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Developing countries have distinctly different rates of 

teenage pregnancy. In developed regions, such as North 

America and Western Europe, teenage parents tend to be 

unmarried and adolescent pregnancy is seen as a social 

issue. By contrast, teenage parents in the developing 

countries are often married, and their pregnancy may be 

welcomed by the family and society. However, early 

pregnancy combined with malnutrition, illiteracy and 

poor health care cause serious socio-medical problems. 

The social handicaps to the mother, loss of educational 

opportunity, risk of future with financial disadvantage 

are additional sources of concern. Recent studies indicate 

that good prenatal care and attention to psychosocial and 

economic problems of pregnancy along with intensive 

nutritional counseling reduce perinatal death and 

complication rate for pregnant teenagers. It is important 

to maximize the utilization of prenatal, intranatal and 

postnatal care services among adolescent mothers. An 

early booking and regular antenatal check up with proper 

nutritional advice can reduce the complications to a great 

extent. 

                                  

World wide incidence of teenage pregnancies 
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Teenage pregnancy is a common public health and social problem with adverse medical consequences worldwide. 

WHO estimates that risk of death following pregnancy is twice as great for women between 15 to 19 years than 

those between 20 to 24 years.
[1]

 The incidence of teenage pregnancy shows marked variation, in developed and 

developing countries .In India, incidence of teenage pregnancy varies from 3.2% to 18.6%.
[2] 

 

According to the UNICEF 2011 report, the adolescent population in India is 20% of the total population i.e. almost 

243 million. 27% of girls aged 15 to 19 years are married with a birth rate of 45 per 1000 girls in this age group.
[3]

 

Early Marraiges are a long established custom in India resulting in the high incidence of teenage pregnancy. The 

rate is higher in the rural than in urbanized areas. Despite the law, the problems of teenage marraiges and 

subsequent pregnancies are widely prevalent in India. The highest rate of teenage pregnancy in the world — 143 

per 1,000 girls aged 15–19 years — is in sub-Saharan Africa.
[4] 

In 2013, the teenage birth rate in the United 

States reached a historic low: 26.6 births per 1,000 women aged 15–19.
[5] 

  
 

 

 

https://en.wikipedia.org/wiki/Sub-Saharan_Africa
https://en.wikipedia.org/wiki/United_States
https://en.wikipedia.org/wiki/United_States
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With increasing cases of infertility, educational and 

career    pursuits among women resulting in delay in 

child-bearing, more women are starting their obstetric 

career at the age 35 years and above.
[6]

 Advanced 

maternal age and parity constitute two major factors in 

the outcome of pregnancy and labor, both in developed 

and developing countries.
[7]

 The elderly primigravida is 

generally believed to have decreased fertility and 

increased risk for adverse pregnancy 

outcomes.
[8]

 Reduced fertility with increasing maternal 

age is evidenced by decline in ovarian oocyte reserve and 

quality with increasing number of ovulatory 

cycles.
[9]

 Poor oocyte quality is associated with an 

increased risk for aneuploidy, chromosomal 

abnormalities, and spontaneous abortions in this group of 

women who are routinely screened for these problems in 

some countries.  

 

With advanced maternal age, pregnant women are also 

more prone to medical conditions that can adversely 

influence their health and that of their fetuses. Women 

aged 35 years and above have been reported to have 

twice the rates of antepartum hospitalization than their 

younger counterparts.
[10]

 Advanced maternal age is a risk 

indicator of several pregnancy and labor complications 

including spontaneous miscarriage, ectopic pregnancy, 

chromosomal abnormalities, twins, degenerating 

fibroids, hypertensive disorders, gestational diabetes, 

prolonged labor, cephalopelvic disproportion 

necessitating operative delivery, low birth weight, 

antepartum and intrapartum fetal loss and neonatal 

mortality.
[11]

 Although these pregnancy complications 

have been observed over time, information regarding 

maternal and perinatal outcomes has been inconsistent. 

While some studies have found adverse outcomes among 

the elderly primigravidae
[12,13]

 others found no significant 

difference.
[14-16]

  

 

Factors contributing to delayed conception 

 Late marriages 

 infertility 

 Higher education  

 Higher socio-economic status 

 lower parity than older mothers  

 Assisted reproductive technology  

 

Factors contributing to teenage conception 

 Social deprivation 

 Lower socioeconomic group 

 Low educational achievement 

 Having had teenage parents 

 Being in the care of social services 

 Poor transition from school to work at 16 years of 

age 

 Sexual abuse 

 Mental health problems 

 Crime 

 

 

Risk of elderly pregnancy 

 PIH 

 GDM 

 Congenital malformations 

 low birth weight 

 pre-term birth  

 stillbirth  

 IUGR. 

 unexplained fetal death  

 antepartum haemorrhage 

 placenta praevia, 

 increased rates of Caesarean section 

 

Risk of teenage pregnancy 

 Premature delivery 

 Small-for-gestational-age infants 

 Low birthweight 

 Increased neonatal mortality 

 Anemia 

 Pregnancy-induced hypertension 

 Postnatal depression 

 Sexually transmitted infections 

 Offspring of adolescents have: 

 Poorer cognitive development 

 Lower educational attainment 

 More frequent criminal activity 

 Higher risks of abuse, neglect and behavioural 

problems during childhood.                                     

                               

A Retrospective cohort study in Setting Urban maternity 

hospital in Ireland. A total of 36 916 nulliparous women 

with singleton pregnancies who delivered between 2000 

and 2011.Main outcome measures Preterm birth, 

admission to the neonatal unit, congenital anomaly, and 

caesarean section. Results Compared with maternal age 

20–34 years, age ≤17 years was a risk factor for preterm 

birth (adjusted odds ratio [adjOR] 1.83, 95% confidence 

interval [95% CI] 1.33–2.52). Babies born to mothers 

≥40 years were more likely to require admission to the 

neonatal unit (adjOR 1.35, 95% CI 1.06–1.72) and to 

have a congenital anomaly (adjOR 1.71, 95% CI 1.07–

2.76). The overall caesarean section rate in nulliparous 

women was 23.9% with marked differences at the 

extremes of maternal age; 10.7% at age≤17 years (adjOR 

0.46, 95% CI 0.34–0.62) and 54.4% at age ≥40 years 

(adjOR 3.24, 95% CI 2.67–3.94).
[17] 

