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NTRODUCTION :- “No longer a child, not yet a women”, is a line
which captures the essence of adolescence beautifully.

Pregnancy and childbirth are universally celebrated events. Maternal
age has been indicated to be an important factor in determination of
obstetric outcome. The term Adolescence is derived from the Latin
term “adolescere” which means “to grow up” .World Health
Organization (WHO)1,2 defines adolescent pregnancy as “any
pregnancy from a girl who is 10-19 years of age”, the age being defined
as her age at the time the baby is born. They are grouped as younger
adolescents when aged 10-14 years and adolescents as aged 15-19
years. Often the terms “Teenage pregnancy” and “Adolescent
pregnancy” are used as synonyms.

Adolescence is a distinct and unique physical and developmental stage
in a woman's life. Consequently, the diagnosis and management of
pregnancy during this time, before the age of 20, deserves
acknowledgement of its distinctive inherent risks and an
understanding of the relevant elements of care required for successful
outcomes for the mother, the infant, and their surrounding social circle.
This is the period when structural, functional, mental and psychosocial
developments occur in a child to prepare her for assuming the
responsibility of motherhood.

Globally an estimated 16 million girls between the ages of 15 and 19
yrs. and 2 million girls under the age of 15 give birth every year. Almost
all adolescent births- about 95%- occur in low and middle income
countries. This number represents 11% of all births worldwide (WHO
2014) .Seven countries account for half of all adolescent births: India,
Bangladesh, Brazil, the Democratic Republic of the Congo, Ethiopia,
Nigeria and the United States of America3. Within countries,
adolescent births are more likely to occur among poor, less educated
and rural populations.

Adolescent pregnancy is common in India as well as in many south
Asian countries since adolescent marriage is a social reality and there
is a social expectation to have a child soon after marriage4,5,6,7. Many
researches show that the ill consequences of adolescent pregnancy are
due to marriage in early ages8 and adverse social and economic
conditions of women9-18. Biologically, a teenage pregnant woman,
still growing, has to compete with the foetus for nutrients and hence,
pregnancy within two years after menarche increases the risk of
preterm delivery”.

Data of the National Family Health Survey (NFHS)-3 revealed that
16% of women, aged 15-19 years, have already started childbearing in
India. This proportion is highest in the state of Jharkhand (28%),
followed by West Bengal (25%) and Bihar (25%), all located in eastern
India. Early marriage sometimes means teenage pregnancy,
particularly in rural regions where the rate of teenage pregnancy is
much higher thatis 21.21 %9 than it is in urbanized areas20 .

The Centre for Development and Population Activities (CEDPA,
2001) states that there are an estimated 105 million adolescent girls in
the age group 10-19 years in India. In India, early marriage for girls
receives religion and social sanction. There is strong cultural pressure
on parents to marry their daughters early. Thus, there are over 10
million pregnant adolescents agers and teenage mothers in India, with
one in six girls in age group 13-19 years beginning child bearing. But
these girls are prepared neither physically nor emotionally for
pregnancy and motherhood. Teenagers who marry between age 15-19
years will nonetheless bear on average 6-7 children over the course of
their lives.”

In fact, in-spite of Child Marriage Restraint Act 1978, a substantial
proportion of rural marriages in India continue to take place when the
girl is around 15 years. Early marriage coupled with an ingrained
tradition to bear a child within 1-2 years of marriage to be accepted by
the in-laws puts undue pressure on the married teenage girl to bear a
child.

Teenage mothers are nearly 3 times more at risk of developing anemia
and preterm labour22. They are twice as likely to develop hypertensive
problems in pregnancy and are twice risk for low birth weight. Teenage
pregnant girls need more attention for prevention and treatment of
anemia, preeclampsia, eclampsia and low birthweight, prematurity23
The WHO estimates that the risk of death following pregnancy is twice
for women between 15 and 19 years than for those between the ages of
20 and 24 years. The maternal mortality rate can be up to five times
higher for girls aged between 10 and 14 years than for women above
twenty years of age. Fourteen percent of all unsafe abortions in low and
middle income countries are among women aged 15-19 years. About
2.5 million teenagers have unsafe abortions every year, and teenagers
are more seriously affected by complications than are adult women24
Adolescent pregnancy is a social burden and reflects the country's
attitude towards literacy and position of women in the society,
traditional culture of early marriage, sex education, knowledge and use
of contraception, accessibility of women to various health care
facilities, services and affordable contraception options.

