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Abstract
Background: Adolescent pregnancy and childbirth remains a major public
health problem that deserves special attention with regard to psychological
and medical risks. Objective: The objective of this study was to determine the
frequency and determinants of the course and evolution of pregnancy and
childbirth in rural adolescents. Methods: This is a multicentre, retrospective
and descriptive cross-sectional study carried out in the maternity wards of the
Katombe Health Centre and the General Reference Hospital of Moba. The
period from 2014 to 2016 was retained. The data were analysed using Epi Info
7.1 software program. Results: Teenage deliveries accounted for 13.2%. The
age mean of the adolescent was 17.3 ± 1.3 years, married (69.2%), housewife
(72.7%), most of whom had at least one prenatal visits, primiparous (71.3%)
and the highest level of study is secondary (72.3%). In the majority of cases,
deliveries were dystocia (51.2%) and by the lower ways (90.8%). Maternal and
neonatal mortality rates were respectively 1.7% and 3.4%. The age of the adolescent determines the mode of delivery (p 0.000), the delivery pathways (p
0.040) and the postpartum trend (p 0.000). The adolescent under seventeen is
significantly (p 0.0006) at high risk. Age, parity, marital status, level of education, occupation of the author of the pregnancy, antenatal consultations visits
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follow-up, and new-born delivery modes determine the postpartum mother’s
evolution. Similarly, neonatal outcome is determined by maternal age, marital
status, level of education, occupation of the perpetrator, prenatal follow-up,
maternal modes and ways of deliveries. Conclusion: Pregnancy is a high risk
for adolescent girls in rural areas. In addition to this risk, the organizational
difficulties of less well-equipped health structures are compounded. The
modifiable determinants that influence the occurrence of this risk should be
considered. The age of fewer than seventeen seems to be the most critical in
terms of seriousness in rural areas.

Subject Areas
Public Health

Keywords
Pregnancy, Teenage, Delivery, Adolescent, DRC

1. Introduction
Adolescence is a period that the World Health Organization places between the
ages of 10 and 19 years [1] [2]. It is characterized by the transition from the first
appearance of secondary sexual characteristics (pubarche, telarche, menarche,
etc.) to that of sexual maturity, the psychological processes and mechanisms of
identification cease to be those of a child and become those of an adult, the transition from the state of total socio-economic independence to the state of relative
independence [3]. Studies on adolescent health are increasing in number because of the interests of this barn in the population. Teenage pregnancy is a
phenomenon that is becoming more and more frequent in the world [4] [5] [6]
and which poses problems totally different from one another depending on the
level of health development, the legal and cultural context, ethnicity And religious in which it is evoked [6] [7] [8]. This pregnancy may be unwanted or part
of a deliberate personal project [9]. Nearly 16 million girls between the ages of 15
and 19 and some one million girls under the age of 15 give birth every year [6].
Pregnancy in this population group is a public health problem that deserves special attention given its psychosocial and medical complexity [10] [11] and the
concerned risks associated with the fragility of the anatomo-physiological, psychological and sociological [3] [6] [12] [13] [14] [15]. Adolescent pregnancy remains one of the leading causes of maternal and child mortality, especially in
developing countries, particularly in sub-Saharan Africa [3] [14] [16]. The rural
environment pays a heavy price in terms of the frequency and consequences of
pregnancy and childbirth than in the cities [6] [17] [18] [19] [20] [21].
In developing countries, such as the Democratic Republic of Congo, the risk
of maternal and neonatal mortality is higher among teenage mothers than
among adults [1] [4] [6] [22] [23] [24] [25]. According to several authors, this
DOI: 10.4236/oalib.1104762
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risk increases with decreasing maternal age [26] [27] [28] [29]. In some studies,
especially in the West countries (developed), the prognostic differences between
adolescents and adults are not significant [15]. For the World Health Organization, complications of pregnancy and childbirth are the second leading cause of
death among girls aged 15 - 19 worldwide, despite the regressive trend seen in
recent years [6].
The problem of teenage pregnancy and childbirth is not unique to underdeveloped countries, characterized by precarious health conditions and high rates
of early marriage and unwanted pregnancy [6] [14]. Countries such as the
United States, France, Canada, Greece, Romania [17] [27] [29] [30] also have the
same problems.
In the Democratic Republic of Congo (DRC), the Demographic and Health
Survey 2013-2014 [31] reveals high age-specific fertility rates as early as 15 - 19
years of age and low contraceptive use. For Tambwe, et al. [15] In the DRC,
13.9% of adolescents gave birth at Lubumbashi University clinics; Iloki, et al.
[32] mentions a low rate of 5.3% in the Republic of Congo while Tebeu, et al.
[26] 24.0% in Cameroon. In a number of studies, age, marital status, parity, nutrition, quality of antenatal surveillance [2] [6] [14] [15] [16] [26] [33], overall
health status and ethno-tribal habits determine the course and purpose of pregnancy. Neonatal well-being, particularly among adolescent pregnant women
and/or women, is of concern to health decision-makers. Studies on pregnancy
and childbirth in the DRC are very few and mostly before 2010. It is in this perspective that this work (Contribution to the Study of Pregnancy and Childbirth
In the rural adolescent) has been tackled to contribute to maternal and child
health, especially in our environment. Its aim was to determine the frequency
and determinants of the course and evolution of pregnancy and childbirth in
rural adolescents. In addition to this primary objective, we have a secondary objective of providing solutions to the medical literature and our results in order to
better guide the actions to be taken in adolescent health.

