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Abstract 
Background: Prematurity is the leading cause of neonatal mortality. Most 
preterm births can be associated to an identifiable risk factor. In Cameroon, 
especially in the Southwest Region, there is limited data regarding prematur-
ity associated risk factors. The aim of this study was to evaluate the risk fac-
tors and complications of prematurity in two health facilities in the Fako di-
vision, the BRH and RHL. Methods: A hospital based retrospective case con-
trol study was done from the 1st of January 2021 to 28th of February 2022. We 
assessed the gestational ages at which preterm birth occurred and their short- 
term outcome using a structured pretested questionnaire to collect data from 
files. Data was analyzed using Statistical Package for Social Sciences (SPSS) 
version 26. Results: The minimum sample size was 137 preterms. 45.5% of 
cases were born between 34 and <37 weeks of gestation. Advanced maternal 
age (AOR: 1.146; 95% CI: 1.013 - 1.297; p = 0.030), secondary level of educa-
tion (AOR: 5.545; 95% CI: 1.962 - 15.667; p = 0.001), rural resident (AOR: 
2.626; 95% CI: 1.087 - 6.347; p = 0.032), prenatal alcohol consumption (AOR: 
3.261; 95% CI: 1.445 - 6.913; p = 0.004) increased the risk of having a preterm 
birth meanwhile being married (AOR: 0.410; 95% CI: 0.217 - 0.773; p = 0.006) 
decreased the risk. Hospital complications were neonatal infection 103 (51.5%), 
respiratory distress 79 (39.5%) and neonatal jaundice 61 (30.50%). Among 
the cases, 97 (48.50%) stayed in the hospital for 2 to 4 weeks and 177 (88.5%) 
were discharged alive. Conclusions: Modifiable factors that increased the risk 
of prematurity were advanced maternal age, secondary level of education, 
rural residence, and prenatal alcohol consumption. Being married decreased 
the risk. The most common hospital complications in both the cases and 
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controls were neonatal infection, respiratory distress syndrome and neonat-
al jaundice. 
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1. Background 

Preterm birth (PTB) is defined by the World Health Organization (WHO) as ba-
bies born before 37 completed weeks of gestation or less than 259 days counted 
from the first day of a woman’s last normal menstrual period but after the age of 
viability [1]. The age of viability varies between different countries. It is 22 weeks 
for WHO, 23 weeks for ACOG (American College of Obstetrics and Gynecolo-
gy), 28 weeks for FIGO (International Federation of Gynecology and Obstetrics), 
22 weeks for CGOF (College of Gynecology and Obstetrics France), and 23 
weeks for RCOG (Royal College of Obstetrics and gynecology). Preterm births 
can be classified based on the gestational age as: extremely preterm (<28 weeks), 
very preterm (28 - <32 weeks), moderately preterm (32 - <34 weeks), and late 
preterm (34 - <37 completed weeks of gestation). It can also be grouped into two 
as being spontaneous or provider initiated preterm birth [2]. Prematurity is the 
most frequent cause of neonatal death and the second most frequent cause of 
death in children aged <5 years worldwide accounting for 1 million deaths 
annually [1]. In our setting, a study carried out by Agborndip et al. in Buea, 
2020 reported that the main causes of neonatal mortality were birth asphyxia 
(66%), complications of prematurity (14%), neonatal sepsis (10%), meningitis (7%), 
and pneumonia (3%) [3]. 

Approximately 15 million babies are born preterm every year worldwide, re-
sulting in a global preterm birth rate of about 11% [1]. The burden of preterm 
birth ranges from 5% in some European countries to 18% in some African 
countries. It is clear that low- and middle-income countries (LMICs) like Cam-
eroon account for the majority of the world’s preterm births with 60% of pre-
term births occurring in sub-Saharan African/south Asian countries [4]. The 
frequency of pregnancies affected by preterm birth (PTB) is rising in Africa with 
a prevalence of 7.4% [5]. According to the UNICEF data for prematurity in Ca-
meroon, the preterm birth rate is estimated to be 13% [6]. In Yaounde, the rate 
of premature birth was also 13% in 2020 as reported by Mah et al. [7]. In high 
income countries, about 50% of preterm infants born at 24 weeks survive the 
first 28 days of life (the neonatal period), rising to 90% at 28 weeks of gestation. 
In contrast, in low-income countries like Cameroon, less than 10% of those born 
at 28 weeks will often survive, and it is only those born at 34 weeks of gestation 
or later that have survival rates of above 50% [8]. 