The higher rates of adolescent pregnancy tend to be concentrated in
rural areas and are linked to poverty. Multiple socioeconomic risk
factors have been thought to be responsible as- age at marriage, poor
transition from school to work at 16 years of age, lower socioeconomic
group, illiteracy,sexual abuse, low educational achievement, mental
health problems, having had teenage parents, crime, out of wedlock
pregnancy, social deprivation, being in the care of social services, lack
of awareness and maturity.

AIMS &OBJECTIVES OF STUDY
AIMOFTHE STUDY:
1. To find the prevalence of adolescent pregnancy.
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2. To analyse the factors contributing to adolescent pregnancy.

3. To study and compare the health problems of adolescent mothers
during antepartum, intrapartum and postpartum period with adult
mothers.

4. To study and compare the fetal consequences of adolescent
pregnancy with adult pregnant women.

5. To study maternal and neonatal mortality.

OBJECTIVES OFTHE STUDY:

1.To explore strategies for prevention of problems of adolescent
pregnancies.

2. To explore strategies for prevention of perinatal and maternal
mortality in adolescents.

MATERIALSAND METHODS

Study design

The study undertaken was a comparative study of pregnancies and
their outcome inadolescent and adult mothers .

Study and Time
Umaid Hospital, Dr S. N. Medical College, Jodhpur.
From July 2016 to December 2016.

Study population
Adolescent pregnant women (cases) - (15-19yrs)
Adultprimigravidae (control) - (20-24yrs).

INCLUSION CRITERIA:

All adolescent primigravidae and adult primigravidae attending labour
room of Umaid Hospital and willing to participate were included in the
study.

EXCLUSION CRITERIA:

Women with preexisting medical disorders like:
congenital and rheumatic heart disease

chronic hypertension

overt diabetes mellitus

hypothyroidism

Primigravidas undergoing abortions
Multigravidae

Multiple gestation

Study procedure

A structured proforma was used to collect information for all women
in this study. For each case, next consecutive singleton delivery in the
age group of 20-24 years was selected for comparison.

Information regarding age, educational status, occupation, marital
status, age at marriage, health awareness, knowledge about pregnancy

and delivery, antenatal visits was obtained from history.

A detailed history, general physical examination and appropriate
routine investigations were carried out for all women.

Complications during antenatal, intranatal and postpartum period
were also noted. Details regarding mode of delivery and outcome was
noted.

Both mother and infant were followed up till their discharge.

Statistical Analysis:-
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Table 1 shows that there were a total of 516 adolescent pregnant
women admitted to the labour room during the study period
constituting 4.81% of total admissions. Of these 350 met the inclusion
criteria and were taken as the study group. For each case next
consecuvite singleton pregnancy in the age group of 20-24 years was
selected for comparison.

TABLE 2: Distribution of cases according to Age

Teenage mothers Age Adult mothers
No. of cases | Percentage (in years) No. of cases | Percentage
1 0.29 20-21 182 52
125 35.71 22-23 133 38
224 64 24 35 10
350 100 Total 350 100
Age Adolescent mothers Adult mothers
Mean 18.59 21.46
SD 0.59 1.35

Table 2 shows maximum number of adolescent mothers belonged to
the age group of 17-19 years 349 (99.71%). There were no adolescent
mothers aged less than 15 years. Their Mean+SD age was 18.59+0.59
years. The maximum number of adult mothers belonged to the groups
0f20-21 years 182 (52%) and only 35(10%) belonged to the age group
of24 years. Their meant+age was 21.46+1.35 years.

