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Introduction

Teenage (adolescent) pregnancy is an important contemporary topic in 
perinatal medicine. At least 16 million teenage girls each year become 
adolescent mothers [1], 85% of which are unplanned [2,3]. 

Reported risk factors for adolescent childbearing include: lower 
socioeconomic background, financial instability, poor academic 
performances and low educational attainment at young age [4], behavioural 
or emotional problems during childhood, being born to a teenage mother and 
divorced or separated parents [5-7], involvement in crime [8], being in care 
[9], homeless [10], and truancy from school [10], and certain risky behaviour 
such as smoking, alcohol and illicit drugs.

Maternal morbidity is increased in teenage mothers, for example, maternal 
anaemia, infection, pre-eclampsia [1], pre-term birth [11], an increased risk 
of operative delivery, including Caesarean section (CS) [12] and forceps 
delivery [13,14]. Adverse perinatal outcomes are also more frequently 
experienced by teen age mothers with fetal growth retardation [15], low 
birth weight [16,17], higher incidence of low Apgar score (of <4 and <7), 
[18]. The risk of maternal mortality in some cases have been shown to be 
more than twice as high in adolescent girls compared to older women [19], 
with the adolescent girls aged 15 or below at even greater risk [20,21].

We carried out this cohort study on a sample of young teenage women to 
find out the background risk factors and some defined perinatal outcomes, 
compared to those of a relatively higher age group of mothers conventionally 
thought to enjoy an optimal perinatal outcome.
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Abstract

Aim : To identify the important risk factors as well as observe some short and long term maternal and perinatal outcomes associated with teenage 
pregnancy.

Methods: A retrospective cohort study of 142 teen age adolescent mothers was carried out over a 2 year period in an inner city teaching hospital 
and tertiary referral centre in South East London. Results were compared with a control group of 4004 22-29 year old pregnant women over the same 
period.

Results: Our study demonstrates associations between teenage pregnancy and some adverse outcomes, namely low birth weight, low Apgar 
scores and lower incidence of artificial first feed. But contrary to the published literature, no correlation was found with pre-eclampsia, fetal growth 
restriction, preterm labour, operative vaginal delivery and caesarean section.

Conclusion: Teen age pregnancy is not always associated with adverse perinatal outcome.
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Materials and Methods

The study was based on a South East London population catered by St 
Thomas’ Hospital, located in Lambeth, an area with one of the highest 
rates of teenage pregnancy in London (Office for National Statistics, 2010). 
The hospital has a team of community midwives devoted to the care of 
teenage mothers of 19 years or younger. The team (known as the Teen Phase 
Midwifery Team), set up in 2009, is made up of 6 midwives caring throughout 
pregnancy, labour and post-birth. This team works in a multi-professional 
manner, liaising with social care workers, family nurse partnerships, and 
other community based teams such as St Michael’s fellowship in supporting 
and advising young parents.

On first contact at booking, and thereafter at birth, at postnatal discharge, and 
6 months post-partum, the team collects and records information on personal 
details, lifestyle, pregnancy and labour details, and post-natal outcomes and 
problems, through a series of face-to-face as well as telephone interviews 
with structured questionnaires.

Study Design and Study Population

We conducted a retrospective cohort study over a two-year period from 
January 2010 to December 2011 of 142 pregnant teenage mothers. A sample 
of 4004 post-teenage mothers aged 22-29 years, who gave birth during the 
same period, is used as a control group to allow comparison and analysis of 
the key outcome measures (see below). The control group was specifically 
chosen between ages 22-29 years, as this age range is traditionally 
considered to have the most optimum pregnancy and perinatal outcome.

The Aim of the Study

The aim of this study is to observe prominent risk factors and 
adverse maternal and perinatal health outcomes within this group.

Outcome Measures

The study considers the risk factors within this population [parity, 
ethnicity, level of education, contraceptive use, relationship status, 
previous contact with social services and level of independence (assessed 
depending on living situation)], as well as observing the maternal and 
perinatal outcomes e.g., gestational age at delivery, mode of delivery, 
Apgar scores at 1 and 5 minutes, birth weight and type of first feed.

Data Source

St Thomas’ Hospital’s maternity database software, Healthware®, Version 
5.7.6 iSOFTIBAHealth.

