International Journal of Information Research and Review, September, 2018

International Journal of Information Research and Review

IJIRR

Vol. 05, Issue, 09, pp.5729-5734, September, 2018

REVIEW ARTICLE

PREVALENCE OF RISK FACTORS IN PREGNANT WOMEN ATTENDING ANTENATAL CARE
UNIT IN AL-MANSOOR FAMILY HEALTH CENTRE /BAGHDAD

*Sahar A. Abdulhameed, Kefah H. Abid Almajeed and Ali Shehab Fahad

F.I.C. M.s FM, AL-Mansour PHC of family medicine /Baghdad

ARTICLE INFO

ABSTRACT

Article History:

Received 24" June, 2018

Received in revised form

27™ July, 2018

Accepted 20™ August, 2018

Published online 30th September, 2018

Keywords:

Prevalence,
Risk,
Antenatal,
Pregnant.

Background: Pregnancy is a wonderful dream for all married women to establish new family with
lovely children’s. But not all pregnancies go smoothly. Every pregnancy carries its risks. But good
prenatal care and support can help minimize those risks. A high risk pregnancy is one in which some
condition puts the mother, the developing fetus, or both at higher than normal risk for complications
during or after the pregnancy and birth.

Objectives:

1. To identify the prevalence of risk factors during pregnancy

2. To identify the most prevalent risk factors and factors affecting them

Methods: Across sectional study of a sample of 100 pregnant had been carried out in antenatal care
unit in Al-Mansour family health center during the period from February-May 2017. The
questionnaire prepared according to the data of antenatal records and completed through direct
interview with every participant.

Result: Out of 100 pregnant there were 76 (76%) pregnant women had 1 or more than 1 risk factor of
pregnancy distributed as the follows 67(88% )of them had BMI>25 at first visit, while the second risk
factor was primagravida38(59%),previous cesarean section and anemia (Hb. level< than 11) were the
third risk factor which is equal to 29 (38%) there was a significant association between age and risk
factor for pregnancy, also significant association between BMI and educational status, occupation and
number of meals and a significant association between anemia and age of pregnant women
Conclusion: Antenatal risk factors is prevalent among more than two thirds of pregnant women in this
study population. Interventions to address modifiable ones should be carried out.

Copyright © 2018, Sahar A. Abdulhameed et al. This is an open access article distributed under the Creative Commons Attribution License, which permits

unrestricte d use, distribution and reproduction in any medium, provided the original work is properly cited.

INTRODUCTION

Pregnancy is a wonderful dream for all married women to
establish new family with lovely children’s. But not all
pregnancies go smoothly (Metgud ef al., 2009). A pregnancy
can be considered a high risk pregnancy for a variety of reason
(Christian et al., 2011). A high risk pregnancy is one in which
some condition puts the mother, the developing fetus, or both
at higher than normal risk for complications during or after the
pregnancy and birth (Kilpatrick et al., 2007). Risk factors may
present as solitary factor or multiple risk factors occur together
during same pregnant period, the risk factors have been
defined as the probability that an event will occur (Kilpatrick
et al., 2007). Sometimes a high-risk pregnancy is the result of a
medical condition present before pregnancy. In other cases, a
medical condition that develops during pregnancy for either
mom or baby causes a pregnancy to become high risk. Specific
factors that might contribute to a high-risk pregnancy include
(Burt, 2007):

*Corresponding author: Kefah Hamid Abidalmajeed
F.I.C. M.s FM, AL-Mansour PHC of family medicine /Baghdad.

Advanced maternal age: Pregnancy risks are higher for
mothers age 35 and older.

Lifestyle choices: Smoking cigarettes, drinking alcohol and
using illegal drugs can put a pregnancy at risk.

Medical history: A prior C-section, low birth weight baby or
preterm birth birth before 37 weeks of pregnancy might
increase the risk in subsequent pregnancies. Other risk factors
include a family history of genetic conditions, a history of
pregnancy loss or the death of a baby shortly after birth.

Underlying conditions: Chronic conditions such as diabetes,
high blood pressure and epilepsy increase pregnancy risks. A
blood condition, such as anemia, an infection or an underlying
mental health condition also can increase pregnancy risks.

Pregnancy complications: Various complications that
develop during pregnancy pose risks, such as problems with
the uterus, cervix or placenta. Other concerns might include
too much amniotic fluid (polyhydramnios) or low amniotic
fluid (oligohydramnios), restricted fetal growth, or Rh (rhesus)
sensitization.
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Multiple pregnancies: Pregnancy risks are higher for women
carrying twins or higher order multiples (Burt, 2007).