 

A cross-sectional study was carried out with   data 

collected retrospectively of 18,009 live born infants of all 

deliveries at the Muhimbili Na- tional Hospital in Dar es 

Salaam, Tanzania from 1st January, 2005 to 31st 

December, 2011 were analyzed retrospectively. Findings 

showed that perinatal risks were related to prematurity 

(OR 1, 35) and five-minute Apgar scores of less than 

seven (OR 1, 44) among infants born to adolescent 

mothers. Results pointed out high indexes of preterm 

birth in low-birth-weight infants and five-minute Apgar 

scores of less than seven in pregnancies that occurred in 

adolescents and in women 35 years and older. Cited with 



Tahseen et al.                                                                 European Journal of Biomedical and Pharmaceutical Sciences 

  

 

www.ejbps.com  

 

117 

adverse pregnancy outcomes .This study utilized the 

international consensus age cut offs to separate low and 

high risk age groups and compared pregnancy outcomes 

among them. In total 65,453 singleton deliveries were 

identified of which 64,818 (99%) were analyzed 

including 1680 (2.6%) teenage and 7961 (12.3%) deli- 

veries at 35 - 50 years. Teenage deliveries had pro- 

gressively declined from 39/1000 in 2005 to 16/1000 in 

2011 in contrast to a rise from 103/1000 to 145/1000 

deliveries for the 35 - 50 years. Across all age groups, 

prenatal complications were least for teenage (11.4%) 

and most for 35 - 50 years (32.7%, χ2 = 51.3, P < 

0.0001). With reference to age 18 - 34 years, teenage 

deliveries had significantly lower odds for prenatal 

complications (OR = 0.4, 95% CI: 0.3 - 0.5), and for 

delivery of 4.0 kg or more (OR = 0.3, 95% CI: 0.2 - 0.5). 

Further, teenage deliveries had comparable odds for 

Cesarean section, stillbirths and maternal deaths. 

However, they had less antenatal care attendance (OR = 

0.3, 95% CI: 0.3 - 0.4), more low Apgar score deliveries 

at five minutes (OR = 2.2, 95% CI: 1.9 - 2.6) and low 

birth weight (OR = 1.6, 95% CI: 1.4 - 1.8). In contrast, 

deliveries at 35 - 50 years had increased risks for 

Cesarean section (OR = 1.4, 95% CI: 1.3 - 1.5), low birth 

weight (OR = 1.2, 95% CI: 1.1 - 1.3), babies weighing 

4.0 kg or more (OR = 1.2, 95% CI: 1.08 - 1.2) and 

maternal death (OR = 1.4, 95% CI: 1.1 - 2.0). The risks 

for prenatal complications and stillbirths were also 

increased for the 35 - 50 years but not after adjusting for 

confounders.
[18] 

 

A retrospective study was conducted on the outcome of 

pregnancy in elderly primigravidas in Kingdom of Saudi 

Arabia.  The objective was to investigate the effect of 

advancing age of 35 years and more (elderly 

primigravida) on the outcome of pregnancy in 

nulliparous women and to compare the type of 

complications observed in this group of women to those 

in the age of 20-34 years. The study was done on 2517 

primigravidas. The study findings revealed that diabetes 

mellitus, caesarean section, low birth weight babies were 

increased in elderly primigravidas.  Conclusion of the 

study was that childbearing in elderly primigravidas does 

have higher rates of complications due to diseases such 

as diabetes mellitus and pre eclamptic toxemia. This 

study suggests that women in the age group >35 years 

should be informed of their pregnancy expectations and 

outcomes.
[19] 

 

A study estimated the effect of maternal age on obstetric 

outcomes prospective descriptive investigation of 

subjects referring to Bandar Abbass Shariaty Maternity 

Hospital.The frequencies of preterm labor, placenta 

previa, low birth weight, abortion, pregnancy-induced 

hypertension, abruption, macrosomia and gestational 

diabetes were compared. 2940 women Six percent were 

18 or less than 18 years of age; 79.7% were19-34 years; 

and 14.3% were 35 years or older. Preterm labor and 

placenta previa were significantly higher in less-than 18 

yrs group. In our study maternal age in the two extremes 

affected pregnancy outcome. Yet, age was not 

independently associated with specific adverse 

pregnancy outcomes.
[20] 

 

A Study conducted at the Safdarjung Hospital, New 

Delhi. It was found that the number of booked women in 

both the age groups was not statistically different. 

Maternal medical complications were not significantly 

different between the teenage and older mothers 

assuming the socioeconomic status of both the groups as 

similar. The reason for this could also be because the 

median age of the teenage group was 19 and most of the 

adverse complications of pregnancy have been observed 

in less than 15 years age group. Improving the general 

health and nutrition of the girl child, increasing the age 

of marriage and subsequent childbearing along with 

timely and quality ante-natal care reduces the incidence 

of anaemia, PIH, IUGR, foetal loss and LBW babies.
[21] 

 

A hospital based case-control analytic type of 

observational study was carried out in year 2013 at 

Mahila Chikitsalya, Jaipur. As sample size was 

calculated 102 subject for each group at α error 0.05 and 

power 80% expecting proportion of LSCS in elderly and 

non-elderly group 26.2% and 10% respectively (as per 

seed article). So for the study purpose 120 eligible 

elderly primigravida and 120 eligible non-elderly 

primigravida was taken. It was observed in this study 

that although there was no significant difference in 

antenatal maternal pregnancy outcomes but PPH, 

induction of labor, cervix dystocia were significantly 

more in elderly. Likewise time taken to start with breast 

feeding was also more in elderly. In case of newborn 

mean APGAR score and mean birth weight was 

significantly lesser in elderly than non-elderly.
[22] 

 

