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Abstract: Objective: To deter-
mine maternal and neonatal com-
plications occurring at childbirth
among adolescents.

Materials and methods: This is a
retrospective, descriptive study
conducted from 1% July to 31%
December 2019 at the maternity
ward of the Sylvanus Olympio
University Hospital Centre (CHU-
SO), Lomé, Togo. The socio-
demographic parameters of the
mothers, details of prenatal and
perinatal events and the clinical
profile of the newborns at birth
were studied.

Results: The records of 332 ado-
lescent mothers were studied. The
average age of the mothers was
17.4 + 1.5 years, with a range of
13-19 years. The pregnancies in
two-thirds (66.3%) were super-
vised in centres without surgical
facilities and by midwives in
83.1% of cases. A little over half
of the mothers (53.3%) attended
at least four antenatal clinic ses-
sions, while 3.6% attended none.
The modes of delivery were spon-

taneous vagina (62.3%) and Cae-
sarean section (35.2%). Complica-
tions of pregnancy were recorded
in 12.9% of the mothers. There
were statistically significant asso-
ciations between the referred status
of the mothers and haemorrhages,
retained placenta and sepsis (p =
0.001, 0.038 and 0.011, respec-
tively). There were no maternal
deaths. The newborn babies re-
quired resuscitation in 6.3% of
cases, while 7.0% were stillborn.
There was a statistically significant
relationship between the referred
status of mothers and the occur-
rence of perinatal deaths (p =
0.0001).

Conclusion: Adolescent mothers
are at risk of complications during
childbirth, and these risks are in-
creased by poor antenatal care and
attempted deliveries in centres
without surgical facilities.

Keywords: Adolescent, Asphyxia,
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Togo.
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Introduction

The World Health Organisation (WHO) defines adoles-
cence as a period of human growth and development
between childhood and adulthood, between the ages of
10 and 19 years.* Globally, the prevalence of pregnancy
among people aged 15-19 years varies from region to

region. The prevalence rates range from 2% in Pakistan
to 26% in Argentina. At the same time, teenage pregnan-
cies under the age of 15 years are only observed in sub-
Saharan Africa and Latin America.? Worldwide, about
16 million adolescents aged 15 to 19 years give hirth
each year, and 95% of these births occur in developing
countries representing 11% of births globally.> A meta-
analysis and systematic review of the literature reported
the overall prevalence of adolescent pregnancy in Africa
as between 18.8% and 19.3% in the sub-Saharan African
region.* The prevalence rate was higher in East Africa
(21.5%) but still lower in North Africa (9.2%).* The
prevalence rate of adolescent pregnancy was 15.8% in
West Africa, with a peak of 51% in Nigeria.*

In Togo, the overall birth rate among women aged 15 to
49 years was 145.2%o and 79%. among adolescent girls.®
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Pregnancy rate among adolescents aged 15 to 19 years
was 11.3%, which comprised 1.3% of live births.®

These results are a consequence of early sexual debut in
the country where a study conducted in a school envi-
ronment showed that the average age at sexual debut
was 15.2 years for boys and 15.6 years for girls. ® The
circumstances surrounding adolescent childbirth are
fraught with risks for both the mother and the baby. A
study in Tsévié, Togo, among adolescents under 17
years of age, revealed that 19% of mothers had obstetric
complications, and 48.8% of their babies had complica-
tions necessitating hospitalisation. ’

Given the situations of early sexual debut, early preg-
nancy and obstetric complications among adolescents,
this study evaluated the complications related to child-
birth among adolescents in the largest national referral
centre for maternity services. Thisisto generate data on
childbirth-related morbidities and mortality among
Togolese adolescents and their newborn babies, which
health policymakers may find helpful. This study aimed
to describe the maternal and neonatal complications of
childbirth among adolescents in Sylvanus Olympio Uni-
versity Hospital Centre (CHO-SO), Lomé, Togo. The
Togolese health system is organised at three levels: the
central level (university teaching hospitals and private
reference hospitals), the intermediate level (regional
hospitals and private hospitals) and the peripheral level
(district hospitals and peripheral care units).