Objectives

1. To identify the prevalence of risk factors during
pregnancy

2. To identify the most prevalent risk factors and factors
affecting them

MATERIALS AND METHODS

Analytic cross sectional study of a convenient sample of 100
pregnant women was conducted from the first of February-
30May 2017. The study was carried out in antenatal care unit
in Al-Mansour family health center

The Inclusion criteria: Any pregnant female attending
Almasour health center and registered in ANC unit.

Exclusion criteria: Any pregnant female attending Almasour
health center and refused to be registered in ANC unit and
booking or coming for administrative purposes. The
questionnaire prepared according to the data of antenatal
records and completed through direct interview with every
participant. Which includes socio demographic characteristics,
BM]I, in addition to obstetric, gynecological, medical, surgical
and family history and completed through direct interview with
every participant who agreed to participate.

Analysis of data: Data analysis was carried out by the use of
Microsoft Office Excel software programs version 2010. Chi
square was used to determine the association of various related
variables with the risk factors of pregnancy. A p-value of <
0.05was considered statistically significant.

RESULTS

One hundred pregnant women attending ANC had been
interviewed 74(74%) of them were among 21-30 years of age,
and 23 (23%) were among 31-40 years of age and 2(2%) were
< 20 years and only one her age was 41. The mean age of
pregnant women was 27.5+4.61 SD As shown in Table 1.
Educational level of pregnant women had been reviewed, it
was found that 56(56%) of them had bachelor degree, only 1
(1%) illiterate. As shown in Table 1:

76 pregnant women had 1 or more than 1 risk factor of
pregnancy,67(88%)of pregnant women had BMI>25,while the
second most common risk factor was primagravida 38(59%),
previous cesarean section and anemia (Hb level< than 11) were
the third risk factor 29 (38%) identified in this study, 14(18%)
pregnant women had previous abortions, and 11(14%)had >
than 5 children,7 (9%) pregnant women had Rh
incompatibility, 6(8%) multigravida pregnant women their age
>35 years and 2 (3%) had hypertention, and only one pregnant
woman(1%) had gestational diabetes and one had(1%)
multiple pregnancy. As shown in Table 2. It was found that
49(49%) pregnant women who had risk factors were among
21-30 years age group. And 23(23%) who had risk factors
were among 31-40 years age group. This was statistically
significant as shown in Table 3. Eleven (11%) pregnant
women had normal pregnancy and attend ANC unit <4 visits,
and 13(13%) of them had normal pregnancy and attend ANC
unit >4 visits, while 31 (31%) had risk factors and attend ANC
unit <4 visits and 58(58%) of pregnant women had risk factors

and attend ANC unit >4 visits. This was not statistically
significant as shown in Table 4.

Table 1. Socio demographic characteristics

Age (in years) Number %
<20 2 2%
21-30 74 74%
31-40 23 23%
41 1 1%
Total 100 100%
Educational Level Number %
illiteracy 1 1%
Primary school 13 13%
Secondary school 15 15%
Tertiary school 10 10%
Diploma 3 3%
Bachelor 56 56%
Higher 2 2%
Total 100 100%
Occupation Number %
Housewife 70 70%
Worker 26 26%
Student (undergraduate) 2 2%
Student postgraduate) 2 2%
Total 100 100%
Districts Number %
611 34 34%
613 30 30%
617 36 36%
Total 100 100%

Table 2. Risk factors during pregnancy

Type of risk factors Frequency %
Previous cesarean section 29 38%
Hypertension 2 3%
Diabetes Mellitus 1 1%
Rh incompatibility 7 9%
BMI >25 67 88%
Abortions 14 18%
Multiple pregnancy >5 11 11%
Anemia< 11 gm 29 38%
Prima Gravida 38 50%
Multi Gravid >35 years 6 8%
Multiple pregnancy 1 1%

Table 3. Association between age groups and type of pregnancy

Age Groups/year Normal pregnancy %  Risk Pregnancy %o
<20 1 1% 3 3%

21-30 23 23% 49 49%

31-40 0 0% 23 23%

41 0 0 1 1%

Total 24 24% 76 76%

X2=10.0687; df=3; p value < 0.05 statically significant

Table 4. Association between type of pregnancy and number of visits

Type of pregnancy  Number of visits

<4 visits % >4 visits %
Normal pregnancy 11 11% 13 13%
Risky pregnancy 31 31% 45 45%
Total 42 42% 58 58%

X2=0.186; df=1; P value= 0.6 statistically not significant.