A study was done to compare the obstetric and perinatal 

outcome of pregnancies in women with advanced 

maternal age > 35 years with that of younger  A 

prospective comparative study was carried out in 

department of obstetrics and gynecology at Nepal 

Medical College and Teaching Hospital over the period 

of one year from October 2012 to September 2013. The 

obstetric and perinatal outcome of 90 women with 

advanced maternal age (study group) were compared 

with those of 90 younger women aged 20-34 years 

(control group). Among antenatal complications, women 

of advanced maternal age had increased incidence of 

hypertensive disorder of pregnancy (26.6% vs 4.4%; 

p=0.00009) and breech presentation (8.8% vs 1.1%; 

p=0.04). There were no significant difference between 

two groups in incidence of antepartum hemorrhage, 

gestational diabetes mellitus, prelabor rupture of 

membrane and preterm delivery. The rate of caesarean 

delivery was significantly higher in advanced maternal 

age (28.8% vs 17.7%; p=0.05). In perinatal outcome, 

older women had signifi cantly higher incidence of 

perinatal death (7.7% vs. 0%; p=0.01). There were no 

significant differences in low birth weight rate and Apgar 

score less than 7 at five minutes of life in two groups. 
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Thus from this study, it can be concluded that advanced 

age women had higher incidence of hypertensive 

disorder of pregnancies and malpresentation,were more 

likely to deliver by caesarean section and had increased 

incidence of perinatal death.
[23] 

 

A retrospective case controlled study was conducted on 

Pregnancy outcome in elderly primigravidae at 

University of Port Harcourt Teaching Hospital. The aim 

of the study was to determine the prevalence of elderly 

primigravidae and compare their pregnancy outcome 

with that in younger primigravid mothers. The sample 

consisted of all primigravid mothers aged 35 years and 

primigravid women less than 35 years of age. Selected 

maternal and perinatal sociodemographic characteristics 

and other outcome variables were extracted from 

patients' case notes. The result had shown that, of the 

5147 parturients who delivered during the study period, 

74 (1.4%) were elderly primigravidae. They constituted 

4.7% of all primigravidae. The caesarean delivery rate 

(58.1% vs 32.1%, P = 0.001), preterm delivery rate 

(10.8% vs 5.1%, P = 0.03), and fetal macrosomia rate 

(16.2% vs 6.6%, P = 0.002) were significantly higher in 

the elderly primigravidae than the younger primigravida. 

The study suggested that the elderly primigravidae are at 

increased risk of preterm, macrosomic, and caesarean 

deliveries compared to their younger primigravid 

counterparts.
[24] 

 

A retrospective case study was performed over a period 

of three years.  The incidence of teenage pregnancy over 

the three years of study period was 4.33%. The 

occurrence of hypertensive disorders 32(9.4%) vs 36 

(5.3%), p value < 0.01; IUGR 23 (6.7%) vs 11 (1.6%), p 

value < 0.01; preterm delivery 38 (11.2%) vs 18 (2.6%) p 

value < 0.01; and full term normal delivery 258 (75.9%) 

vs 563 (82.7%), (p value < 0.01 in the study group and 

control group respectively. Low birth weight babies 140 

(41.2%) vs 63 (9.3%), p value < 0.01 and NICU 

admission 20 (5.8%) vs 9 (1.3%), p value < 0.01; were 

significantly higher in the study group. The comparison 

of various pregnancy outcomes according to the booking 

status of the teenage mothers finds significant 

improvement in most of the parameters in those who 

received adequate antenatal care.
[25] 

 

A hospital based cohort study was undertaken over 4 

months among women admitted to a rural hospital in 

West Bengal. Teenage pregnancy comprised 24.17% of 

total pregnancies occurring in the hospital during the 

study period. The study group had 58 subjects and the 

control group had 91 subjects. The prevalence of anemia 

was significantly higher (P<0.05) in the women in the 

teenage group (62.96%) than in the women in the control 

group (43.59%). However, severe anemia with a 

hemoglobin level below 8 gm% was only found in the 

control group. Preterm delivery occurred significantly 

more (P<0.001) in the study group (51.72%) than in the 

control group (25.88%). The incidence of low birth 

weight was significantly higher (P<0.0001) among the 

group of teenagers (65.52%) than among the women in 

the control group (26.37%). Not a single newborn was 

above 3 kg in the study group, while none were below 

1.5 kg in the control group. The mean birth weight was 

2.36 kg in the study group and 2.74 kg in the control 

group; the difference was strongly significant 

(P<0.001).The study shows that anemia, preterm 

delivery,and low birth weight were more prevalent 

among teenagers than among women who were 20-24 

years old. This indicates the need for enhancing family 

welfare measures to delay the age at first pregnancy, 

thereby reducing the multiple complications that may 

occur in the young mother and her newborn baby.
[26] 

 

The present study is a hospital based prospective study 

carried out in the Department of Obstetrics and 

Gynaecology from October 2013 to September 2015 at 

Owaisi hospital and research centre Princess Esra 

Hospital, Deccan College of medical sciences, 

Hyderabad. Among 8640 antenatal patients who 

delivered during the 24 months period i.e October 2013 

to September 2015 at the hospital out of these  

241(2.8%) were teenage primigravida aged 15 to 19 yrs 

and 86 (1%) were elderly primigravida ≥35yrs to 41yrs. 

 

Out of these after considering the inclusion and the 

exclusion criteria, 50 patients ≥35 yrs to 41 yrs and 50 

patients 15 to 19 yrs of age were enrolled for this 

hospital based prospective study. 

 

In India, 10.3% of the female population belongs to the 

age group of l5-19 years.
[2]

 In 1997, the age specific 

fertility rate was found to be 52.5 live births per 1000 

rural women aged between 15-19 years.
[27]

 Over the 

years, there has not been much improvement in the 

country’s scenario as reported by the National Family 

Health Surveys 1, 2, and 3 where the median age at first 

birth for women aged 25-49 years was observed to be 

19.4, 19.3, and 19.8, respectively.
[28]

 The prevalence of 

teenage pregnancy in the study population is 2.8%, 

which lies near to the 3% to 52% range observed in 

India.
[29-31] 

 

 

In western world, the average age at which first time 

mothers give birth is continuously rising. From the year 

1970-2007, live births among women with advanced 

maternal age in the US have increased from 5% to 

approximately 15%.
[32,33]

  The incidence of pregnancy at 

advanced maternal age was reported as 21% in US,
[11]

 

33.4% in Norway
[48]

 and as 17.5% from South Africa.
[34]

 

This trend seen in many countries may be due to 

women’s choice but the scenario in our part of world is 

different. The incidence of pregnancy at advanced 

maternal age in this study is only 1 % which is very less 

than that mentioned in above studies. This may be due to 

the fact that women here get married at early age lower 

socio economic status, illiteracy and complete 

childbearing early. Few women who get pregnant at 

advanced age do so not by their choice but due to various 
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social reasons where pressure to have male child remains 

one important cause. 