Materials and M ethods
Location and design of the study

The study was conducted at the maternity ward of the
Obstetrics and Gynecology Department, Sylvanus
Olympio University Hospital, Lomé, Togo. This retro-
spective, descriptive study covered the period between
1% July and 31% December 2019.

The hospital records of all the parturients aged 10 to 19
years who gave birth in the facility were included in the
study. In contrast, records with missing data and records
of parturients with multiple births and gestational age
less than 28 weeks were excluded from the study.
Sample size determination

To obtain a representative sample, the Schwartz formula
was used as shown below:

where n = sample size, z = confidence level (for a 95%
confidence level, z=1.96), p = percentage of pregnancy
among adolescents in Togo, which is equal to 17%, ®
and m = margin of error = 0.05. Therefore, for an event
with a probability of 0.17 with a 95% confidence level
and a margin of error of 0.05, the calculated sample size
was 217.

Data collection and management

Maternal socio-demographic and obstetric (prenatal,
perinatal and postnatal) details and neonatal data (need
for resuscitation, need for hospitalization and morbid-
ities) were extracted from the registry and the retrieved
casefiles.

Definition of patterns of admission in CHU-SO

Admitted patient - a patient who came directly from
her home to the maternity unit of CHU-SO.
Addressed patient - a patient sent from the antenatal
care service of CHU-SO to the maternity unit of
CHU-SO.

Referred patient - a patient sent from another hospi-
tal to the maternity unit of CHU-SO.

Data analysis and processing were performed using Epi-
data 3.1 and Microsoft Excel version 2016 software. The
Chi-Square test (Chi2) was used to compare categorical
variables, and the level of significance was set at p val-
ues less than 0.05.

Ethical considerations

Permission was obtained from the Director of the Hospi-
tal and the Head of the Obstetrics and Gynecology De-
partment of the CHU-SO for data collection. The files
were coded to maintain confidentiality.

Results

Out of the 3634 pregnant women who attended the ma-
ternity ward of the CHU-SO during the period of study,
636 cases (17.5%) were adolescents, but 332 cases met
the inclusion criteria for this study.

Socio-demogr aphic profile of the mothers
Age, level of education, occupation and marital status of
adolescent mothers

The mean age of the mothers was 17.4 £1.5 years, with
a range of 13 to 19 years. Two hundred and eighteen
(65.6%) were aged between 18 and 19 years, and 49
(14.7%) were aged less than 16 years. Forty-nine
(14.7%) had no formal education, while 127 (38.3%),
147 (44.3%) and 9 (2.7%) had primary, secondary and
tertiary levels of education, respectively. About a third
(30.1%) were students, while 28.9%, 25.8% and 12.7%
were housewives, trainees and retailers, respectively.
Two hundred and nineteen (66.0%) were cohabiting,
22.9% (76/332) were single, while 11.1% (37/332) were
legally married.

Socio-demographic profile of the spouses

One hundred and twelve spouses of the subjects (33.7%)
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had secondary education, 28 (8.4%) had tertiary educa-
tion, and 47 (14.2%) were not formally educated. One
hundred and eleven spouses (33.4%) were artisans, 37
(11.2%) were students, and 24 (7.2%) were state em-
ployees.

Pregnancy and antenatal care details

Two hundred and seventy-seven (83.4%) of the mothers
were primigravida, and 55 multigravida (16.6%). Three
hundred (90.3%) subjects were nulliparous. Of the 55
adolescents who were multigravida, 12 had an inter-
pregnancy interval of lessthan 24 months.

One hundred and seventy-seven (53.3%) of the mothers
had at least four antenatal clinic attendances, while 143
(43.1%) had less than four attendances, and 12 (3.6%)
did not attend antenatal clinic. The average gestational
age at antenatal care booking was 21 weeks. The moth-
ers commenced antenatal care before 15 weeks of gesta-
tion in 45 (13.6%) cases, between 15 and 28 weeks of
gestation among 212 (63.9%) cases, and after 28 weeks
of gestation among 34 (10.2%) cases. For 41 mothers,
the gestational age at antenatal clinic booking was not
recorded.