In our study 62(62%) pregnant women had previous delivery,
29(47%) pregnant women had previous cesarean section,
19(31%) were among 21-30 years of age and 10(16%) were
among 31-40 years of age group. 33(53%) pregnant women
had previous normal vaginal delivery 25(40%) of them were
among 21-30 years of age. As shown in Table 5. We study the
association between educational level of pregnant women and
type of delivery, it was found that 13(21%) pregnant women
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with bachelor & higher degree had previous cesarean section
and 5(9%) pregnant women with primary school degree and
had previous cesarean section. While those with previous
normal vaginal delivery 9 (15%) of them with bachelor &
higher degree and another 9(15%) of them with secondary
school degree. All these results is Shawn in Table 6.

Table 5. Association between Age group and type of delivery

Age Group/Year  Cesarean section  Normal vaginal delivery
Number % Number %

>20 - - 1 2%

21-30 19 31% 25 40%

31-40 10 16% 6 9%

41 - - 1 2%

Total 29 47% 33 53%

X?=3.57; df 3; p value =0. 3 statistically not significant

Table 6. Association between educational level of pregnant women

and type of delivery
Educational level ~ Cesarean section ~ Normal vaginal delivery

Number % Number %
Illiterate 0 0% 1 1%
Primary school 5 9% 7 11%
Secondary school 4 6% 9 15%
Tertiary school 3 5% 7 11%
Diploma 4 6% 0 0%
Bachelor&higher 13 21% 9 15%
Total 29 47% 33 53%

X2=9, 35 DF 5 P value=0.095 not significant

Table 7. The relation between number of meals and BMI

Number of meals BMI

18.5-249 % 25299 % 30> %
2 meals 1 1% 2 2% 1 1%
3 meals 19 19% 27 27% 23 23%
4 meals 6 6% 10 10% 6 6%
>4 meals 0 0 1 1% 4 4%
Total 26 26% 40 40% 34  34%

X2=5.66 df 6 p value= 0. 46 statistically not significant

Table 7 showed the association between number of meals and
BMI. It was found that 69(69%) of pregnant women had
3meals/day of them only 19(19%) their BMI was 18.5-24.9
(normal weight). Those who are taking 4 meals 6 (6%) of them
had normal BMI (18-24.9) and 6 (6%) of them were obese
their BMI 30>, 4(4%) pregnant women whom taking more
than 4 meals/day were obese and only 1(1%) was overweight
her BMI (25-29.9). About educational level and its association
with BMI it was found that twenty six (26%) pregnant women
with normal BMI, 17(17%) had bachelor degree,5(5%) had
tertiary school degree,3(3%) had secondary school degree, and
1(1%) had primary school degree. The relation between
educational level and BMI was statistically significant, as
shown in Table 8.

Table 8. Relation between Educational level of pregnant women

and BMI
Educational Level of the pregnant BMI
women

18.5-24.9 % 25-29.9 % 30> %

Illiteracy - - 1 1% 1 1%
Primary school 1 1% 4 4% 8 8%
Secondary school 3 3% 6 6% 6 6%
Tertiary school 4 4% 5 5% 1 1%
Diploma - - 2 2% 1 1%
Bachelors & higher 17 17% 25 25% 15 15%
Total 25 25% 43 43% 32 32%

X2=11.5; df 10; p value =0.3 not significant.

For occupation and its association with BMI those pregnant
women with normal BMI 17(17%) of them were housewives
and 9(9%) of them were workers or students. The relation
between occupation of pregnant women and their BMI was
statistically not significant as shown in Table 9.

Table 9. Association between occupation of pregnant women &BMI

Occupation BMI

18.5-249 % 25-299 % 30> %
Housewife 17 17% 30 30% 23 23 %
Worker or Student 9 9% 10 10% 11 11%
Total 26 26% 40 40% 34  34%

X2=10.8289; df =2; p value =0.6.

Laboratory investigations had been carried out to every
pregnant woman attending ANC unit. Ninety eight (98%)
pregnant women did the above investigations and only 2(2%)
refused to do it because she had done investigations in private
lab. According to ANC guidelines Hb. Test repeated in each
trimester of pregnancy and if Hb. level < 11gm/dl, this should
be repeated several times after giving treatment. 71 (71%) of
them had normal Hb. test 34 (34%) of them had < 4 visits and
37 (37%) had > 4 visits. Twenty seven (27%) pregnant women
were anemic in the first trimester, 13 of them (13%) < 4 visits
and 14(14%) of them > 4 visits. The relation between Hb.
result in the first trimester and number of visits had been
statistically reviewed; it was found that the result is not
significant as shown in Table 10.