2. Materials and Methods
2.1. SITE, Type and Period of Study
This is a multicentre, retrospective and descriptive cross-sectional study carried
out in the maternities services of the General Reference Hospital of Moba (GRH)
and Katombe Health Centre. The study period was three years, from 2014 to
2016.
These hospital structures, which had been included in this work, are located in
the present commune of Kirungu (Ex-city of Moba), territory of Moba, Province
of Tanganyika in the South-East of the Democratic Republic of Congo. The
choice of these two maternity units was motivated by their reception capacities
and the high maternal and child health (MCH) in our environment, where home
deliveries slightly exceed those in hospitals. Moba is one of the 145 territories of
the Democratic Republic of Congo (DRC) with an area of 24,500 km2 and an esDOI: 10.4236/oalib.1104762
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timated population of 609,406 inhabitants in 2015 [34]. There are 47 health centres and one HGR (without specialist in gynaecology and obstetrics) for two
health zones: Moba (where the study was carried out) and Kansimba. The population lives mainly from agriculture and fishing on Lake Tanganyika. The Tabwa
tribute (with matriarchal system) is locally more represented (more than 80%)
followed by Luba and Bemba.

2.2. Inclusion Criteria and Sampling
For this study, we included all adolescents under the age of twenty-nine, a
maximum of nineteen years. The target of this study consisted of adolescent
women who had given birth in the two structures. Adolescents were also obliged
to respond to the parameters sought during the study period.
The sampling is simple probabilistic and random with the minimum size (n =
384) of the adolescent girls to be included with an accuracy set in advance in the
statistical tables developed by using Schwartz methods: 95% confidence level,
maximum error 5% [35]. Finally, a sample of 523 adolescent mothers who had
given birth during the study period was selected for inclusion in this study: adolescent girl who gave birth to CS Katombe health centre and GRH of Moba during the study period and respondent to the desired variables.

2.3. Data Collection
Adolescent-related data were obtained from ANC records, childbirth registers,
partographs and reference sheets, counter-referral and transfer (for adolescent
girls who had transferred to Moba GRH).
In some cases, surgical procedures were reviewed to supplement data on
high-level deliveries. A data collection sheet prepared in advance had helped to
gather information about the adolescent girls targeted by this study.

2.4. Operational Definitions
− Parturient: Pregnant woman in childbirth.
− Adolescent: According to the WHO, it is a girl during the period of age between 10 and 19 years, that is to say less than twenty years [1].
− “Dariste”: It is the bicycle driver who charges his services: transportation of
goods and people.
− “Biker”: In a local sense and taken in this study, it is the driver of Motorcycle
(motorcyclist) who charges its services for public transport.

2.5. Studied Parameters
− Frequency of teenage births.
− Profile of teenage mothers: Age, educational level, adolescent professions,
parity, antenatal consultations (ANC) and gestational age.
− The course of the delivery: types or modes of delivery (eutocia or dystocia),
delivery route (vaginal or caesarean section).
DOI: 10.4236/oalib.1104762
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− Evolution and prognosis: Concern on the one hand the adolescents in
post-partum and before the exit of the maternity; and on the other hand the
new-born in early neonatal period. These include complications in childbirth
and maternal mortality (number of deaths among adolescent women who
gave birth) and early neonatal deaths.

2.6. Statistical Processing and Data Analysis
Data collected during the study period were encoded using a laptop computer on
the Excel spread sheet (Microsoft, USA, 2010). Epi-Info 7.1 software program
(Disease Control and Prevention, Atlanta, USA, 2011) was used to statistical
analysis [36]. The results were presented in the form of tables and graphs (Figures) with numbers, percentages and location indicators (central trends: mean,
extremes, median) and dispersion (variance and standard deviation). The relationship between the different parameters studied was done using the Pearson
chi-square test. Means were analysed by ANOVA and the Bartlett Test. The determinants of childbirth in adolescence were evaluated using logistic regression.
The significance level p ≤ 0.05 was used to interpret all the tests involved in this
study.

