
Introduction
Inadequate social support and poor maternal well-being 
have made teenage pregnancy a topical public health issue. 
Pregnancies occurring among girls who are under the age 
of 20 years is defined by the World Health Organization 
(WHO) as teenage pregnancies (1). This constitutes 
about 21.8 per 1000 deliveries (2.18%) in Nigeria (2-
5). The reported incidence in Africa is about 18.6% (6) 
while it is nearly 143 per 1000 deliveries (14.3%) in some 
Sub-Saharan Africa and decreases to about 2.9 per 1000 
deliveries in South Korea (5,7). In the United States, the 
incidence is approximately 53 girls (15-19 years) per 
1000 deliveries and this age group represents about 13% 
of all live births (7). An early sexual debut which may be 
influenced by poverty, peer pressure, lack of education, 
substance abuse, or risky cultural sexual behaviours, and 
the like could be responsible for teenage pregnancy (8-
10). On the other hand, it is believed that the likelihood 
of an early sexual debut reduces by an improvement in 
the education level of the girls, live within families with 
stable incomes, a better parent-child relationship, and 
diligent supervision, and there is also a decrease in risky 
sexual behaviour among them thus minimizing teenage 
pregnancy (10). 

Psychological, emotional, and social problems resulting 
in suicide among these young girls are some of the 
challenges that have been widely discussed as well. Some 

of the girls are abandoned by their sexual partners and 
parents felt extremely disappointed by the behaviour 
of their wards (11-15). Several studies have shown that 
pregnancies in teenage mothers are more at risk to end 
before term to the delivery of low birth weight babies 
with an increased risk of neonatal mortality (16-18). 
Other outcomes include a low Apgar score and congenital 
malformation. For the mother, conditions such as 
anemia, malaria, urinary tract infections, poor maternal 
weight gain, pregnancy-induced hypertension, and 
sexually transmitted disease are reported to be common 
problems. Other conditions include prolonged labour, 
obstructed labour, increased neonatal mortality rate, renal 
complications, and maternal mortality (19-25). 

Up to date, there is a paucity of documented studies on 
a relevant matter such as obstetrics risks and the outcomes 
of teenage delivery in our environment. In this respect, 
this study was designed to ascertain the incidence, the 
obstetric risk, and the outcome of teenage delivery. This 
information is expected to assist in our health education 
campaigns among young people.

 
Materials and Methods
It was a descriptive cohort study of all teenage deliveries 
managed in the Teaching Hospital of Benue State University 
between January 2013 and December 2017. The Delivery 
Register and Obstetric Data Sheets (a detailed record 
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sheet of every obstetric case kept by the Department of 
Obstetrics and Gynaecology) were retrieved and related 
information was extracted accordingly. The sample size 
was chosen based on the reported incidence of teenage 
pregnancy as 1.6% in a study done in Jos, which is a city 
in North Central Nigeria (5) using the Fisher’s formula.

N = Z2 p q/d2:
N = Minimum sample size;
Z = Standard normal deviate corresponding to the level 
of significance at 95%=1.96, P = 0.16, q (1-p) = 0.984, and 
d = level of precision set at 5%, N = 24.

A total of 43 was accepted to increase the statistical 
power of the results. The extracted information included 
age, marital status, parity, antenatal complications such 
as anaemia, pre-eclampsia, eclampsia, gestational age at 
delivery, route of delivery, labour duration, birth weight, 
APGAR scores, blood loss, and neonatal admission. The 
data were subjected to appropriate statistical analysis 
through SPSS software, version 25.0. Variables were 
represented in simple frequencies and percentages. The 
strength of the association was estimated using the chi-
square test, and statistical significance was set at P values 
<0.05 at a 95% confidence interval. All nulliparous and 
multiparous women aged below 20 years during the 
review period underwent an investigation. Those excluded 
from the study were women who delivered at home. The 
categorization of the maternal age group was 14-15 years, 
16-17 years, and 18-19 years. The birth outcomes were 
infants at <37 weeks, birth weights below 2.5 kg, Apgar 
score <5 at 5 minutes, and neonatal deaths among others.