Two out of three (66.3%) pregnancy centres were medi-
cal-social centres (Table 1). Of the 29 mothers less than
1.50 m tall, 23 were monitored in centres without a sur-
gical unit (20 social and medical centres and three birth-
ing centres or maternity homes). The pregnancies were
monitored by obstetricians (11; 3.4%), general practitio-
ners (3; 1%), midwives (276; 83.1%) and birth atten-
dants (42; 12.5%).

Forty-three (12.9%) mothers had complications of preg-
nancy such as preterm contractions (23; 6.9%), eclamp-
sia and pre-eclampsia (18; 5.4%), retroplacental haema-
toma (2; 0.6%) and placenta previa (1; 0.3%).

Labour and delivery details

One hundred and ninety-seven (59.3%) of the subjects
were referred to CHU-SO, while 116 (35%) and 19
(5.7%) were admitted and addressed, respectively.
Among the referred cases, the reasons for referral in-
cluded acute fetal distress (27; 8.1%), unavoidable pre-
mature delivery (27; 8.1%), excessive uterine height
associated with prolonged pregnancy (25; 7.5%), severe
pre-eclampsia (16; 4.8%)), premature rupture of mem-
branes (14; 4.2%), contracted pelvis (12; 3.6%), and
primiparity with breech presentation (12; 3.6%).

The mode of delivery was spontaneously vagina
(62.3%), instrumental vaginal (2.5%) and Caesarean
section (35.2%). Contracted pelvis (18.8%), preeclamp-
sialeclampsia (18.0%), and acute foetal distress (13.7%)
were the leading indications for Caesarean section.

Maternal postpartum complications
The complications recorded in the mothers included

perinea tears (n = 23) and episiotomy (n = 59 cases).
Estimated blood loss was less than 500ml among 320

(96,4%) mothers, between 500 and 1000ml for 6 (1,8%)
and greater than or equal to 1000ml among 6 (1.8%).
Among the referred mothers, 23 (6.9%) had soft tissue
tears, 12 (3.6%) had a postpartum haemorrhage, and 11
(3.3%) had sepsis. In the admitted group, 15 (4.5%) had
soft tissue tears, 3 (0.9%) had a postpartum haemor-
rhage, and only 1 (0.3%) had sepsis. Postpartum haem-
orrhage and sepsis were more frequent among referred
mothers (p = 0.001 and p = 0.012 respectively)

(Table 2).

Perinatal outcome of the babies

The newborn babies comprised 187 males and 145 fe-
males, giving a male-to-female ratio of 1.2:1. Two hun-
dred and eighty-eight (86.7%) babies did not require
resuscitation, while 21 (6.3%) required resuscitation.
Twenty-three (7.0%) were stillborn, and 3 (0.9%) babies
died in the delivery room. The mean weight of the ba-
bies was 2770 + 584g. The birth weight was less than
2500g in 86 (25.9%), 2500 to 35009 in 216 (65.1%),
3500 to 4000g in 24 (7.2%) and greater than 4000g in 3
(0.9%). The weights of three babies were not recorded.
Forty-one babies (12.3%) sustained birth injuries which
included serosanguinous bump (n = 37) and subconjunc-
tival haemorrhage (n = 4). One hundred and fifteen
(37.2%) babies were hospitalised in the paediatric ward
for various reasons (such as sepsis, prematurity, perina-
tal asphyxia and intra-uterine growth restriction) with a
case fatality rate of 1%.

Referred mothers had significantly higher frequencies of
perinatal deaths (20; 10.2%) than admitted mothers (5;
3.5%) (p = 0.0001) (Table 3).