2.7. Ethics of Research
The data relating to this study were collected in strict respect of confidentiality.
The authorization of the authorities managing the two health entities targeted by
our study had been obtained. The structures that had transferred the parturient
to the critical state were not disclosed.

3. Results
The results of our work on rural adolescents in Moba include the frequency, the
profile (or characteristics) of the childbirth, the course of the childbirth and the
postpartum period.

3.1. Frequency of Adolescent Childbirth
Of the three thousand nine hundred and sixty-six (n = 3966) deliveries made in
the various hospital structures (Katombe health centre and GRH of Moba) selected for this work for the period 2014 to 2016, five hundred and twenty-three
(n = 523) cases of teenage births were recorded. These five hundred and
twenty-three adolescents were the subject of this study, 13.2%.

3.2. Profile of Adolescent Girls in This Study
They are mainly adolescents whose mean age was 17.3 ± 1.3 years with extremes
ranging from 15 to 19 years, married (n = 362; 69.2%), housewives (n = 380;
72.7%) and the highest level of education was completed or not completed (n =
378; 72.3%) (Table 1).
In our study series, the majority of adolescents had antenatal consultations or
DOI: 10.4236/oalib.1104762
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Table 1. Socio-demographic characteristics of adolescent girls relative to modes and ways
(route) of delivery (n = 523).
Delivery pattern n (%)
Delivery pathways n (%)
Total number
Characteristics of participants,
Vaginal Caesarean
Eutocia Dystocia p-value
p-value
n (%)
delivery
section
Age (Years)
15

48 (9.2)

16

-

48 (100)

33 (68.8)

15 (31.2)

136 (26.0)

52 (38.2) 84 (61.8)

129 (94.9)

7 (5.2)

17

89 (17.0)

53 (59.6) 36 (40.4)

80 (89.9)

9 (10.1)

18

128 (24.5)

72 (56.3) 56 (43.8)

126 (98.4)

2 (1.6)

19

122 (23.3)

78 (63.9) 44 (36.1)

107 (87.7)

15 (12.3)

Total n (%)

523 (100)

255 (48.8) 268 (51.2)

475 (90.8)

48 (9.2)

Means

17.3

Sd.

1.3

0.0000

0.0401

Civil status
Single

118 (22.6)

52 (44.1) 66 (55.9)

95 (80.5)

23 (19.5)

Married

362 (69.2)

186 (51.4) 176 (48.6) 0.7985 337 (93.1)

25 (6.9)

Commonwealth

43 (8.2)

17 (39.5) 26 (60.5)

43 (100)

-

Illiterate

25 (4.8)

8 (32.0)

25 (100)

-

Primary

120 (22.9)

61 (50.8) 59 (49.2)

0,6793 104 (86.7)

16 (13.3)

Secondary

378 (72.3)

186 (49.2) 192 (50.8)

346 (91.5)

32 (8.5)

51 (100)

-

81 (97.6)

2 (2.4)

9 (100)

-

334 (87.9)

46 (12.1)

0.0000

Studies carried
out
17 (68.0)

0.4200

Profession
None

51 (9.8)

9 (17.6)

Student

83 (15.9)

50 (60.2) 33 (39.8)

Teacher

9 (1.7)

Household

380 (72.7)

9 (100)

42 (82.4)

-

187 (49.2) 193 (50.8)

0,0009

0.8106

Sd: Standard deviation.

visits at least once with means of 1.6 ± 0.7 sessions and the extremes of zero (n =
8; 1.5%) to three (n = 71; 13.6%) (Table 3). In terms of parity, adolescents were
either primiparous (n = 373; 71.3%) or paucipares (n = 150; 28.7%). This predominance of primiparous on their pauciparous counterparts was statistically
significant (p < 0.05). Age was a determining factor in parity (p 0.000). Among
the adolescent girls studied, the authors of the various pregnancies were mainly
engaged in “Biker” (n = 157; 30.0%), student (n = 68; 13.0%), teacher (n = 59;
11.3%) And cultivator (n = 50; 9.6%) (Table 2). In 76 cases (14.5%) the occupation had not been determined. No teacher had made a pupil pregnant except
pupils between them (38.2%). The relationship between adolescent and pregnancy is not random but statistically significant (p 0.0064) (Table 2).
DOI: 10.4236/oalib.1104762
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Table 2. Adolescent and pregnant care profession.
Author’s
Total
profession
number of
Of pregnancy Participants, n (%)

Adolescent Professions, n (%)
None

Student

Teacher

Housewife

Bricklayer

33 (6.3)

-

16 (48.5)

-

17 (51.5)

Cultivator

50 (9.6)

8 (16.0)

-

-

42 (84.0)

Dariste*

44 (8.4)

9 (20.4)

9 (20.4)

9 (20.4)

17 (38.6)

Student

68 (13.0)

9 (13.2)

26 (38.2)

-

33 (48.5)

Biker*

157 (30.0)

16 (10.2)

16 (10.2)

-

125 (79.6)

Fisher

36 (6.9)

-

8 (22.2)

-

28 (77.8)

None

76 (14.5)

9 (11.8)

8 (10.5)

-

59 (77.6)

Teacher

59 (11.3)

-

-

-

59 (100)

Total

523 (100)

51 (9.8)

83 (15.9)

9 (1.7)

380 (72.7)

p-value

0.0043

*See operational definitions.