Results 
Out of 2084 deliveries, 43 of these parturient mothers 
were 19 years and below. From this number, the incidence 
of teenage mothers was 2.06%. Their age ranged between 
14 and 19 years. The mean age (±SD) was 17.88 (±1.77) 
years. Out of these 43 teenage deliveries, 16 (37.2%) and 
27 (62.8%) cases were single and married, respectively. 
The majority of the parturient (76.7%) had secondary 
school education while the minority (9.3%) were still 
in higher institutions during the period of delivery. The 
minority, namely, 11.6% of parturient were gainfully 
employed while the majority (88.4%) of them were 

unemployed (Table 1). Most teenage mothers (86%) 
were primigravida as at the time of delivery while 14.0% 
of them were multigravida (Table 1). Seventeen (39.5%) 
parturient mothers had malaria (treated with positive 
malaria parasite on the blood film) during the antenatal 
period. Anaemia was considered as the packed cell volume 
less than 30% accounted for 37.2% and hypertensive 
disease (eclampsia/preeclampsia) accounted for 20.9%. 
Six (14.0%) parturient mothers had a urinary tract 
infection. Other cases including rhesus negative mothers, 
retroviral disease, intrauterine fetal death, and preterm 
labour accounted for 23.3%. Other complications such as 
intrauterine growth restriction, hepatitis, and the preterm 
rupture of the membrane were less probable among the 
cases (Table 2). About 38 (88.4%) of adolescent mothers 
had at least one antenatal complication. Eleven teenage 
mothers (25.6%) had preterm delivery with a gestational 
age of less than 37 weeks (Table 3). The caesarean section 
rate was 16.3%. Out of the babies delivered by teenage 
mothers, 36 (83.7%) cases had normal birth weight. 

 ► The obstetric risk and unfavorable outcomes observed 
in the study should serve as an impetus to stalk holders 
towards the efforts of preventing child marriage and 
reduction in teenage pregnancies. Girl child education, 
sexual health education, contraceptive usage and 
economic empowerment is key. 

 ► Provision of expert maternity care with special attention to 
this high risk group should be prioritized.

Key Messages

Table 1. Demographic Variables of Teenage Mothers

Variable No. %

Age

14-15 1 2.3

16-17 8 18.6

18-19 34 79.1

Marital status

Single 16 37.2

Married 27 62.8

Educational status

Primary 6 14.0

Secondary 33 76.7

Tertiary 4 9.3

Occupation

Employed 5 11.6

Unemployed 38 88.4

Parity

Primigravida 37 86.0

Multigravida 6 14.0

Booking status

Yes 29 67.4

No 14 32.6

Table 2. Obstetric Risk of Teenage Pregnancy in the Study

Variable No. %

Malaria 17 39.5

Anemia 16 37.2

Hypertensive disorders 9 20.9

Urinary tract infection 6 14.0

IUGR 2 4.7

Hepatitis 2 4.7

PROM 1 2.3

Others 10 23.3

Total 43 100.0

Note. IUGR: Intrauterine growth retardation; PROM: Preterm premature 
rupture of the membranes.
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Sixteen (37.2%) parturient mothers were augmented in 
labour which made the augmentation rate to be 37.2%. 
Eighteen women (41.9%) had an episiotomy and 5 (11.6%) 
cases had a perineal tear (Table 3). The indications for 
caesarean section were obstructed labour (28.57%), 
Pre-eclampsia/eclampsia (28.57%), Breech presentation 
(28.57%) and fetal distress (14.29%) (Table 4). Pregnancies 
that were at advance gestational age were less likely to be 
augmented (Table 5). Finally, there were 6 stillbirths, and 
the total perinatal death was 6 (13.95%) (Table 6) .

Discussion
The incidence of teenage delivery in this study was 2.06%, 
which is close to the report of other studies in Nigeria done 
in Nnewi, Ibadan, and Ilorin where the incidence was found 
to be 2.18%, 2.4%, and 1.93%, respectively (1-4,26,27). 
It was slightly higher (1.6%) than the report from Jos (5) 
but lower than 9.6% reported in Uyo south-south Nigeria 
(5). However, it is extremely lower than the incidence of 
18.6% and 14.3% reported for Africa and sub-Saharan 
Africa, respectively (6). The incidence (2.06%) reported 
in this study was also found to be lower than the 5.3% 
incidence reported in a study done in the United States 
(7). Therefore, we can appreciate the variation regionally 
within Nigeria, continentally, and at international levels. 