Table 10. The relation between hemoglobin result in each
trimester with number of visits

Number of visits

Hemoglobin Results with

trimester of pregnancy < 4 number % 24 number %
VIsits visits

normal 33 33%  normal 36 36%
First trimester anemic 14 14%  anemic 15 15%
hemoglobin result Total 47 47%  Total 51 51%
normal 33 33%  normal 44 44%
Second trimester anemic 5 5%  anemic 13 13%
hemoglobin result Total 38 38%  Total 57 57%
normal 32 32%  normal 45 45%
Third trimester anemic 1 1%  anemic 4 4%
hemoglobin result Total 33 3 otal 49 49%

%

X2 =0.16 df 1 p value =0.9 not statically significant( first trimester Hb. test result)
X2 =1.38df 1 p value =0.24 not statistically significant (second trimester Hb. test result).
X2 ==0.9 df 1 p value =0.3not statistically significant (third trimester Hb. test result).

In the second trimester of pregnancy, hemoglobin test had been
done to 95(95%) pregnant women in this study, 33 (33%) of
them had normal Hb. test and had < 4 visits, 5 (5%) were
anemic and had < 4 visits, while 44(44%) pregnant women had
normal Hb. test and had >4 visits and only 13(13%) were
anemic and had> 4 visits. The relation between Hb. result in
the second trimester and number of visits was statistically not
significant as shown in Table 10. In the third trimester of
pregnancy, hemoglobin test had been done to 82(82%) of
pregnant women in this study, 33(33%) of them had < 4 visits,
from those 33 pregnant women 32 (32%) had normal Hb, test
and only 1 (1%) were anemic. Forty nine(49%) pregnant
women had > 4 visits 45(45%) of them had normal Hb. test,
and 4 (4%) had anemia. The relation between Hb. result in the
third trimester and number of visits was statistically significant
as shown in Table 10. We study the Association between age
group of pregnant women and hemoglobin level; it was found
that 69(69%) pregnant women out of 98 pregnant women did
the Hb. test in the first visit had no anemia and 29(29%) had
anemia. Those who had anemia 13 (13%) of them were among



5732 Sahar A. Abdulhameed et al. Prevalence of risk factors in pregnant women attending antenatal care unit in al-mansoor family health centre /Baghdad

21-30 years age group and another 13(13%) were among 31-40
years age group, 2(2%) were >years age group and onlyl (1%)
her age was 41 and had anemia. In this study pregnant women
with normal Hb. level most 59(59%) of them were among 21-
30 years of age, and 10 (10%) were among 31-40 years of age.
These results were shown in Table 11.

Table 11. Association between age group of pregnant women and
hemoglobin level

Age of the *Hb. Level

pregnantwomen  “Hp, Jevel< [1g/dl % Hb. level > %
(anemia) 11g/dl(normal)

20< 2 %2 0 0%

21-30 13 13% 59 59%

31-40 13 13% 10 10%

41 1 1% 0 0%

Total 29 29% 69 69%

X2=19.7 df=3 P value<0.001 highly significant
Hb. mean hemoglobin level*

Educational level of pregnant women with hemoglobin level
had been taken in our study, it was found that 69(%) pregnant
women had normal Hb. test 40(40%) Of them had bachelor and
higher level of education and 11(11%) had secondary school of
education, 9(9%) of them had primary school of education and
6 (6%) had tertiary school of education and 2(2%) had diploma
and only 1 (1%) was illiterate. 29 (29%) pregnant women in
this study had anemia of them, 16 (16%) of them with bachelor
and higher degree, 4(4%) of them with primary school of
education and another 4 (4%) with secondary school of
education and other 4 (4%) had tertiary school of education
and only 1 (1%) with diploma. As shown in Table 12.

Table 12. Association between Educational levels of pregnant
women with hemoglobin

. Hb. Level
Educational Level of
the pregnant women Hb. level<A1 lg/dl % Hb. level> %
(anemia) 11g/dl(normal)

Illiteracy - - 1 %1
Primary school 4 %4 9 %9
Secondary school 4 %4 11 %11
Tertiary school 4 %4 6 %6
Diploma 1 1% 2 %2
Bachelors& higher 16 %16 40 %40
Total 29 %29 69 69%