TABLE 3: Distribution of cases according to socioeconomic status

Socioeconomic | Adolescent mothers Adult mothers
status No. of
) Percentage| No. of cases | Percentage
cases

Upper 14 4.00 36 10.29

Middle 108 30.86 196 56.00
Lower 228 65.14 118 33.71
Total 350 100.00 350 100.00

p value<0.0001

Table 3 Reveals distribution of cases according to their socioeconomic
status. In adolescent mothers more cases 228 (65.14%) were related to
lower socioeconomic status than adult mothers 118 (33.71%). This can
be risk factor in adolescent pregnancy for increased perinatal and
maternal mortality and morbidity. This difference is statistically
significant. p value(0.0001)

TABLE 4: Distribution of cases according to Locality

Locality Adolescent mothers Adult mothers
No. of cases | Percentage |No. of cases| Percentage
Rural 227 64.86 188 53.71
Urban 123 35.14 162 46.29
Total 350 100.00 350 100.00
pvalue 0.003

Table 4 shows that majority of cases in adolescent women group were
from rural area 227(64.86%). In adult mothers there were an almost
equal distribution of cases between the rural 188(53.71%) and urban
area (46.29%). p value (0.003) is statistically significant.

TABLE 5: Distribution of cases according to literacy level

Datq was compiled apd analyzed using the Epi Info software. Education Adolescent mothers Adult mothers
Statistical tests were Chi square and Students t- test and the p value of
<0.05 was considered significant. No. of cases| Percentage | No. of cases |Percentage
Illiterate 218 62.29 123 35.14
Ethical Considerations:- Primary 112 32 146 41.71
An ethical approval was obtained from Institutional Ethics Committee Level
of Dr. S.N. Medical College, Jodhpur. Informed consent was obtained Secondary 20 571 56 16
from the study participants. Participants were given a full right to level :
continue or withdraw from the study. Graduation 0 0 25 714
OBSERVATIONS & RESULTS Total 350 100 350 100
Table 1: Incidence of adolescent pregnancy p value<0.0001
Total No. of deliveries 10727 Table 5 shows that majority of cases of adolescent mothers were
Adolescent deliverics 316 illiterate 218(62.29%) as compared to adult mothers in which
; 123(35.14%) were illiterate. Illiteracy was significantly associated
L Incidence 4.81%
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with adolescent pregnancy. This affects reproductive and sexual health
awareness and thus, quality of life. Statistically (0.0001) it was highly
significant.

TABLE 6 : Distribution of cases according to registration status
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51(14.57%) of preterm deliveries as compared to the adult mothers
25(7.14%). The association between the maternal age at conception
and period of gestation during delivery was statistically (0.002)
significant.

TABLE 11 : Distribution of cases according to mode of delivery

Registration |  Adolescent mothers Adult mothers
status No. of cases| Percentage | No. of cases | Percentage
Unbooked 189 54.00 155 44.29
Booked 161 46.00 195 55.71
Total 350 100.00 350 100.00
pvalue0.012

Table 6 shows majority of adolescent women were unbooked
189(54%) as compared to adult mothers 155(44.29%). This indicates
adolescent mothers were less careful about their pregnancy because of
the lack of awareness and maturity. Their p value (0.012) is statistically
highly significant.

TABLE 7 : Distribution of cases according to knowledge of
contraception

Mode of Adolescent mothers Adult mothers
delivery
No. of cases | Percentage | No. of cases | Percentage
Vaginal 263 75.14 272 77.71
Delivery
LSCS 86 24.57 78 22.29
Operative 1 0.29 0 0.00
vaginal del.
Total 350 100 350 100
pvalue0.518

Table 11 shows that vaginal delivery was the commonest mode of
delivery in both group 263(75.14%) in adolescent mothers and
272(77.71%) in adult mothers. Inadolescent mothers, LSCS was done
in 86(24.57%) and only single case underwent OVD 1(0.29%).
Maternal age was not related to mode of delivery in our study. p value is
notsignificant.