Table 1: Distribution of adolescent mothers according to types
of maternity centres

Number a
(n=332) Percentage (%)
Medical-social Centre 220 66.3
University Teaching Hospital 51 154
Birthing House 27 8.1
Clinic without surgical facility 10 3.0
Regional Hospita Centre 10 3.0
Peripheral Care Unit 8 24
Prefectural Hospital Centre with a
surgical facility 6 18
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Table 2: Relationship between mode of admission and maternal complications

Admission mode

Admitted Addressed  Referred  Total

N = 116 N =19 N=197 N=g3 Pvaue
Perineal tears 15 (12.9%) 1 (5.3%) 7(36%) 23(6.9%) 0.091
Postpartum haemorrhage 3(2.6%) 0 (0.0%) 9(46%) 12(6.1%) 0.001
Sepsis 1 (0.9%) 0 (0.0%) 10 (5.1%) 11 (5.6%) 0.011
Severe anaemia 0 (0.0%) 0 (0.0%) 7(36%) 7(36%) 1.021
Postpartum eclampsia 2 (1.7%) 0 (0.0%) 1(05%) 3(1.5%) 0.154
Placental Retention 0 (0.0%) 0 (0.0%) 2(1.0%) 2(1.0%) 0.038
Oedemato-ascitic syndrome 1 (0.9%) 0 (0.0%) 0(0.0%) 1(05%) 0.822
Severe preeclampsia 1 (0.9%) 0 (0.0%) 0(0.0%) 1(0.5%) 0.339

Table 3: Relationship between maternal mode of admission
and neonatal complications

Admission mode
Admitted Addressed Referred Total

N=116 N=19 N=197 N=332 PVaue
Perinatdl 4 350 1(53%) 24(122%) 29(8.7%) 0053
asphyxia
Perinatal 54206 1(53%) 20 (102%) 26(7.8%) 0.0001
deaths
Discussion

The mean age of the adolescent mothers in this study
was 17.4 + 1.4 years, similar to the findings of 17.6 +
1.2 years in Congo, ° and 17.7 + 1.3 years in multi-
centre research across 29 countries in Africa, Asia,
America and the Middle East.'

These results suggest that adolescent pregnancy is a ma-
jor public health problem worldwide. In resource-
limited countries, some of the factors predisposing to
teenage pregnancy include lack of sex education, lack of
use of modern contraceptive methods, traditions, socio-
economic dependence of women, peer influence, multi-
ple sexual partnerships, and early sexual debut before
the age of 13 years.™**

The first antenatal clinic visit aims to confirm the preg-
nancy, assess risk factors, and schedule follow-up care.
In the present study, the average estimated gestational
age at antenatal care booking was 21 weeks. Close to
two-thirds (63.9%) and 10.2% of the adolescent mothers
commenced antenatal care at an estimated gestationa
age of 15-28 weeks and later than 28 weeks, respec-
tively. This delay in antenatal care booking was also
recorded among adolescents in France, where the aver-
age estimated gestational age at antenatal care booking
was 28.9 + 7.9 weeks in mothers under 16 years of age
and 26.5 + 8.3 weeks in mothers aged 16-18 years.” The
delay in booking for antenatal care could be explained
by the embarrassment of announcing the unplanned
pregnancy, the immaturity in terms of pregnancy man-
agement and the absence of health facilities for young
people. Also, the late commencement of antenatal care
may be a fallout of possible disputes surrounding these
pregnancies, which are often not planned. *>*°

In the present study, more than half of the adolescent

mothers (59.3%) were referred to CHU-SO. The find-
ings are superior to those of Fouelifack et al. ® in Camer-
oon and Luhete et al.* in Congo, who in comparative
studies reported 6.4% of adolescents versus 4.3% of
adults and 7.7% of adolescents versus 5.1% of adults,
respectively. The fact that more than half of the adoles-
cent mothers were referred in this study can be ex-
plained by the choice of antenatal care centres. Indeed,
only 20% of the adolescent mothers were followed up in
a centre with a surgical facility. Pregnant women are
routinely referred to CHU-SO, the only referral centrein
the region. This observation is aso justified by the unfa-
vourable socio-economic conditions of pregnant adoles-
cents and their spouses, who often patronise poorly
equipped and sometimes unlicensed care centres, using
unqualified or poorly qualified providers and often close
to their homes to minimise the cost of care. These cen-
tres often lack surgical facilities and are unable to man-
age obstetric complications.”’