Data Collection

Data were collected by the Teen Phase team midwives at St Thomas’ 
Hospital. Inclusion in the study group was restricted to pregnant females 
aged between 12-19 years having singleton births. Data were collected 
at specific intervals along the course of the pregnancy, during labour 
and after birth, with recording on pre-designed data collection forms, 
which were then securely stored away until the next point of information 
retrieval. Data were mainly collected by face-to-face interviews; 
however, at the 6-month follow-up, telephone interviews were conducted.

Antenatal Period

At booking, the young mothers were assigned a named midwife from the 
Teen Phase team to care for the whole pregnancy, labour and postnatal 
period. At the first visit, collected data included: age and parity, address, 
ethnicity, age on leaving education, contraceptive use, relationship status and 
current living condition. Pregnancy was monitored by this team as per the 
hospital guidelines.

Labour

Data on labour included information on the birth procedure and any 
complications, as well as neonatal details. Details of type of birth were 
recorded in the following groups (as pre-set codes in Healthware®): 
‘Spontaneous vertex delivery’, ‘Forceps’, ‘Ventouse’, ‘Caesarean section’ 
and ‘Emergency Caesarean section’. Birth complications of interest included: 
‘Breech birth’, ‘Premature birth’, ‘Failure to progress’, ‘MEC grade 1’, ‘MEC 
grade 2’, ‘MEC grade 3’ (MEC = meconium-stained amniotic fluid), ‘Fetal 
distress’, ‘PROM (premature rupture of membranes)’, ‘PPROM (preterm 
pre-labour rupture of membranes)’, ‘Antepartum bleed’, ‘Polyhydramnios’ 
and ‘Abnormal CTG’. Also recorded was the gestational age at delivery as 
one of three groups, very low gestational age <32 weeks, low (pre-term) 
gestational age 32-37 weeks, and term (mature) gestational age as ≥37 weeks. 
Relevant baby data collected were: Apgar scores were recorded as very low 
at ≤4, low between>4 and <7, or normal at ≥7, at 1 and 5 minutes after birth. 
Additionally, birth weights were recorded as low ≤2500g, or normal >2500g, 
and type of first feed recorded as breast or artificial was also observed.

Month Follow-up

At six months post-discharge, a further stage of information 
collection via telephone interview was carried out. The follow-up 
data included information on the use of contraception at 6 months, 
and the education or employment status of the teenage mother. 

Data Analysis

In addition to simple arithmetic calculation, statistical analysis was carried 
out using software SPSS®, version Windows 21.0 for the specified outcome 
measures. Statistical analysis results were presented as frequencies and 
odds ratios (OR) with a 95% confidence interval (CI) through the use of 
multinomial logistic regression. 

Results

Descriptive Data
Age range of pregnant adolescents was 13-19 years (mean=17.96), the control 
group age ranged from 22-29 years (mean=26.10). At first contact, 93% of girls 
presenting to the Teen Phase team were aged 16-19 years. The remaining 7% 
were aged 13-15 years (Table 1). Within the study period, births to adolescent 
girls made up 3.6% of the total number of births to women aged under 30 years.

Two girls from the sample did not provide any ethnicity data. Of the 140 
patients, 28.6% were of ‘White-British’ origin, 22.9% of ‘Black (British) 
- Caribbean’ origin and 20.0% were of ‘Black (British) - African’ origin, 
whilst 0.7% of girls were of ‘Asian’ ethnicity (Table 2). Girls aged 17 and 
18 years showed the highest frequency of all labour complications,31.1% 
and 28.8% respectively, in the cohort of pregnant adolescents (Figure 1).
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Maternal Characteristics: Age and Mode of Delivery
Group 1 Group 2

Number (%) Number (%)

Age at first contact

13 1 (0.7) 0 (0.0)
14 2 (1.4) 0 (0.0)
15 7 (4.9) 0 (0.0)
16 23 (16.2) 0 (0.0)
17 44 (31.0) 0 (0.0)
18 47 (33.1) 0 (0.0)
19 18 (12.7) 0 (0.0)
22 0 (0.0) 322 (8.0)
23 0 (0.0) 353 (8.8)
24 0 (0.0) 393 (9.8)
25 0 (0.0) 504 (12.6)
26 0 (0.0) 495 (12.4)
27 0 (0.0) 567 (14.2)
28 0 (0.0) 645 (16.1)
29 0 (0.0) 725 (18.1)

Mode of delivery

Spontaneous vertex delivery 89 (73.0) 2564 (65.1)
Forceps 6 (4.9) 219 (5.6)
Ventouse 5 (4.1) 272 (6.9)

Caesarean section 3 (2.5) 203 (5.2)
Emergency caesarean section 19 (15.6) 678 (17.2)

Table 1:	 To show the distribution in age of pregnant adolescents and mode of delivery. Data shown as frequency (number)and percentage (%).