X2 =1.87 df 5 p value =0.9 statistically not significant

DISCUSSION

A high risk pregnancy is one in which some condition puts the
mother, the developing fetus, or both at higher-than-normal
risk for complications during or after the pregnancy and birth.
Understanding perception of pregnancy risk is important,
because it can affect women’s health care use, motivations to
seek care, pregnancy and labor decisions, adherence to medical
recommendations, and health behavior (Beers et al, 2004,
Hamilton ef al., 2010; Martin et al., 2012). Risk perception is
also incorporated as a key concept in constructing several
theories of health behavior such as the Health belief Model,
Protection Motivation Theory, and Prospect Theory. Our study
showed that the prevalence of risk factors increased with
increasing maternal age. Age is one of the most common
factors that can add risk to a woman's pregnancy. The number
of babies born to women in their late 30s has progressively
increased over the past decade, also older women were more
likely than comparison women to be overweight. Pregnancy at

advanced maternal age, defined as age 35 years or older, is
associated with several adverse pregnancy outcomes including
preterm birth, low birth weight, still birth, chromosomal
defects, labor complications, and cesarean section (Balasch et
al., 2012; Montan et al., 2007; Hung, 2008; Aldous and
Edmonson, 1993); therefore, it is considered to be a “high risk”
pregnancy. Many of the increased risks appear to be explained
by multiple pregnancy or use of assisted conception. Studies
have reported an association between advanced maternal age
and a higher risk of adverse maternal and infant outcomes
(Cleary-Goldman et al., 2015; Jacobsson et al, 2004;
Bayrampour and Heaman, 2010). Older women were
significantly more likely than the comparison women to have a
plan at booking for more than the recommended number of
antenatal visits for low risk women. Support for this result was
seen in a study done in Erbil at 2012 (Ali, 2012) which showed
that there was high significant association between age and
number of pregnancy (Gravida > 5)and at the same time with
anemia. The published data on the risks associated with
childbirth at >35 years are inconsistent. It is known that older
women are more likely to have pre-existing medical disorders
such as diabetes mellitus or hypertension (Hansen, 1986) and
Some studies have demonstrated an increased incidence of
antepartum haemorrhage, malpresentation, operative vaginal
delivery, Caesarean delivery (Suplee et al., 2007; Fretts et al.,
1995; Fonteyn and Isada, 1988). In contrast, other studies
report little or no adverse outcomes associated with pregnancy
in older women (Barkan and Bracken, 1987; Kowalewski et
al., 2004; Ales et al., 1999). Pregnancy in older women is
associated with many confounding factors e.g. parity, pre-
existing diabetes mellitus and/or hypertension, which should
be taken into account if the risks associated with advanced
maternal age are to be quantified (Chan and Lao, 1999; Gilbert
et al., 1999).

The greatest differences between older women and controls
were identified in the mode of delivery. One possible
explanation is that obstetricians may have a lower threshold for
intervention in older women. The results of our study showed
that BMI more than 25 was the most prevalent risk factor,
there was no significant association between overweight obese
and number of meals, educational level or type of occupation.
Given the rapid increase in the prevalence of obesity, obesity
during pregnancy is now a common high-risk obstetrical
condition affecting about one in five women who give birth. In
contrast, whereas pregnancies complicated by preexisting
diabetes mellitus, gestational diabetes mellitus, or a
hypertensive disorder were associated with greater use of
medications than were pregnancies without apparent
complications, the use of medications (as well as the number
of telephone calls to the department of obstetrics and
gynecology) increased with increasing maternal BMI, even for
women without a high-risk conditions. Numerous studies have
documented the increased risks of adverse outcomes associated
with obesity during pregnancy, (Cnattingius et al., 1998;
Ehrenberg et al., 2004; Garbaciak et al., 1985; Catalano and
Ehrenberg, 2006; Villamor and Cnattingius, 2006) but few
studies have provided quantitative estimates of the associated
increase in the use of health care services. As was found in
other studies, there was strong associations between higher
maternal BMI and older age, higher parity, and lower
socioeconomic status, although in our study there was no
relation between the raised BMI and socioeconomic state
probably because most of our patient were of medium
socioeconomic.
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Obese women have an increased risk of infertility and
pregnancy-related complications, including hypertension,
gestational diabetes, they are also at a higher risk of giving
birth to a child with congenital anomalies and blood clots also
more likely than women who aren't to require cesarean
sections. Two reports from Montpellier, France, estimated the
complications from and costs of obesity during pregnancy in
the same clinic population during two time periods (France
Hivert et al., 2015). The average costs were significantly
higher for overweight and obese women than for women of
normal weight The presence of a high-risk condition modified
the associations between maternal BMI and certain measures
of use. For example, among women with a high-risk condition
during pregnancy, the numbers of prenatal fetal tests and
obstetrical ultrasonographic examinations were significantly
higher for women in the two highest BMI categories This
finding may reflect the fact that clinicians will monitor fetal
growth and development more closely in women with high-
risk conditions, but because measuring growth clinically in
very obese or extremely obese women is more difficult, more
frequent tests may be needed (Shingairai et al., 2015). Even a
modest rise in BMI increased the risk of fetal and infant death.
Severely obese women those with a BMI greater than 40 had a
twofold to threefold increase in these outcomes, compared
with women who had a BMI of 20, which is within normal
range. In the current study primigravida was the second
prevalent risk factor, primigravid are more likely to have
abortion, pre-eclampcia and to deliver by cesarean section.
Prior birth confers a strong protective effect against
preeclampsia, whereas a prior abortion confers a weaker
protective effect. Parous women who change partners in a
subsequent pregnancy appear to lose the protective effect of a
prior birth. Other study showed that cesarean section rate does
not differ significantly between adolescents and adults (Tufail
and Hashmi, 2008), A lot of controversy exists in the literature
about the mode of delivery in teenage mothers. Some studies
showed that adolescents had a lower cesarean section rate than
adults (Gupta et al., 2008).