3.3. The Course of Childbirth in Adolescent Girls Studied
In this study series on rural births, it was found that they were mostly dystocia
(n = 268; 51.2%) compared with 48.8% eutocia (n = 255); vaginal delivery (n =
475; 90.8) versus 9.2% (n = 48) for caesarean sections. The difference between
the low and high pathways is significant (p 0.0401) (Table 1).
Mechanical dystocia was encountered in 11.3% (n = 59). Forty-four adolescents had complications, 8.4%. Six episiotomies were performed, 13.6% (Figure
3) and cervical tears (n = 15; 34.1%), perineal tears (n = 12; 27.3%), and haemorrhages of the delivery (n = 11; 25.0%).
When analysing the results of our study, a statistically significant relationship
was found between: age vs. modes and routes of delivery; Age vs. complications;
vs. birth records (Table 1 and Figure 1); The profession of adolescent girls vs.
modes of delivery (eutocia for teachers and dystocia for the unemployed); Follow-up of ANC vs. deliveries; Pathways and modes of delivery vs. trends in
postpartum and new-born infants in the early neonatal period (Table 1, Table 3
and Table 4, Figure 2 and Figure 3).
At the age of fifteen, all cases of dystocia (100%) were observed, and it was
at this age that the upper lane was most in demand (n = 15; 1.2%; p < 0.05).
Also, at the age of sixteen, dystocia (61.8%) had been significantly the most
encountered. From the age of seventeen to nineteen years, eutocia deliveries
were the most commonly seen in dystocia deliveries. This decreased decrease
in dystocia was encountered with 63.9% of eutocia deliveries and 36.1% of obstructed births at age 19 (Table 1). All adolescent girls who did not follow
ANCs were in the category of dystocia deliveries, although follow-up of ANC
was not significantly for delivery modes (p 0.5823) (Table 3). On the other
hand, follow-up of ANC was statistically significant in relation to the delivery
route (p 0.0095). The risk of caesarean section was found to decrease with the
number of ANC sessions (Table 3). This study also showed (Figure 3) that
DOI: 10.4236/oalib.1104762
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Table 3. Delivery patterns and pathways in relation to antenatal visits.
ANC tracking n (%)

Total number of
Participants, n (%)

None

Eutocia

255 (48.8)

-

124 (48.6) 96 (37.7) 35 (13.7)

Dystocia

268 (51.2)

8 (3.0)

132 (49.3) 92 (34.3) 36 (13.4)

DD*

209 (40.0)

5 (2.4)

105 (50.2) 82 (39.2)

DM**

59 (11.3)

3 (5.1)

27 (45.8)

Lower

475 (90.8)

1 (0.21) 232 (48.8) 178 (37.5) 64 (13.5)

High

48 (9.2)

7 (14.6)

Total

523 (100)

8 (1.5)

1 Times

2 Times

3 Times

p-value

Delivery Modes

0.5823

17 (8.1)

10 (16.9) 19 (32.2)

Delivery pathways

24 (50.0)

10 (20.8)

7 (14.6)

0.0095

256 (48.9) 188 (36.0) 71 (13.6)

DD*: Dynamic Dystocia, DM**: Mechanical dystocia.

400

373 (71.3%)

Primiparous
Pauciparous

350

Participants

300
250
200

150 (28.7)

150

112

89

100
50

45

72
56

24

52 70

0
15

16

17

18

19

Total

Age (Years)
Figure 1. Investigated by age and parity (n = 523).

premature infants were involved with 13.8% (n = 72), while term infants accounted for only 82.4% (n = 431).