The risk factors of prematurity could be grouped as being maternal or fetal 
risk factors. The maternal risk factors could further be divided into two as being 
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sociodemographic factors and medical factors [9]. Sociodemographic factors such 
as low socioeconomic status, low level of maternal education, marital status, ma-
ternal alcohol consumption and smoking, low or high body mass index (BMI) 
and maternal age [10]. Medical factors include Preterm premature rupture of 
membranes, eclampsia and pre-eclampsia, diabetes mellitus, obesity, hyperten-
sion, urinary tract infection, antepartum hemorrhage which commonly result 
from placental abnormalities, HIV status of the mother [11]. Fetal conditions 
such as, multiple pregnancy, birth defects, limited access to antenatal care ser-
vices [12]. Moreover, having a history of preterm birth is a risk factor for future 
preterm birth [13]. 

Infants born preterm as compared to term infants are more likely to expe-
rience short term complications such as feeding difficulties, hypothermia [14], 
respiratory distress syndrome, neonatal infections and jaundice, necrotizing en-
terocolitis and hypoxic ischemic encephalopathy [8]. The risk of most short-term 
complications increases by decreasing gestational age [15]. The advance in neo-
natal care in the last few decades has increased the survival rate of more prema-
ture infants but despite the increase in the survival rate, some children who sur-
vive suffer lifelong complications like learning disabilities from visual, hearing 
and cognitive problems, cerebral palsy, seizures, repeated infections, broncho-
pulmonary dysplasia, and periventricular leukomalacia [15]. 

Though the risk factors for prematurity are known and primary prevention of 
prematurity is emphasized during maternal education at ANC visits, prematuri-
ty remains a major public health problem [16]. Although other studies have been 
carried out to describe the risk factors of prematurity in other regions of Came-
roon, progressive approaches to studying this long-standing public health prob-
lem are essential as risk factors vary in time and within geographical localities 
[16]. Our study therefore adds to existing knowledge and will provide informa-
tion needed for primary and secondary prevention strategies targeted towards 
reducing the burden of prematurity in our setting and achieve Sustainable De-
velopment Goal 3 which says ensure healthy lives and promote wellbeing for all 
at all ages. So, the aim of this study was to evaluate the risk factors of prematuri-
ty and its complications in preterm babies admitted in the Buea Regional Hos-
pital (BRH) and Regional Hospital Limbe (RHL).  

2. Materials and Methods 

During a period of two months from 7th of March 2022 to 8th of May 2022, we 
reevaluated files of preterm babies born within the 1st of January 2021 to 28th of 
February 2022 using a hospital based retrospective case control study at the 
neonatology units and maternities of the BRH and RHL of the Fako Division of 
the Southwest Region of Cameroon. The RHL is the principal referral level hos-
pital in the region and the BRH is the second referral level hospital in this region 
with each having at least one specialist in pediatrics, obstetrics and gynecology, 
internal medicine, and surgery. Apart from these specialists, this is a huge turn-
over of patients in these health facilities. 
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The study population was made up of a 1:1 case and unmatched control. The 
cases were preterm babies and their mothers born before 37 completed weeks of 
gestation while the controls were term babies and their mothers born between 37 
and 42 completed weeks of gestation. Included in the study were all files of pre-
term and chosen control term babies admitted in the BRH and RHL during the 
study period, while incomplete files of term and preterm babies (files with up to 
50% of unavailable data) were excluded from the study and a consecutive sam-
pling method was used in selecting the cases and controls. The estimated sample 
size was 137 cases and 137 controls using the Schlesselman formula. Administra-
tive authorization was obtained from the Regional Delegation of Public Health 
for the Southwest Region and the Directors of the health facilities involved in the 
study; of BRH and RHL. The ward charge of the neonatology units and materni-
ties of these health facilities were then informed about the study and permission 
was granted to access the concerned registers and files of these hospitals and also 
administer questionnaires to the mothers of the preterm and term babies for 
completion of data. After obtaining permission to gain access into the neonatol-
ogy units and maternities of each hospital. Pretested structured questionnaires 
(pretested in the maternity of solidarity hospital) was used by myself and the 
trained medical student carrying out the research to get information of preterm 
and term babies in the neonatology units and maternities respectively that were 
admitted in the BRH, and LRH from 1st of January 2021 to 28th of February 2022 
using files and hospital registers in a consecutive manner. Independent variables 
included: maternal sociodemographic characteristics: Age, level of education, oc-
cupation, nature of occupation, marital status, residence. While gestational age 
at birth, gender, birth weight, hospital complications, duration of hospitalization 
were investigated variables for the babies. The dependent variable was outcome 
of hospitalization. Due to the fact that we could not have complete data from the 
files, questionnaires were completed through Phone calls.  

