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ABSTRACT
We performed a retrospective descriptive analytical study over all preterm birth babies along the period of 2011-2012 at
the level of neonatology department of Sidi Bel Abbes city (Western Algeria). Primigravida (OR=7, 95% CI: 3, 16),
primiparous (OR=6.23, 95% CI: 1.5, 9.5) and mother’s age < 25 years (OR=5.8, 95% CI: 1.5, 8.9) were the major risk
factors of premature delivery. Abortion also raised the odds (OR=2.1, 95% CI: 1.2, 2.56). Twin delivery and intra uterine
growth were also marginally significantly associated with premature delivery (OR=2.15; OR= respectively). Preterm babies
suffered mainly from icterus and asphyxia. Prematurity is still considered as a major public health in developing countries
and its causes in our studied area were multifactorial.
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Introduction
Birth of a baby less than 37 weeks of gestational
age is known as preterm birth. The reduction of
preterm birth is a demanding proposal since the
cause, in many situations; it is hard to get hold off
(1). Due to its complex nature, mechanisms
underpinning preterm birth are not clearly
understood. Causal factors of that include medical
conditions of the mother or foetus, genetic
influences, environmental exposure, infertility
treatments, behavioral and socio-economic factors
as well as iatrogenic prematurity (2).
The occurrence of complications, and mortality rate,
were found to be higher in preterm babies. In fact
preterm ones have an increased risk of death in the
first year of life (infant mortality), with most of the
deaths occurring in the first month of life (neonatal
mortality) (3). This is often summarized by
contrasting the pattern of preterm births, which
comprise 6-10% of all births in Western countries,
with that of preterm deaths, which comprise more
than two-thirds of all perinatal deaths. Furthermore,
among surviving infants, preterm birth is implicated
in
approximately
half
of
all
pediatric
neurodevelopmental disabilities, (4-5) including
cerebral palsy (6), long-term morbidity, (7,8,4) and
high healthcare costs (9, 10). Data on preterm birth
rates are not routinely collected in many countries as
*

well as in Algeria, and there were no published
findings on maternal and fetal characteristics of
premature deliveries in Western Algeria. Therefore,
and in order to promote the primary prevention of
prematurity in our region, our aim was to determine
the possible risk factors which are common causes of
preterm deliveries in mothers delivered at the
neonatology department of obstetrics and
Gynecology Specialized Hospital of Sidi Bel Abbes
city (Western Algeria) as well as fetal characteristics of
preterm birth babies. Information derived from the
study will be used in public enlightenment campaigns
on the prevention of preterm birth in Algeria.

Materials and methods
This retrospective descriptive analytical study was
carried out among all those patients who delivered
term and pre-term babies at the level of the
Gynecology and Obstetrics wards of Sidi Bel
Abbes Hospital city over period of two years
(January 2011 to December 2012). We focused on
patients who delivered babies at less than 37
weeks of gestation (preterm), while control were
the patients who had given birth to babies of
gestational age >37 and <42 weeks (term infants).
A total of 600 patients’ case -witnesses, became a
part of this study. The information regarding the
gestational history of the participants was
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Results

collected through a pre-tested and approved
questionnaire from department archives. The
performa was divided into two sections. The
different information aimed at assessing the socioeconomic status of the patient, diseases like: high
blood pressure, diabetes, urogenital infections,
anemia, parity and any previous history of preterm
delivery and neonatal characteristics were also
recorded.
The collected information using medical records
of patients and control-groups were assessed to
find out the possible risk factors leading to
preterm delivery.
Data Analysis: Data were entered and analysed
with Stat-view 1995. A significant level was preset
at 0.05 and 95% C.I. were reported as appropriate.
Logistic regression was used to investigate the
association of maternal sociodemographic and
fetal characteristics on premature delivery.

Table 1 shows the frequency distribution of
sociodemographic characteristics of the mothers. The
mean age of the mothers with premature delivery was
26 ± 6 years, while for the control was 29 ± 6 years.
The average number of children for both groups was
2. The median primiparous was 2 ± 1 for the cases
and for the controls.
Premature deliveries were significantly more common
(p=0.001) among the mothers in the age group of
more than < 25 years old compared to mothers from
other age groups. About half of the cases were
primiparous mothers (50.33%), while more than half
of the control group were multiparous (67%). 2/3 of
the mothers in the cases’ group were multigravida
(66%) and about 36.33% of them suffered from high
blood pressure. About half of the controls were
primigravida, and 41.67% of them suffered from high
blood pressure.

