118 98.3 115 95.8 87 94.6
Yes 2 1.7 5 4.2 5 5.4

*Patients may have more than one complication, then the percentage is over 100%.

4.4. Complications during delivery

The distribution of study groups according to complications during delivery is shown in table
4.5.

In all age groups, the highest proportion of study group was delivered by vaginal mode of
delivery (70.8%, 65.8%, and 60.9% for group A, B, and C, respectively).The highest
proportion of those who delivered by emergency CS was in group A (62.9%), and the highest
proportion who delivered by elective CS was in group B (73.2%).

The indication for CS was fetal distress in more than one third of group A (37.1%) while the
indication was previous CS in the majority of patients in group B & C (75.6% and 50%,
respectively).

Regarding fetal presentation, in all age groups, the majority of the patients during delivery
presented with vertex fetal presentation (94.2%, 90.8%, and 89.1% for groups A, B, and C,
respectively).
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Table (4.5): Distribution of study groups according to complications during delivery.

Group: Group: B (Age Group: C (Age > 35)
Complication During  A(Age<20) 20 - 34)
Delivery No. (%)  No. (%) No. (%)
Mode Of Delivery
Vaginal 85 708 79 65.8 56 60.9
Caesarean Section (CS) 35 29.2 41 34.2 36 39.1
Type Of CS N=35 N=41 N=36
Elective 13 371 30 73.2 20 55.5
Emergency 22 629 11 26.8 16 44.5
Indication Of CS* N=35 N=41 N=36
Fetal Distress 13 371 3 7.3 10 27.8
Malpresentation 7 200 7 17.1 7 194
Previous CS 9 257 31 75.6 18 50.0
Contracted Pelvis 6 171 0 0 1 2.8
Obstructed Labor 7 200 O 0 2 5.6
Others 3 8.6 4 9.8 12 33.3
Fetal Presentation
Vertex 113 94.2 109 90.8 82 89.1
Breech And Others 7 5.8 11 9.2 10 10.9

* Patients in all groups might had more than one indication of CS, so the percentage is above
100%

4.5. Delivery Outcome

The distribution of study groups according to delivery outcome is shown in table (4.6).

In all groups, most of the study group delivered a live birth (99.2%, 98.3%, and 98.9% for
age groups A, B, and C, respectively) and the majority of them delivered babies with normal
birth weight (90%, 92.5%, and 83.7% for age groups A, B, and C, respectively).

Regarding admission of newborns to NCU, in all groups, the highest proportion of study
patients was delivered babies without admission to NCU (75.8%, 73.3%, and 65.2%) for age
groups A, B, and C, respectively).

Table (4.6): Distribution of study groups according to delivery outcome.

Group: A Group: B Group: C

(Age<20) (Age 20 - 34)  (Age>35)N=92
Delivery Outcome N=120 N=120

No. (%) No. (%) No. (%)
Birth Condition
Live Birth 119 99.2 118 98.3 91 98.9
Still Birth 1 0.8 2 1.7 1 1.1
Birth Weight
Low Birth Weight 12 10.0 9 7.5 13 14.1
Normal Birth Weight | 108 90.0 111 92.5 77 83.7
Macrosomia 0 0 0 0 2 2.2
Admission To NCU
No 91 75.8 88 73.3 60 65.2
Yes 29 24.2 32 26.7 32 34.8
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4.6. Anemia during pregnancy

The distribution of study groups according to presence of anemia during pregnancy is shown
in figure (4.1).

In the three age groups, the highest proportion of study participants had normal hemoglobin
level (68.3%, 70%, and 61.9%) for age groups A, B, and C, respectively).

__100%
X

()

S

2 50% B Anemia

(]

g ® Normal Hb
a

(=
X

Group: A (age Group: B (age20- Group: C (age 35
below 20) 34) and above)

Figure (4.1): Distribution of groups according to presence of anemia during pregnancy.
4.7. Comparison between group: A (age<20) and group: B (age 20 — 34)

4.7.1. Obstetrical data

The comparison between group A and B according to obstetrical data is shown in table (4.7).
Regarding Gravida, group B had higher proportion of multigravida (> 2) than group A, while
group A had higher proportion of primigravida patients than group A and all these differences
are statistically significant (P=0.001).