This low incidence in Nigeria may be explained by a 
positive changing attitude of the Nigerian society toward 
the education of the female child. It is also possible that 
many of the young girls terminated their pregnancies early. 
The intense public health campaigns and the promotion of 
contraceptive uptake could also explain the low incidence. 
The role of increasing religious activities discouraging sex 
in unmarried people may also play a role in this regard. 
Similarly, cultural and traditional prohibitions to early 
risky sexual behaviors in parts of Nigeria could have also 
contributed to lower figures.

A large proportion (37.2%) of this group of mothers 
were unmarried. This expected finding is in line with the 
results of other studies (4,28-30). The reason is that most 
pregnancies were unplanned. Most young mothers had 
a secondary level of education and were unemployed, 
representing the likelihood that they were not ready for a 
pregnancy at the time of its occurrence. They are usually 
more likely to have academic difficulties, high dropout rates, 
financial constraints, and a lack of economic empowerment 
(15). Surprisingly, 67.4% of these patients had antenatal care 
against the backdrop of their expected low socio-economic 
status. This may be the result of the increasing antenatal 
use in the general population. Consistent campaigns 
toward promoting antenatal care attendance in Nigeria are 

Table 3. Delivery Outcomes of Teenage Pregnancies in the Study

Variable No. %

Gestational age at delivery

<37 11 25.6

37-40 27 62.8

41-42 3 7.0

>42 2 4.7

Mode of delivery

Vaginal 36 83.7

Caesarean 7 16.3

Duration of labour

<12 40 93.0

>12 3 7.0

Blood loss

<500 39 90.7

>500 4 7.0

Birth weight

1-1.49 3 7.0

1.5-2.45 4 9.3

2.5-3.99 36 83.7

Types of initiation of labour

Spontaneous 18 41.9

Augmentation 16 37.2

Induction 9 20.9

Neonatal admission

Yes 6 14.0

No 37 86.0

Genital injury

Episiotomy 18 41.9

Perineal tear 5 11.6

Intact perineum 20 46.5

Table 4. Indication for Caesarean Section

Variables No. %

Obstructed labour 2 28.57

Fetal distress 1 14.29

Eclampsia/preeclampsia 2 28.57

Malpresentation (breach) 2 28.57

Total 7 100

Table 5. Association Between the Type of the Initiation of Labour and 
Gestational Age at Delivery

Labour Initiation
Gestational Age

˂37 37-40 41-42 ˃42 Total

Spontaneous 5 11 1 1 18

Augmentation 0 16 0 0 16

Induction 6 0 2 1 9

Total 11 27 3 2 43

Note. χ2 = 37.930; P < 0.001.

Table 6. Summary of Perinatal Outcomes

Outcome No. %

Live birth 37 86.05

Fresh still birth 3 6.98

Macerated still birth 3 6.98

APGAR score ≤ 5 0 0

NICU admission 6 13.95

Low birth weight 7 16.28

Perinatal mortality 6 13.95

Note. NICU: Neonatal intensive care unit.
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yielding positive results as demonstrated by an increase in 
the uptake of antenatal services by pregnant women. It is 
reported in the Nigerian Demographic Health Survey that 
the proportion of women receiving antenatal care from 
skilled providers has steadily increased from 58% to 67% 
since 2008.

Anaemia is one of the most common antenatal 
complications which has occurred in 37.2% of patients. 
This is comparable to the findings of other studies 
(13,28,29), demonstrating an incidence rate of 25%-60%. 
First, this could be because as teenagers and primigravida, 
they may have had difficulty with compliance on routine 
and regular intake of haematinics and other nutritional 
measures despite antenatal care clinic advice. In addition, 
the majority of teenagers were not gainfully employed 
thus the cost of care could have been a matter of concern 
as well. Further, this study was done in a malaria-endemic 
region and thus malaria, which is the most common 
complication in the antenatal period (39.5%), is not 
an unusual finding and this may be connected with the 
fact that the majority of them are primigravida with the 
highest incidence of malaria in pregnancy. Immunity 
against malaria in primigravidae is not yet developed, 
leading to greater susceptibility in this group of patients. 
Hypertensive disease (i.e., pre-eclampsia and eclampsia) 
incidence (20.9% per 100 deliveries), which contradicts 
that of the general population (19,20) and thus it is fair 
to agree with the increased incidence of preeclampsia 
and eclampsia reported by earlier studies (13,21). 
Preeclampsia is considered as a disease of primigravidae. 
The augmentation of labour was as high as 37.2%. This 
is not surprising because the majority of girls were 
primigravidae whose labour was known to be complicated 
with uterine inertia as demonstrated by the studies of 
O’ Driscol in Dublin. Most clinicians do favor routine 
augmentation of labour in primigravidae (30-33).