In the present study, alittle above one adol escent mother
out of three (35.2%) gave hirth by Caesarean section.
This Caesarean section rate is twice as high as those
reported in Cameroon, Congo and France (16.6%,
11.4% and 13.72%, respectively). ® 8 The high Cae-
sarean section rate in the present study may be explained
by the fact that 59.3% of adolescent mothers were re-
ferred and presented with emergencies. In the Cameroo-
nian and Congolese reports, only 7.7% and 6.4% of
teenage mothers were referred for childbirth. ®** There-
fore, if antenatal care is not accessed in centres with
surgical branches, delivery of these adolescent mothers
should take place at the same centre to improve the ma-
terno-foetal prognosis.

One adolescent mother out of four had a perineal tear or
an episiotomy, indicating difficulty in delivering the
foetus. These results are similar to those of Fouelifack et
al. and Egbe et al. in Cameroon, who reported 30.5%
and 22.3%, respectively,""*° but lower than 39.1% re-
ported by Luhete et al. in Congo. ° The bony pelvis and
the soft tissues form crucial parts of the birth canal that
may influence the process of childbirth, particularly in
the adolescent. ™ ° The obstetric complications are
often aggravated by lack of antenatal care, poor quality
supervision during antenatal care and late referrals that
often require emergency care.

Perineal tears and episiotomies can be the cause of
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haemorrhages during childbirth. The present study re-
corded a haemorrhage in 3.2% of cases. Severa studies
have reported that postpartum haemorrhage is not pecu-
liar to adolescent mothers. 11518 However, late
commencement of antenatal care and poor attendance of
antenatal clinics, attempted childbirth in centres without
surgical facilities and late referrals are al risk factors for
these haemorrhages. In the same vein, this study ob-
served that referred adolescent mothers had had inci-
dences of haemorrhage, placental retention and sepsis.
The reinforcement of sexual education and the populari-
sation of contraceptive methods, which are underway in
Togo and the initiative on free care for pregnant women,
are all current efforts geared toward improving adoles-
cents sexual and reproductive health.

Adolescent pregnancies are often accompanied by
threats to childbirth, sometimes unavoidable, resulting in
preterm births. ¥ In this study, close to onefifth of
the newborns were preterm, similar to the findings of
Tamambang et al.™ and Egbe et al.®, who reported
preterm delivery rates of 12.2% and 13.5%, respectively.
Similarly, these two studies reported significantly more
preterm deliveries among adolescents than adults. **%°
The social difficulties experienced by adolescent moth-
ers, namely financia difficulties responsible for poor
utilisation of quality antenatal care services, travel with
inappropriate means of transportation for pregnant
women and stress, are all reasons that could explain the
high number of preterm deliveries. These premature
deliveries, which often require prolonged hospitalisation
and a high cost of care, aso worsen the parents' eco-
nomic conditions, thus creating a vicious socio-
economic circle.

In this study, only 6.3% of the newborn babies required
resuscitation, and less than one per cent died in the de-
livery room. This success of resuscitation in the delivery
room is the result of the reinforcement of skills in this
area undertaken in recent years to improve the surviva
of newborns at birth:? Perinatal asphyxia was more
common among the babies of referred adolescent moth-
ers, although the difference lacked statistical signifi-

cance. Thisfinding justifies the need for delivery centres
to have surgical facilities. The occurrence of perinatal
asphyxia in newborn babies of adolescent mothers is
variously reported in the literature. In France, the occur-
rence of perinatal asphyxia in this group of babies was
not significant in a case-control study.*® Still, in Congo °
and Cameroon,?, this difference was statistically signifi-
cant in favour of newborns of adolescent mothers. De-
spite the lack of statistical significance in the presents
study, perinatal asphyxia occurs more frequently in the
babies of adolescent mothers compared to the babies of
older women.**#? The immaturity of the pelvis and the
delay in the commencement of routine antenatal care
due to non-desire of the pregnancies could explain the
frequent occurrence of perinatal asphyxia in the new-
born babies of adolescent mothers.

