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ABSTRACT 

Background: Pregnancy during teenage is the high risk which is associated with high 

incidence of complications to the mother and fetus. Worldwide the incidence of 

teenage pregnancies is reported to range from 8-25% in developing countries due to 

child marriages. Poor obstetric outcomes have been reported by previous studies. 

These depend largely on the age of the teenagers and the quality of care she 

receives. 

Objectives: The study aimed to assess the magnitude and immediate obstetric 

outcomes in teenage primegravida arriving in active first stage of labour at Iringa 

regional referral hospital. 

Methods: The study was a hospital based cross-sectional study with prospective 

follow-up with sample size of 210 teenage primegravida (11-19 years) were 

involved. Data were collected using a pretested checklist to obtained desired 

information. Data analysis was done by using SPSS version 23. 

Results: During the study period a total number of 1921 deliveries took place at the 

hospital during the study period. Out of 1921, 210 (10.9%) were teenage 

primegravida. 137 (65.2%) delivered by spontaneous vaginal delivery. Maternal 

complications observed include perineal tear (32.4%), PPH (4.8%) and cervical tear 

(3.3%). The fetal complication observed include low APGAR score (<7) (9.5%), 

low birth weight (6.7%), 15.7% of newborns needed admission into NICU and 

(4.3%) neonatal death. No maternal death among teenagers during the study period. 

Conclusion: High prevalence and adverse outcomes observed in teenage 

primegravida in this study may be due low education level and unmarried status. 

This calls for committed and sustained efforts to address the problem and education 

on prevention of teenage pregnancy to reduce complications of teenage pregnancy 

and associated complications 
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OPERATION DEFINITION 

Active first stage of labour is the acceleration of labour from 4cm to full cervical 

dilatation 

Birth asphyxia is the condition when the baby’s brain and other organs do not get 

enough oxygen before, during or even soon after birth. 

Labour is a physiological process in which the regular pain of uterine contractions 

result in onset of cervical dilatation which progress to full cervical dilatation leading 

to delivery of the foetus through birth canal. 

Neonatal death is the death of a live-born infant during the first 28 days after birth. 

Second stage of labour is the stage of labour from full cervical dilatation to 

delivery of the fetus. 

Teenager pregnancy is defined by WHO any pregnancy from a girl who is 10 to 19 

years of age. 
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CHAPTER ONE 

INTRODUCTION 

1.1 Background information 

According to World Health Organization teenage is the transition from childhood to 

adulthood which occurs at around period between 10- 19 years and it is the time 

where there are a lot of psychosocial, mental, structural and functional changes that 

occur to prepare a girl for taking the responsibility of adulthood(Charpota et al., 

2016). If a girl becomes pregnant at this critical moment of growth there is 

likelihood of undesired outcomes and therefore there is a need to address the teenage 

pregnancy as it is associated with a lot of complication to the mother and the new 

born. 

Teens below the age of 20 years they can conceive as early few weeks before 

starting normal menstruation (Charpota et al., 2016). Pregnancy in teenage in the 

world is considered as one of the most serious health, economic and social problem 

of public importance and one of the high risk pregnancy although the outcome is 

less satisfactory than of the pregnancy in general population (Charpota et al., 2016). 

In high income countries like Italy and Spain, there is low rate of teenage pregnancy 

about 6 births per 1000 women below 20 years and this may be accounted by social 

stigma and this explains about the low rate of abortion among teenage (WHO, 

2014). Again some incidence of teenage pregnancy reported from various countries 

like United States of America 22%, Great Britain 15%, Canada 11%, France 6% and 

Sweden 4% (Darroch et al., 2001). There is decline in teenage pregnancy rates in 

United States of America and this appears to be following the patterns observed in 

other developed countries, where improved contraceptive use has been the primary 
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determinant of declining rates (Santelli et al., 2007). In India, the studies show that 

about 16% of women, aged 15-19 years, have already started childbearing (Sulaiman 

et al, 2013).  

Some studies show that, teenage pregnancy is more in developing countries where 

about two thousand girls under 18 years of age give birth each day (Darroch et al., 

2001). This can be explained by the fact that majority of the girls are married before 

they turn 18 years (Sarwar & Iftikhar, 2016). 

 It has found that about 1 in 3 teenage becomes pregnant and about more than half of 

all teenage births occur most in the countries like Democratic Republic of Congo, 

Ethiopia and Nigeria and it is becoming a major problem of public health 

importance (Sulaiman et al., 2013; Vijayalakshmi, 2016)(World Health 

Organization, 2011). Some studies show that, teenage pregnancy is more in 

developing countries where about two thousand girls under 18 years of age give 

birth each day (Darroch et al., 2001). This can be explained by the fact that majority 

of the girls are married before they turn 18 years (Sarwar & Iftikhar, 2016). 

During review of literature it was found that in developing countries there are many 

problems apart from teenage pregnancy itself which may lead to failure of utilization 

of antenatal care (Ogelle, Eke, Okafor, Mbamara, & Obiechina, 2011). These 

problems include lack of resources, contraceptives, reproductive advice inaccessible 

and also religious beliefs that disapprove of artificial birth control methods (Ogelle 

et al., 2011).  

Pregnancy during teenage is one of the high risk pregnancy as it is associated with 

high incidence of complications to the mother and fetus like preterm birth, low birth 
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weight, cervical tear, postpartum hemorrhage (Kayastha & Pradhan, 2012).  These 

complications are thought to be due to immaturity of the teenage mothers physically 

(Ezegwui et al., 2012). 

Teenage pregnancy is an issue of public health importance because teenagers make 

about one fifth of the whole population (Das & Sarkar, 2014; Derme et al., 2013). 

The incidence of teenage pregnancies was found to range from 8-25% in developing 

countries and this can be explained by child marriages for example in Nigeria it was 

found to range from 1.7% to 11.8% (Mahgoub, 2005; Ogelle et al., 2011; Rita et al., 

2017). 

It is estimated that the rate of teenage  pregnancy  in developing countries is found 

to be 20-times higher than that in developed countries and are at higher risk than 

their older counterparts (Derme et al., 2013; Ezegwui et al., 2012). In sub-Saharan 

African the rates of teenage pregnancy range from 143 per 1000 and in countries 

like Nigeria, the incidence of teenage pregnancy ranges from 1.7% to 11.8% (Onoh 

et al., 2014). 

In Tanzania the incidence of teenage pregnancies is very high for example in one 

community based study done in Mtwara showed that about 600 cases of teenage 

pregnancies are reported every year (Bangser, 2017; Kessler & Goergen, 2009) and 

this can be explained by poverty leading to early marriage (Hampton, 2010; Shirima 

& Kinabo, 2005). Another study done in Morogoro showed that the incidence of 

teenage pregnancies is 17.8% (Mosha & Philemon, 2010). In a study done at 

Muhimbili national hospital showed that the incidence of teenage pregnancy is 2.5% 

(Muganyizi & Balandya, 2013a). The most common complication of the teenage 
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pregnancies include cervical tear, postpartum hemorrhage, asphyxia and low birth 

weight to mother and fetus respectively (Muganyizi & Balandya, 2013). 

