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INTRODUCTION 

Pregnancy among teenagers is a global health 

issue. According to the World Health Organization 

(WHO), a teen pregnancy occurs when a woman is 

10 to 19 years old at the time of her delivery. 

Approximately 40 million adolescents live in 

Pakistan, who represents 22.3% of the total 

population (1). Although the rate of girls aged <15 

years getting married has declined, most teens 

marry before they turn 18 years old. Teenage 

pregnancy has decreased from 54.4% in 1990-1991 

to 43.7% in 2017-2018, but the pooled rate is 

42.5%. The mother's growth must be supported as 

well as the baby's if pregnancy occurs while she is 

still in her adolescent years (2). In the end, the 

outcomes were influenced by biological 

immaturity, unwanted pregnancies, insufficient 

prenatal care, poor nutrition for the mother, and 

psychological stress. Teenagers between the ages 
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of 13 to15 are more likely to suffer negative 

consequences than teenagers between the ages of 16 

to19. Anemia, pre-eclampsia, and eclampsia are 

just a few of the pregnancy-related disorders that 

can affect a young woman's health during 

pregnancy and childbirth, as well as damage to the 

reproductive system, premature labor, and low 

birth weight. Because of their poor sexual health, 

adolescents have difficulty obtaining contraceptive 

devices (3). 

In India incidence of teenage pregnancy is 2 

women out of every 1000 pregnancies. Majority of 

the couples are unaware of contraception, do not 

use it, there is a high unmet need of contraception. 

Being a motherhood women should be 

emotionally strong and physically mature but 

adolescent girl is not yet mature, so that adolescent 

pregnancy and childbirth carry more risk than 

adult’s pregnancy (4). In adolescents 

underdeveloped pelvis makes them prone to have 

cephalopelvic disproportion (CPD) and end up in 

cesarean delivery. Growing periods are continuing 

still in the girls. Baby with low birth weight, 

inadequate nutrition and anemia are more likely to 

have in teenage mothers. Prematurity predisposes 

such children to several infant and childhood 

disorders increased risk of mortality and morbidity 

(5). Psychosocial development of the infant can be 

effected by early motherhood. Adolescent mothers 

have increased occurrence of developmental 

disabilities and behavioral issues in born children. 

Adolescent girls have increased risk of maternal 

mortality as compared to older women. In 

unmarried teenage girls pregnancy is not only 

creates social problem but there is a high risk of 

unsafe abortion. In low and middle income 

countries 15% of all unsafe abortions are among 

adolescent girls aged 15-19 years (6). 

Guidelines issued by the World Health 

Organization in 2011 on reducing adolescent 

pregnancies, with six major goals: Pregnancy 

associated complications, which may lead to 

maternal death, are more frequent among 

adolescent pregnant females because they are 

physically immature enough to satisfy the 

requirements of pregnancy. Moreover, other 

maternal complications like anemia, pre-

eclampsia, eclampsia, preterm delivery, 

instrumental delivery, fetal distress are also 

strongly associated in teenage pregnancy. 

Furthermore, the risk of developing fetal 

complications like prematurity, low birth weight, 

still birth, asphyxia, respiratory distress and birth 

trauma is also very high (8). Good antenatal care 

by medical professional makes a big difference in 

outcome of teenage pregnancy, care provider 

should stress upon good nutrition, and anticipate 

the risks of medical disorders associated with it and 

intervene at the earliest. Therefore, the need of 

conducting this study is to determine the 

fetomaternal outcome of teenage pregnancy. The 

findings of this study are anticipated to give 

obstetricians and gynecologists the fundamental 

information required for the adoption of 

preventative measures in the form of emphasizing 

more focus antenatal care and identify the 

likelihood of developing complication associated 

with teenage pregnancy, thus reduce the burden 

and improve the maternal and fetal outcome (9). 

 

LITERATURE REVIEW 

Adolescent pregnancy, by definition, is pregnancy 

in girls between the ages of 10 and 19, where the 

majority is unintended pregnancies. 

Approximately 15% of women below 18 years 

gave birth globally in 2015- 2020, and 90% or more 

of such deliveries occur in countries with low and 

middle income (10). About 5.6 million ended up 

with abortion, of which 3.9 million are reported as 

unsafe in the developing regions of the world, 

hence inclining the global burden more toward 

developing countries of the world. Sub-Saharan 

Africa leads the charts of adolescent pregnancies 

compared to European and North American nations 

(11). 