Knowledge of|  Adolescent mothers Adult mothers
Contraception [N, of cases Percentage |No. of cases| Percentage
Present 41 11.71 263 75.14
Absent 309 88.29 87 24.86
Total 350 100.00 350 100.00
p value<0.0001

Table 7 shows that majority of adolescent women 309(88.29%) were
unaware of contraception as compared to adult mothers in whom
87(24.86%) were unaware of contraception. As a result considerable
numbers of adolescent women had unplanned and undesired

pregnancies. Pvalue (0.0001) is statistically significant.

TABLE 8: Distribution of cases according to use of contraception

Use of Adolescent mothers Adult mothers
contraception | No. of
cases Percentage | No. of cases | Percentage
Not using 329 94.00 100 28.57
Condom 16 4.57 159 45.43
Pill 5 1.43 56 16.00
IUCD 0 0.00 21 6.00
Rhythm 0 0.00 14 4.00
Total 350 100 350 100
p value<0.0001

TABLE 12: Distribution of cases according to indication of LSCS

Indication of | Adolescent mothers Adult mothers
LSCS No. of cases| Percentage | No. of cases | Percentage
FD 31 36.05 39 50.00
CPD 13 15.12 7 8.97
Primary 11 12.79 4 5.13
Breech
NPOL 11 12.79 11 14.10
APE 8 9.30 2 2.56
Failed 6 6.98 7 8.97
Induction
DTA 4 4.65 5 6.41
APH 2 2.33 3 3.85
Total 86 100.00 78 100.00
p value 0.003

Table 8 shows that 21(6.0%) of adolescent mothers had used
contraception whereas in adult mothers 250(71.43%) has used
contraception. The difference is statistically highly significant
(0.0001) and this is mainly due to low female literacy level in
adolescents and gender imbalance.

TABLE : 9 Distribution of cases according to incidence of anemia

Table 12 On comparing the indication of LSCS, it was found that fetal
distress was the commonest indication in both the groups, in
adolescent mothers 31(36.05%) and in adult mothers 39(50%)
respectively. Second most common indication in adolescent mothers
was CPD 13(15.12%) whereas in adult mothers was non progress of
labour 11(14.10%). The increased association of CPD in adolescent
mothers could be related to immaturity of pelvis. Malpresentations in
the form of primary breech and incidence of APE was higher in
adolescent mothers 11(12.79%) and 8(9.30%) respectively as
compared to adult mothers 4(5.13%) and 2(2.56%) respectively.

TABLE 13 : Distribution of cases according to birth weight of
babies

Anemia Adolescent mothers Adult mothers
No. of cases | Percentage | No. of cases | Percentage
Present 219 62.57 203 58.00
Absent 131 37.43 147 42.00
Total 350 100.00 350 100.00
p value 0.246

Table 9 shows that majority of the women in both groups were anemic
(Hb<llgm/dl) but the proportion was higher among adolescent
mothers 219(62.57%) as compared to adult mothers 203(58%). This
may reflect the general state of nutritional deficiency in our women,

Birth Adolescent mothers Adult mothers
weight(kg) No. of cases | Percentage |No. of cases| Percentage
<2.5 118 33.71 92 26.29
2.5-3 161 46.00 188 53.71

>3 71 20.29 70 20.00
Total 350 100.00 350 100.00
Mean+SD 2.56+0.61 | 2.67+0.54
p value 0.016

with higher incidence in low socioeconomic status.

TABLE 10 : Distribution of cases according to period of gestation

Pvalue-0.016

Table 13 shows higher proportion 118(33.71%) of low birth weight in
adolescent mothers as compared to adult mothers in which 92(26.29%)
were of low birth weight. The difference is statistically (0.016)