1.2 Statement of problem 

Pregnancy during teenage is associated with a lot of obstetric complications as 

shown by some studies done (Baird & Porter, 2011; Kayastha & Pradhan, 2012). 

Many studies show that teenage primegravida get complications like postpartum 

haemorrhage, cervical tear, and fetal complications include low birth weight and 

asphyxia (Mukhopadhy et al., 2010; Vijayalakshmi, 2016). These complications 

largely depend on the age of the teenage (Charpota et al., 2016; Derme et al., 2013; 

Litorp, Mgaya, Kidanto, Johnsdotter, & Ess??n, 2015; Mahgoub, 2005; 

Mukhopadhyay et al., 2010). 

In Tanzania the findings are limited but the incidence of teenage pregnancies is very 

high for example in one community based study done in Mtwara showed that about 

600 cases of teenage pregnancies are reported every year (Kessler & Goergen, 

2009). Another study done in Dar es Salaam found that the prevalence of teenage 

pregnancy is 2.6% and the most common maternal complications are cervical tear 

and PPH (Muganyizi & Balandya 2013). 

The information on the immediate obstetric outcomes among the teenage 

primegravida are limited in our setting since the available studies were based on the 

prevalence of teenage pregnancy (Mosha & Philemon, 2010; Muganyizi & 

Balandya, 2013). This study was done to try to fill the gap of our awareness and 

knowledge on teenage primegravida and associated complications in hospital 

setting. Also there are no published studies done at Iringa regional referral hospital 

and so the need of the study. 
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1.3 Research objectives 

1.3.1 Broad objective 

To assess the prevalence and immediate obstetric outcomes in teenage primegravida 

arriving in active first stage of labour at Iringa regional referral hospital. 

1.3.2 Specific objectives 

1. To determine the prevalence of teenage primegravida delivering at Iringa 

regional referral hospital. 

2. To identify the mode of delivery of teenage prime gravida admitted in active first 

stage of labor at Iringa regional referral hospital. 

3. To identify the maternal outcomes of teenage prime gravida delivering at Iringa 

regional referral hospital. 

4. To determine the fetal outcomes of teenage prime gravida delivering at Iringa 

regional referral hospital. 

1.4 Research questions 

1. What is the prevalence of teenage primegravida delivering at Iringa regional 

referral hospital? 

2. What is the mode of delivery of teenage prime gravida admitted in active first 

stage of labor at Iringa regional referral hospital? 

3. What are the maternal outcomes of teenage prime gravida women delivering at 

Iringa regional referral hospital? 

4. What are the fetal outcomes of teenage prime gravid women delivering at Iringa 

regional referral hospital? 
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1.5 Significance of the study 

Currently the data on obstetric outcomes of teenage primegravida who arrive in 

labour ward during the active first stage of labour in our setting are limited hence the 

need of this study. We believe this study is important because it has given out the 

magnitude and all the outcomes of teenage primegravida and the knowledge on the 

immediate obstetric outcomes of teenage primegravida in our setting which will help 

in planning for early interventions and preventions so as to obtain good outcomes 

among teenage. Also the findings from this study will provide relevant information 

to the ministry of health and other organizations in development of policies and 

health education provision especially in areas with the same epidemiological factors 

and therefore minimize the burden of morbidity and mortality in pregnancy during 

delivery. 

In this study, the prevalence and immediate obstetric outcomes of teenage 

primegravida who arrive in labour ward during the active first stage of labour was 

determined. So this has advantage over the other studies which was done in 

Tanzania which were based only on the teenage pregnancy and not teenage 

primegrada which is a concern of this study. 
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CHAPTER TWO 

LITERATURE REVIEW 

2.1 Overview of the teenage pregnancy and labour 

Teenage is the transition from childhood to adulthood which occurs at around period 

between 10- 19 years and it is the time where are a lot of psychosocial, mental, 

structural and functional changes that occur to prepare a girl for taking the 

responsibility of adulthood  (Charpota et al., 2016). Pregnancy  at this period is 

associated with a lot of complication to the mother and the new born as it was found 

in many studies (Charpota et al., 2016; Derme et al., 2013; Mahgoub, 2005; 

Muganyizi & Balandya, 2013b; Mukhopadhyay et al., 2010). 

Teenage pregnancy is the pregnancy which occurs in a female below the age of 20 

years as a female can conceive as early few weeks before starting normal 

menstruation (Charpota et al., 2016). Worldwide, teen pregnancy is considered as 

one of the most serious health, economic and social problem of public importance 

and one of the high risk pregnancy although the outcome is less satisfactory than of 

the pregnancy in general population (Charpota et al., 2016). 

In developed countries, there is low rate of teenage pregnancy about 6 births per 

1000 women below 20 years and this may be accounted by social stigma and this 

explains about the low rate of abortion among teenage (WHO, 2014). It was pointed 

out by World Health Organization in 2011 that, more than 16 million teens below 19 

years of age give birth each year, which is roughly estimated to 11% of all births 

worldwide and most of these deliveries about 95%  occur in developing countries 

particularly in Sub Saharan Africa (Mohd et al., 2012).  Again some incidence of 

teenage pregnancy reported from various countries like United States of America 
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22%, Great Britain 15%, Canada 11%, France 6% and Sweden 4% (Darroch et al., 

2001). There is decline in teenage pregnancy rates in United States of America and 

this appears to be following the patterns observed in other developed countries, 

where improved contraceptive use has been the primary determinant of declining 

rates (Santelli et al., 2007). In India, the studies show that about 16% of women, 

aged 15-19 years, have already started childbearing (Sulaiman et al, 2013). 

Lack of education, unmarried and unawareness of contraceptive methods which go 

together with the tradition of childhood marriage and early pregnancy make the 

situation of teenage pregnancy worse in other countries (Kayastha & Pradhan, 

2012). Similar cases in India were found where high fertility rate, poverty and 

ignorance make early a common feature (Kumar et al., 2007). There is large number 

of teenage who involve in sexual activity and low level of utilization of 

contraceptives which leads to unplanned and often unwanted pregnancies (Iklaki et 

al., 2012). 

The situation is different in developing countries especially in  Sub-Saharan Africa 

where the incidence of teenage pregnancy is increasing gradually, according to 

World Health Organization data, more than half of the people is under 25 years old 

worldwide and more than 1 billion are aged 10 - 25 years, and 88% live in the 

developing countries and it has found that about 1 in 3 teenage becomes pregnant 

and about more than half of all teenage births occur most in the countries like 

Democratic Republic of Congo, Ethiopia and Nigeria and it is becoming a major 

problem of public health importance (Sulaiman et al., 2013; Vijayalakshmi, 

2016)(World Health Organization, 2011). Some studies show that, teenage 

pregnancy is more in developing countries where about two thousand girls under 18 



9 

years of age give birth each day (Darroch et al., 2001). Early marriage before they 

turn 18 years of the most girls  has seen to be one of the risk factor of teenage 

pregnancy (Sarwar & Iftikhar, 2016). 