Early marriage, substance abuse, sexual 

violence, lack of availability of contraceptives, 

relatives with a history of adolescent birth, early 

sexual activity, lack of health services, limited 

maternal education, poverty, lack of parental 

support, child of a broken family, religious beliefs, 

lack of financial autonomy, social media, and 

pornography are among few of the risk factors for 

adolescent pregnancy (12). In 1982 the total births 

to teenagers 15 to 19 represented 47 percent of the 

total number of pregnancies (abortions plus births 

plus miscarriages) (13). Since 1980, the abortion 

rate and ratio have remained level. Birth rates for 

all women have remained fairly level; rates for 

those sexually active have declined (14). 
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The United States also leads in the percent of 

abortions to teenagers. In spite of the large number 

of abortions, births to United States teens are also 

high, relative to other countries (15). Denmark is a 

good country with which to compare the United 

States. Levels of sexual activity among teenagers 

are actually higher in Denmark than in the U.S. 

Abortion laws were liberalized there about the 

same time as in the United States the early 1970s. 

Most important, Denmark has an excellent abortion 

reporting system. With a unique identifying 

number for each person and a centralized 

information gathering system, the data on abortion 

in Denmark are among the most complete in any 

nation (16). in 1980 and 1981 are considerably 

higher than in 1970. Abortion rates in both 

countries rose. However, while they have leveled 

off in Denmark, they have continued to rise in the 

United States (17). Two valuable lessons from 

these data and from a recent study of five western 

European nations are that 1) high levels of sexual 

activity do not necessarily result in high pregnancy 

rates, given adequate use of contraception, and 2) 

low birth rates do not necessarily imply high 

abortion rates; they may simply imply low 

pregnancy rates. Low abortion rates and low birth 

rates are compatible (19). 

This suggests substantial differences between 

United States and other countries in choice of 

resolution for unplanned pregnancies, differences 

which will be pursued a little later (20). If to the 

proportion of post marital births are added a 

proportion of the miscarriages and a small 

proportion of the abortions, it can be seen that that 

between 15 and 20 percent of all pregnancies to 

women under 20 occur to married women. The 

remainder, 80 to 85 percent, is premarital 

pregnancies (21). 

Earlier, it was pointed out that about 24 

percent of sexually active teenagers’ age 14 

become pregnant each year. However, this does not 

tell us how many teenagers age 14 become 

pregnant before they reach 20 or marry. According 

to 1979 survey data, 16 percent of all metro teenage 

women 15 to 19 had ever experienced a premarital 

pregnancy, double that of 1971 (22). The lack of 

increase among blacks is probably due to 

underreporting of abortion. Thus premarital 

pregnancy has increased, but not as much among 

those sexually active as it appears from the increase 

in the population of teenagers (23). Data from the 

1982 National Survey of Family Growth show a 

slight decline in premarital pregnancy among 

teenagers between 1979 and 1982, although the 

difference is probably not statistically significant 

(24). These figures substantially underestimate the 

true proportion of teenagers who become pregnant 

before they reach age 20 or marry because 

abortions are substantially underreported in 

surveys by as much as 50 percent. Some subgroups 

report more accurately than other subgroups (25). 

Unmarried black teenage females are the least 

likely to accurately report their abortions, with 

unmarried white teenage females only slightly 

more accurate. Older married white females are the 

most accurate reporters of their own abortions 

(26). Unfortunately, the percentage of premaritally 

sexually active teen women who ever experienced 

a premarital first pregnancy rose in all 

contraceptive use statuses 1976-79, except for 

those who used contraception at first intercourse 

but not always (27). The authors attribute this 

increase in pregnancy, particularly among the 

youngest teens, to sharply increased frequency of 

intercourse and to decreased reliance on the most 

effective methods of contraception. Data are not 

yet available from the 1982 NSFG to see whether 

pregnancy rates continued to increase among 

contraceptive users as well as non-users. We 

suspect they have not, since pregnancy rates have 

been declining (28). Based on data from the 

National Survey of Family Growth, the estimated 

annual number of unrelated adoptions declined to a 

low in 1976 and has been gradually increasing 

since then (29). This is just speculation, since there 

is no research that would allow us to shed light on 

these changes. Just documenting the changes that 

have occurred is a difficult task (30). 

 

OBJECTIVE 

To determine fetomaternal outcomes in teenage 

pregnancy at  Tertiary Care Hospital Quetta. 