Data collected were coded and entered in excel sheets to avoid an accumula-
tion of work at the end. The entered data was always cross-checked to minimize 
errors. Data were analyzed using Statistical Package for Social Sciences version 
26.0 after data cleaning. Frequency tables were exported to Microsoft excel 2016 
to draw charts. Categorical variables were presented as frequencies and percen-
tages. Continuous variables were presented as means and standard deviations. 
The chi-square test was used to establish if there was a relationship between in-
dependent and dependent variables in the cases and control groups. All inde-
pendent variables with p-values less than 0.05 in the chi-squared analysis were 
included in the final logistic regression model (multivariate analysis). Statistical 
significance was set at a p-value < 0.05 at a 95% confidence interval.  

3. Results 

A total of 327 preterm babies were hospitalized during our study period in both 
BRH and RHL with respect to the registers, 25 files were missing, 45 files were 
incomplete, and 57 files were from twin pregnancies. So, 200 files of preterm ba-
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bies and 200 files for term babies were retained for the study. The mean gesta-
tional age of the cases was 32.85 +/− 2.45 meanwhile that of the controls were 
39.26 +/− 1.808. Most of the cases admitted were late preterm 91 (45.5%). The 
cases were dominated by females 103 (52.3%) compared to the controls that 
were dominated by males 107 (53.5%). The mean birth weight of the cases was 
1880.28 +/− 458.703 meanwhile that of the controls were 3399.35 +/− 632.899 as 
shown in Table 1.  

The mothers had a mean age of 26.62 +/− 5.942 years with majority aged 
between 20 to less than 30 years 237 (59.3%). Most of our cases had attained 
secondary level of education 125 (62.5%) as compared to the controls where 
most had attained tertiary education 112 (56.0%). The age ≥ 40 (p = 0.038), pri-
mary and secondary education (p < 0.001), resident in the rural and semi-urban 
areas (p < 0.001) and marital status (p < 0.001) were all sociodemographic fac-
tors statistically correlating to the occurrence of prematurity on bivariate analy-
sis. Most mothers were unemployed 88 (44.0%) as compared to the controls 
that were self-employed 80 (40.0%). Carrying out strenuous activities during 
pregnancy was statistically significant (p = 0.023) to the occurrence of prema-
turity with 29 (14.5%) in cases and 23 (11.5%) in the controls on bivariate anal-
ysis. Amongst the cases, 98 (50.5%) were overweight as compared to the con-
trols where 84 (42.6%) were of normal weight. Nevertheless, the body mass in-
dex was not statistically significant to the occurrence of prematurity. Being HIV 
positive and consuming alcohol during pregnancy were positive determinants 
to the occurrence of preterm birth with p values at 0.006 and 0.001 respectively 
on bivariate analysis. In this study, 54 (27.1%) of the controls consumed alcohol 
compared to 28 (14.1%) in the cases. Premature rupture of membrane and mul-
tiple gestation were statistically significant to the occurrence of prematurity with 
both having p values of <0.001. Up to 100 (50.3%) of the cases had PPROM 
meanwhile only 34 (17.0%) of the controls had. Also, 47 (23.5%) of cases had 
twin pregnancies as opposed to 4 (2.0%) in the controls. Amniotic fluid abnor-
mality on ultrasound and the number of antenatal visits during pregnancy was 
statistically significant to the occurrence of prematurity as both had p values of 
<0.001 on bivariate analysis. In the cases, 99 (49.5%) attended <4 ANC mean-
while 179 (89.5%) of the controls attended ≥4 ANCs. Complications such as 
pre-eclampsia (p = 0.003), anemia (p < 0.001) and placenta praevia (p = 0.012) 
were all positive determinants to the occurrence of prematurity. Preeclampsia 
occurred in 26 (13.0%) of the cases. The controls had 43 (21.5%) of anemia. 
There were 12 (6.0%) pregnancies with placenta previa in the cases as opposed 
to 3 (1.5%) in the controls.  