It was also found that in developing countries there are many problems apart from 

teenage pregnancy itself which may lead to failure of utilization of antenatal care 

and these problems include lack of resources, contraceptives, reproductive advice 

inaccessible and also religious beliefs that disapprove of artificial birth control 

methods (Ogelle et al., 2011). It was found that, un booked teenage pregnancy is 

high in developing countries as it was found to be 58.1% and probably did not 

receive antenatal care which in turn may contribute to the pregnancy complications 

(Ogelle et al., 2011). 

Low level of education is one of the reason that has found strongly to be related with  

development of self-confidence, decreased early sexual intercourse and early 

marriage and also increase use of contraception as it was found in the study done in 

India where about 70% of the teenage pregnant women were illiterate and in other 

studies it was found that majority of the participants are primary school leavers 

(Charpota et al., 2016; Mahgoub, 2005; Mukhopadhyay et al., 2010; Shrestha, 2002; 

Vijayalakshmi, 2016). About 60.8% of the teenage in Nigeria were found to be 

married and this indicates that early marriage is still one of the major reason to the 

high incidence of teenage pregnancy in developing countries(Ezegwui et al., 2012). 

Other factors like poverty, customs and traditions are also contributing to early 

marriages and teenage pregnancy in developing countries as girls tend to get married 

very early to enable their parents to get bridge price and also run away from 

challenges at home (Derme et al., 2013). 
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High incidence of complications to the mother and fetus like preterm birth, low birth 

weight, cervical tear, postpartum hemorrhage and also the risk of death due to 

pregnancy related complications is doubled among teenagers as it was reported to 

vary in age groups of 11-14 years, 15-17 and 18-19 years (Kayastha & Pradhan, 

2012). These complications are thought to be due to immaturity of the teenage 

mothers physically and other factors which accompany pregnancy at an early age 

together with the adverse social economic factors and inadequate utilization of 

antenatal care although the result is good in teenagers with proper utilization of 

antenatal care, good nutrition and also attention to social issues (Ezegwui et al., 

2012). 

Labour can simply be defined as a physiological process where there is the onset of 

cervical dilatation with regular pain of uterine contractions leading to delivery of the 

foetus through birth canal (Yasmin et al., 2014). Normal labour should be 

spontaneous onset at term, without undue prolongation, vertex presentation, 

complications free as well as natural termination with minimal aids (F. Gary 

Cunningham et al., 2010).  

Labour is divided into three stages which include; First stage of labour, starts from 

onset of labour to full cervical dilation (10cm) and takes about 12hrs for prime 

gravida and 8hrs for multigravida. The cervical dilatation for nullpara is 1.2cm/hr 

and 1.5cm/hr in multipara. Second stage of labour, starts from full cervical dilatation 

to delivery of the foetus and takes about 2hour in nullpara and 1hour in multipara 

and this is the period of increased risk for the fetus (Sprague et al., 2006). Third 

stage of labour, starts from delivery of the foetus to the delivery of the placenta and 

it takes about 15-30 minutes in both nullpara and multipara (F. Gary Cunningham et 
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al., 2010). The progress of labour is monitored in labour ward by using partograph 

where the foetal and maternal progress is also monitored. 

Most of the time women do not recognize the onset of labour and timing to hospital 

for intervention, and this makes them to present to hospital in the second stage of 

labour but those who are aware presents to hospital in the first stage of labour and 

this is due to the fact that diagnosis of labour has described as one of the most 

difficult judgment of woman labour (Dixon et al., 2013; Murray-davis et al., 

2012)and also in some groups of people who believe in home delivery being safe 

may present in second stage of labour after experiencing some complications 

(Fordham, 1997). 

According to the study done at the university of Maiduguri teaching hospital showed 

that many women with low risk pregnancies presents late in labour at the second 

stage of labour due to fear of the hospital and avoidance of the routine hospital 

obstetrical interventions  but those at risk presents earlier due to fear complications 

at home (Ford, Iliffe, & Franklin, 2001). A comparative descriptive study was 

carried out to determine whether, in uncomplicated term pregnancies with the fetus 

in vertex presentation, there were many differences in maternal and fetal outcome 

between women who arrived in the labour ward in second stage of labour and those 

who arrived in early active phase and showed that there were no significant 

differences between the two groups as regards age, parity, marital status and level of 

education (Nkyekyer, 2008). 

Vaginal delivery at term considered the preferred outcome of delivery in some of the 

society but in other society like United State of America caesarean delivery has been 

a goal for more than 30 years again it has shown that early admission to the hospital 
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in low-risk women may negatively affect the outcome of labour and are at increased 

risk of prolonged labour, more oxytocin used, increased rate of caesarean section 

(Kabiraj, 2014). 

2.2 Prevalence of teenage primegravida 

The prevalence of teenage pregnancy has found to vary from one place to another as 

it was found to be high in some areas and low some areas (Derme et al., 2013; 

Muganyizi & Balandya, 2013; Mukhopadhyay et al., 2010; Vijayalakshmi, 2016). 

High rates of teenage pregnancy were found in the study done in SDM Medical 

College Dharwad which found that the prevalence of teenage pregnancy was 10.3% 

(Rita et al., 2017). Another study which was done in Nepal and USA which found 

that the prevalence of teenage pregnancy were 9.7% and 8.75% respectively (Chen 

et al., 2018; Kayastha & Pradhan, 2012).  

On the other hand low magnitude of teenage pregnancy was found in the study done 

at Kuala Lumpur in Malaysia which found only 1.1% of deliveries were teenage 

(Sulaiman et al., 2013). Another study which was done at Omdurman Maternity 

Hospital in Sudan found that the magnitude of teenage pregnancy was 4.3% 

(Mahgoub, 2005). Again in the study which was done in Denmark found that the 

prevalence of teenage pregnancy was 1.8% (Ugianskiene et al., 2015). 

In Tanzania the findings are limited but study done in Dar es Salaam at Muhimbili 

National Hospital which found that the prevalence of teenage pregnancy was 2.6% 

(Muganyizi & Balandya, 2013). 

2.3 Mode of delivery among teenage primegravida 

Some of the teenage primegravida deliver through spontaneous vaginal delivery and 

others by caesarean section but many studies have shown that the rate of 
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spontaneous vaginal delivery is increasing among teenage as it was seen in the study 

done in USA showed that teenage between the age 11-14 years delivered by 

spontaneous vaginal delivery and caesarean section in 93.3% and 6.7% respectively, 

15-17 years delivered by spontaneous vaginal delivery and caesarean section in 65% 

and 35% respectively and 18-19 years delivered by spontaneous vaginal delivery 

and caesarean section in 80.6% and 19.4% respectively (Ugianskiene et al., 2015). 