 

In our study majority of patients belong to lower 

socioeconomic status in both the teenage and the elderly 

primigravida ie. 44% and 46% respectively. The risks 

observed among low socioeconomic status, illiterate 

population greatest for the very poor who have worse 

diets and the least opportunity for prenatal care. Under 

the economic conditions prevailing in rural India, 

coupled with poor utilization of health services, the 

problem of adolescent motherhood is linked with child 

survival and maternal mortality and morbidity.
[27] 

 

In our study the rate of abortions in the teenage is 2% 

and 4% in elderly .This was comparable to the study 

done in south India in 2015 where abortion rate  2.1 % 

among the teenage group
[34] 

 study done in 2000 in the 

elderly reported 10% risk of abortions.
[35] 

  

In developing countries over 50% of pregnant women 

suffer from iron deficiency anaemia.
[36]

 It is also 

prevalent among adolescent girls because the growth 

spurt and onset of menstruation increase iron 

requirements. Iron supplementation during adolescence 

is one of the new strategies advocated to improve iron 

balance in pregnancy.
[37]

  In our study we have taken the 

FOGSI criteria of 10 gm% as cut off for leveling the 

patient as anaemia.
[38]

 Anemia is a common complication 

of teenage pregnancy.
[39]

 In our study anemia was 

observed in 46% among the teenage and 32% among the 

elderly primigravida .In a study done by Osbourne a 

highly significant increase in the incidence of anemia  in 

pregnant teenagers was observed i.e 11.1% as compared 

with 5.2% in the 20-24 year old age group.
[40]

 Other 

authors, however, failed to observe similarly.
[37,38,41,2]

 A 

study conducted by Biiswas A ,among mothers of 

various age groups showed that anemia was lower in 

teenage mothers (33%) in comparison with those who 

were 20-30 years old (62.1%) and those who were in the 

31+ year old group (71%).
[42]

 A  little difference was 

observed by Ghose in the incidence of anemia between 

the younger and older teenagers.
[43] 

 

In our study, the women aged 35 years or more had 

significantly higher incidence of hypertensive disorder of 

pregnancy. This is similar to that reported by Amarin et 

al ,Goldman et al, Bobrowski et al and Joseph et 

al.
[44,11,45,46]

 This may be explained by the fact that as 

pregnancy progresses, maternal adaptation resulting in 

high flow, low resistance circulation and decrease in 

mean blood pressure is impaired in older women leading 

to development of preeclampsia and chronic 

hypertension.
[47]

 Many authors like Naqvi MM et al, 

Shivalingam N et al ,Achanna S et al  studies also 

reported significantly higher proportion of PIH in elderly 

primigravida.
[48,49,50,51,15] 

Findings of the present study 

also shows more PIH (10%) in elderly primigravida than 

teenage primigravida (8%). This fact is further supported 

by studies.
[52]

 The incidence of chronic hypertension in 

the present study is lower than other reported rates many 

of our patients donot come for preconceptual, first 

trimester or puerperal checkups. So many of the cases 

having preexisting hypertension with superimposed PIH 

may be diagnosed only as PIH.  

                                      

In our study one case with eclampsia reported in the 

teenage primigravida .This was comparable to the study 

done in 2007 where eclampsia reported 4.9% and in 

2013 reported 6.9% in the teenage.
[53,54] 

Rates of 

eclampsia was lower in our study as all the cases were 

booked and were monitored .  

 

In our study, the incidence of preterm delivery among 

the teenage mothers and elderly primigravida is 16% and 

8% respectively .In a study done by V.Verma et al  in 

Mumbai showed that the incidence of preterm labour 

(11.1%)  was significantly higher in the teenage 

group.
[55]

 One possible cause is the immaturity of the 

organs of young women.  Prematurity rates have been 

reported to be higher in teenage mothers than in the older 

group by many authors. Probable causes for the higher 

incidence of preterm labor could be anemia, 

malnutrition, pregnancy induced hypertension, or lack of 

antenatal care.
[42,43,56]

 Foreign authors also observed 

similarly.
[40,57]

 Preterm delivery in teenagers in this study 

was much higher than that reported by the other Indian 

authors, which varied from 13.7% to 31%.
[56,57,43,58] 

 

This present study shows that congenital anomalies were 

present in two newborns (4%) of elderly women 

aneuploidy being the cause of congenital malformations 

.One case with hydrocephalus, the other with 

anencephaly where triple markers were raised and 

confirmed by TIFFA. pregnancy was terminated. This 

was comparable to the study done in 2004 by Naqvi et al 

where congenital malformations of the fetus were 

common in elderly group (5.12%).
[48] 

 

The present study shows that Intrauterine growth 

retardation (IUGR) 6% in teenage and 2% in elderly 

primigravida .This was comparable to sudy done in 2013 

by Rudra et al which repoted incidence of IUGR as 6.7 

%.
[25]

  Other study  done in 2010 by Saxena et al reported 

incidence  5.5% in teenage.
[21]

 Increased rates of PIH, 

lower levels of nutrition and weight gain could explain 

the higher levels of IUGR. 
 

The present study shows 4% had gestational diabetes 

mellitus and 2% had type II diabetes mellitus. The 

incidence of diabetes was more in elderly with raised 

BMI and who had family history of diabetes in most of 

the cases in our study. Patients were on diabetic diet and 

few on insulin treatment. Similar results were obtained 

by studies done in 2012  by Giri et al where incidence 

of diabetes reported 1.1 %
[38]  

and in 2010 by Rajaee et al 

incidence reported 5.3%.
[20] 

 
  

This present study shows that ante-partum hemorrhage 

was observed more in elderly primigravida than teenage 
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i.e.  6% (Placenta previa 4% and abruption 2%) and 2% 

respectively. Well comparable observations were made 

by others like Amarin et al and Ziadeh SM et al
[44,15]

 they 

all also found that elderly women had significantly more 

ante-partum hemorrhage than non-elderly . Abruption 

was significantly higher in women over 35 compared to 

other groups reported by Giri et al i.e 5.5% in the 

elderly.
[23]

  

 

In our study malpresentations were more in elderly 

primigravida 11% than 4.2 % in the teenage. Other 

authors like Allahabadia G et al ,Achanna S and Monga 

D Naqvi MM reported increased incidence of 

malpresentation 20%, in elderly (20%).
[59,50,48,60] 