Period of Adolescent mothers Adult mothers S
Gestation [No. of cases| Percentage |No. of cases | Percentage significant.
Full term 299 85.43 325 92.86 TABLE 14: Distribution of cases according to APGAR score at 1
Pre-term 51 14.57 25 7.14 min.
Total 350 100.00 350 100.00 APGAR Adolescent mothers Adult mothers
p value 0.002 SCOT®  INo. of cases| Percentage | No. of cases |Percentage
Table 10 shows that adolescent women had a higher proportion <5 56 17.3 32 9.4
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5-7 98 30.2 86 25.3 Early
>7 170 52.5 222 65.3 neonatal 20 5.71 11 3.14
Total 324 100.0 340 100.00 death
. . 1UD 12 3.43 7 2.00
TABL'E !5: Distribution of cases according to neonatal SB 14 .00 3 0.86
complications
Neonatal Adolescent mothers Adult mothers p value=0.386 )
Complications Table 18 reveals that early neaonatal death were 20(5.71%) in
adolescent mothers whereas 11(3.14%) in adult mothers. There were
LBW 118 33.71 92 26.29 12(3.43)% IUD in adolescent mothers whereas 7(2.00%) in adult
NICU 86 24.57 70 20.00 mothers. There were 3(0.86%) still births in both the groups. It is
Prematurity 51 14.57 25 7.14 statistically insignificant.
MAS 41 11.71 50 14.29
Birth Asphyxia BX 6.00 18 514 TABLE 19 : Effect of antenatal care (Booking) on various
Neonatal T 4:00 To 2:86 complications in Adolescent pregnancy
jaundice Complicati| Booked (n=161) Unbooked (n=189) |p value
- ons
Neonatal Sepsis 4 114 3 0.86 No. of Percentage | No. of cases | Percentage
Congenital ) 057 3 0.86 cases
Anomalies ) ) Anemia 105 65.22 114 60.32 | 0.376
p value= 0.265 HT 18 11.18 17 8.99 0.592
Table 15 shows majority of babies born to adolescent mothers were Preterm 20 12.42 31 16.40 | 0.362
LBW 118(33.71%), 86(24.57%) admitted to NICU, 51(14.57%) were LBW 47 29.19 70 37.04 |0.139
premature, 41(11 ..71%) had MAS and 14(4%) had neonatal jaundice as 1UD B 124 10 529 0.042
compared to babies born to adult mothers where 92(26.29%) were SB i 0.62 0 0,00 046
LBW 70(20%) admitted to NICU 25(7.14%) were premature, d . -
50(14.29%) had MAS and 10(2.86%) had neonatal jaundice. This APH 0 0.00 2 1.06 | 0.501
shows that higher proportion of neonatal morbidity were present in PPH 7 435 6 3.17 0.584

adolescent mothers as compared to adult mothers, which can be
attributed to malnutrition, lack of awareness about antenatal care
services and illiteracy.

TABLE 16: Distribution of cases according to antepartum
complications

Table 19 reveals that most of the complications occurred in unbooked
cases where as booked cases had their pregnancy outcome relatively
uneventuful emphasizing the importance of antenatal care.

TABLE 20 : Comparison between adolescent mothers and adult
mothers in booked registration

Antepartum Adolescent mothers Adult mothers
Complications No. of cases| Percentage |No. of cases| Percentage
Severe Anemia 29 8.29 19 543

GHT 13 3.71 8 2.29

Pre eclampsia 11 3.14 7 2.00
Eclampsia 10 2.86 4 1.14
APH 2 0.57 3 0.86

Pvalue-0.812

Table 16 shows that antepartum complications were much higher in
adolescent mothers as compared to adult mothers. In adolescent
mothers 29(8.29%) had s. anemia, 13(3.71%) had GHT, 11(3.14%)
were preeclamptic and 10(2.86%) were eclamptic, 2(0.57%) had APH
where as in adult mothers 19(5.43%) had s.anemia 8(2.29%) had GHT
7(2%) were pre-eclamptic, 4(1.14%) were eclamptic, 3(0.86%) had
APH.

TABLE 17: Distribution of cases according to post partum
complications

Post Partum Adolescent mothers Adult mothers
Complications|n, of cases Percentage |No. of cases |Percentage
PPH 16 4.58 12 343
Cervical Tear 8 2.29 1.14
Vulval 1.71 3 0.86
Hematoma
Retained 3 0.86 2 0.57
Placenta

P Value-0.927

Table 17 shows that postpartum complications were more in
adolescent mothers as compared to adult mothers. PPH was seen in16(
4.58%), 8(2.29%) had cervical tear, 6(1.71)% had vulval hematoma
and 3(0.86%) had retained placenta in adolescent mothers where as in
adults mothers 12(3.43%) had PPH, 4(1.14%) had cervical tear,
3(0.86%) had vulval hematoma and 2(0.57%) had retained placenta.