Another study done in Policlinico Umberto I Hospital in Rome showed that majority 

of teenage primegravida delivered through spontaneous vaginal delivery and few by 

caesarean section (Derme et al., 2013) and in India which showed that about 27% of 

teenage primegravida delivered by caesarean section (Vijayalakshmi, 2016) but the 

teenage primegravida were not categorized into different age groups in these studies 

but in the current study, teenage primegravida was categorized into age groups and 

the immediate obstetrics outcomes was determined accordingly. 

In a study done in Nepal showed that majority of teenage primegravida delivered 

vaginally and only 10% delivered by caesarean section (Kayastha & Pradhan, 2012) 

and in a study done in India showed that about 65.7% of the teenage pregnancies 

deliver vaginally and only 28% deliver by caesarean section (Mukhopadhyay et al., 

2010; Sarwar & Iftikhar, 2016). Again in the study done at Benazir Bhutto Hospital 

showed that about 80% of teenage pregnancies delivered vaginally (Sarwar & 

Iftikhar, 2016) but in a study done at SDM Medical College Dharwad showed that 

about 52% of the teenage primegravida delivered by caesarean section (Rita et al., 

2017). In the current study, the teenage primegravida was categorized into different 

groups depending on their ages and residence and then the mode of delivery, other 

interventions and outcomes assessed which was not included in the above studies. 
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In Tanzania majority of the teenage primegravida deliver vaginally and only few 

proportion deliver through caesarean section (Mosha & Philemon, 2010; Muganyizi 

& Balandya, 2013a). Through this study, the immediate obstetric outcomes was 

determined where the number of participants involved in the current study were 

more than in the above studies and also the teenage primegravida was categorized 

into groups depending on their ages and residence. 

2.4 Immediate maternal outcomes of teenage primegravida 

Teenagers are at high risk of getting complications during and after delivery as it 

was seen in the study done in USA which showed that the teenagers aged 11-14 

years get complications in about 1.8% which include perineal tear, antepartum 

hemorrhage, postpartum hemorrhage and perineal hematoma, the teenagers aged 15-

17 years got complications in about 1.7% which include cervical tear, postpartum 

hemorrhage, retained placenta, perineal hematoma and teenagers aged 18-19 years 

get complications in about 1.2% which include cervical tear, postpartum 

hemorrhage, and perineal hematoma (Chen et al., 2018). The complications of 

teenage primegravida was also assessed based on the residence which was not done 

in the above study. 

In a study done at Bikaner tertiary care Hospital showed that teenage pregnant 

women are likely to get postpartum complications like cervical tear, postpartum 

hemorrhage, retained placenta, perineal hematoma and also antepartum 

complications like pregnancy induced hypertension, preeclampsia, eclampsia, 

antepartum hemorrhage and also maternal and neonatal death was seen more in 

teenage pregnancy (Charpota et al., 2016; Vijayalakshmi, 2016)(Saxena et al., 2010; 

Sulaiman et al., 2013). In a study done in Nepal showed that the prevalence of 

postpartum hemorrhage in teenage primegravida was not significant compared to 
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multigravida (Kayastha & Pradhan, 2012). Another studies done in Malaysia, India 

and Nigeria showed that teenage pregnancies have a high proportion of preterm 

delivery (Ayuba & Gani, 2012; Ezegwui et al., 2012; Mukhopadhyay et al., 2010; 

Ogelle et al., 2011; Sulaiman et al., 2013). In the current study the obstetric 

outcomes in both spontaneous vaginal delivery and caesarean section was 

determined in relation to the gestation age which was not done in the above studies. 

In Tanzania, many studies have shown cervical tear and postpartum hemorrhage are 

most common complications in teenage pregnancies (Mosha & Philemon, 2010; 

Muganyizi & Balandya, 2013a). In the current study the other maternal 

complications in both those who deliver by spontaneous vaginal delivery and those 

who deliver by caesarean section based on age groups and residence was determined 

which were not done in other studies. 

2.5 Immediate fetal outcomes of teenage primegravida 

Immediate fetal complications among teenage pregnancy are very common and this 

depend largely on the age of the mother as it was shown in the study done in USA 

which showed that about 3.2%, 1.2% and 1.18% of the fetuses born by teenagers 

aged 11-14 years have low birth weight, low APGAR score (<4) and also neonatal 

death respectively (Chen et al., 2018). About 1.9%, 1.4% and 1.7% of the fetuses 

born by teenagers aged 15-17 years had low birth weight, low APGAR score (<4) 

and also neonatal death respectively (Chen et al., 2018). In age group 18-19 years, 

fetuses with low birth weight, low APGAR score (<4) and also neonatal death were 

about 1.1%, 1.2% and 1.2% respectively (Chen et al., 2018). 

The overall outcomes of fetus was found to be 1.3%, 1.2% and 1.3% of low birth 

weight, low APGAR score (<4) and also neonatal death respectively (Chen et al., 
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2018). Also other studies showed that, prematurity, low birth weight, intrauterine 

fetal death and congenital anomalies are most common outcomes in teenage 

pregnancy (Sarwar & Iftikhar, 2016; Vijayalakshmi, 2016). 

In study done in Policlinico Umberto I Hospital in Rome showed that about 16% of 

newborns were underweight and also scored high in the first and fifth minutes 

(Derme et al., 2013). Another study done in India showed that about 16% of fetus 

born by teenage end up with asphyxia, 4% end up with sepsis, 1% with congenital 

anomalies and 0.3% with IUGR (Kayastha & Pradhan, 2012; Mukhopadhyay et al., 

2010; Saxena et al., 2010). The comparison among neonates born by spontaneous 

vaginal delivery and caesarean section among teenage primegravida was established 

which was not done in the above studies. 

In Tanzania, the data are scarce but the available data show that asphyxia and low 

birth weight are most common outcomes in teenage pregnancies (Mosha & 

Philemon, 2010; Muganyizi & Balandya, 2013a). In current study the fetal outcomes 

and the need for admission in neonatal intensive care unit was determined among 

neonates born by spontaneous vaginal delivery and caesarean section in teenage 

primegravida based on age groups and residence which were not done in the above 

studies. 