Concerning parity, it was noticed that group A had higher proportion of nulliparous patients
than group B, while group B had higher proportion of multiparous (>1) patients than group A
and these differences are statistically significant (P=0.001).

About previous abortions, group A had higher proportion of participants without history of
previous abortion than group B, while group B had higher proportion of participants with
history of previous one and two abortions and these differences are statistically significant
(P<0.05).

It was noticed that in both groups, the majority of participants delivered a full term babies
and without history of previous neonatal death with simple differences between these groups
which was not statistically significant (P>0.05).
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Table (4.7): Comparison between groups A and B by obstetrical data

Obstetrical data Group: A

Age<20

No. (%0)
Gravida
Prim gravida 71 59.2
Multigravida (2-4) 49 40.8
Multigravida> 5 0 0
Parity
Nulliparous 78 65.0
Multiparous (1-4) 42 35.0
Multiparous> 5 0 0
Previous abortions
No 111 925
One abortion 9 7.5
Two abortions 0 0
More than two abortions 0 0
History = of  previous
neonatal deaths
No 117 975
Yes 3 2.5
Gestational age
Preterm 17 14.2
full term 102 85.0
Post term 1 0.8

4.7.2. Antenatal Care Data

Group: B
Age 20-34
No. (%)
20 16.7
75 62.5
25 20.8
26 21.7
83 69.2
11 9.1
89 74.2
24 20.0
4 3.3
3 2.5
113 94.2
7 5.8
12 10.0
108 90.0
0 0

Z- test for
difference
between
proportions

6.785
3.358
5.282

6.773
5.297
3.395

3.81

2.811
2.016
1.743

1.292

0.99
1.171
1.002

P-Value

0.001
0.001
0.001

0.001
0.001
0.001

0.001
0.004
0.043
0.081

0.197

0.322
0.242
0.317

The comparison between study groups A & B by antenatal care data is shown in table
(4.8).Regarding the type of antenatal care visits, higher proportion of group B participants
visited private clinics than participants of group A (53.3% versus 25%) and the difference
was statistically significant (P=0.001) while group A had higher proportion of participants

visited mixed

clinics than group B patients and this differences is also statistically significant
(P=0.001).Concerning time of 1% visit, group B had higher proportion of pregnant that
visited the clinics for 15 time in the 3" trimester than group A (22.5% versus 5.8%) and this
difference is statistically significant (P=0.001). Group A had higher proportion of participants
that visited clinics for 1% time in the 1% trimester than group B (62.5% versus 37.5%) and this
difference is also statistically significant (P=0.001).1t was noticed regarding no. of visits,
there are no statistically significant differences (P>0.05) between the two groups.
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Table (4.8): Comparison between groups A & B by antenatal care data.

Group: A Group: B Z- Scale For
Antenatal Care Data Difference P-Value

No. (%) No. (%)  Between

Groups

No. Of Visits
1-2) 12 100 14 11.7 0.415 0.674
(3-4) 39 325 41 34.2 0.273 0.787
(5 And More) 69 575 65 54.1 0.519 0.603
Type Of Visit
Public (Public + PHC) 24 20.0 16 13.3 1.385 0.164
Private Clinic 30 25.0 64 53.3 4.496 0.001
Mixed 66 55.0 40 334 3.379 0.001
Time Of 1% Visit
1%t Trimester 75 625 45 375 3.873 0.001
2" Trimester 38 31.7 48 40.0 1.346 0.177
3" Trimester 7 5.8 27 22.5 3.702 0.001

4.7.3. Complications during and after pregnancy

The comparison between study participants in group A & B by complications is shown in
table (4.9). Regarding complications during pregnancy, group B had higher proportion of
participants that developed gestational DM than group A participants (3.3% versus 0%) and
the difference is statistically significant (P=0.043). The other differences between the two
groups are not statistically significant (P>0.05).