3.4. Evolution of Adolescents (Postpartum) and Neonates (Early
Neonatal Period)
In this study, the majority of adolescent girls had developed well (n = 416;
79.5%). However, in 18.7% (n = 98) and 1.7% (n = 9), poor outcomes were associated with poor morbidity and maternal death (Table 4). There is a significant
difference (p 0.0000) between birth modes and delivery patterns and postpartum
adolescent outcomes. No cases of maternal death were found among eutocia deliveries. Mechanical dystocia were very much contributing to caesarean sections,
poor changes and maternal deaths (Table 4). All nine deceased adolescents were
DOI: 10.4236/oalib.1104762
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100%
90%

15
(34.1 %)

3

5

80%

4

70%
50%

3

7

3

8

40%
5

3

3

10%
16

17

18

Episiotomy
Hemorrhage of
delivery

11
(25.0 %)

0%
15

Perinea tear

6
(13.6 %)

30%
20%

Cervix rupture

12
(27.3 %)

60%

19

Total

Age (Years)

Figure 2. Age and obstetric complications among adolescents (n = 44 of 523; 8.4%).

MATURE

431 (82.4 %)

PREMATURE

72 (13.8 %)

POSTMATURE

13 (2.5 %)

INDETERMINATE

Newborn
gestational age

7 (1.3 %)
0

100

200

300

500

400

Figure 3. Newborns gestational ages (n = 523); p = 0.000.
Table 4. Delivery patterns and pathways in relation to postpartum outcomes.
Total
n (%)

Evolution of adolescents in postpartum
n (%)
Good

Bad*

Deaths** p-value

New-borns***
Deaths

p-value

Delivery Modes
Eutocia

255 (48.8) 230 (90.2) 25 (9.8)

-

Dystocia

268 (51.2) 186 (69.4) 73 (27.2)

9 (3.4)

DD

209 (40.0) 183 (87.5) 24 (11.5)

2 (1.0)

MD

59 (11.3)

49 (83.0)

7 (11.2)

475 (90.8) 382 (80.4) 91 (19.2)

2 (0.4)

3 (5.1)

0.0000

18 (6.7)
2 (1.0)

0.0000

16 (27.1)

Delivery pathways
Vaginal delivery
Caesarean section

48 (9.2)

34 (70.8)

7 (14.6)

7 (14.6)

Total

523 (100)

416
(79.5)

98 (18.7)

9 (1.7)

3 (3,2)
0.0000

15 (31.3)

0.0000

18 (3.4)

DD: Dynamic Dystocia; MD: Mechanical dystocia; *: Following the complications of the vaginal delivery,
anaemia, Caesarean section and endometria’s infections, strong pelvic pain; **: Uterine rupture (7) and
Haemorrhage of delivery (2): late arrivals; ***: The evolution was good in 75.3% (n = 394) and bad 21.2% (n
=11).

DOI: 10.4236/oalib.1104762
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19 years of age, primiparous and followed three ANC sessions.
Early neonatal mortality was associated with 18 new-borns (NB), or 3.4%. All
deceased new-borns came from dystocial deliveries and essentially from Caesarean section (15 of 18 cases, or 83.3%).
The analysis of the quantitative variables (Table 5 and Table 6) gives the following information for adolescent girls in rural areas:
− Age and gender determine the pattern of deliveries;
− The age and follow-up of ANC determine the delivery pathways;
− Age, parity, marital status, level of education, profession of pregnancy, prenatal care, neonatal development, modes and routes of delivery Determine
the evolution of the mother during childbirth and postpartum. Similarly,
neonatal outcome is determined by maternal age, marital status, level of
education, occupation of the perpetrator, prenatal follow-up, maternal
Modes and ways of deliveries.

4. Discussion
The distribution of pregnancies during adolescence varies considerably between
countries, amongst which the reasons mentioned include socio-cultural norms,
level of the health system and education [37]-[43]. In 2011, the World Health
Organization (WHO) published guidelines in partnership with the United Nations Population Fund (UNFPA) on how to prevent early pregnancies and their
consequences [6]. These measures included: reducing the number of marriages
before the age of eighteen; Raising public awareness in order to obtain support
to reduce the number of pregnancies before the age of 20; Increase the use of
contraception by adolescents exposed to unwanted pregnancies; Reduce the incidence of coercive sex and the number of unsafe abortions; And increase the
Table 5. Parameters studied and evolution of the mother and Newborns.
Studies parameters

Mother’s evolution

NB evolution

Age¥

0.0002*

0.0000*

Parity

0.0468*

0.1015

Civil status¥

0.0000*

0.0020*

Educational level¥

0.0400*

0.0159*

0.7739

0.5526

0.0340*

0.0240*

0.0000*

0.0000*

Delivery modes¥

0.0000*

0.0000*

Type of delivery

0.0000*

0.0000*

Mother’s evolution

-

0.0000*

NB evolution

0.0000*

-

Mother’s occupation
Occupation author of pregnancy
ANC tracking¥

¥

¥

*: Significant at the threshold p ≤ 0.05; ¥: Determining factors in both groups (mothers and newborns).