This probably because the rate of cesarean section could easily
be influenced by the attitude of obstetricians and midwives
towards labor and delivery. In our study previous cesarean
section and anemia were equally contributed to be the third
most prevalent risk factor. Not surprisingly, women who had
their first child by cesarecan delivery were at high risk for
having their second child the same way. Four out of five
women who delivered first children vaginally achieved vaginal
births the second time around, compared with just 31% of
women with a history of cesarean births. After falling modestly
in recent years, cesarean delivery rates are again on the rise,
with roughly one in four babies in the U.S. and the U. K. now
delivered by C-section (Deneux-Tharaux et al., 2006). There is
also a trend away from offering vaginal deliveries to women
who have had C-sections, Women who have a uterine cesarean
scar have slightly higher long-term risks. These risks, which
increase with each additional cesarean delivery, including
breaking of the incision scar during a late pregnancy or labor
(uterine rupture). Placenta previa, the growth of the placenta
low in the uterus (Liu et al., 2007). Placenta accreta, placenta
increta, placenta percreta (least to most severe). These
problems occur when the placenta grows deeper into the
uterine wall than normal, which can lead to severe bleeding
after childbirth, and sometimes may require a hysterectomy
(Seow et al., 2004). Anemia diagnosed early in pregnancy is
associated with increased risks of low birth weight and preterm

delivery. In several studies, the association between anemia
and outcomes reversed direction during the third trimester;
maternal anemia was no longer a risk factor for poor
pregnancy outcomes. Maternal iron-deficiency anemia,
diagnosed at entry to prenatal care, was associated with low
dietary energy and iron, inadequate gestational gain, and
twofold or greater increases in the risks of preterm delivery
and low birth weight. During the third trimester, these
associations (except with inadequate gestational gain) were no
longer present (Scanlon et al., 2000). This reversal of risk
status may be attributable to the poor predictive value of
anemia and iron deficiency tests during the third trimester
(Adekanle et al., 2008). Daily maternal supplementation of
multiple micronutrients compared to iron-folic acid before and
after childbirth did not reduce all-cause infant mortality to age
6 months, but did result in significant reductions in preterm
birth and low birth weight, according to study (Liu et al,
2007). Various studies have reported variable prevalence rates
of anemia during pregnancy and it varies from 33% to 75%
(World Health Organization, 2007; McLean et al., 2009). In
this study, anemia was significantly associated with age which
may reflect the general state of nutritional deficiency in these
women. These findings have also been reported by several
other studies (UNICEF/UNU/WHO, 2001; McLean et al.,
2007).

Conclusion

e Antenatal risk factors is prevalent among more than
three quarters of pregnant women BMI> 25, anemia and
previous C/S are the most common risk factors in this
study.

e There was a significant association between age group
with type of delivery and with Hb. Level.

REFERENCE

Metgud, C.S., Katti , S.M., Mallapur , M.D., and Wantamutte,
A. S. 2009. Utilization Patterns of Antenatal Services
Among Pregnant Women: A longitudinal Study in Rural
Area of North Karnataka. Al Amen J Med Sci., [internet].
[cited2012 Feb28], 2(1):58-62. Available from: http://ajms.
alameenmedical.org.