Concerning complications after pregnancy the two groups were approaching the same
proportion of these complication and the differences between them are not statistically
significant (P=0.25).
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Table (4.9): comparison between participants in group A & B by complications.
4.7.4. Complication during delivery

Group: A Group: B Z- Scale
Complication For P-Value

No. (%) No. (%) Differenc

e Between
Groups

Complication During
Pregnancy*
No Complications 39 32.5 42 35.0 0.409 0.681
GUT Infection 59 49.2 60 50.0 0.129 0.896
Leaking Liquor 20 16.7 16 13.3 0.723 0.471
HTN Disorders Of
Pregnancy 4 3.33 5 4.2 0.339 0.727
Antepartum 1 0.8 4 3.3 1.355 0.173
Hemorrhage 2 1.7 1 0.8 0.581 0.561
Medical Disorders 2 1.7 3 2.5 0.451 0.652
Multiple Pregnancy 0 0 4 3.3 2.016 0.043
Gestational DM 0 0 1 0.8 1.002 0.317
Intrauterine Fetal Death = 3 2.5 4 3.3 0.383 0.703
Others
Complication After
Pregnancy 118 98.3 115  95.8 1.15 0.25
No 2 1.7 5 4.2
Yes

The comparison between study participants in group A & B by complications during delivery
is shown in table (4.10). It was noticed that there were similar proportions between
participants of group A and B regarding mode of delivery (70.8% versus 65.8% respectively)
and this difference is statistically not significant (P=0.406).

Group A participants had more proportion of emergency type of CS than group B (62.9%
versus 26.8% respectively), this difference is statistically significant (P=0.001).

Concerning indications of CS, there was statistically significant higher proportion of group A
participants regarding fetal distress, contracted pelvis and obstructed labor than group B
participants (P=0.001, P=0.005 and P=0.002 respectively). While group B patients had higher
proportion of those who had previous CS than group A participants (75.6% versus 25.7%)
and it is statistically significant (P=0.001).
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Table( 4.10): Comparison between groups A & B by complication during delivery.

Group: A Group: B Z- Scale For
Complication Difference P-Value
During Delivery No. &) No. &) Between Groups
Mode Of N=120 N=120
Delivery 85 70.8 79 65.8 0.832 0.406
Vaginal 35 29.2 41 34.2
Caesarean N=35 N=41
Section (CS) 13 37.1 30 73.2 3.158 0.001
Type Of CS 22 62.9 11 26.8
Elective N=35 N=41
Emergency 13 37.1 3 7.3 3.179 0.001
Indication Of 7 20.0 7 17.1 0.328 0.741
Cs* 9 25.7 31 75.6 4.342 0.001
Fetal Distress 6 17.1 0 0 2.762 0.005
Malpresentation 7 20.0 0 0 3.005 0.002
Previous CS 3 8.6 4 9.8 0.178 0.857
Contracted Pelvis
Obstructed 113 94.2 109 90.8 0.98 0.327
Labor 7 5.8 11 9.2
Others
Fetal
Presentation
Vertex
Breech And
Others

4.7.5. Delivery outcome

The comparison between study participants in group A & B by delivery outcome is shown in
table (4.11). It was obvious that the differences between proportions of group A and B
participants regarding birth condition, birth weight and admission to neonatal care unit was
small and statistically not significant (P>0.05).
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Table (4.11): comparison between groups A & B by delivery outcome.