In this 

study, it was found that the incidence of breech 

presentation was significantly higher in advanced age 

women than younger women. This is similar to that 

reported by Viegas et al,Gilbert et al Hoque where 

breech presentation was significantly higher among 

advanced age women.
[61-65] 

 

In our study the incidence of normal vaginal delivery 

among the teenage pregnancies (63.82%) was more 

when compared to the elderly primigravida 

(57.7%).Comparable to the incidence reported by Rudra 

et al in 2013 as 75%.
[25]

  When other modes of delivery 

were concerned it was found that LSCS and assisted 

instrumental delivery  was 31.9% and 4.25% in teenage 

and 40% and 2.2% in the elderly primi . In a study done 

2004 by Naqvi et al it was
 
reported that 30.76% of 

elderly group were delivered by caesarean section as 

compared to 16.02% in young group.
[48]

In other studies 

by Jahan MK et al ,Achanna S et al ,Goldman et al,seoud 

et al nojomi et al ,verma et al reported the rate of 

caesarean section was also more among the 

elderly.
[59,50,66, 67,54]

 The caesarean section rates among 

the elderly primi was higher because of increased 

antepartum intrapartum complications, more number of 

elective casaerean sections done considering the 

―premium‖ nature of pregnancy in the elderly. 

 

The incidence of IUD in teenage mothers was 4% and 

incidence in elderly mothers 2 percent. This was 

comparable with the findings of other studies done by 

Ziadeh et al and Philip Wayatt reported an increased 

incidence of IUD in teenage also saxena et al reported 

incidence of 4.3 %.
[15,68,21] 

However  Amarin et al , 

Nojomi et al, Naheed et al  did not find any increase in 

perinatal mortality rate in women > 35 years when 

compared to younger women.
[64,44,69]

   

                                       

The fetal outcomes like incidence of LBW babies, 

neonatal morbidity, stillbirth and NICU admission results 

were similar in both the groups.  In our study, LBW 

babies in teenage group and elderly group was 43.1% 

and 40% this was in accordance with various other 

studies.
[70]

 Other Indian studies found the incidence of 

LBW babies between 33 and 39%.
[71]

 Also, in our study 

low APGAR scores at birth, respiratory complications 

and septicaemia were necessitating NICU admission 

48.9% babies of teenage mothers and the 57.7% of 

babies of elderly mothers. The admissions were higher in 

elderly because of precious pregnancy and other 

associated risk factors during the antenatal period. High 

incidence of low birth weight babies and other adverse 

neonatal outcome indicate poor nutritional status coupled 

with demand of nutrition for her own growth affecting 

the fetus in the teenage. Studies of LBW babies are 

contradictory. For example one author could not find any 

relationship.
[72] 

not independently associated with 

specific adverse the importance of both counseling 

patients for specific adverse outcomes associated with 

maternal age. Maternal age alone may be a factor 

influencing physician decision making. Some authors 

reported a higher incidence of low birth weight among 

babies born to teenage mothers.
[73,58]

 it was found no 

significant difference in birth weights between the two 

groups. He observed that factors known to vary with 

birth weight included socio-demographic and 

anthropometric characteristics of the mother, antepartum 

care, time of onset of labor, the length of gestation, and 

the sex of the infant. Maternal socio-demographic 

characteristics included race, marital status, and hospital 

ward status. Gestational age was the most important 

variable in predicting birth weight.
[74]

 stated that the risk 

of low birth weight among teenage mothers was small 

and it could be further reduced by good antenatal care.
[75]

 

 

This present study shows that there was no newborn 

death was recorded in any of the two group of women 

i.e. teenage and elderly primigravida. Authors reported 

that perinatal mortality was relatively high in elderly 

groups and compared to young primigravida.
[48-49] 

 

Importance of adequate prenatal care especially in 

adolescent pregnancy to reduce the adverse outcome is 

well known. As in our study, older teenagers (16-19 

years) are the majority of teenage mothers in India and 

most of them are married. They often have adequate 

social and psychological support from the family. If they 

receive proper antenatal care, outcome of pregnancy 

improves to a comparable level to the adult age group. A 

benefit of prenatal care in the pregnancy is a well 

established fact. The effects of prenatal care specially to 

the teen mothers is reemphasized in our study as in some 

other studes.
[76,77] 

  

Throughout the world, various measures are being taken 

to prevent teenage pregnancy. Educating and creating 

awareness about the perils of teenage pregnancy is the 

best approach for this problem. 

 

In U.S., a national campaign has been started in February 

1996 with the goal to reduce teen pregnancy rate by 1/3 

over 10 yrs and in 2006, the goal was again revised to 

reduce teen pregnancy rate by another 1/3 between the 

years 2006 – 2015.In U.S. schools, a popular video `Too 

young’ is being telecasted, where teen parents from a 

variety of backgrounds share their stories and in their 
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own words offer their candid view about the difficulties 

they have faced.
[78] 

  

In Jharkand, a 16 hour course prepared by UNESCO, 

named `Learning for life’ `Jeevan ke liye siksha’ has 

been made compulsory for class 11 and class 12 students 

which educates about HIV, STDs, teenage pregnancy 

and ways to prevent it.
[79] 

 

All over India, 2 programs have been initiated by 

FOGSI. `Growing Up’ program initiated by FOGSI in 

partnership with Johnson and Johnson educates 

schoolgirls on menstruation, its myths and hygiene, 

anatomy and functioning of the reproductive system, 

value of good nutrition and exercises, problems of drugs 

alcohol and smoking and about sexual abuse. Another 

program `Let’s talk’ initiated by FOGSI in association 

with Organo educates college going women about 

various forms of contraception.
[80]

 ‘Teenage girl clinic’, 

set up in various Government hospitals tackles various 

problems encountered by teenage girls and distributes 

iron tablets to teenage girls to improve adolescent health. 

 
 

‘Family Welfare Clinic’ offers excellent services in the 

form of contraceptive measures including emergency 

contraception and by providing with MTP services in 

case they get pregnant. With these measures, we can 

hope to eradicate teenage pregnancy at least in the future 

generation, just as we have brought 100% immunization 

among antenatal women through various Government 

programs.
[81] 

 

Health education and counseling of women before 

pregnancy about adverse pregnancy outcomes associated 

with maternal age with due stress on the importance of 

early and adequate prenatal care in case of teenage or 

elderly pregnancy. Maintainance and upgrading of the 

quality of maternity care with high coverage is the corner 

stone to migitate the potential adverse effects of teenage 

and older pregnancies. 