2.6 Conceptual framework 

The independent variable include age, gestation age, primegravida and marital status 

where the intermediate variable is the mode of delivery and the dependent variable 

are perineal tear, cervical tear, postpartum hemorrhage, maternal death, ruptured 

uterus, birth asphyxia, low birth weight and neonatal death. Pregnant women with 

young ages who deliver through spontaneous vaginal delivery can end up with 
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perineal or cervical tear due to immature reproductive system. This may also lead to 

postpartum hemorrhage and maternal death if not managed actively. If the gestation 

age is 36weeks or less then the fetus may end up being born premature and also with 

low birth weight through either spontaneous vaginal delivery or caesarean section 

and also increased risk of asphyxia and neonatal death. Unmarried teenage are 

unlike to utilize good quality hearth services and this leads to failure of identifying 

those at risk. 

Independent variables          Intermediate variables               Dependent variables 

 

 

 

 

 

 

 

 

 

Figure 2. 1: Conceptual model 
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CHAPTER THREE 

METHODOLOGY 

3.1 Study design 

A hospital based descriptive cross-section study was used to assess prevalence and 

immediate obstetric outcomes in teenage primegravida arriving in active first stage 

of labour at Iringa regional referral hospital labour ward from February to May 

2018. 

3.2 Study area description 

The study was conducted at labour ward of the department of Obstetrics and 

Gynaecology, Iringa Regional Referral Hospital situated in the Southern Highland of 

Tanzania. The region physical area covers about a total area of 35,743 square 

kilometers. It is divided into four administrative districts namely Iringa Municipal 

council, Iringa District Council, Kilolo District Council and Mufindi District 

Council. According to the 2012 national census, the region had a population of  

941,238 where 452,052 are males and 489,186 are females(National Bureau of 

Statistics Ministry of Finance and Office of Chief Government Statistician, 2013). 

The region is bordered to the north by Singida and Dodoma, to the south by 

Njombe, to the east by Morogoro and to the west by Mbeya (National Bureau of 

Statistics Ministry of Finance and Office of Chief Government Statistician, 2013). 

Iringa Regional Referral Hospital has bed capacity of 445, actual bed 377 and 

among these the obstetrics capacity has 47 beds. The obstetrics department has 1 

specialist, 1 medical doctor, 3 assistant medical officers, 51 nurses and 8 cleaners. 

Neonatal resuscitation is done by anaesthetists. Total number of patient admitted in 

2017 were 50,394. Pregnant women delivered were 5979, Caesarean section were 
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3500(58.54%), and SVD were 2479 (41.46%). Total number of maternal mortality 

rate were 24. Hospital data of 2017 IRRH 

3.3 Study population 

The study population comprised all women who came to deliver at Iringa Regional 

Referral Hospital during the study period. 

3.3.1 Inclusion criteria 

All women delivered from February to May 2018 were included in the study but the 

obstetric outcomes and social demographic information were recorded for the 

teenage primegravida only. 

3.3.2 Exclusion criteria 

Women with medical condition like mental illness  

3.4 Sample size calculation 

The sample size was calculated using the formula as used by Leslie Kish. 

N = z
2
 *p(1-p)/d

2
 

Where  

N=desired sample size 

z= the standard normal deviate, set at 1.96 which corresponds to the 95% confidence 

limit. 

p= Expected population proportion of teenage primegravida delivery 11.6% 

(Mbelwa & isangula, 2012) 

1-p = proportion of people without complications 88.4%  

d =Margin of error (5%). 

So the sample size was 157, this was the minimum sample size  
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3.5 Sampling technique 

By using purposively sampling procedure, Iringa regional referral hospital was 

purposively selected out of other hospitals at Iringa in the municipality. All pregnant 

women were thereafter selected purposively based on the inclusion criteria during 

the study. The teenage primegravida information were recorded. 

3.6 Data collection procedure and instrument used 

Data was collected by using a prepared questionnaire with structured questions. The 

total number of births per day were recorded from the first day of the study to the 

end. The required information from primegravida like age, last normal menstrual 

period, expected date of delivery and residence were obtained from partograph and 

recorded. Cervical and perineal trauma, Apgar score and other complications were 

determined by physical examination of the mother and fetus. 

Low Apgar score was consider when the score after five minutes was <7. 

Postpartum hemorrhage was diagnosed in women with vaginal delivery with blood 

loss of equal to or greater than 500 ml and/or 1000mls for caesarean delivery. Other 

tools used include pens, pencils and rubber for recording the data. 

3.7 Validity and reliability 

A pilot study was conducted at Iringa Regional Referral Hospital before the study 

period to pretest the checklist. This exercise facilitated improvement on the research 

instruments so as to ensure capturing the correct data in order to ensure reliability 

and validity of the data collected. 
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3.8 Definition and measurement of variables 

3.8.1 Independent variables 

 Age 

 Marital status 

 Education 

 Gestational age 

 Residence 

 Expected date of delivery  

These variable were measured by using a questionnaire 

3.8.2 Dependent variables 

 Short term outcomes (Postpartum hemorrhage, Perineal tear, cervical tear, 

Rupture of uterus, Birth asphyxia, Episiotomy, Artificial rupture of membranes, 

Neonatal death). 

 Mode of delivery (Spontaneous vertex delivery, Caesarean section). 

 The birth weight were categorized into three groups where <2.5kg was low birth 

weight, 2.5-3.5kg was considered normal birth weight and above 3.5kg was 

considered big baby. 

3.9 Data management and analysis  

Data collected were analyzed by using SPSS version 23. Categorical variables were 

summarized into proportions and percentages. Numerical data were summarized into 

means, median and standard deviations. Chi square was used to determine the 

association between fetal and maternal outcomes and it was considered significant at 

p<0.05.  
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3.10 Dissemination of results 

The results obtained were disseminated to The University of Dodoma and also 

forwarded to various stakeholders concerned with various conferences.  

3.11 Ethical consideration 

Clearance was obtained from University of Dodoma and other Iringa Regional 

Referral Hospital authorities. Informed consent was obtained from respondents and 

confidentiality was assured and maintained at all levels as no names were recorded. 

During data collection, method employed did not cause harm to subjects and 

information obtained were used for research purpose only. Also advice and 

counseling were given. 
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CHAPTER FOUR 

RESULTS 

4.1 Demographic characteristics of study participants 

During the time of the study from February to May 2018, the total number of 

deliveries were 1921 where 210 deliveries were teenage primegravida whose 

information were recorded. The age range for teenage primegravida was from 11-19 

years with mean age of 17 years and standard deviation of 1.3 years. The age group 

between 18-19 years had many number of participants with 137 (65.2%) 

participants, 149 (71%) of the teenage primegravida were single, majority of them 

are primary school leavers 147 (70.0%) and about 149 (66.2%) are from rural  
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Table 4. 1: Demographic characteristics of study participants N= 210 

VARIABLE FREQUENCY PERCENT 

Age Group   

11-14 6 2.9 

15-17 67 31.9 

18-19 137 65.2 

Marital Status   

Single 149 71.0 

Married    61 29.0 

Education Level   

Primary 147 70.0 

Secondary 62 29.5 

College/University   1    0.5 

Residence   

Urban 71 33.8 

Rural 149 66.2 

 

Gestation Age 

  

Preterm 11 5.3 

Term 192 91.4 

Post term 7    3.3 

 

4.2 Prevalence of teenage primegravida N = 1921 

Out of 1921 deliveries, 210 (10.9%) were teenage primegravida delivered at Iringa 

region referral hospital during the study. Other non-teenage primegravida 

contributed 1711 (89.1%) during the study. 
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Figure 4. 1: Prevalence of teenage pregnant women delivering at Iringa 

regional referral hospital from February to May 2018. 