Group: A Group: B Z- Test For
Delivery Outcome No. (%) NoO. (%) Difference  P-Value
Between

Proportions
Birth Condition

Live Birth 119 99.2 118 98.3 0.581 0.561
Still Birth 1 0.8 2 1.7

Birth Weight

Low Birth Weight 12 10.0 9 7.5 0.685 0.49
Normal Birth

Weight 108 90.0 111 92.5

Admission To NCU

No 91 75.8 88 73.3 0.444 0.659
Yes 29 24.2 32 26.7

4.7.6. Anemia of pregnancy
The comparison between study participants in group A & B by anemia of pregnancy is shown in table (4.12).
not significant (P=0.779).

Table( 4.12): comparison between groups A & B by anemia of pregnancy.

Hemoglobin Condition  Group: A Group: B Z- Scale For P-
No. (%) No. (%) Difference Value
Between Groups
Normal 82 68.3 84 70.0
Anemia 38 31.7 36 30.0 0.279 0.779

4.8. Comparison between group: C (age > 35) and group: B (age 20 — 35)

4.8.1. Obstetrical data

The comparison between study participants in groups C and B according to obstetrical data is
shown in table (4.13).

It was noticed that group B had higher proportion of participants who were multigravida (2-4)
than group C (62.5% versus 37% for group B and C, respectively), while group C had higher
proportion of participants who were multigravida (=5) than group B (54.3% versus 20.8% for
group C and B respectively), and these differences are statistically significant (P=0.001).
Regarding parity, group B had higher proportion of participants who were nulliparous than
group C (21.7% versus 10.9%), while group C had higher proportion of patients who were
multiparous (>5) than group B (30.4% versus 9.1%), and these differences are statistically
significant (P<0.05).

It was noticed that group B had higher proportion of participants who had previous history of
one abortion than group C (20% versus 7.6%), and the difference is statistically significant
(P=0.011).
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Concerning gestational age, group C had higher proportion of participants who were post
term than group B (3.3% versus 0) and the difference is statistically significant (P=0.046).
Other differences between participants of the two groups are statistically not significant
(P>0.05).

Table( 4.13): Comparison between groups C and B by obstetrical data

Group: C Group: B Z- Scale For
Obstetrical Data N=92 N=120 Difference P-Value
Between
No. (%) No. (%) Groups
Gravida
Prim Gravida 8 8.7 20 16.7 1.698 0.089
Multigravida (2-4) 34 37.0 75 62.5 3.688 0.001
Multigravida > 5 50 54.3 25 20.8 5.058 0.001
Parity
Nulliparous 10 10.9 26 21.7 2.075 0.037
Multiparous (1-4) 54 58.7 83 69.2 1.58 0.114
Multiparous > 5 28 30.4 11 9.1 3.961 0.001
Previous Abortions
No 75 81.5 89 74.2 1.268 0.204
One Abortion 7 7.6 24 20.0 2.53 0.011
Two Abortions 7 7.6 4 3.3 1.391 0.164
More Than Two Abortions | 3 3.3 3 25 0.331 0.741
History Of Previous
Neonatal Deaths
No
Yes 88 95.7 113 94.2 0.483 0.631
Gestational Age 4 4.3 7 5.8
Preterm
Full Term 10 10.9 12 10.0 0.205 0.833
Post Term 79 85.9 108 | 90.0 0.924 0.357
3 3.3 0 0 1.992 0.046

4.8.2. Antenatal care data

The comparison between study participants in group B & C by antenatal care data is shown in
table (4.14).Regarding no. of visits, group C had higher proportion of participants that had
one or two visits than group B (22.8% versus 11.7%) and this difference is statistically
significant (P=0.03).

Concerning type of visits, group C had higher proportion of participants who visited public
clinics than group B participants (30.4% versus 13.3%) and this difference is statistically
significant (P=0.002), while the proportion of participants who visited private clinics was
higher in group B than in group C (53.3% versus 35.9%) and this difference is statistically
significant (P=0.011).It was noticed that there were no significantdifferencesinproportion
between group B & C participants regarding the time of 1% visit to antenatal care clinics
(P>0.05).
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Table (4.14): Comparison between groups B & C by antenatal care data.