 

Summary 
1. This study was done to determine the incidence of 

teenage primi 15 to 19 yrs of age and elderly 

primigravida ≥35 to 41yrs which is 2.8% and 1% 

respectively. 

2. To determine the maternal and fetal outcome in 

nulliparous women at 15 to 19 yrs and ≥35 to 41 yrs 

of age. 

3. Risk associated with different variables in teenage 

and elderly primigravida were estimated. 

4. Detailed history, clinical examination and relevant 

investigations were done. 

5. Incidence of Pregnancy induced hypertension was 

8% in teenage primigravidae and in elderly primi it 

was 6% and incidence of chronic hypertension was 

4%. 

6. Incidence if gestional diabetes mellitus was more in 

elderly primigravida 4% and type II Diabetes 

Mellitus 2%. 

7. The rate of vaginal delivery was 63.82% and 

caesarean section was 31.9% operative vaginal 

deliveries 4.25% among the teenage primi and 

among the elderly primigravida were 57.7% , 40% 

and 2.2% respectively. 

8. No perinatal mortality was observed during the 

study period October 2013 to September 2015. 

9. No maternal mortality was observed during the 

study period October 2013 to September 2015 

10. Factors such as Anemia, PIH, Eclampsia, Preterm 

labour, IUGR, IUD, Stillbirth, operative vaginal 

deliveries incidence were more in teenage group. 

11. Factors such as Antepartum hemorrhage, chronic 

hypertension, Gestational diabetes mellitus, type II 

diabetes mellitus, increased rates of caesarean 

sections, congenital malformation were higher 

among elderly group. 

 

REFERENCES  

1. Mawer C. Preventing teenage pregnancy, supporting 

teenage mothers BMJ, 1999; 318: 1713-14. 

2. Sen S. Status of Adolescents: glimpses from states 

of Indian. Health for the millions, 2004; 29: 31-2. 

3. The state of world’s children, Adolescent: An age of 

opportunity, UNICEF, 2011; 130. 

4. Treffers P.E.  "Teenage pregnancy, a worldwide 

problem". Nederlands tijdschrift voor geneeskunde, 

2003; 147(47): 2320–5. 

5. "Trends in Teen Pregnancy and 

Childbearing". Department of Health and Human 

Services. Retrieved, 2014; 21. 

6. Berkowitz GS, Skovron ML, Lapinski RH, 

Berkowitz RL. Delayed childbearing and the 

outcome of pregnancy. N Engl J Med, 1990; 322: 

659-64. 

7. Orji EO, Ndububa VI. Obstetric performance of 

women aged over forty years. East Afr Med J, 2004; 

81: 139-41.  

8. Chloe V, Fretts R. Pregnancy and advanced 

maternal age. In: Studd J, Lintan S, Chervena KF 

editors Progress in Obstetrics and Gynaecology. 

17 
th

 ed. Philadelphia: Elsevier publishers, 2006; 

113-24.    

9. Center for Disease Control. Assisted Reproductive 

Technology (ART) Report: National Summary, 

2002. 

10. American College of Obstetricians and 

Gynecologists. ACOG Practice Bulletin No. 27: 

Clinical Management Guidelines for Obstetrician-

Gynecologists. Prenatal diagnosis of fetal 

chromosomal abnormalities. Obstet Gynecol, 2001; 

97: 1-12.   

11. Cleary GJ, Malone FD, Vidaver J, Ball RH, Nyberg 

DA, Comstock CH, et al. Impact of maternal age on 

Obstetric outcome. Obstet Gynaecol, 2005; 105: 

983-90.       

12. Wildschut HI, Pregnancy antecedents of High 

pregnancy. In: James DK, Steer PJ, Weiner CP, 

Gonik B, editors. High Risk pregnancy. 

http://www.hhs.gov/ash/oah/adolescent-health-topics/reproductive-health/teen-pregnancy/trends.html
http://www.hhs.gov/ash/oah/adolescent-health-topics/reproductive-health/teen-pregnancy/trends.html
https://en.wikipedia.org/wiki/Department_of_Health_and_Human_Services
https://en.wikipedia.org/wiki/Department_of_Health_and_Human_Services


Tahseen et al.                                                                 European Journal of Biomedical and Pharmaceutical Sciences 

  

 

www.ejbps.com  

 

122 

Management Options. 3rd ed. Philadelphia: Elsevier 

Publishers, 2006; 3-41. 

13. Anate M, Akeredolu O. Pregnancy outcome in 

Elderly primigravidae at the University of Ilorin 

Teaching Hospital, Nigeria. East Afr Med J, 1996; 

73: 548-51. 

14. Ziadeh SM. Maternal and perinatal outcome in 

nulliparous women aged 35 years and older. 

Gynaecol Obstet Invest, 2002; 54: 6-10.      

15. Oboro VO, Dare FO. Pregnancy Outcome in 

nulliparous women aged 35 years and older. West 

Afr J med, 2006; 25: 65-8. 

16. Ilesanmi AO, Fawole O, Olaleye DO, Arowojolu A. 

Pregnancy outcome in the Elderly primigravidae. J 

Obstet Gynaecol, 1998; 18: 40-3. 

17. Vaughan et al ―delivery outcomes for nulliparous 

women at the extremes of maternal age‖.bjog, 2013. 

18. muganyizi et al ―pregnancy outcome in the extremes 

of reproductive age: a seven year experience in 

Tanzania ―open journal of obstetrics and 

gynecology, 2013; 3: 51-57.  

19. Abdul Hady El Gilany Sabry Hammad Ann Saudi 

Med, 2010; 30(5): 376-380. 

20. Rajaee M, Amirzadeh S, Mirblook F, Soltani MA. 

The effect of maternal age on pregnancy outcome. 

Asian J Med sci, 2010; 2(3): 159-162. 

21. Saxena P, Salhan S, Chattopadhyay B, Kohli M, 

Nandan D, Adhish SV. Obstetric and perinatal 

outcome of teenage and older primigravidas- a 

retrospective analysis. Health and Population: 

Perspectives and Issues, 2010: 33(1): 16-22. 