Christian, M., Briery, M.D. and Morrison, J. 2011. Risk factors
of Pregnancy. [Internet] the merck manual, home health
Handbook [cited 2012 mar. U.S.A; available from:
www.merckmanuals.com/...health.../pregnancy

Kilpatrick, S. J., and Garite, T. J. 2007. High risk pregnancy
care research, and education for over 35 years. Society for
maternal-fetal medicine and the SMFM foundation
[internet] [cited2012 Mar3] available from:
https://www.smfm.org/attachedfiles/SMFMMograph3.1.pd

Burt, B A. 2007. Definition of Risks. Journal of dental
education [internet] [cited 2012 April 5]; 65 (10). Available
from:http://www.jdentaled.org/contet/65/10/1007 full.pdf
[cited 2012 mar5].

Beers, Mark H., et al., editors. "HighRisk Pregnancies." In The
Merck Manual of Diagnosis andTherapy. Rahway, NI:
Merck Research Laboratories, 2004.

Hamilton, B. E., Martin, J. A. and Ventura, S. J. Births:
Preliminary data for 2010. National Vital Statistics Report,
2011 60, 1-25.

Martin, J. A., Hamilton, B. E. and Osterman, M. J. K. 2012.
Three decades of twin births in the United States, 1980-



5734 Sahar A. Abdulhameed et al. Prevalence of risk factors in pregnant women attending antenatal care unit in al-mansoor family health centre /Baghdad

2009. NCHS data brief, no 80. Hyattsville, MD: National
Center for Health Statistics

Balasch J, Gratacos E. Delayed childbearing: effects on
fertility and the outcome of pregnancy. Curr Opin Obstet
Gynecol., 2012;24:187-93. [PubMed]

Montan S. Increased risk in the elderly parturient. Curr Opin
Obstet Gynecol., 2007;19:110-2. [PubMed]

Hung TH: Advanced maternal age and adverse perinatal
outcome: a call for investigations on Asian women. Taiwan
J Obstet Gynecol., 2008, 47: 257-258. 10.1016/S1028-
4559(08)60121-7.

Aldous, M.B. and Edmonson, M.B. ( 1993 ) Maternal age at
first childbirth and risk of low birth weight and preterm
delivery in Washington State. J. Am. Med. Assoc., 270
2574-2577

Cleary-Goldman J, Malone FD, Vidaver J, Ball RH, Nyberg
DA, Comstock CH, Saade GR, Eddleman KA, Klugman S,
Dugoff L, et al: Impact of maternal age on obstetric
outcome. Obstet Gynecol., 2005, 105: 983-990. 10.1097/
01.AO0G.0000158118.75532.51.

Jacobsson B, Ladfors L, Milsom 1. 2004. Advanced maternal
age and adverse perinatal outcome. Obstet Gynecol., 104:
727-733.10.1097/01.A0G.0000140682.63746.

Bayrampour H, Heaman M: Advanced maternal age and the
risk of cesarean birth: A systematic review. Birth. 2010, 37:
219-226.10.1111/5.1523-536X.2010.00409.x.

Ali, U, M. 2012. Relation of maternal age with pregnancy
outcome among women attending the maternity teaching
hospital in Erbil city. Higher diploma , thesis, University of
Salahadin, College of Medicine:

Hansen JP. 1986. Older maternal age and pregnancy outcome:
a review of the literature. Obstet Gynecol Surv., 41:726—42.
[PubMed]

Suplee PD, Dawley K, Bloch JR: Tailoring peripartum nursing
care for women of advanced maternal age. J ObstetGynecol
Neonatal Nurs. 2007, 36: 616-623. 10.1111/j.1552-
6909.2007.00197.x.View ArticlePubMedGoogle Scholar

Fretts, R.C., Schmittdiel, J., McLean, F.H. et al. 1995.
Increased maternal age and the risk of fetal death. N. Engl
J. Med., 333, 953957.Google Scholar

Fonteyn, V. and Isada, N. 1988. Nongenetic implications of
childbearing after age thirty five. Obstet. Gynecol. Surv.,
43, 709-720.Google Scholar

Barkan, S.E. and Bracken, M.B. 1987. Delayed childbearing:
no evidence for increased risk of low birth weight and
preterm delivery. Am. J. Epidemiol., 125 101-109.

Kowalewski M, Jahn A, Kimatta SS. 2000. Why do at-risk
mothers fail to reach referral level? Barriers beyond
distance and cost. Afr J Reprod Health, 4: 100-109.
10.2307/3583247.View ArticlePubMedGoogle Scholar

Ales, K.L., Druzin, M.L. and Santini, D.L. 1999 Impact of
advanced maternal age on the outcome of pregnancy. Surg.
Gynecol. Obstet., 171 209-216.

Chan, B.C. and Lao, T.T. 1999. Influence of parity on the
obstetric performance of mothers aged 40 years and above.
Hum. Reprod.14 83-837. Google Scholar.