Group C (N=92) Group B (N=120) Z- Scale For

Antenatal Care Data No. (%) No. (%) Difference P-Value
Between
Groups
No. Of Visits
1-2) 21 22.8 14 11.7 2.169 0.03
(3-4) 36 39.1 41 34.2 0.744 0.459
(5 And More) 35 38.1 65 54.1 2.33 0.019
Type Of Visit
Public (Public + PHC)
Private Clinic 28 30.4 16 13.3 3.043 0.002
Mixed 33 35.9 64 53.3 2.529 0.011
Time Of 1% Visit 31 33.7 40 33.4 0.055 0.952
15 Trimester
2" Trimester 44 47.8 45 375 1.509 0.131
39 Trimester 30 32.6 48 40.0 1.106 0.267
18 19.6 27 22.5 0.517 0.603

4.8.3. Complications during and after pregnancy

The comparison of study participants in group C & B by complication during and after
pregnancy is shown in table (4.15). Regarding the complications during pregnancy, group C
had higher proportion of participants who had HTN disorders of pregnancy and medical
disorders than group B. These differences were statistically significant (P<0.05), and the
other differences are not statistically significant even those regarding complications after
pregnancy (P>0.05).
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(4.15): Comparison of groups C & B by complication during and after pregnancy.

Group: C Group: B Z- Scale For
Complication N=92 N=120 Difference P-
No. (%) No. (%) Between Value
Groups
Complication During Pregnancy*
No Complications
GUT Infection 23 25.0 42 35.0 1.565 0.116
Leaking Liquor 34 37.0 60 50.0 1.894 0.058
HTN Disorders Of Pregnancy 9 9.8 16 13.3 0.794 0.429
Antepartum Hemorrhage
Medical Disorders 11 12.0 5 4.2 2.128 0.033
Multiple Pregnancy 5 54 4 3.3 0.752 0.453
Gestational DM 9 9.8 1 0.8 3.046 0.002
Intrauterine Fetal Death 7 7.6 3 2.5 1.738 0.081
Others 2 2.2 4 3.3 0.504 0.617
Complication After Pregnancy 1 1.1 1 0.8 0.189 0.849
No 8 8.7 4 3.3 1.674 0.094
Yes
87 94.6 115 95.8 0.431 0.667
5 54 5 4.2

4.8.4. Complications during delivery

The comparison between study participants in group B & C by complication during delivery
is shown in table (4.16). It was noticed that there were no statistically significant differences
in proportion between participants in group B & C regarding mode of delivery, type of CS
and fetal presentation (P>0.05).

Regarding indications of CS, group C had higher proportion of participants presented with
fetal distress and other complication than group B, while group B had higher proportion of
participants who had previous CS than group C and these differences are statistically
significant (P<0.05).
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Table (4.16): Comparison between groups B & C by complication during delivery.

Complication During Delivery

Mode Of Delivery
Vaginal

Caesarean Section (CS)
Type Of CS
Elective
Emergency
Indication Of CS*
Fetal Distress
Malpresentation
Previous CS
Contracted Pelvis
Obstructed Labor
Others

Fetal Presentation
Vertex

Breech And Others

4.8.5. Delivery outcome

Group: C
(%)
56 60.9
36 39.1
N=36
20 55.5
16 44.5
N=36
10 27.8
7 194
18 50.0
1 2.8
2 5.6
12 33.3
82 89.1
10 10.9

Group: B
No.

109
11

(%)

65.8
34.2

73.2
26.8

7.3
171
75.6

9.8

90.8
9.2

Z- Scale
For
Difference
Between
Groups

0.744

1.616

2.391
0.269
2.33

1.074
1.529
2.544

0.411

P-
Value

0.459

0.105

0.011
0.787
0.019
0.28

0.126
0.011

0.681

The comparison between study participants in group B & C by delivery outcome is shown in
table (4.17). It was obvious that there were no statistically significant differences in
proportion between participants in the two groups concerning birth condition and admission
of neonates to NCU (P>0.05). The only statistically significant difference (P=0.044) in
proportion between group B & C participants that regarding birth weight when group B had
higher proportion of participants who delivered babies with normal birth weight than group C

(92.5% versus 83.7%).
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Table (4.17): Comparison between groups B & C by delivery outcome.