22. kamlesh et al  Pregnancy Outcome Comparison in 

Elderly and Non Elderly Primigravida attending at 

Mahila Chikitsalay, Jaipur (Rajasthan) India  ― 

IMJH, 2015; 24 -30. 

23. Giri et al ―Advanced maternal age and obstetric 

outcome ―Nepal med coll journal, 2012; 15(2): 87-

90. 

24. JD Ojule, VC Ibe, PO Fiebai ―pregnancy outcome in 

elderly primigravida ― Annals of African medicine 

Year, 2011; 10(3): 204-208. 

25. Rudra S et al. ―A retrospective study of teenage 

pregnancy in a tertiary care hospital ―Int J Reprod 

Contracept Obstet Gynecol, 2013; 2(3): 383-387. 

26. Banerjee et al Teenage Pregnancy: A Socially 

Inflicted Health Hazard ―IJCM, 2009; 34(3): 227 -

231. 

27. Park K. Park’s Textbook of Preventive and Social 

Medicine. 19
th

 ed. Jabalpur, India: M/s Banarsidas 

Bhanot Publishers, 2007. 

28. National Family Health Surveys, India. Key findings 

from NFHS- 3 International Institute for Population 

Sciences Mumbai India. Available from: 

http://www.nfhsindia.org/factsheet.html.[last 

accessed on, 2008; 15. 

29. Bhaduria S. Teenage pregnancy: A retrospective 

study. J Obstet Gynecol India, 1991; 41: 454-6. 

30. Thekkekkara T, Veenu J. Factors associated with 

teenage pregnancy. Indian J Community Med, 2006; 

31: 83. 

31. Matthews TJ, MacDorman MF. Infant mortality 

statistics from the 2007 period linked birth/infant 

death data set. Nat’l Vital Stat Rep, 2011; 59: 1-30. 

32. Osterman MJ, Martin JA, Matthews TJ, Hamilton 

BE. Expanded data from the new birth certifi cate, 

Nat’l Vital Stat Rep, 2011; 59: 1-28. 

33. Hoque M, Hoque S. A comparison of obstetrics and 

perinatal outcomes of teenagers and older women: 

Experiences from rural South Africa. African J 

Primary Health Care and Family Med, 2010; 2(1): 

171- 5. 

34. Chandrika R Doddihal, Sangappa M 

Katti, Maheshwar D Mallapur eenage pregnancy 

outcomes in a rural area of South India: A 

prospective study IJMPH Year, 2015;  5(3): 222-

224. 

35. Anne­Marie Nybo Andersen, Jan Wohlfahrt, Peter 

Christens, Jørn Olsen, Mads Melbye Maternal age 

and fetal loss: population based register linkage 

study bmj, 2000; 320(24); 1708-1712. 

36. Saxena P, Salhan S, Chattopadhyay B, Kohli M, 

Nandan D, Adhish SV. Obstetric and perinatal 

outcome of teenage and older primigravidas- a 

retrospective analysis. Health and Population: 

Perspectives and Issues, 2010: 33(1): 16-22. 

37. Lynch SR. The potential impact of iron 

supplementation during adolescence on iron status in 

pregnancy. J Nutr, 2000; 130(2s Suppl): 448-451.  

38. Pandit S, Deshmukh PB, Khan RJ. Clinical signs 

and symptoms of IDA. Fogsi Focus: Iron deficiency 

anaemia, 2008; 18-20.  

39. Programming for Adolescent Health and 

Development. WHO Technical Report Series, 1999; 

886: 1-217. 

40. Osbourne GK, Howat RC, Jordan MM. The 

obstetric outcome of teenage pregnancy. Br J Obstet 

Gynaecol, 1981; 88: 215-21. 

41. Pachauri S, Jamshedji A. Risks of teenage 

pregnancy. Obstet Gynecol, 1960; 33: 477-82. 

42. Biswas A, Goswami TK. Obstetrical behaviour and 

perinatal mortality of teenage mothers in urban 

population. J Obstet Gynecol India, 1983; 33: 42-5. 

43. Ghose N, Ghosh B. Obstetric behaviour in 

teenagers: A study of 1138 consecutive cases. J 

Obstet Gynecol India, 1976; 26: 722-6. 

44. Ama r in VN, Aka sheh HF. Advanc ed ma t e rnale 

age and pregnancy outcome. East Mediterr Health J, 

2001; 7: 646-51. 

45. Bobrowski RA, Bottoms SF. Underappreciated risks 

of the elderly multipara. Amer J Obstet Gynecol, 

1995; 172: 1764-70. 

46. Joseph KS, Allen AC, Dods L, Turner L, Scott H, 

ListorR. The perinatal effects of delayed 

childbearing. Int’l J Obstet Gynecol, 2005; 105: 

1410-2. 

47. Canterino JC. Advanced maternal age and risks for 

adverse outcomes. Female Patient, 2012; 37: 25-32. 

48. Naqvi MM, Naseem A. Obstetrical risks in the older 

primigravida. J Coll Physicians Surg Pak, 2004; 

14(5): 278-81.  

http://www.ncbi.nlm.nih.gov/pmc/journals/1108/
http://www.ncbi.nlm.nih.gov/pmc/journals/1108/
http://www.ncbi.nlm.nih.gov/pmc/issues/189967/
http://www.annalsafrmed.org/searchresult.asp?search=&author=JD+Ojule&journal=Y&but_search=Search&entries=10&pg=1&s=0
http://www.annalsafrmed.org/searchresult.asp?search=&author=VC+Ibe&journal=Y&but_search=Search&entries=10&pg=1&s=0
http://www.annalsafrmed.org/searchresult.asp?search=&author=PO+Fiebai&journal=Y&but_search=Search&entries=10&pg=1&s=0
http://www.nfhsindia.org/factsheet.html.%5blast
http://www.ijmedph.org/searchresult.asp?search=&author=Chandrika+R+Doddihal&journal=Y&but_search=Search&entries=10&pg=1&s=0
http://www.ijmedph.org/searchresult.asp?search=&author=Sangappa+M+Katti&journal=Y&but_search=Search&entries=10&pg=1&s=0
http://www.ijmedph.org/searchresult.asp?search=&author=Sangappa+M+Katti&journal=Y&but_search=Search&entries=10&pg=1&s=0
http://www.ijmedph.org/searchresult.asp?search=&author=Maheshwar+D+Mallapur&journal=Y&but_search=Search&entries=10&pg=1&s=0


Tahseen et al.                                                                 European Journal of Biomedical and Pharmaceutical Sciences 

  

 

www.ejbps.com  

 

123 

49. Sivalingam N, Avalani C. The elderly primigravida-

-evaluation of 90 cases.Singapore Med J, 1989; 

30(5): 460-5.  