Ethnicity Number (%)
White British 40 (28.6)

White European 11 (7.9)
Any other White background 2 (1.4)

Black (British)- African 28 (20.0)
Black (British)- Caribbean 32 (22.9)

Any other Black background 9 (6.4)
Mixed White and Caribbean 8 (5.7)

Any other Mixed background 2 (1.4)
Asian 1 (0.7)

Oriental background 3 (2.1)
Other ethnic group 4 (2.9)

Table 2: Table showing the distribution of teenage pregnancy based on ethnicity.
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Figure 1 Graph to show the rate of labour related complications within the group of teenage mothers

With regard to living condition, of the 139 girls providing this data, 54.0% 
were living with both parents, 7.9% with mother only, 1.4% with father 
only, 2.2% with partner’s family, 0.7% with another family member, 
11.5% alone or with their partner, 9.4% in a hostel, 7.9% in some form 
of temporary accommodation, 1.4% in shared accommodation, and 
3.6% in foster care. About previous contact with social care, of the girls 
providing this data, 25.6% reported ‘yes’, and 74.4% reported ‘no’.

Of the pregnant adolescents, 58.1% had left formal education by age 16, with 
30% still in education during pregnancy. By 6 months after childbirth, 60% 
of teenage mothers did not return to education or employment, the remaining 
40% did re-enter formal education, employment or training (Figure 2).

Data on contraception use showed that 63.4% did not use any form 
of contraception at the time of conception. Among the girls using 
contraception, condoms were used by 18.3%, oral contraceptive 
pill by 1.0%, implant by 2.3%, injectable contraceptive by 0.8% 
and other forms of contraceptive by 2.3%. By 6 months after birth, 
88% of contactable adolescents were using contraception, whilst the 
remaining 12% reported use of contraception as ‘None’ (Figure 3).

Initially at first contact, of the 133 girls providing details on their 
relationship status, 21.8% reported to be single, 76.7% had a partner, 
and 1.5% were married. By the 6-month follow up, of the 76 girls 
contacted, 61.8% were in a relationship, whilst 38.2% were single.
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Figure 2a Bar graph to show the percentage of pregnant
adolescents leaving education or employent between 13-19 years,
alongside those remaining in education despite pregnancy

Figure 2b Bar graph to show the percentage of adolescent mothers 
returning to education or employment by 6 months postnatal, 
compared to those remaining out of education or employment 6 
months after the birth of their child
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Figure 3a Percentage of pregnant adolescents using contraception, 
and the type of contraception used at the time of conception

Figure 3b Percentage of adolescent mothers using contraception at 6 
months after child birth
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Inferential Data

For statistical analyses of outcome measure, data were coded into two 
groups, with parameters set as: Group 1, equal to age 13-19 years, and Group 
2, equal to age 22-29 years.

Outcome measures observed included ‘Mode of delivery’, ‘Apgar score at 1 
minute’, ‘Apgar score at 5 minutes’, ‘Baby weight’ and ‘Type of first feed’ (Table 3). 

Table 3:	 To show the Baby Characteristics: APGAR score at 1 and 5 minutes, baby weight (g) and type of first feed. Data shown as frequency 
(number) and percentage (%).

Baby Characteristics: APGAR score at 1 and 5 min-

utes, baby weight (g) and type of first feed

Group 1 Group 2
Number (%) Number (%)

APGAR at 1 minute
≤4 5 (4.0) 152 (3.8)
<7 6 (4.8) 181 (4.6)
≥7 113 (91.1) 3626 (91.6)

APGAR at 5minutes
≤4 0 (0.0) 77 (1.9)
<7 1 (0.8) 28 (0.7)
≥7 123 (99.2) 3854 (97.3)

Baby weight in grams
≤2500 8 (6.5) 382 (9.6)
<2700 11 (8.9) 127 (3.2)
≥2700 105 (84.7) 3471 (87.2)

First feed
Breast 99 (81.8) 3341 (90.4)