DOI: 10.4236/oalib.1104762
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Table 6. Quantitative variables.
Variables

Delivery pathways

Maternal evolution in
postpartum

Delivery modes

Low* High** p-value Eutocia Dystocia p-value Good

ANC

PARITY

AGE

Means 17.3

Bad

Deaths p-value

16.9

17.7

16.9

17.4

16.4

19

1.1

1.3

1.3

0.9

0.0

16

15

15

15

19

18

17.5

18

16

19

Sd.

1.3

1.6

Min

15

15

Med

17.5

17

Max

19

19

19

19

19

18

19

SE

0.2

0.2

0.1

0.1

0.418

0.418

0.418

Means

1.3

1.2

1.5

1.4

1.3

1.2

1

Sd.

0.5

0.4

0.6

0.3

0.5

0.5

0.0

Min

1

1

1

1

1

1

1

Med

1

1.5

1.5

1

1.5

1.5

1

Max

3

3

2

1

3

3

1

SE

0.07

0.07

0.04

0.04

0.17

0.17

0.17

Means

1.6

1.4

1.7

1.6

1.7

1.3

3

Sd.

0.7

0.9

0.7

0.8

0.7

0.7

0.0

Min

1

1

1

0.0

1

0.0

3

Med

2

1

2.5

1.5

2

1.5

3

Max

3

3

3

3

3

3

3

SE

0.1

0.1

0.06

0.06

0.235

0.235

0.235

0.040

0.090

0.009

0.000

0.000

0.284

0.000

0.047

0.000

SE: standard Error; Max: Maximum; Min: Minimum; Sd: standard Deviation; Med: Median; *Vaginal delivery; **Caesarian section.

use of quality care before, during and after childbirth. [6] These different measures pose problems for their application in virtually all countries, hence the persistence of the phenomenon of pregnancy and childbirth among adolescents [12]
[15] [16]. Adolescence is above all a period of maturation. This maturation occurs physically as well as socially and influences the relationships between young
people as well as with the people around them. If the process unfolds normally,
it is a positive force and promotes the development of the adolescent on other
levels. Very often the signs of sexual maturation (menarche, telarche and
pubarche) appear before the psychological or social maturity and even before the
complete physical maturity. This means that young girls are able to conceive a
child without being physically or psychologically ready. Maternity during adolescence, especially in early adolescence, therefore involves considerable health
risks [5] [44]. There, our study contributes to the teenager’s health.

4.1. Frequency of Adolescent Childbirth
In our study series, teenage deliveries account for 13.2%. This frequency in
Congolese rural Moba is in the range of 6% to 25% evoked in the literature [4]
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and close to the 13.9% that Tambwe, et al. [15] had evoked in the city of
Lubumbashi, in the Democratic Republic of Congo. However, it is superior to
the results encountered by Kemfang, et al. in Cameroon, Hamada, et al. [21] in
Morocco and Tebeu, et al. [45] in Cameroon with 2.84%, 2.6% and 6.6% respectively.
In some studies in South Africa, India and Cameroon, rates are higher than
ours, with proportions even reaching 26.5% [4] [26] [46] [47].
Frequency variability can be found in different regions of the same country:
Cameroon [4] [26] [45].
The reasons for the persistence of deliveries in this population group (adolescents) remain the same in our analysis: sociocultural values in favour of fertility
and desire of many children (“symbol of wealth”), early relationships, the lack of
quality sex education, the lesser use of contraceptive methods and the greater
physical development of some girls than their counterparts. [4] [32] [47] [48].
One fact seems to be peculiar in regard to the sociocultural habits of our milieu: matriarchy. The matriarchal system would be an additive element in favor
of teenage pregnancies. In discussions with some girls, it is easy to see the willingness of some girls to leave at least one child to the parents before leaving the
paternal roof. The absence of pregnancy is experienced more dramatically than
the occurrence of a child out of wedlock. Precociousness of having a child would
thus enable the girl to be sure of the possibility of conceiving a child.
The proportion of adolescent girls in pregnancy and childbirth can be an indicator of population growth and the risk of contracting STIs and HIV [4] [5]
[41] [46] [49].
Several studies consider Africa as the region of the planet where more adolescent mothers are generally found, with all the consequences that may occur [6]
[12] [40] [41]. However, it is good practice to qualify this approach with pregnancies of this segment of the population which aborted by legal authorization
of voluntary interruptions of pregnancy in some industrialized countries, differently from the several regions of the African continent where abortions are
Ill-received.
Many countries have risen the minimum legal age for marriage, but this has
little effect in traditional societies where the only appropriate role for women is
considered to be early marriage and having children. Indeed, in these societies,
high fertility makes women more important, so the sooner they begin to have
children, the more they will be appreciated by society.
People who start having children at an early age usually have more children at
more frequent intervals than others. In addition to the harmful effects this may
have on the health of mothers and children, this also has implications for population growth [5].