4.3 Mode of delivery of teenage primegravida involved in the study 

Majority of the teenage primegravida 137 (65.2%) delivered normally and 73 

(34.8%) by caesarean section (p = 0.635)  

Table 4. 2: Mode of delivery among teenage primegravida admitted in active 

first stage of labor at Iringa regional referral hospital.  N=210 

VARIABLES AGE GROUP (In years)  

TOTAL  

p 

value 11-14 15-17 18-19 

MODE OF 

DELIVERY 

     

SVD 4 (66.7%) 45 

(67.2%) 

88 

(64.2%) 

137 (65.2%) 0.635 

C/section 2 (33.3%) 22 

(32.8%) 

49 

(35.8%) 

73 (34.8%) 0.635 

  

10.9 

89.1 

Teenage primegravida Non teenage primegravida
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4.4 Maternal outcomes of teenage primegravida involved in the study 

Less than half of the teenage involved in the study got complications 85 (40.5%) 

where perineal tear 68 (32.4%), PPH 10 (4.8%) and cervical tear 7 (3.3%) were 

observed in teenage primegravida involved in the study. Perineal tear 68 (32.4%) 

was high in the age group 18-19 years, postpartum hemorrhage 5 (7.5%) and 

cervical tear 5 (3.6%) were high in the age group 15-17 years  

Table 4. 3: Maternal outcomes of teen primegravida women delivering at 

Iringa Regional Referral Hospital.   N=210 

COMPLICATIONS AGE GROUP (In years)  

TOTAL 11-14 15-17 18-19 

PPH Yes 0 (0.0%) 5 (7.5%) 5 (3.6%) 10 (4.8%) 

No 6 

(100.0%) 

62 (82.5%) 132 

(96.4%) 

200 (95.2%) 

Cervical tear Yes 0 (0.0%) 2 (3.0%) 5 (3.6%) 7 (3.3%) 

No 6 

(100.0%) 

65 (97.0%) 132 

(96.4%) 

203 (96.7%) 

Perineal tear Yes 2 (33.3%) 20 (29.9%) 46 (33.6%) 68 (32.4%) 

No 4 (66.7%) 47 (70.1%) 91 (66.4%) 142(67.6%) 

4.5 Fetal outcomes in teenage prime gravida involved in the study 

20 (9.5%) of the fetuses born by teen primegravida had low APGAR score with high 

number of low APGAR score  in age group 15-17 years 8 (11.9%) and all fetuses 6 

(100.0%) born by teens aged from 11-14 years got APGAR score >7. The overall 

need of neonatal admission was found to be 33 (15.7%) and it was high 15 (22.4%) 

especially in age group 15-17 years. The overall immediate mortality rate from 

newborns of teen primegravida involved in the study at Iringa regional referral 

hospital  was found to be  9 (4.3%) and was high in age group 15-17 years 6 (9.0%). 
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Also 14 (6.7%) of the baby born by teen primegravida women during the study had 

low birth weight and 23 (11.0%) had more than 3500g birth weight. High rate 7 

(10.4%) of low birth weight was found in fetuses born by teens aged from 15-17 

years  

Table 4. 4: Fetal outcomes of teen primegravida women delivering at Iringa 

Regional Referral Hospital. 

COMPLICATION

S 

AGE GROUP (In years)  

TOTAL 11-14 15-17 18-19 

APGAR SCORE     

<7 0 (0.0%) 8 (11.9%) 12 (8.8%) 20 (9.5%) 

>7 6 (100.0%) 59 (88.1%) 125 (91.2%) 190 (90.5%) 

BIRTH WEIGHT     

Low BWT 0 (0.0%) 7 (10.4%) 7 (5.1.0%) 14 (6.7%) 

Normal BWT 6 (100.0%) 52 (77.6%) 115 (83.9%) 173 (82.3%) 

Big baby 0 (0.0%) 8 (11.9%) 15 (10.9%) 23 (11.0%) 

NEED NICU     

Yes 0 (0.0%) 15 (22.4%) 18 (13.1%) 33 (15.7%) 

No 6 (100.0%) 52 (77.6%) 119 (86.9%) 177 (84.3%) 

NEONATAL 

DEATH 

    

Yes 0 (0.0%) 6 (9.0%) 3 (2.2%) 9 (4.3%) 

No 6 (100.0%) 61 (91.0%) 134 (97.8%) 201 (95.7%) 
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4.6 Comparison of feto-maternal outcomes of teenage prime gravida aged 

between 11-17 years and 18-19 years. 

The age group between 18-19 years found to get more maternal and fetal 

complications than age group between 11-17 years but it is statistically not 

significant (p > 0.05)  

Table 4. 5: Comparison of feto-maternal outcomes of teenage primegravida 

aged between 11-17 and 18-19 years at Iringa regional referral 

hospital. 

OUTCOMES AGE GROUP (In years) OR (95% 

CI) 

p value 

11-17 18-19 

MATERNAL      

Cervical tear Yes 2 (2.7%) 5 (3.6%) 0.7(0.54_6.9) 0.537 

No  71 (97.3%) 132 (96.4%) 

Perineal tear Yes  22 (30.1%) 46 (33.6%) 0.8(0.5_1.6) 0.612 

No 51 (69.9%) 91 (66.4%) 

PPH Yes 5 (6.8%) 5 (3.6%) 1.9(0.5_6.9) 0.300 

No 68 (93.2%) 132 (96.4%) 

FETAL      

Low APGAR 

score (<7) 

Yes 8 (11.0%) 12 (8.8%) 0.8(0.3_2.0) 0.605 

No 65 (89.0%) 125 (91.2%) 

Low birth weight Yes 7 (9.6%) 7 (5.1%) 1.9(0.7_5.9) 0.250 

No 66 (90.4%) 130 (94.9%) 

Neonatal death Yes 6 (8.2%) 3 (2.2%) 4.0(1.0_16.5) 0.068 

No 67 (91.8%) 134 (97.8%) 
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CHAPTER FIVE 

DISCUSSION 

5.1 Prevalence of Teenage Primegravida 

This cross sectional study which was conducted at  Iringa regional referral hospital  

from February to May 2018 involving 1921 deliveries and among these, 210 teenage 

primegravida from different parts of Iringa region like Iringa urban and rural area 

whose required information were recorded. During this period the prevalence of 

teenage primegravida delivered at Iringa regional referral hospital was found to be 

10.9% which means there are teenage primegravida deliveries at the ratio of 100 in 

every 1000 women who deliver at Iringa regional referral hospital. This finding is 

similar to that obtained in the study done in SDM Medical College Dharwad which 

found that the prevalence of teenage pregnancy was 10.3% (Rita et al., 2017). 