Operational Definitions 

1. Teenage Pregnancy: It was defined 

according to WHO as pregnancy in a female 

under the age of 19 years. It was also called 

as adolescent pregnancy. 

2. Fetomaternal Outcomes: It was assessed 

on following maternal and fetal components. 
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Maternal Outcome 

1. Maternal Anemia: It was defined as per 

World Health Organization (WHO) criteria 

which states that hemoglobin (Hb) levels of 

less than 11 g/dl during pregnancy was 

considered as anemia in pregnancy. It was 

measured by Mindray BC-3200 Auto 

Hematology Analyzer. 

2. Primary Postpartum Hemorrhage: Was 

defined as loss of blood estimated to be ≥ 

500 ml from the genital tract, within 24 h of 

delivery, by placing sterile under-buttock 

pads (before delivery) and measuring 

assessment of blood loss (after delivery) with 

the help of weighing the pads on digital 

weighing machine. Actual blood loss was 

calculated using the difference between 

measuring dry pads weight (before delivery) 

with post-partum (after delivery) soaked 

pads weight. Estimated blood loss was 

calculated size of dry pad piece (30 X 30 cm 

= 100 ml). 

3. Pre-eclampsia: Any pregnant woman with 

previous normal blood pressure readings 

develops systolic blood pressure of ≥140 

mmhg or diastolic blood pressure of ≥ 90 

mmhg (measured by sphygmomanometer 

Yamasu model-600) after 20th week of 

gestation along with proteinuria of ≥ 1+ on 

urine dip stick test (detected by urine dipstick 

test), was considered as pre-eclampsia. 

4. Pregnancy Induced Hypertension (PIH): 

Any pregnant woman who presents with 

hypertension after 20 weeks of gestational 

age and during labor with (BP ≥ 

140/90mmHg) that is recorded on two 

separate occasion at least 6 hours apart, 

without proteinuria (absence of protein on 

urine dipstick) in previously normotensive 

non proteinuric woman. Readings of blood 

pressure were monitored by YAMASU 

Model 600 mercurial sphygmomanometer. 

Fetal Outcome 

1. Low Birth Weight: Neonate born with birth 

weight less than 2.5 kg that was measured 

on digital weight machine at the time of 

birth. 

2. Perinatal Death: Was considered if fetal 

death that occurred in utero after a gestation 

age of 28 weeks (which was diagnosed on 

ultrasound by the absence of a fetal heart 

pulsation), as well as infant death that 

occurred at less than 7 days of age post-

delivery (which was confirmed on absent 

heart sound on auscultation by physician). 

3. Fetal Distress: An evidence of deceleration 

of fetal heart rate in Cardiotocography  

(CTG)  that  was  ―pathological as  per  

FIGO guidelines (see annexure-B) and 

significant enough to deliver before his/her 

due date. 

4. Poor APGAR scores: APGAR scores were 

calculated as per Dr. 

Virginia Apgar protocol (see annexure-C). 

Score less than 5 was            considered as poor. 

 

MATERIAL AND METHODS 

This cross-sectional descriptive study was 

conducted in the Department of Obstetrics & 

Gynecology at Bolan Medical Complex Hospital, 

Quetta. The sample size was determined using the 

WHO sample size calculator, with a confidence 

level of 95%, a precision of 6%, and an estimated 

frequency of low birth weight in teenage 

pregnancies of 15%, derived from the parent study. 

Based on these parameters, the largest calculated 

sample size was 136 participants. 

The inclusion criteria consisted of all teenage 

pregnant women, irrespective of their 

socioeconomic background, with no history of 

medications known to affect pregnancy, such as 

corticosteroid therapy or teratogenic drugs. 

Exclusion criteria included women with comorbid 

conditions like hypertension or diabetes mellitus, 

multiple pregnancies, or blood disorders such as 

anemia due to thalassemia trait or hereditary 

spherocytosis. These exclusion factors were 

identified as potential effect modifiers, which, if 

included, could introduce bias into the study 

results. This rigorous selection process ensured the 

accuracy and reliability of the findings. 

 

Data Collection Procedure 

After getting approval of synopsis by CPSP and 

ethical review committee, all pregnant women at 

Bolan Medical Complex Hospital, Quetta 

(inpatient) were willing to participate in the study 

and gave their written consent on it and meeting the 

inclusion criteria and age confirmed on history 
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taking were enrolled in the study. Demographics 

and clinical features including age, weight, parity, 

gestational age, socioeconomic status, antenatal 

care attendance, post-term labor, induction of labor 

were recorded. Vitals of pregnant women were 

taken in the form of heart rate and blood pressures. 