Gilbert, W.M., Nesbitt, T.S. and Danielsen, B. 1999.
Childbearing beyond age 40: pregnancy outcome in 24,032
cases. Obstet. Gynecol., 93, 9—14.

Cnattingius S, Bergstrom R, Lipworth L, Kramer MS. 1998.
Prepregnancy weight and the risk of adverse pregnancy
outcomes. N Engl J Med., 338:147-152

Ehrenberg HM, Durnwald CP, Catalano P, Mercer BM. 2004.
The influence of obesity and diabetes on the risk of
cesarean delivery. Am J ObstetGynecol., 191:969-974

Garbaciak JA Jr, Richter M, Miller S, Barton JJ. 1985.
Maternal weight and pregnancy complications. Am J Obstet
Gynecol., 152:238-245

Catalano PM, Ehrenberg HM. 2006. The short- and long-term
implications of maternal obesity on the mother and her
offspring. BJOG, 113:1126-1133

Villamor E, Cnattingius S. 2006. Interpregnancy weight
change and risk of adverse pregnancy outcomes: a
population-based study. Lancet, 368:1164-1170

France Hivert, Thomas G. Poder, et. 2015. The Obesity-
Fertility Protocol: a randomized controlled trial assessing
clinical outcomes and costs of a transferable
interdisciplinary lifestyle intervention, before and during
pregnancy, in obese infertile women. BMC Obesity C

Shingairai A. Feresu, Yi Wang, Stephanie Dickinson, 2015
Relationship between maternal obesity and prenatal,
metabolic ~ syndrome,  obstetrical and  perinatal
complications of pregnancy in Indiana, 2008-2010. BMC
Pregnancy and Childbirth 15:1.

Tufail A, Hashmi H. 2008. Maternal and perinatal outcome in
teenage pregnancy in a community based hospital. Pak J
Surg., 24:130-4.

Gupta N, Kiran U, Bhal K. 2008. Teenage pregnancies:
obstetriccharacteristics and outcome. Eur J Obstet Gynecol
Reprod Biol.,137:165-71.

Deneux-Tharaux, C., Carmona, E., Bouvier-Colle, M.H. and
Breart, G. 2006. Postpartum maternal mortality and
cesarean delivery. Obstetrics and Gynecology, 108(3.1):
541-548.

Liu, S., Liston, R.M., Joseph, K.S., Heaman, A.M., Suave, R.
and Kramer, M.S. 2007. Maternal mortality and severe
morbidity associated with low-risk planned cesarean
delivery versus planned vaginal delivery at term. Canadian
Medical Association Journal, 176(4): 455-460

Seow, K.M., Huang, L.W., Lin, Y.H., Lin, M.Y., Tsai, Y.L.
and Hwang, J.L. 2004. Cesarean scar pregnancy: issues in
management. Ultrasound in Obstetrics & Gynecology,
23(3): 247-253

Scanlon KS, Yip R, Schieve LA, Cogswell ME. 2000. High
and low hemoglobin levels during pregnancy: differential
risks for preterm birth and small for gestational age. Obstet
Gynecol., 96:741-8

Late Antenatal Care Booking And Its Predictors Among
Pregnant Women In South Western Nigeria Adekanle, DA
and Isawumi, Al. 2008. Late Antenatal Care BookingAnd
Its Predictors Among Pregnant Women In South Western
Nigeria. [Journal (On-line/Unpaginated)]}2008

World Health Organization (WHO). 2007. Nutrition. Geneva:
WHO, www.who.int/nutrition/en: WHO.

McLean E, Cogswell M, Egli I, Wojdyla D, de Benoist B.
2008. Worldwide prevalence of anaemia, WHO Vitamin
and Mineral Nutrition Information System, 1993-2005.
Public Health Nutr., 2009 Apr; 12(4):444-54. Epub.

UNICEF/UNU/WHO. Iron deficiency anemia: assessment,
prevention and control. A guide for programmemanagers.
WHO/NHD, 2001 (report no.01.3)

McLean E, Egli I, Cogswell M, de Benoist B, Wojdyla D.
2007. Worldwide prevalence of anemia in preschool aged
children, pregnant women and non-pregnant women of
reproductive age.Chl:1-12.In: Kraemer K, ed. Nutritional
Anemia. Sight and Life press. Basel, Switzerland.

Afifi M. 2003. Anemia in pregnancy at South Sharqqiya health
centers, Oman. J Egypt Public Health Assoc., 78: 39-54

seskeskoskoskookok