Our result is slightly higher than those obtained in the studies done in Nepal and 

USA which found that the prevalence of teenage pregnancy were 9.7% and 8.75% 

respectively (Chen et al., 2018; Kayastha & Pradhan, 2012). On the other hand our 

findings are higher than the findings obtained in the studies done in Omdurman 

Maternity Hospital in Sudan, Dar es Salaam at Muhimbili National Hospital, 

Denmark, Nigeria and Kuala Lumpur in Malaysia which found that the prevalence 

of teenage pregnancy was, 4.3%, 2.6%,1.8% , 1.7% and 1.1% respectively (Ezegwui 

et al., 2012; Mahgoub 2005; Muganyizi & Balandya 2013; Sulaiman et al. 2013; 

Ugianskiene et al. 2015). Though the findings in these study seem to be low 

compared to the finding in our study, but the problem of teenage pregnancy is still 

higher especially in African countries as it was demonstrated earlier. Early marriage, 

low level of education and geographical difference may explain these difference in 

figures. Also lack of enough knowledge on the complications of early pregnancy in 
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teenage may be the reason as it was found  more than 70% of the teens involved in 

the study are primary school leavers who  have little knowledge. Also high 

prevalence of HIV/AIDS in Iringa contributes greatly to the death of many parents 

making most of the children in Iringa to be taken care by their grandparents. This 

puts them at risk of engaging in sexual activity and marriage before time due to lack 

of some of the services and because they have little knowledge on contraceptives, 

most of them end up by getting pregnancy. 

Our study also found that, the teenage aged from 18-19 years had maximum number 

of participants accounted for 65.2% of all teenage primegravida women. This is 

consistence to the findings obtained in the study done in USA where more than half 

of the teenage 56.3% where form the age group 18-19 years (Chen et al., 2018). It is 

also similar to the finding obtained in the study done in Nepal where majority of the 

teenage 73.9% were from age group from 18-19 years (Kayastha & Pradhan, 2012). 

Similar finding was found in the study done in India which showed that about 69% 

of the teenage involved in the study were from age group 18-19 years(Charpota et 

al., 2016). This means that, most the countries including our country recognize a 

teenage aged above 18 years as matured enough and can get married and also it is 

the time when the primary school level is completed. Therefore most of the girls get 

married at this time especially when they are not students. 

5.2 Mode of delivery among teenage prime gravida 

Our study has found that, 65.2% of the teenage delivered through spontaneous 

vaginal delivery and 34.8% delivered by caesarean section. The finding are 

consistence with the findings obtained in the study done in Rome where only 32.2% 

of the teenage underwent caesarean delivery (Derme et al., 2013). The teenage 11-14 
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years found to deliver more through spontaneous vaginal delivery than teenage aged 

18-19 years at 66.7% vs 65.2% but it is statistically not significant (p = 0.635). 

Similar results were found in the studies done in India which found that the 65.0% 

of teenage delivered through spontaneous vaginal delivery (Kumar et al., 2007) and 

those found in Niger and Bengal which found that 66.2% and 65.7%  of the teenage 

delivered by spontaneous vaginal delivery and caesarean section respectively 

(Ayuba & Gani, 2012; Sarwar & Iftikhar, 2016). 

The rate of spontaneous vaginal delivery was found to be increasing among teenage 

and it was found to even more higher in some studies like in the studies which were 

done in India and Malaysia which found that 80.0% and 89.0% respectively 

(Ezegwui et al., 2012; Mukhopadhyay et al., 2010; Sarwar & Iftikhar, 2016; 

Sulaiman et al., 2013). Also high rate of normal vaginal delivery was found in the 

study done in Oman where 80.0% of teenage pregnant women delivered through 

spontaneous vaginal delivery (Abu-heija, 2014). 

High rate of spontaneous vaginal delivery was found in our study. Close monitoring 

of progress of labour by using partograph is done in this setting. Ideally, it is 

believed that teens cannot deliver normally because of immature reproductive 

organs and this makes many teens to be subjected to elective caesarean section but 

when there is close monitoring of progression of labour, large proportion of teens 

can deliver normally. 

5.3 Immediate maternal outcomes of teenage primegravida 

Our study which was done at Iringa regional referral hospital found that, the 

complications observed among teenage primegravida include 4.8% postpartum 
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hemorrhage, 3.3% cervical tear and 32.6% perineal tear. Perineal tear was seen to be 

the most common complication among all teenage primegravida regardless of the 

age group. In the teenage aged between 18-19 years, perineal tear 33.6% was found 

to be the leading complication together with other complications in low rates like 

PPH 3.6% and cervical tear 3.6% but it was statistically not significant (p > 0.05). 

This is similar to the finding in the study done in Denmark found that immediate 

maternal complications include 52.8% perineal tear and 16% postpartum 

hemorrhage (Ugianskiene et al., 2015).  

Other studies found with higher results compared to our study like high rate of 

postpartum hemorrhage 34.9% was found in the study done in Niger (Ayuba & 

Gani, 2012) while others found low results compared to our study like in the study 

done in Nepal found that only 1.8% of the teenage primegravida got postpartum 

hemorrhage (Kayastha & Pradhan, 2012) and in the study done in Nigeria found that 

1.4%  teenage got postpartum hemorrhage (Ezegwui et al., 2012). 

From our study and other studies above, high rate of perineal tear was found to be 

the leading and most common complications among teenage mothers in all age 

groups and this may be explained by their reproductive organs being immature as it 

was seen that all teens aged 11-14 years who got complications only got perineal 

tear but the difference in figures may be due to difference in geographical and 

environmental factors. 

Our study found that, there was no immediate maternal death of teenage which is 

consistence with the study done in Nigeria which also found no maternal death of 

teenage pregnancy women (Ezegwui et al., 2012) but it is different from the study 

done in India where 2.5% of teenage pregnant women died immediately after 
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delivery (Vijayalakshmi, 2016). Utilization of antenatal clinic, coming earlier to the 

health facilities among teenage primegravida and close monitoring of progress of 

labour contribute greatly to the decreased number of immediate maternal death and 

may be the reasons of the results obtained. Also the rate of utilization of health 

services among pregnancy women in our setting is increasing especially in towns. 