Group: C Group: B Z- Scale for
Delivery Outcome Difference P-Value

No. (%) No. (%) Between

Groups

Birth Condition
Live Birth 91  98.9 118 98.3  0.3%4 0.726
Still Birth 1 1.1 2 1.7
Birth Weight
Low Birth Weight 13 141 9 7.5 1.568 0.116
Normal Birth Weight 77 837 111 925 2.005 0.044
Macrosomia 2 2.2 0 0 1.622 0.105
Admission To NCU
No 60  65.2 88 73.3  1.275 0.2
Yes 32 348 32 26.7

4.8.6. Anemia of pregnancy

The comparison between study participants in group B & C by anemia of pregnancy is shown
in table (4.18). Group C had higher proportion of anemic participants than group B (38.1%
versus 30%) but this difference is statistically not significant (P=0.218).

Table (4.18): Comparison between groups B & C by anemia of pregnancy.

Group: C Group: B Z- Scale for
Hemoglobin Condition Difference P-Value
g No. (%) No. (%)
Between Groups
Normal 57 619 84 70.0  1.229 0.218
Anemia 35 381 36 30.0
Discussion

In this study, different risks associated with child bearing were examined between adolescent,
young adult and older age mothers.

Teenage and young adult mothers

In this study, the prevalence of delayed prenatal visit was higher in young adult mothers than
teenage mothers. This result was in contrast with result found by Thato et al, 2007 study (33,
and Amini et al, 1996 study 3% when they showed that a characteristic pattern seen among
many teenagers is their failure to seek prenatal care. They also reported that compared with
adult pregnant women, pregnant teenagers were less likely to have adequate prenatal care.
The detection of treatable medical conditions, the passion of appropriate medical
management and follow up can be done if younger mothers have early prenatal care. Teenage
pregnancy in developed countries usually occurs outside marriage, and in many communities
and cultures carries a social stigma. In other countries and cultures, particularly in the
developing world, teenage pregnancy is often within marriage and does not involve social
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stigma. ®%In this study, the majority of the adolescents were over 18 years of age (42.4%),
followed by age 15 - 18 years (34.7%). They were married, and most lived with their
husbands or parents. These girls tended to fall into the group who attended several times for
antenatal care. Teenage mother visited private and public outlets (hospital and primary health
care centers) significantly more than adult mother because most of teenage mother are
primigravida, had less experience, afraid from pregnancy, to get tetanus toxoid in public
clinic and to get ultrasound examination.

In the current study, it was found that young adult mothers had higher prevalence of
gestational DM than teenager mothers. Similar results were found by Jolly et al, 2000 study.
This might be explained by the fact that pancreatic B cell function and insulin sensitivity
decrease with age. Older women with a predisposition to type Il diabetes are more likely to
have inadequate B cell responses to stimulation and be more insulin-resistant than teenage
women (Jolly et al, 2000).(3%)

Unlike other studies conducted in Nigeria by Ayuba et al; 201239, Fraser et al; 1995(138),
Lao et al, 1998(1%9), and Gadowsky et al, 1995140 the result of this study demonstrated that
the adolescent mothers were not at higher risk for delivering infants that weighed <2500gm.
The rates of low birth weight babies in the teenage mothers and adult mothers were similar to
results found by Jolly et al, 2000 study®36) and Thato et al, 20073 study in which they also
couldn’t find this association. The lower rate of delivering low birth weight babies among
teenage mothers was possibly due to that our society take care more to pregnant women
especially primigravida women and also due to an increased rate of adequate prenatal care
when 90% of teenage mothers in this study visited prenatal clinic three times or more.
Adequate prenatal care could lower the incidence of low birth weight since poor outcome
seems to be more related to social conditions than biology of young mothers (Jolly et al,
2000).(1%6)

Regarding admission of babies to Neonatal Care Unit, in the current study, the admission rate
to Neonatal Care Unit was about the same between the infants born to teenage and adult
mothers. The same finding was shown by Thato et al, 2007 study36). The possible reason
may be attributed to adequate prenatal care in the study population. Most pregnant teenagers
visited prenatal clinics three times or more.