Table 1. The frequency distribution of socio-demographic characteristics of the mothers
Socio demographic characteristic
Age (years)
Parity/number of Children
Gestity
Age groups in years
<25
20-40
>40
Parity:
1
2-3
>3
Gestity
1
2-3
>3
History obstetrics
Scarred uterus
Premature
Low Weight birth
Abortion
Diseases associated with pregnancy
Diabetes
Anemia
Hypertension
Infection
Socio-economic characteristics
Low
Average
High

Cases (n=300)
n(%)
26 ± 6
2±1
2±1

Mean s.d
Median s.d
Median s.d

189(63)
99(33)
12(4)

92(30.67)
121(40.33)
87(29)

151(50.33)
105(35)
44(14.67)

124(41.33)
25(8.33)
201(67)

198(66)
35(11.67)
67(22.33)

145(48.33)
89(29.67)
66(22)

53(17.68)
46(15.33)
113(70.63)
59(20)

78(26)
27(9)
27(16.88)
59(20)

29(9.67)
63(21)
109(36.33)
93(31)

19(6.33)
28(9.33)
125(41.67)
77(25.67)

129(43)
125(41.67)
46(15.33)

45(28.13)
65(40.63)
50(31.25)
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Controls (n=300)
n(%)
29 ± 6
2±1
2±1
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Table 02 emphasizes the association between
maternal sociodemographic characteristics and
premature delivery for all the cases; the odds of
mothers with an age less than 25 years were 5.8 (95%
CI 1.5- 8.9). Other maternal variables such as
primigravida (OR=7), primiparous (OR=6.23) and
abortion (OR=2.1) were also significantly associated
with premature delivery. Similarly maternal high
blood pressure was significantly associated with
premature delivery (OR=2.5).
'In the other hand, table 3 shows the frequency
distribution of medical findings of premature
delivered babies: the majority of them were premature
(89.67%) while only 4 % were extremely premature.
2/3 of premature babies were of low birth weight
(66.67%), 21% of intrauterine growth restriction and
32.67% were of neonatal death.
Analysis of significant risk factor for premature
delivery (p<0.001) shows that the odds of premature
births were 3.02 times higher in twin delivery
compared to single pregnancy (95% CI 1.2, 4.26).
Intra uterine growth was also marginally significantly
associated with premature delivery OR=2.15. The
odds of icterus and asphyxia were respectively at 2.03
and 1.58 in premature babies. The association
between fetal male and gender premature delivery was
significant OR=1.3 (95% CI.06-3.6).

13). In our study, the maternal age of less than 25
years was found as risk factor for premature delivery
with an odds ratio of 5.8 (95% IC 1.5-8.9). Similar
results were found in other studies (14). The
association between parity and premature delivery is
controversial. Some studies showed significant
association between premature delivery and parity (15
-17). However, others showed contradicting findings
between parity and premature delivery (18). In our
study, primiparity and primigravida were significantly
associated with premature delivery.
Few studies have associated primiparous as a risk
factor for premature delivery (19-21). Nevertheless,
this risk factor also depends on the age of mothers
(22, 23).
Clinical Conditions underlying medically-indicated
preterm birth can be divided into maternal and fetal
of which severe preeclampsia, placental abruption,
uterine rupture, cholestasis, fetal distress and fetal
growth restriction with abnormal tests are some of
the more important direct causes recognized (24).
Underlying maternal conditions (e.g., renal disease,
high blood pressure, obesity
Table 2. Association between maternal sociodemographic characteristics and premature
delivery

Discussion
Maternal Socio-demographic characteristics:
Maternal age of less than 20 years and more than 35
years are described as risk factors for premature
delivery and perinatal mortality in many studies (11-