Artificial feed 22 (18.2) 355 (9.6)
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For analysis of delivery method, the reference category was selected 
as ‘Spontaneous vertex delivery’ for comparison of more complicated, 
operative deliveries to non-operative vaginal delivery. Group 1 patients 
were less likely than Group 2 to have a forceps delivery as opposed to 
spontaneous vertex delivery (OR= 0.789, 95% CI= 0.341-1.825, p= 0.580 
NS). Additionally, Group 1 were also less likely to have a ventouse delivery 
(OR= 0.530, 95% CI= 0.210-1.315, p= 0.171 NS), elective Caesarean 
section (CS) (OR= 0.426, 95% CI= 0.134-1.357, p= 0.149 NS) or an 
emergency CS, (OR= 0.807, 95% CI= 0.488-1.334, p= 0.404 NS). When 
adjusted for parity as a confounding variable for mode of delivery, teenage 
mothers showed an overall decreased risk of forceps delivery (OR= 0.680, 
95% CI= 0.293-1.577, p= 0.369 NS), ventouse (OR= 0.462, 95% CI= 
0.185-1.150, p= 0.097 NS), elective CS (OR= 0.441, 95% CI= 0.138-
1.406, p= 0.166 NS) and emergency CS (OR= 0.739, 95% CI= 0.446-1.224, 
p= 0.240 NS), in comparison to spontaneous vertex delivery (Table 4). 

All Apgar scores at 1-min and 5-min were classified as very low (‘≤4’), low 
(‘>4 - <7’) and normal (‘≥7’). Any missing data was recorded as ‘No data’. In 
Group 1, Apgar scores at 1 minute were recorded from 124 neonates, compared 
tom 3959 neonates in Group 2. The reference category was selected as ‘≥7’ 
for comparison of adverse neonatal outcome with a healthy neonate. Results 
showed that neonates born to Group 1 mothers were more likely to have a 
very low Apgar score (‘≤4’) compared to ‘≥7’ than neonates born to Group 
2 mothers (OR= 1.056, 95% CI= 0.425-2.263, p= 0.907 NS). Additionally, 
neonates in Group 1 were more likely to score ‘>4- <7’ rather than ‘≥7’ 
than those in Group 2 (OR= 1.064, 95% CI= 0.462-2.451, p= 0.885 NS). 

5-min Apgar score results showed that neonates born to Group 1 mothers 
were less likely to have an Apgar score of ‘≤4’ compared to one of ‘≥7’ 
than neonates in Group 2 (OR= 1.940 E-009, CI=1.940 E-009-1.940 
E-009, p< 0.0001). In contrast, neonates in Group 1 were more likely to 
score ‘<7’ rather than ‘≥7’ (OR= 1.119, CI= 0.151-8.291, p= 0.912 NS).

Birth weight (g), was recorded as low birth weight (LBW) (≤2500g), or 
normal weight (>2500g). Any missing data was recorded as ‘No data’. Data 
was obtained from 124 patients in Group 1 and 3980 patients in Group 2. 
The reference category was selected as ‘>2500g’ to allow comparison 
between normal and LBW. Babies in Group 1 were less likely to have a LBW 
compared to Group 2 (OR= 0.65, CI= 0.315-1.340, p= 0.243 NS). Adjustment 
for gestational age did not alter the OR (OR= 0.671, 95% CI= 0.271-1.665, 
p= 0.390 NS) compared to normal gestational weight of >2500g (Table 5).

The final outcome measured in 121 Group 1 patients and 3696 Group 2 
patients, was ‘Type of first feed’recorded as either ‘Breast’ or ‘Artificial’, 
with reference category set as ‘Artificial’. Any missing data was recorded 
as ‘No data’. Results showed that mothers in Group 1 were less likely 
(statistically significant) to breast feed their newborn babies than those in 
Group 2 at the time of first feed compared to feeding with artificial methods 
(OR= 0.478, CI= 0.297-0.769, p= 0.002).

Mode of delivery
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64 

(70.3)
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18 
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(75.3)

5 

(83.3)
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(77.3)

2 

(100)
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0

(0)

15 

(83.3)

0

(0)

3 

(50.0)
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(5.5)
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(7.8)

1 (4.3) 22 

(2.2)

0 

(0)

3 (0.8) 0 
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5
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0
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0
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0
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0
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(9.2)

0 

(0)

36
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0(0) 10 
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0

(0)

3
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0
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0
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0
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3
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1
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Emergency 
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14 
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4
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1

(16.7)

35 
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0
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0

(0)
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0
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Table 4: Data showing the contribution of parity on delivery outcomes in both groups of mothers aged 13-19 years (Group 1) and aged 22-29 years (Group 2).