The current study showed that the adolescents had a significantly higher rate of normal
vaginal delivery and a lower caesarean section rate compared with the adult group which is
the same with other study *V) and contrasts with other studies 4>144_ It has been postulated
that the young adolescent is at increased risk for cephalopelvic disproportion because the
bony pelvis has not yet reached its full size. However, the majority of the teenagers in this
study were not young adolescents but late teenagers with full bone maturity, which could
explain the lower caesarean section rate in the study group compared with adult pregnancy.
Recent studies have not supported the assumption that teenage pregnancy is associated with
adverse outcome. (139.145.146),

In the current study, teenage mothers had higher prevalence of emergency than elective
caesarean sections more than young adult mothers. Similar findings were found in Nigeria by
Ayuba et al; 2012 study (7, Ebeigb et al; 2007 study. (7 This might be due to the fact that
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many times, those women may remain in labor for more than 24 hours at other centers and
often referred late with varied reasons. .

Old age and young adult mothers

In this study, the results showed that both younger and older pregnant women didn’t show an
increase odds of preterm delivery, still birth, low birth weight, admission of baby to Neonatal
Care Unit, or severe preeclampsia during pregnancy. Women over 35 years are prepared for
pregnancy, gathered information, received information from healthcare providers, and
worried about their pregnancy and their status of being "at risk". Nevertheless, these women
also experienced positive feelings.

One of the major difficulties to address is that while these women want to be as well-
informed and prepared as possible, the information they receive can cause more anxiety
rather than alleviate their concerns (148),

It is important to remember that most women of advanced age give birth, at term, without
experiencing adverse maternal or prenatal outcomes (9. Furthermore, the fact that absolute
rates of prenatal mortality/morbidity are low, suggests that the majority of older women do
have a desirable outcome to their pregnancy 0. Delayed antenatal care visit to private and
public outlets (hospital and primary health care centers) are significantly more for advanced
maternal aged mother than for young mother. This may be due to the fact that most of them
are multigravida and they have more experience in pregnancy and delivery and they went to
antenatal care only when they had complications.

Most studies of pregnancy outcomes among women in their forties and fifties have focused
on neonatal outcomes or relatively common maternal medical conditions such as diabetes and
hypertension (52,

In this study, mothers aged >35 years suffered from pregnancy induced hypertension
significantly higher than young adult mothers. Similar result was found by Timofeev et al,
2013(%2) in their study in the US when they showed that the risk of pregnancy-induced
hypertension was 1.22 times higher for mothers who were 35-39.9 years old, 1.63 times
higher for mothers 40—44.9 years old and 1.89 times higher for mothers >45 years old
compared to the reference group (25-29.9 years old). Dietl et al, 201553 study also found
the same result. Even if there is a correlation between advanced maternal age and pregnancy-
induced hypertension, for most pregnancies this has very little impact on pregnancy outcome,
although it does increase the risk of other complications like preeclampsia %%, The result of
this study goes with a study done in Basrah Maternity and Child hospital, 2008 59 and a
study done by Aghamohammed, 2011, in Iran who also found that preeclampsia increases
with increased maternal age (%6,

The incidence of chronic hypertension increase with age and it is possible for vascular
impairment inherent to age rendering some women more susceptible to pregnancy-induced
hypertension, even those who do not develop clinically recognized hypertension.
Additionally, pre-eclampsia is more frequently reported at the extremes of reproductive age
especially among older women. @57:158) The finding of this study that the medical disorders
are significantly more common with advanced maternal age is in agreement with Namavar et
al. and Gold man et al., Al Mhfooth study in Basra, 2013159, Studies showed that higher
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incidence of maternal medical disease such as hypertensive disorder and diabetes were seen
among advanced aged mother more than among the young mother (160.161),