Factors
Age <25 years
Primigestity
Primiparity
Abortion

OR
5.8
7
6.23
2.1

95% CI
1.5-8.9
3-16
1.5-9.5
1.2-2.56

p
<0.001
<0.001
<0.001
<0.001

High blood presure

2.5

2.5-5.66

<0.001

Table 3. The frequency distribution of medical findings of premature delivered babies
Prematurity rate
1. Prematurity
2. very premature
3. Extremely premature
Weight
1. LBW
2. Very LBW
3. Extremely LBW
4. >2500g
Neonatal complication
LBW Anemia
Infection
Asphyxia
Meningitis
Icterus
mortality

Nb

(%)

269
19
12

89.67
6.33
4

200
49
9
42
63
78
30
12
9
74
98

66.67
16.33
3
14
21
26
10
4
3
24.67
32.67
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Table 4. Association between fetal characteristics
and premature delivery
Fetal characteristic
Baby gender
Male
Female
Twin
triplet
Asphyxia
Anemia
LBW
Icterus

OR

CI 95%

p

1.3
1
3.02
0.6
1.58
0.69
2.15
2.03

0.6-3.6

<0.001

1.2-4.26

<0.001

0.02-2.1

<0.001

1.05-3.13
1.05-3.13

<0.001
<0.001

France, the rate of twin pregnancies was high with
86% as the main cause of prematurity (32).
The fetus itself could be the cause of premature
delivery. If the growth was retarded or malformed,
the fetus was prone to be born prematurely (33).
Some studies showed significant association
between intra-uterine growth babies and
premature delivery (33, 34). In this study, intrauterine growth was a significant risk factor for
premature delivery 2.15 (95% CI 0.25 -3.14).
Preterm birth rate was higher in males than in
females which are similar to other studies who
found that around 55% of all preterm births
occurring in males (35), and that was associated
with a higher risk of dying when compared to girls
born at a similar gestation (36). However, the
study McGil Ugwu (37) in Warri and Zeleke et al.
(38) in Ethiopia reported more preterm females.
In the majority of the cases, pretem babies were
hospitalized in neonatal intensive care units
because of Icterus 2.03 (95% CI 1.05-3.13),
Asphyxia 1.58 (95% CI 0.02-2.1), RCIU and LBW
which were the most causes of preterm babies
mortality (32.67%). Similarly, Other African
studies noted a mortality rate of 29% in Tanzania,
(39) and 30.7% in Nigeria (40).

and diabetes) increase the risk of maternal
complications (e.g., preeclampsia) and medicallyindicated preterm birth. (25) In this study, the
number of mothers with high blood pressure was
associated with higher odds of premature births.
(OR=2.5 .95% IC 2.5-5.66). High blood pressure
in pregnancy is believed to predispose to acute or
chronic utero-placental insufficiency resulting in
antepartum and intrapartum fetal hypoxia with
associated adverse outcomes of which preterm
delivery is one (26). Many studies described
intrauterine infection as frequent and important
mechanism leading to preterm birth (27,28). In
our study 31% of patient who’s delivered
prematurely suffered from genital infection.
Obstetrics history (Premature, abortion, Scarred
uterus, low birth weight) were also found to be a
risk factor for premature delivery in our study
which are similar to other studies (24). Similarly,
in their study Mercer et al. (29) reported that
women with previous preterm deliveries had a 2.5fold increased risk in their next pregnancy.
Some lifestyle factors contribute as well to
preterm birth include stress and excessive physical
work, long times spent standing, nutritional status
or smoking (30). Unfortunately, due to the
retrospective nature of the study, the role of these
factors in the prematurity were not able to be
determined in our study.
Fetal characteristics: Twin pregnancy, Icterus and
intra-uterine growth retardation are known as risk
factors associated with premature delivery. It is due to
the overstretching of the uterus which promotes
preterm labour. Some studies showed association
between of twin pregnancy with premature delivery
(16, 31). In fact, births from multiple pregnancies are
mostly premature. Twin pregnancy is a significant risk
factor for premature delivery in this study with an
adjusted odds ratio of 3.02 (95% CI 1.2, 4.26). In

Conclusion
As causes of high morbidity and mortality,
Prematurity is considered as major public health in
developing countries. Even the inversions, which
promote the affection of the mother to her newborn premature child, are appreciated and useful
for the mothers, some amelioration should be
added.
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