Table 5:	 Table showing the association between gestational age and birth weight in neonates born to mothers aged 13-19 years 
(Group 1) in comparison to babies born to mothers aged 22-29 years (Group 2)

Discussion

Our study shows, compared to mothers aged 22-29 years (Group 2), 13-
19 year old mothers (Group 1) were 21.1% less likely to have a forceps 
delivery, 47.0% less likely to have a ventouse delivery, 57.4% less likely 
to have an elective CS, and 19.3% less likely to have an emergency CS. 
However, these results did not show any statistical significance. This is 
in contrast to the popular belief that teenage mothers are at an increased 
risk of complicated and operative delivery. However, controversy exists 
in the literature, some studies reporting a higher risk of prolonged labour 
[22], operative vaginal delivery [20], and CS [14], but othersshowing a 
refuced risk of CS or induction of labour in adolescent pregnants [19,11]. 

We also considered the impact of parity on the mode of delivery in both 
teenage mothers (Table 4), as this has been suggested a confounding 
factor for delivery outcomes [23]. In general, 70.3% of Para 1 teenage 
mothers had a spontaneous vertex delivery. This incidence increased 
consistently with increasing parity: 78.3% inpara 2, 83.3% in para 3, and 
100% inpara 4. These findings correspond with the literature suggesting 
that nulliparous women have a higher liklihood of complicated delivery.

As a measure of neonatal outcome, Apgar score at 1 minute and 5 
minutes of neonates born to both teenage and post-teenage mothers did 
not show statistical significance, but babies born to teenage mothers 
were over 5% and 6% more likely to score ≤4 and 4-7 respectively, at 
1 minute. At 5 minutes, Group 1 babies were 99.9% less likely to score 
≤4, but almost 12% more likely to score 4-7, compared to Group 2.

Though statistically not significant, these results suggest an increased risk 
of both very low (≤4) and low (4-7) Apgar scores at 1 minute for babies in 
Group 1 compared to Group 2. However there was some discrepancy in the 
results at 5 minutes: though babies born to teenage mothers had an increased 
risk of low Apgar score at 5 minutes, the risk of very low Apgar score at 5 
minutes was lower than babies born to 22-29 year olds. This discrepancy, 
along with the lack of statistical significance, is likely due to the limited 
sample size of Group 1 mothers. Alternatively, it is possible that better 
attention and neonatal care of the infants born with Apgar scores ≤4 might 
have explained improved Apgar scores at 5 minutes in these babies.

Our data showed that babies born to teenage mothers were 35% less likely 
to weigh ≤2500g as opposed to >2500g compared to babies born to control 
mothers. Low and very low birth weight, often in association with pre-term 
birth has been reported in the literature to be more common in the adolescent 
mothers, compared to older pregnant women [24], thus discrepant with our 
finding. However, adjusted odds ratios for birth weight against gestational age, 
showed a slight decrease from the crude values; suggesting that gestational 
age did not seem to have an adverse effect on birth weight. We are unable to 
explain this discrepancy; it could be argued that the dedicated antenatal care 
offered by the Teen Phase team may have resulted in an improved birth weight.
Babies in Group 1 showed a slightly lower overall rate of very preterm 
(<32wks) or preterm (<37wks) birth, 6.6% compared to 8.2% in Group 
2 cohort. However, babies born very preterm (<32 weeks) in Group 1 
showed a slightly lower count of low birth weight (compared to Group 
2), though it should be noted that overall 92.2% of babies in this group 
born very pre term weighed <2500g. In contrast, of the babies born preterm 
(<37 weeks), the teenage cohort showed a significantly lower percentage of 
babies born with LBW compared to the control cohort. Of the babies born 
≥37 weeks, in both teenage or adult mothers cohort, similar rates in birth 
weight were observed, with the majority of babies in each cohort, 95.6% 
and 97.4% in Group 1 and Group 2 respectively, weighing >2500g (Table 
5). These findings therefore were in partial agreement with the literature. 

In terms of feeding method, compared to older mothers, teenage mothers 
were 52% less likely to breastfeed their newborns at the time of first 
feed. Research shows young women from more deprived areas are 
less likely to breastfeed for a number of reasons, for example, lack of 
access to information or support, embarrassment and anxieties about 
breastfeeding in public, or lack of help from breastfeeding advocates 
(particularly in lower socioeconomic groups) [25]. Unfortunately 
there was no information in our study about these contributing factors, 
if any. This may be one area to improve data collection in future.