TABLE 18: Distribution of cases according to perinatal mortality

Perinatal Adolescent mothers Adult mothers

Mortality | No. of cases | Percentage | No. of cases |Percentage

Complicati| Adolescent mother Adult mothers p value
ons (n=161) (n=195)
No. of No. of
cases | Percentage cases Percentage
Anemia 105 65.22 108 55.38 0.065
HT 18 11.18 6 3.08 0.002
Preterm 20 12.42 12 6.15 0.042
LBW 47 29.19 50 25.64 0.474
1UD 2 1.24 3 1.54 1.000
SB 1 0.62 1 0.51 1.000
APH 0 0.00 2 1.03 0.503
PPH 7 435 4 2.05 0.234

Table 20 shows comparison of booked adolescent mothers with
booked adult mothers. Foetal and maternal outcome in both groups
were comparable. This indicates the impact of ANC on both groups.

DISCUSSION:- “Too old for toys, too young for motherhood”.
Adolescence is basically a time for growing up and the child is not
physically and emotionally mature enough to reproduce. Hence, if the
girl is taken out of school at this time and pressurized into marriage, it
can cause considerable emotional stress. These young girls, having
little or no knowledge of contraception, usually become pregnant soon
after marriage which further aggravates the physical and
psychological stress.

Pregnancy in adolescence is associated with various complications
both in mother and fetus. If one could identify the factors related to
these complications, it would have important implication to
successfully promote the healthy development of our future
generation.

Adolescent pregnancy tends to be more common in the lower socio
economic group that is responsible for increased obstetric hazards to
both mother and fetus. More over pregnancy and delivery in
adolescent mothers are at higher risk due to poor antenatal care, lack of
health education, religious taboos of child marriage and against use of
family planning methods. These accounts for increased incidence of
adolescent pregnancy which is further complicated by poor
socioeconomic status, illiteracy, unhygienic living standards, home
confinements and lack of transportation in far flung areas.

I -
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Current study was undertaken in order to compare the fetomaternal
outcome in adolescent and adult mothers, in the Department of
Obstetrics and Gynaecology, Dr. S.N. Medical College and Associated
group of Hospitals, Jodhpur which provides health care services to a
population of western Rajasthan, with over 22000 deliveries annually.
The study cohort comprised of 350 adolescent mothers and equal
number of adult mothers who were admitted in the labour room of our
hospital. The purpose of the study was to evaluate the complications
during pregnancy and labour in adolescent mothers and to suggest
preventive and social measures to reduce maternal and perinatal
morbidity and mortality in adolescent mothers.

Table- Review of Literature showing incidence of Anaemia and
Hypertension in adolescent and adult mothers

Study Anaemia Hypertension
Adolescent Adult Adolescent Adult
Present study | 62.57% 58% 9.71% 5.43%
Shravage | sa2% | 342% 37% 25%
Verma V52 35% 25% 18.8% 7.1%
Mehreen 30% 18% - -
Mehdi
Naqvi51
Pal Amithaet| 27.5% 11.2% 15% 8.7%
al56
Bhalerao AR 25.5% - 10% -
et al23

Table: Review of literature showing incidence of preterm
deliveries

Study Adolescent Adult
Present study 14.57% 7.14%
Indranil Dutta et al48 68.75% 33.75%
Shravage JC53 28.5% 24.2%
Goonewardena et 19% 11%
all6
Pun KD61 7.1% 11.5%
Srestha S14 3% 1%

CONCLUSION :- Adolescent pregnancy is a worldwide problem
bearing serious social and medical implications relating to maternal
and child health. India is fast approaching to be the most populous
country in the world, and adolescent pregnancy is likely to aggravate
the problem. While there is a growing realization of the need to
promote adolescent reproductive health, work done in this field is often
inadequate. Efforts need to be directed not only to improve the
reproductive outcome but also decrease the incidence of adolescent
pregnancy by increasing public awareness, ensuring female education
and enforcing marriage law. In the present study following conclusions
were made.