Base line work up was done like complete blood 

count to look for evidence of anemia. Moreover, 

blood was arranged simultaneously if there is any 

evidence of significant decrease in hemoglobin 

levels. Labor data such as; premature rupture of 

membranes, chorioamnionitis, meconium 

aspiration, antepartum hemorrhage, 

malpresentation, mode of delivery, intrapartum or 

postpartum events, blood transfusion, development 

of postpartum hemorrhage, maternal ICU 

admission, and maternal death was also recorded. 

Neonatal outcome data including body weight 

(weight at birth of less than 2500 gram was 

considered LBW), gender, respiratory distress, 

admission to neonatal intensive care unit (NICU), 

congenital anomalies, and fetal distress and 

APGAR scores was also recorded. All the above 

mentioned information was recorded in a pre-

design proforma. Exclusion criteria were strictly 

followed to control effect modifiers and bias in 

study results. 

Data Analysis 

A data base was developed on SPSS for windows 

version 26.0. Mean value and standard deviation 

was calculated for quantitative variables like 

mother’s age, weight and gestational age. Weight 

was measured by camry analog weighing scale 

while height was measured by stadiometer. 

Normality of data was assessed by using shapiro 

wilk test. Frequencies with percentages were 

presented for qualitative variables like place of 

residence (urban/rural) and maternal outcomes as 

maternal anemia (yes/no), primary postpartum 

hemorrhage (yes/no), pre-eclampsia (yes/no), 

pregnancy induced hypertension (yes/no). 

Moreover, fetal outcome was also be recorded as 

low birth weight (yes/no), perinatal death (yes/no), 

fetal distress (yes/no), poor APGAR scores 

(yes/no). Effect modifiers were controlled through 

stratification of age, gestational age and place of 

residence to see the effect of these on outcome 

variables. Post- stratification chi square/Fisher’s 

exact test (if frequency ≤5 in any cell) was applied.  

 

P-values of ≤0.05 was taken as statistically 

significant. 

 

RESULTS 

There were 136 patients enrolled in the study. The 

mean age of the patients was 16.08 ± 1.80 years, 

while the mean weight and height were 54.75 ± 

7.05 kg and 155.72 ± 7.64 cm, respectively (Table-

1). 

Table 1 

Patient Demographics 
Parameter Mean ± SD 

Age (years) 16.08 ± 1.80 

Weight (kg) 54.75 ± 7.05 

Height (cm) 155.72 ± 7.64 

The patients were evaluated based on their place of 

residence. Out of 136 patients, 46 (34%) were from 

urban areas, while 90 (66%) were from rural areas 

(Table-2). 

Table 2 

Distribution by Place of Residence 
Place of Residence Number of Patients Percentage 

Urban 46 34% 

Rural 90 66% 

Figure 1 

 

The mode of delivery was assessed, revealing that 

34 (25%) patients had normal vaginal deliveries, 

while 102 (75%) underwent cesarean sections 

(Table-3). The mean gestational age of babies 

delivered by teenage pregnant women was 32.52 ± 

2.966 weeks. 

Table 3 

Mode of Delivery 

Mode of Delivery 
Number of 

Patients 
Percentage 

Normal Vaginal 

Delivery 
34 25% 

Cesarean Section 102 75% 
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Figure 2 

 

Maternal outcomes were evaluated for anemia, 

postpartum hemorrhage, pre-eclampsia, and 

pregnancy-induced hypertension (PIH). Maternal 

anemia was observed in 90 patients (66%), while 

primary postpartum hemorrhage was found in 

64 patients (47%). Pre-eclampsia was diagnosed 

in 58 patients (43%), and PIH was observed in 67 

patients (49%) (Table-4). 

Table 4 

Maternal Outcomes 

Outcome 
Number of 

Patients 
Percentage 

Maternal Anemia 90 66% 

Primary Postpartum 

Hemorrhage 
64 47% 

Pre-eclampsia 58 43% 

Pregnancy-Induced 

Hypertension 
67 49% 

Figure 3 

 

Fetal outcomes included low birth weight, perinatal 

death, fetal distress, and APGAR scores. Low 

birth weight was recorded in 68 babies (50%), 

while 70 babies (52%) experienced perinatal 

death. Fetal distress was identified in 38% of the 

cases, and 43% of babies had poor APGAR scores 

at birth (Table-5). 