4.2. Profile of Adolescent Girls Studied
4.2.1. Age
Adolescent pregnancy and childbirth in our study series are those of mean age at
DOI: 10.4236/oalib.1104762
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17.3 ± 1.3 years and extremes ranging from 15 to 19 years. No teenage girl was
under the age of fifteen, unlike some studies [23] [26] [45]. Our average age is
close to Kemfang, et al. [50] with 17.76 ± 1.30 years. We believe that the effect of
having no teenager under the age of 15 in our series would be a coincidence. A
larger sample than ours and under the same conditions would have adolescents
under the age of fifteen. These arguments do not, however, prevent us from remembering that this age is greatly associated with dystocial and high-level deliveries.
4.2.2. Civil Status (Marital Status)
The marital status of our adolescent girls was dominated by the married (69.2%)
followed by the unmarried [24]. Contrary to these results, some authors refer to
singles [22] [23]. This difference would be due to the fact that among us some
teenage girls often tend to pretend that they have become pregnant by legitimate
marriage with the payment of the dowry. As a result, they tend to consider
themselves married and that new-borns have parents recognized by society. Indeed, the share of false testimonies related to marital status is not to be neglected
for a retrospective study.
4.2.3. Level of Education (Studies)
The level of education has been mentioned by several authors as a factor associated with the occurrence of teenage pregnancy [22] [23] [24]. In this study, the
highest level of education was secondary (72.3%) [23]. Illiterates represent only
4.8%. The reason is simple. The city of Moba was once known as one of the areas
with low enrolment, especially for young girls. The various mobilizations for
adolescent girls with the support of international partners would have helped to
improve this level of education, but efforts still need to be made.
4.2.4. Occupation
In rural Moba, the majority of teenagers claim to be in the category of housewives. In fact, we dare to believe that many are without a profession. Staying at
home to keep children is one of the characteristics of our traditional societies. As
a result, women consider staying at home to manage children as a profession.
Parity: Primiparous animals were the most common in adolescent births with
71.3% followed by paucipares alone (28.7%). This result has been met by several
authors [23]. It is natural that teenage girls are much more in the rank of primiparous in terms of the age that facilitates this probability.

4.3. Pregnancy Monitoring (Antenatal Visits)
Pregnancy is a physiological process between fertilization and childbirth. It is an
important part of the human reproductive system. The majority of adolescent
girls in our study series had at least one follow-up ANC (98.5%). The average
was 1.6 ± 0.7 sessions and no adolescent had exceeded three prenatal visits.
Overall, the follow-up was no better than the standards advocated by WHO and
the national reproductive health program from a qualitative and quantitative
DOI: 10.4236/oalib.1104762
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standpoint.
Pregnancy monitoring is critical for maternal and foetal health because it
helps to identify high-risk pregnancy factors [51] and to predict good progress in
pregnancy and childbirth.
In several studies, the lack of follow-up of pregnancy was evoked and considered as predisposing adolescents to a bad evolution during the gravid period [40]
[42] [48]. In our work, there is a significant difference between ANCs and the
delivery route.
For Hamada, et al. [21], age-related risks are associated with later screening
for pregnancy complications for adolescent girls who did not follow ANC. To
this effect, it should be noted that even older women (≥20 years) have difficulties
in following their pregnancies in several countries [21].

4.4. Procedure of Childbirth
4.4.1. Mode of Delivery
The mode of delivery is slightly dominated by dystocial deliveries (51.2%),
unlike some authors [15] [16] [52]. Dystocia mainly involves adolescents under
the age of 17 years and was the basis of the mortality encountered in this study.
Indeed, age was found to be a determining factor in relation to the mode of
delivery and the postpartum evolution (p-value 0.000). It should be assumed that
the anatomo-physiological immaturity of the adolescent, in particular her pelvis,
is a factor of dystocia [3] [6] [21]. This experience of the maternal pelvis is correlated with parity, which has been found to be a determining factor in the mode
of delivery, and to high frequencies of instrumental extraction [21]. Other factors determining the mode of delivery are occupation (p 0.0009) and parity (p
0.0000).
4.4.2. Childbirth
The majority of deliveries were significantly low (90.8%). Caesarean sections
represent 9.2% of our teenage girls, somewhat higher than some authors [15]
[16] [21] [47] [52] and less than the 24.8% of Adzaxo, et al. and Adama, et al.
[53] [54]. The role of age and mechanical dystocia should be emphasized. In this
study, age (p 0.0401), marital status (p 0.0000) and follow-up of ANC (p 0.0095)
determine the route of delivery for adolescent girls studied. Most new-born
deaths were in the high-birth category (p 0.0000).
4.4.3. Gestational Age
In this study, we found 13.8% prematurity compared to 2.5% post-term infants
(more than 42 weeks of amenorrhoea) and over-term (over 40 weeks of
amenorrhea). The rate of preterm deliveries appears to be high compared to
some studies in adolescents [21] and lower than others [55]. It should be stressed
that in the tropical environment where we are, the place of malaria is not to be
neglected. The prevalence of preterm infants in the general population was
variably assessed: 11.8% by Chiesa, et al. [56], 21.05% by Tietche, et al. [57] and
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33.6% by Nagalo, et al. [58]. A case-control cohort study would be needed to determine whether the adolescent is at risk compared to adult women.