 

Birth Weight data  

Gestational Age (weeks)  

<32 (very  preterm)  >32- <37 ( preterm)  ≥37 ( mature - term)  

Group 1  Group 2  Group 1  Group 2  Group 1  Group 2  

Number (%)  

Baby 

weight (g)  

≤2500 2 (100)  94 (92.2)  1 (16.7)  139 (61.8)  5 (4.4) 148 (4.1)  

>2500  0 (0) 8 (7.8)  5 (83.3)  86 (38.2)  109 (95.6)  3504 (95.9)  
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Within Group Analysis of Various Factors of the Teenage 
Mother Cohort

Ethnicity is known to be a very important determinant of teenage pregnancy. 
In this study ‘White-British’ cohort presented with the highest frequency 
(28.6%), followed by the ‘Black (British) Caribbean’ population (22.9%) 
and the ‘Black (British) African’ population (20.0%), with the lowest rate 
(0.7%) observed in the ‘Bangladeshi’ population. These findings were 
consistent with published data [26]. However it is possible that certain ethnic 
groups are over- or under-represented. The majority (46.48%) of pregnant 
adolescents in the study came from the London borough of Southwark, a 
borough where 52% of the population are ‘White British’; this therefore 
suggests a possible over representation of, but proportionate to, this 
population in this study. The ‘Bangladeshi’ population make up only 1% of 
those living in Southwark [27], therefore suggesting under-representation.

Literature suggests the younger the age of the pregnant adolescent, 
the higher is the potential risk of pregnancy and labour complications 
[21,28,29]. But from our study no valid conclusions could be drawn, as 
majority of pregnant adolescents with labour complications belonged to 
the age range of 16-19 years with only a very small number in the 13-15 
years range (Figure 1) with disproportionate skew towards the former group.

Published studies have suggested that adolescents in care or having had 
previous contact with social services are at a higher risk of adolescent 
pregnancy [9]. Our results however did not support this, as the majority 
of girls in the study (74.4%) reported no previous contact with social 
services. Instead, a large proportion (66.2%) was living with both or 
either of their parents, their partner’s family or another family member. 

In our study 78.2% of the pregnant adolescents at first contact were 
being married or in a relationship. Although at 6 month follow-up, a fair 
proportion (61.8%) still had partners, this number had fallen by 16.4% 
since the initial interview. This is important as presence of the father during 
rearing of a child improves social and cognitive child development [30]. 

Early school leavers were high in number: 58% not being in formal education 
by age 16. This rose to 65% when considering all girls in the sample of 18 
years or younger. Only 30% of the girls remained in education during their 
pregnancy. Among all contactable mothers at 6 months post-partum, only 
40% had re-entered some form of formal education, employment or training 
(Figure 2). Age of school leaving is a major risk factor in teenage pregnancy, 
as well as adverse outcomes in later life for both mother and child [31]. 

With regard to contraceptive use, although more than 50% of adolescents 
are sexually active by age 19, less than half of them use contraception at first 
sexual intercourse [32]. In our study, 63.36% reported using no contraception. 
Condom was the most popular of contraceptives, andinjectablesthe least 
popular (Figure 3). At 6 month follow-up, data was limited: only 76 out 
of 142 were contactable. Nonetheless, almost 90% of them reported active 
use of contraception. These results are encouraging, and suggest that 
contraception advice by the Teen Phase team was effective. This would be 
an important message for the policy makers.

Strengths and Weaknesses of this Study and Challenges 
Faced

There were a number of strengths of our study. Firstly, there is a dedicated 
Teen Phase Midwifery Team with a specific target population. Secondly, 
each pregnant adolescent was allocated a trained named midwife, 
thus assuring continuity of care. Thirdly, early access and repeated 
contact allowed close monitoring of pregnancy and any complication. 
However, there were a number of limitations, the most important being 
the limited population size of pregnant adolescents, coupled with some 
missing data and subsequent loss of patients at each stage of follow-up.

Conclusion

In conclusion, despite some limitations, our study highlights a number of 
important areas to consider to improve outcomes of teenage pregnancy, 
as well as developing strategies to target the risk factors, for example, 
ethnicity, age of school leaving, and use of contraceptives. Furthermore, 
effective strategies for re-entering education or employment are required 
in order to improve long term outcomes for both mother and child.

The findings are important locally, as South East London is a region of 
great diversity, not only in terms of ethnicity and culture, but there is also 
great variation in the distribution of wealth and health standards. On this 
basis, it may be opined that generalisability of our results based on an inner 
city South East London population may be limited for other populations.
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