5.4 Immediate fetal outcomes of teenage primegravida 

Our study has found that the immediate fetal complications include 9.5% low 

APGAR score (<7), 6.7% low birth weight, 15.7% of the fetuses born needed 

Neonatal Intensive Care Unit admission and 4.3% of all neonates born died 

immediately after being born. Fetuses born by teenage aged 18-19 years was found 

to get 5.1% low birth weight , 8.8%  low APGAR score and 2.2% neonatal death 

compared to fetuses born by teenage aged 11-14 years who did not get any 

complications but the findings are not statistically significant (p >0.05). The result 

obtained in the current study are comparable to the result obtained in the study done 

in Bengal where 5.1% of the newborns died within 24 hours after delivery 

(Mukhopadhyay et al., 2010) and in the study done in India where the neonatal death  

born by teenage which occur immediately after delivery was 4.0% and 11.7% of the 

newborns got low APGAR score (Kumar et al., 2007). 

Other studies showed higher rate of fetal complications like in the study done in 

India showed high rate of neonate death were 10% of babies born by teenage died 

immediately after birth (Vijayalakshmi, 2016) while some studies found low rate of 

fetal complications like in the study done in United States of America found that 

9.7% of the newborns had low birth weight and 2.0% low APGAR score (<7) (Chen 

et al., 2018). 
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Fetus born by teens tend to have complications and some studies have linked these 

with lack of regular ANC visits, prevalence of anemia, low socioeconomic class, 

low education level and under nutrition. Low level of education makes the teens to 

have little knowledge on what should be eaten during pregnancy, lack of family 

support and also stigma in the family contribute greatly to these complications. Most 

of the teens involved in the study are single which means they lack support from 

husbands. Also partly, low birth weight can be explained by preterm deliveries. 

In general, fetuses of teens experience some immediate complications as shown in 

our studies and other studies although there are differences in figures between 

groups but the main reasons of low level of education, poor nutrition status, poverty 

and lack of support contribute more to these immediate outcomes together with 

preterm delivery. 

5.5 Strength of the study 

The study was included large sample size (n=210) to represent the study population. 

The research questions were answered by research findings. The results provide 

immediate obstetric outcomes on teenager primegravida arriving in first stage of 

labour at Iringa Regional Referral Hospital labour ward. 

5.6 study limitations 

The limitations that occurred during the course of the study include lack of enough 

funds to cater all the study expenses. 
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CHAPTER SIX 

CONCLUSION AND RECOMMENDATION 

6.1 Conclusion 

This study have shown that the prevalence of teenage primegravida is 10.9% and 

immediate maternal outcomes include perineal tear 32.4%, postpartum hemorrhage 

4.8% and cervical tear 3.3%. The fetal outcomes include need for Neonatal Intensive 

Care Unit 15.7%, low APGAR score 9.5%, low birth weight 6.7% and neonatal 

death 4.3%. 

The prevalence of teenage prime gravida is higher in this area compared to other 

studies done in other settings. Some of the adverse outcomes observed in teenage 

primegravida and high prevalence in this setting might have been attributable to 

socio-demographic factors like low education level and unmarried status. 

6.2 Recommendation 

I recommend that, prevention of teenage pregnancy and reducing complications of 

teenage pregnancy can be achieved in the following ways. 

 By improving the utilization of family planning services to reduce the rate of 

teenage pregnancies and minimizing their complication and to prevent further 

pregnancies.  

 Health education regarding early sex, early marriage, and literacy needed 

among teenage girls and impulse towards good antenatal care, proper treatment 

and more emphasize should be put on the awareness on the fact that one should 

not get married before the age of 20 years. 

 Close and proper monitoring of progress of labour to reduce unnecessarily 

operation. 
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 More training on the health care providers on resuscitation and neonatal care to 

reduce and prevent immediate neonatal death. 

 Well-equipped Neonatal Intensive Care Unit to accommodate the need. 

6.3 Suggestion for further studies 

This study involved 210 teenage primegravida and therefore further studies should 

involve large number of sample size are suggested in future to establish the 

perinatal obstetric outcomes as whole. 
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APPENDICES 

Appendix I: Consent form (English version) 

I, Scholastica M. Malangalila a third year student pursuing Master of medicine in 

Obstetrics and gynecology  at College Health Sciences, department of obstetrics and 

gynecology at the University of Dodoma. I’m conducting a study to assess the 

immediate fetal and maternal outcomes in teenage primegravida arriving in first 

stage of labour at Iringa Regional Referral Hospital labour ward from February to 

May 2018. 

I hereby call upon for your cooperation in this study as no .names will be recorded, 

no harm will be caused to the participants and the information obtained will be used 

for research purpose. 

Client’s signature…………………………………………. 

Researcher’s signature…………………………………contact +255 754 022 823. 
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Appendix II: Questionnaire (English version) 

COLLEGE OF HEALTH SCIENCES 

MASTER OF MEDICINE IN OBSTETRICS AND GYNAECOLOGY 

DEPARTMENT OF OBSTETRICS AND GYNAECOLOGY 

QUESTIONNAIRE ON ASSESSMENT OF   IMMEDIATE FETAL AND 

MATERNAL OUTCOMES IN TEENEGER SINGLE TONE TERM 

PRIMEGRAVIDA ARRIVING IN FIRST STAGE OF LABOUR AT IRINGA 

REGIONAL REFERRAL HOSPITAL LABOUR WARD FEBRUARY TO 

MAY 2018: 

A. DEMOGRAPHIC DATA 

1. Questionnaire number……………………. 

2. Date of data collection…………………… 

3. File number………………………………  

4. Age……………………………………….. 

5. Residence………………………………… 

6. LNMP…………………………………… 

7. EDD…………………………………….. 

8. Gestation age…………………. 

9. Level of education  

(a)  Primary (b) Secondary  (c)  College/University  (d) None 

10. Marital status 

(a) Single (b) Married(c)  Divorced  (d) Separated (e) Widow 
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B. CERVICAL DILATATION ON ADMISSION 

11. The cervical dilatation on admission in labor ward is (Number)…….………… 

C. INTERVENTIONS AND MODE OF DELIVERY 

12. Oxytocin use (a) Yes (b) No 

13. Artificial rupture of membrane (a) Yes (b) No 

14. SVD  (a) Yes (b) No (If Yes go to question number 15) 

15. Assisted vaginal delivery (a) Yes (b) No if Yes 

specify………………………………………… 

16. Caesarean section (a) Yes (b) No 

17. Reasons for Caesarean section 

(a)Feta distress (b) Cephalopelvic disproportion (c) Obstructed labor (d) Others 

(Mention)…………………………………………………………. 

D. COMPLICATIONS OF DELIVERY 

18. Maternal complications 

i. Perinea tears (a) Yes  (b) No 

ii. Cervical tear a) Yes  (b) No 

iii. PPH  (a) Yes  (b) No 

iv. Others………………………. 

19. Fetal complications  

i. APGAR score……………………………………….. 

ii. Need for neonatal ICU admission (a) Yes (b) No 

iii. Birth weight……………………………. 

iv. Neonatal death (a) Yes (b) No 
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