4.5. Adolescent Complications and Mortality
Any pregnant woman is exposed to some degree of risk and complications related to pregnancy and childbirth. In our study series, forty-four adolescents
presented complications, some of which delayed the development of the foetal
mobile and indicate episiotomies.
We have the cervical tears of the cervix, the tears of the perineum, and the
haemorrhages of the delivery. This same observation has been mentioned in different proportions by some authors [15] [47]. Some authors also mention anaemia’s [21] which were not sought in our study series.
A comparative study between adolescents and controls in Morocco [21] did
not find the increased risk in the aftermath between teenage and adult women.
We found that there is a significant difference between the modes and routes
of childbirth in adolescence and the evolution of adolescents during childbirth
and postpartum.
Adolescent mortality was in the order of 1.7% or 17‰. It is restricted to adolescents aged 19 years with dystocia (Table 4). We are not in a position to answer in this study whether complications related to the low-pathway are related
to the purpose of obstetric care or to the condition of adolescent girls. Births are
predominantly managed by traditional nurses and midwives who have not studied the midwifery option.
However, this adolescent mortality does not appear to be any different than
for the adult population. Hence, the utility of undertaking the case-control studies in our environments to complete the limits of our results. Nevertheless, this
first study in our environment reveals that age, parity, marital status, educational
level, occupation of the author of the pregnancy, follow-up of prenatal consultations, The mother’s postpartum development. There is a significant association
between maternal and neonatal changes (p 0.0000).

4.6. Early Neonatal Mortality
During our study period, 18 new-borns had died during the early neonatal period, or 3.4%. In fact, all registered cases of early neonatal mortality were in the
category of obstructed labour and 15 new-borns out of 18 who died were born
by Caesarean section.
In this series of studies, the age of the adolescent, the pathway and mode of
delivery determine the evolution of the adolescent mother’s new-born child.
These results demonstrate that adolescent mothers are at high risk of death
despite the fact that this proportion of neonatal deaths appears to be comparable
to the births of adult women [59] [60]. This high incidence of neonatal deaths
after caesarean section may also indicate the poor quality of care due to the lack
of specialists (obstetrician and neonatologist) and neonatal resuscitation equipDOI: 10.4236/oalib.1104762
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ment. Indeed, in the two structures where this study was carried out there is no
functional incubator, heating table and oxygen therapy. From this point of view,
this study is an inquiry to the health authorities and partners in health for the
women and the new-borns of the health zone of Moba. At logistic regression,
neonatal outcome is determined by maternal age, marital status, level of education, occupation of the author of the pregnancy, follow-up of prenatal consultations, maternal progression, Modes and pathways of deliveries.

4.7. Limitations of This Study
This study has limitations with regard to the comparison of study parameters
between adolescent and adult parturient. Our contribution focused only on adolescent girls. We dare to believe that it is necessary in the future to carry out
studies comparing teenage and adult mothers to identify the differences between
the two groups. Nevertheless, the information obtained in this study allows us to
have the necessary information on the evolution of teenage pregnancies and deliveries in our environment.

5. Conclusion
Teenage pregnancy and childbirth remain a major public health problem that
deserves special attention because of the potential risks. These risks are associated with high morbidity and mortality associated with the adolescent’s age and
the quality of obstetric care in the care. This study found that the frequency of
births among teenagers was 13.2% with maternal and neonatal mortality rates of
1.7% and 3.4% respectively. The age of 17 years is at greatest risk for this category of the population because it determines the mode of delivery, the delivery
route and the postpartum evolution. The determinants of maternal progression
were age, parity, marital status, educational attainment, occupation of the author
of the pregnancy, follow-up of prenatal consultations, modes of delivery. Similarly, neonatal outcome is determined by maternal age, marital status, level of
education, occupation of the perpetrator, prenatal follow-up, maternal Modes
and ways of deliveries. Pregnancy in rural adolescent girls is at high risk. This
risk is related to the youngest age of the adolescent and our limited capacities in
the care of mothers and new-borns. Efforts should be made at all levels of decision-making to avoid early pregnancies and improve our care of mothers and
children in order to achieve the goals set by the World Health Organization.
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