The perinatal death rate in this study was less than one-
tenth (7.8%), similar to the reports of 6.4% in Congo by
Luhete et al.? and 10.4% in Cameroon by Fouelifack et
al."* Studies have also reported that the risk of perinatal
death is twice as high for newborns of mothers under 20
years of age®™ Therefore, the present study also re-
ported that referred adolescent mothers recorded signifi-
cantly more perinatal deaths among their babies.

Conclusion

This study determined the spectrum of complications
related to pregnancy and childbirth among adolescent
mothers. The study also noted that teenage pregnancies
were generally poorly supervised, even though this is
not peculiar to only adolescents in the country.

Strengthening the sexual health policy for adolescents
with alarge-scale popularisation of family planning ser-
vices and the sensitisation of community leaders against
early marriages may help reduce adolescent pregnancies.

Conflict of interest: None
Funding: None

References

1. Organisation Mondiale dela

2. Althabe F, Moore JL, Gibbons

3. Organisation Mondiale de la

Santé (OMS). Servicesde
santé adaptés aux adolescen-
tes : un programme pour le
changement. Genéve: OMS,
2002, 52. [Cited 2021 Septem-
ber 1]. Available from: who.int/
irig/bistream/

handl e/10665/69750/
WHO_FCH_CAH_02.14 frep
df ?sequence=1&isAllowed=y.

L, BerruetaM, Goudar SS,
ChombaE, et al. Adverse ma-
ternal and perinatal outcomes
in adolescent pregnancies: The
Global Network’s Maternal
Newborn Health Registry
Study. Reprod Health 2015;
12: 8.

Santé (OMS). Prévenir les
grossesses précoces et leurs
conséquences en matiere de
santé reproductive chez les
adolescentes dans les pays en
développement : lesfaits.
Genéve: OMS, 2021, 8p.
[Cited 2021 November 4].
Available from : http://
apps.who.int/irig/bitstream/
handle/10665/ 75466/
WHO_FWC_MCA_12.02_fre.pd
f;jsessionid=91B01232A51ADC
DACFA1A223784D75827?
sequence=1.



Maternal and neonatal complications of childbirth among adolescents at the Sylvanus Olympio

University Hospital Centre (CHU-S0), Lomé Tchagbele Ouro-Bagna et al

260

4.

Kassa GM, Arowojolu AQ,
Odukogbe AA, Yaew AW.
Prevalence and determinants of
adolescent pregnancy in Africa:
asystematic review and Meta-
analysis. Reprod Health 2018;
15:195.

Ministére de lasanté et de la
protection socia e/Institut Na-
tional dela Statistique et des
Etudes Economiques et Dé-
mographiques (INSEED). En-
quéte par grappes aindicateurs
multiples Togo MICS6 2017:
rapport des résultats de I’en-
guéte. Lomé: INSEED, 2019,
385p et annexes.

Segbedji KAR, Djadou KE,
Tchagbele O-B, Azoumah KD,
Géraldo A, Agbeko F, et al.
Sante sexuelle des adolescents
collégiens: connaissances, atti-
tudes, et pratiques face aux
risques des infections sexuelle-
ment transmissibles au nord-est
de Lomé. Rev. CAMES SANTE
2016; 4: 85-89. [Cited 2021
November 4]. Available from:
http://publication.lecames.org/
index.php/sante/article/
view/693

Aboubakari AS, Djadou KE,
Saka B, Tchagbele O-B, Ag-
bere AD, Atakouma DY, et al.
Accouchement chez I’adoles-
cente de moinsde 17 ans a
I’hopital de Tsévié (Togo):
précocité des premiers rapports
sexuels en Afrique subsahari-
enne. J. de la SAGO 2013; 14:
17-21.