The caesarean section rate of 16.3% for teenage 
deliveries was lower than the rate (19.5%) reported in 
the same hospital where this study was done among the 
general obstetric patients (26,31). This could be attributed 
to the fact that those who attended the antenatal clinic 
were more than those who did not attend, resulting in 
a higher vaginal delivery rate. Nonetheless, obstructed 
labour resulting from unattained full pelvic dimensions 
at this young age among other major indications for a 
caesarean section such as eclampsia with an unfavorable 
cervix, fetal distress, and malpresentation/malposition 
were responsible for the caesarean section rate in this 
study. This rate at a young age is higher than the one 
reported by another study among adolescent pregnant 
women (23).

The rate of preterm and low birth weight deliveries 
found in this age corroborates that demonstrated by other 
studies and is attributed to low pre-pregnancy weight, 
poor nutrition in the antenatal period, and the immaturity 
of the uterine blood supply (3,13,22-29). The immaturity 

of blood supply encourages the sub-clinical infection that 
produces infection and preterm delivery (25, 26). The high 
prevalence of birth weight less than 2.5 kg (16.28%) was 
supported by a study by Thato et al (34) and Mahavarka 
et al (35). 

Episiotomy was done for 41.9% of all teenage parturient 
while 11.6% of them had a perineal tear. These findings 
do not match with the findings of Ugianskiene et al, 
indicating that 4.5% of parturient mothers had an 
episiotomy and 52.8% of them had a perineal tear. This 
difference occurred because a perineal tear was prevented 
and reduced by offering episiotomy to parturient mothers 
at the risk of a perineal tear after careful evaluations in the 
study center (36). Once the perineum appeared tight and 
threatened to tear, the accoucheurs had a low threshold 
for episiotomy as a safety measure to avoid an ugly tear 
that would either be life-threatening or cause a long-term 
obstetric and gynecological problem.

Perinatal mortality (6 in 43 teenage deliveries) is high, 
but it was also reported in (22). The risk of the increased 
neonatal mortality rate is about 3 times that of adult 
women. Preeclampsia, eclampsia, renal disease, anaemia, 
infections such as malaria, preterm deliveries, obstructed 
labour, and common complications in teenage pregnancies 
could be responsible for stillbirths. 

The children of the adolescent mother also have an 
increased share of excess risk like the mother. These 
are early sexual debut, academic challenge, behavioral 
disorder, delinquency, and becoming an adolescent parent 
(10,15). 

Although maternal death was not reported, the risk 
of increased morbidity in this age group of mothers is a 
reflection of various risks enunciated above. The clinical 
usage of the results of this study will go a long way in helping 
healthcare providers with the necessary information that 
can be used during health talks, enlightenment campaigns, 
workshops, and advocacy to promote the health of 
teenagers in our societies. It will also build the capacity of 
birth attendance to effectively combat these obstetric risks 
and the unfavourable outcomes of teenage deliveries.

The number of included patients in this study was 
obviously small. Therefore, we recommend a larger 
clinical controlled study on the obstetric performance of 
teenagers to confirm these findings.

Conclusions 
Although the incidence of teenage delivery is comparable 
to and even lower than reports in other studies, deliveries 
among these age group still have significant obstetric 
risks and unfavourable pregnancy outcomes necessitating 
improved obstetric care during pregnancy and delivery.

Recommendation
We recommend that the government should provide more 
educational facilities to engage adolescents in academic 
activities and to empower women to cater more to their 
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teenage daughters. Contraceptive services should also be 
made more accessible to the teenage group to prevent most 
of these early pregnancies. Eventually, the government 
should provide and expand well-equipped pregnant 
teenagers’ friendly health centers to offer quality antenatal 
care to this age group. 
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