*  Adolescent pregnant women constituted 4.81% of all the pregnant
women admitted to labour room of our hospital.

e Maximum number of adolescent mothers belonged to the age
group of 17-19 years 349(99.71%). There were no adolescent
mothers aged less than 15 years. Their Mean+SD age was
18.59+0.59 years. The maximum number of adult mothers
belonged to the age group of 20-21 years 182(52%) and only
35(10%) belonged to the age group of 24 years. Their mean+age
was 21.46+1.35 years

» In adolescent mothers majority of cases 228(65.14%) belonged
to lower socioeconomic status than adult mothers
118(33.71%).This difference is statistically highly significant.
This can be risk factor in adolescent pregnancy for increased
perinatal and maternal mortality and morbidity in adolescent
mothers.

¢ Majority of cases in adolescent women group were from rural area
227(64.86%). In adult mothers there were an almost equal
distribution of cases between the rural 188(53.71%) and urban
area 162(46.29%). The difference is statistically significant.
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‘In both groups maximum mothers belonged to Hindu religion
288(82.29%) vs 305(87.14%) and this difference was statistically non
significant indicating the predominance of Hindu population in our
region.

¢ Maximum number of adolescent mothers were illiterate
218(62.29%) as compared to adult mothers in which
123(35.14%) were illiterate. Illiteracy was significantly associated
with adolescent pregnancy. This affects reproductive and sexual
health awareness and thus, quality of life.

e In our study most of the adolescent women were unbooked
189(54%) as compared to adult mothers in which 155(44.29%).
This difference is statistically significant. This indicates
adolescent mothers were less careful about their pregnancy
because of the lack of awareness and maturity.

» Contraceptive awareness was very low in adolescents 41(11.71%)
as compared to adult mothers 263(75.14%). This difference is
statistically highly significant. As a result considerable number of
adolescent women had unplanned and undesired pregnancies.

»  Twenty one (6.0%) of adolescent mothers had used contraception
whereas in adult mothers 250(71.43%) has used contraception.
The difference is statistically highly significant(0.0001) and this is
mainly due to low female literacy level in adolescents and gender
imbalance.

e Majority of the women in both groups were anemic but the
proportion was higher among adolescent mothers 219(62.57%) as
compared to adult mothers 203(58%) reflecting the general state of
nutritional deficiency in our women with higher incidence in low
socioeconomic status.

* Adolescent women had a higher proportion 51(14.57%) of
preterm deliveries as compared to the adult mothers 25(7.14%).

¢ Vaginal delivery was the commonest mode of delivery in both
group, 263(75.14%) in adolescent mothers and 272(77.71%) in
adult mothers. In adolescent mothers, LSCS was done in
86(24.57%)and forceps was applied in only one case (0.29).

« Fetal distress was the major indications for caesarean section in
both the adolescent and adult mothers 31(36.05%) & 39(50%)
respectively followed by CPD, malpresentations and APE in
adolescent mothers 13(15.12%), 11(12.79%) and 8(9.30%)
respectively and NPOL 11(14.10%) in adult mothers.

» Higher proportion 118(33.71%) of babies born to adolescent
mothers were low birth weight as compared to adult mothers
92(26.29%).

*  Most of the new borns 170(52.5%) and 175(54%) had normal
APGAR score at 1 and 5 minutes in adolescents but the incidence
was low as compared to adult mothers 222(65.3%) and
232(68.3%) respectively. The incidence of neonatal asphyxia
(APGAR score 0-5) was high in adolescents as compared to adult
mothers at land 5 minutes 56(17.3%), 60(18.5%) vs 32(9.4%),
30(8.8%) respectively.

* Of the neonatal complications the incidence of LBW
118(33.71%) NICU admission 86(24.57%), prematurity
51(14.57%) and birth asphyxia 21(6%) was more in adolescent
mothers as compared to adult mothers LBW 92(26.29%) NICU
admission 70(20%), prematurity 25(7.14%) and birth asphyxia
18(5.14%).
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