 

Table 5 

Fetal Outcomes 
Outcome Number of Cases Percentage 

Low Birth Weight 68 50% 

Perinatal Death 70 52% 

Fetal Distress 52 38% 

Poor APGAR Scores 58 43% 

Figure 4 

 

Statistical analysis of maternal outcomes revealed 

significant relationships with the place of 

residence. Maternal anemia was significantly 

associated with urban residence (p = 0.033, Table-

7), while primary postpartum hemorrhage was 

more common among rural women (p < 0.05, 

Table-5). Urban women were also more likely to 

develop pre-eclampsia (p < 0.05, Table-6) and PIH 

(p = 0.000, Table-6). 

Table 6 

Maternal Outcomes and Place of Residence 

Outcome 
Urban 

(n=46) 

Rural 

(n=90) 

p-

value 

Maternal Anemia Higher Lower 0.033 

Primary Postpartum 

Hemorrhage 
Lower Higher <0.05 

Pre-eclampsia Higher Lower <0.05 

Pregnancy-Induced 

Hypertension 
Higher Lower 0.000 

Figure 5 
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Similarly, fetal outcomes demonstrated a 

significant association between low birth weight 

and rural residence (p = 0.030, Table-8). However, 

the relationship between perinatal death and place 

of residence was statistically insignificant (p > 

0.05). 

Table 7 

Fetal Outcomes and Place of Residence 

Outcome 
Urban 

(n=46) 

Rural 

(n=90) 

p-

value 

Low Birth 

Weight 
Lower Higher 0.030 

Perinatal Death Insignificant Insignificant >0.05 

 

DISCUSSION 

Teenage parenthood is a problem with adverse 

obstetrical and Neonatal outcome being influenced 

by biological immaturity; unintended pregnancy 

inadequate perinatal care and poor maternal 

nutrition and stress. Worldwide 7.3 million girls 

become pregnant before 18 years. 2.5 million Girls 

15 or younger give birth each year every year 3 

million girls undergo unsafe abortion. 

In developing countries, the birth of girls aged 

15-19 is approximately 90% occur within early 

marriage. Pressure on girls to improve their fertility 

is often an imbalance of power and no access to 

contraception. The prevalence of teenage child 

marriage according to NFHS data provided was 

11.9%, followed by rural areas at 14.1%, and urban 

areas were 6.9%. Married teenagers have given 

birth to one child, which accounted for 27.3%, and 

4.2% have two or more children (112, 113). In 

many cases, pregnancy supposes the beginning of 

the mistreatment towards the surrogate. In our 

study, 66% of mothers had anemia, 43 % had pre- 

eclampsia, 49 % had pregnancy induced 

hypertension, 47% had primary postpartum 

hemorrhage, 50% had a low birth weight, 52% had 

perinatal death, 38% had fetal distress and 47% had 

poor APGAR scores. 

Teenage pregnancy has put a huge impact on 

fetomaternal outcome in our study. 66% of women 

developed anemia in our study, which may be 

attributable to poor dietary habits that are 

widespread among teenagers. One of the most 

prevalent causes of anemia during pregnancy is 

iron deficiency anemia, which can be treated with 

a healthy diet and oral iron supplementation. On the 

other hand, 50% of babies delivered by teenager 

pregnant women were found low birth weight that 

may result from severe anemia. PriankaM et al. 

have the same percentage of low birth weight 

babies in adolescent pregnancies (88, 114). Low 

birth weight is a critical indicator of malnutrition 

and an important factor in child mortality. 

 

CONCLUSION 

This study was done to evaluate fetomaternal 

outcome related to teenage pregnancy. Teenage 

pregnancy significantly impact on fetomaternal 

outcomes in our study in the form of maternal 

anemia, primary postpartum hemorrhage, pre- 

eclampsia, pregnancy induced hypertension, low 

birth weight babies, fetal distress and poor APGAR 

scores. The health care provider must consider the 

adolescent pregnancy as high risk and the teenagers 

need to be educated for more number of antenatal 

visits for screening tests so that various 

complications are assessed at an earlier time for 

appropriate management. Education of female 

child, their families regarding delaying marriages, 

hence delaying childbearing can interrupt vicious 

circle of complications of teenage pregnancy. 
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