In the current study, the preterm birth rate was similar across the study groups (young and
older age groups), and even early neonatal mortality was not higher in the children born to
older mothers. Similar results were found by Dietl et al®®2), study while in the Canadian study
by Kanungo et al, 2011363 when they reported that preterm neonates born to women with
advanced maternal age had better odds of survival without major morbidities and a decreased
risk of mortality. The possible explanation is that older mothers tend to deliver electively,
regularly attend prenatal check-ups, and protect themselves from possible complications of
pregnancy. On the contrary, Gill et al, 2016 study(*®4 reported on neonatal outcomes among
3,953 pregnant women aged 40 and older and found that these women had increased risk for
fetal death, preterm delivery, and low birth weight compared to women under 35. Also in a
study of 539 deliveries to women aged 50 and older, Salihu et al, 20031%9) found that
pregnancy in women aged 50 and older was associated with preterm delivery and low birth
weight compared with women under 30.

This study found an increase in the rate of both elective and emergency caesarean delivery in
women aged 35 years and more. This is in line with the findings of other studies such as Bell
et al, 2001(1%) and Kenny et al, 2013167, Karlstrom et al, 2011(Sweden) also found a two to
four times higher rate of cesarean sections in older pregnant women compared to the
reference group (<25 years old) (OR 4.42 for age > 35 years and 2.05 for 25-35 years of
age). The possible explanation for this result is that trends of caesarean section for older
women appear to be related to concerns for fetal welfare (Karlstrom A. et al, 2011(169)),
Emergency caesarean section was more for advanced maternal age than the elective
caesarean section, which was more for young women but, it is not significant(!6%. The main
reason for the high caesarean section rate in the young group is related to previous caesarean
section deliveries (cumulative effect of C\S). Caesarean section rates are increasing recently
in many countries (179, Fetal distress is one of the indication for caesarean section, which
constituted 27.8% for advanced age and 7.3% for young mother which is the same result to
Ates S. et al, 2013 study in Turkey 169, This may be due to complication during pregnancy
and delivery (midwife intervention, hypertension, fetal macrosomia, medical disorder and
bleeding). This might suggest that management decisions, both electively and in labor, have
an important impact on cesarean section rates. They may reflect maternal preferences,
obstetrician preference or a lowering of the threshold for risk avoidance 7.

Limitations of the study

Some important limitations should be considered when interpreting the results of the study.

- First, lack of information on medical interventions, including fertility treatments and
quality of antenatal care.

- Second, since the study was conducted in hospitals where maternal and neonatal care
facilities are available the findings may not directly reflect the situation in the general
population.
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Conclusions& Recommendations

Conclusions

1. The risk of obstetric complications was no higher in adolescents than in adult women.

2. Adolescent mother tend to visit antenatal care (both public and private) more than and at
early stage of pregnancy than the adult women. Adult women tend to visit private clinics
more than public health outlets.

3. Women aged 35 year or more had delayed antenatal care and less numbers of visits than
younger women

4. Women aged 35 year or more had higher proportion of complications during pregnancy
like hypertension disorder of pregnancy, medical disorders and to be more prone to caesarean
section especially emergency caesarean section.

5. No association found between some important outcomes such as antepartum hemorrhage,
postpartum hemorrhage, premature delivery, still birth and neonatal care admission and
maternal age.

Recommendations

The women in our society need for more education about the importance of timely and
completed antenatal care visits. family physician should play a pivotal role of in this arena.
Increase awareness of older women about the risks associated with delayed child bearing;
they can make informed decision on when to start their family.

Activation the role of pre pregnancy clinic for such high risk age group.

Future community based studies are recommended to reach women in the general public who
may deliver outside the hospitals.
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