50. Achanna S, Monga D. Performance of elderly 

primigravidae in Kelantan. Med J Malaysia, 1995; 

50(1): 37-41.  

51. 51. Anate M, Akeredolu O.Pregnancy outcome in 

elderly primigravidae at University of Ilorin 

Teaching Hospital, Nigeria. East Afr Med J, 1996; 

73(8): 548-51.  

52. A Kumar et al ―outcome of teenage pregnancy ―IJP, 

2007; 927-931. 

53. Rajal V Thaker et al ―study of feto maternal 

outcome of teenage pregnancy‖ Gujrat medical 

journal, 2013; 68(2): 100 – 103. 

54. Verma, V. & Das, K.B. (1997). Teenage 

primigravidae: A comparative study. Indian.J Pub 

Health, 412, 52-55. 

55. Martin HA, Hamilton BE, Ventura SJ, Menacker F, 

Park MM, Sutton PD. Births: final data for 2001. 

Nat Vital Stat Rep, 2002; 51(2): 1-102. 

56. Poliakoff SR. Pregnancy in the Young Primigravida. 

Am J Obstet Gynecol, 1958; 76: 746-53. 

57. Chahande MS, Jadhao AR, Wadhva SK,Ughade S. 

Study Of Some Epidemiological Factors In Teenage 

Pregnancy - Hospital Based Case Comparison 

Study. Indian J Community Med, 2002; 27: 3. 

58. Allahbadia G, Vaidya P, Ambiye VR. Obstetric 

hazards among elderly primigravidae. J Indian Med 

Assoc, 1994; 92(5): 144-6.  

59. Jahan MK, Shafiquzzaman M, Nahar K, Rahman M, 

Sultana N,Rahman MM, et. Al. Outcome of 

pregnancy in women 35 years of age and above. 

Mymensingh Med J, 2009; 18(1): 7-12. 

60. Viegas OA, Wiknsosastro G, Sahagun GH, 

Chaturachinda K, Ratnam SS. Safe childbirth needs 

more than medical services. World Health Forum, 

1992; 13: 59-65. 

61. Gilbert WM, Nesbitt TS, Danielsen B. Childbearing 

beyond age 40: pregnancy outcome in 24,032 cases. 

Obstet Gynecol, 1999; 93: 9-14. 

62. Aghamohammadi A, Nooritajer M. Maternal age as 

a risk factor for pregnancy outcomes: Maternal, fetal 

and neonatal complication. African J Pharm 

Pharmacol, 2011; 5: 264-9. 

63. Sahu TM, Agarwal A, Das V. Advanced maternal 

age and obstetric outcome. J Obstet Gynecol India, 

2007; 57: 320-3. 

64. Hoque M, Hoque S. A comparison of obstetrics and 

perinatal outcomes of teenagers and older women: 

Experiences from rural South Africa. African J 

Primary Health Care and Family Med, 2010; 2(1): 

171-5. 

65. Seoud M, Nasser Ah, Usta IM, Melhem Z, Kazma 

A, Khalil AM. Impact of advanced maternal age on 

pregnancy outcome. Am J Perinatol, 2002; 19: 1-7. 

66. Nojomi M, Haghighi L, Bijari B, Rezvani L, 

TabatabaeeS K. Delayed childbearing and maternal 

outcomes. Iranian JReprod Med, 2010; 8: 80-5. 

67. Wyatt, Philip R., Owolabi, T., Meier, C., & Huang, 

T. Age-specific risk of foetal loss observed in a 

second trimester serum screening population. 

American Journal of Obstetrics and Gynaecology, 

2005; 192: 240-246. 

68. Naheed F, Tufail A, Kammeruddin K, Madiha S. 

Obstetrical risks with increased maternal age > 35 

years. Pakistan J Surg, 2009; 25: 240-3. 

69. Scholl TO, Hediger ML, Belsky DH. Prenatal care 

and maternal health during adolescent pregnancy: a 

review and meta-analysis. J Adolesc Health, 1994; 

15: 444-56. 

70. Ambadekar NN, Khandait DW, Zodpey SP, 

Kasturwar NB, Vasudeo ND.Teenage pregnancy 

outcome: A record based study. Indian J Med Sci, 

1999; 53: 14-7. 

71. Ndiaye, O., M. Ba, A. Diack-Mbaye, L. Diouf, H.D. 

Sow, A. Sylla, N. Kuakuvi and M. Fall, Risk factors 

for low birth weight: influence of maternal age 

parity, gestational age, nutritional status and 

maternal pathology. Dakar-Mad., 1998; 43(2): 188-

190. 

72. Sarkar CS, Girl AK, Sarkar B. Outcome of teenage 

pregnancy and labour: A retrospective study. J Ind 

Med Assoc, 1991; 89: 197-9. 

73.  Horon IL, Strobino DM, MacDonald HM. Birth 

weight among infants born to adolescent and young 

adult women. Am J Obstet Gynecol, 1983; 146: 444-

9. 

74. Efiong EI, Banjoko MO. The obstetric performance 

of Nigerian primigravidae aged 16 and under. Br J 

Obstet Gynaecol, 1975; 82: 228-33. 

75. Naqvi MM, Naseem A. Maternal and Fetal Risks 

Associated with Teenage and Adult Pregnancy. 

JRMC, 2010; 14(1): 40-2.  

76. Mutihir JT, Maduka WE. Comparison of Pregnancy 

Outcome Between Teenage and Older Primigravidae 

in Jos University Teaching Hospital, Jos, North-

Central Nigeria. Annals of African Medicine, 2006; 

5: 101-6.  

77. The National Campaign To Prevent Teen And 

Unplanned Pregnancy 78.Telegraph Calcutta,India, 

2006; 29. 

78. Www.Fogsi.Org 

79. Planning Comission.Nic.In   

80. Bianco A, Stone J, Lynch L, Lapinski R, Berkowitz 

G, Berkowitz R. Pregnancy outcome at age 40 and 

older. Obstet Gycecol, 1996; 87: 917-22. 