Ministére de la Santé. Pro-
gramme national de lutte contre
les grossesses et mariages chez
les adolescentes en milieux
scolaire et extrascolaire au
Togo 2015-2019. Ministere de
la Santé: Lomé, 2015, 57p et
annexes. [Cited 2021 Septem-
ber 3]. Available from: Pro-
gramme-National -de-L utte-
Contre-les-Grossesses-et-
Mariages-chez-les-Adolescents
-en-Milieux-Scolaire-et-
Extrascolaire-au-Togo-2015-
2019.pdf (prb.org).

9.

10.

11.

12.

13.

14.

15.

Luhete PK, Mukuku O,
Tambwe AM, Kayamba PKM.
Etude du pronostic maternel et
périnatal au cours de I’ac-
couchement chez I’adolescente
a Lubumbashi, République
Démocratique du Congo. Pan
Afr Med J 2017; 26:182.
Ganchimeg T, Ota E, Morisaki
N, Laopaiboon M, Lumbi-
ganon P, Zhang J, et al. Preg-
nancy and childbirth outcomes
among adolescent mothers: A
World Health Organization
Multi-Country Study. RCOG
2014 40-48.

Fouelifack FY, Tameh TY,
Mbong EN, Nana PN, Fouedjio
JH, Fouogue JT, et al. Out-
come of deliveries among ado-
lescent girls at the Y aoundé
central hospital. BMC Preg-
nancy Childbirth 2014;

14:102.

Jonas K, Crutzen R, van den B,
Sewpaul R, Reddy P. Teenage
pregnancy rates and associa-
tions with other health risk
behaviours: A three-wave cross
-sectional study among South
African school-going adoles-
cents. Reprod Health 2016;13:
50.

Debras E, Revaux A, Bricou A,
LaasE, Tigaizin A, Benbara A,
et al. Devenir obstétrical et
néonatal des grossesses chez
les adolescentes : cohorte de
patientes en Seine-Saint-Denis.
Gynecol Obstet Fertil

2014 ;42: 579-84.

Ochen AM, Chi PC, Lawoko
S. Predictors of teenage preg-
nancy among girls aged 13-19
yearsin Uganda: A community
-based case-control study.
BMC Pregnancy Childbirth
2019; 19:211.
Balanda-Baldyga A, Pilewska-
Kozak AB, Lepecka-Klusek C,
Stadnicka G, Dobrowolska B.
Attitudes of Teenage Mothers
towards Pregnancy and Child-
birth. Int J Environ Res Public
Health 2020; 17: 1411. doi:
10.3390/ijerph17041411.

16.

17.

18.

19.

20.

21.

Habitu YA, Yaew A, Bi-
setegn TA. Prevalence and
Factors Associated with Teen-
age Pregnancy, Northeast
Ethiopia, 2017: A Cross-
Sectional Study. J Pregnancy
2018; 2018: 1714527.
Ezegwui HU, lkeako LC, Og-
buefi F. Obstetric outcome of
teenage pregnancies at aterti-
ary hospital in Enugu, Nige-
ria. Niger J Clin Pract
2012;15:147-50.

Alouini S, Randriambololona
D, Randriamboavonjyc R.
Facteurs derisques de la
grossesse, de I’accouchement
et du post-partum des adoles-
centes dans |e département du
Loiret. J Gynecol Obstet Biol
Reprod 2015; 44: 443-50.
Egbe TO, Omeichu A, Halle-
Ekane GE, Tchente CN, Egbe
EN, Oury JF. Prevalence and
Outcome of teenage hospital
births at the Buea Hedlth Dis-
trict, Southwest Region, Cam-
eroon. Reprod Health 2015;
12:118.

Tamambang RF, Njim T, Njie
AE, Mbuagbaw L, Mafuta A,
Tchana M, et al. Adolescent
deliveriesin urban Cameroon:
aretrospective analysis of the
prevalence, 6-year trend and
adverse outcomes. BMC Res
Notes 2018; 11:469.
Tchaghele OB, Azoumah KD,
Segbedji KAR, Kpegouni
MT, Djadou KE, Balaka B, et
al. Evaluation des compé-
tences des prestataires de so-
ins exercant dans les materni-
tés en matiére de réanimation
néonatale au Togo. Rev Med
Périnat 2015; 7: 245-53.