Multivariate logistic regression was used to further analyze the associated fac-
tors to prematurity that were statistically significant following bivariate analysis 
to exclude confounders. Following this analysis, age of the mother >40 years, 
secondary level of education, rural residence, and alcohol consumption were all 
predictors of prematurity, while been married was a protective factor as illu-
strated in Table 2.  
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Table 1. Profile of term and preterm babies. 

Variables Cases, n (%) Controls, n (%) 

Gender   

 Male 94 (47.0) 107 (53.5) 

 Female 103 (52.3) 93 (46.5) 

Gestational age groups (weeks)    

 22 - <28 3 (1.5) _ 

 28 - <32  47 (22.0) _ 

 32 - <34 62 (31.0) _ 

 >34 - <37 91 (45.5) _ 

 ≥37 _ 200 (100) 

Birth weight(g) [M +/− SD] 1880.28 +/− 458.703 3399.35 +/− 632.899 

 
Table 2. Multivariate analysis of factors associated with the occurrence of prematurity. 

Variables  Adjusted OR 95% CI p value 

Age (years)+  1.146 1.013 - 1.297 0.030 

Level of education    

 Secondary 5.545 1.962 - 15.667 0.001 

Residence    

 Rural 2.626 1.087 - 6.347 0.032 

Marital status    

 Married   0.410 0.217 - 0.773 0.006 

Alcohol consumption    

 Yes  3.161 1.445 - 6.913 0.004 

 
Six complications during hospitalization were assessed. The most common 

hospital complications were neonatal infection 103 (51.5%), followed by respi-
ratory distress syndrome (RDS) 79 (39.5%) and neonatal jaundice 61 (30.50%) in 
the cases and for the controls we had neonatal infection 15 (7.5%), followed by 
neonatal jaundice 7 (3.5%), and lastly RDS 6 (3.0) as shown in Table 3. There 
was no statistical significance between the gestational age group and the compli-
cations. Majority of the cases stayed in the hospital for 2 to 4 weeks 97 (48.50%) 
for which most of them were discharged alive 177 (88.5%) as opposed to 23 
(11.5%) who died. On the other hand, all the controls 200 (100%) spent < 1 week 
in the hospital and were all discharged alive, seen in Table 4. 

4. Discussion 

The burden of preterm birth is particularly high in low and middle-income 
countries, especially those in sub-Saharan Africa for which Cameroon is one. 
Progressive approaches to studying this long-standing public health problem are 
essential but to the best of our knowledge, no study has been conducted in the 
South West Region emphasizing on the risk factors of prematurity. Therefore,  
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Table 3. Hospital complications of term and preterm babies. 

Variables Cases, n (%) Controls, n (%) 

Neonatal infection   

 Yes  103 (51.5) 15 (7.5) 

 No  97 (48.50) 185 (92.5) 

RDS   

 Yes  79 (39.50) 6 (3.0) 

 No  121 (60.50) 194 (97.0) 

Hypothermia   

 Yes  13 (6.50) _ 

 No  187 (93.50) 200 (100) 

Neonatal jaundice   

 Yes  61 (30.50) 7 (3.5) 

 No  139 (69.50) 193 (96.5) 

Severe anemia   

 Yes  19 (9.50) 1 (0.5) 

 No  181 (90.50) 199 (99.5) 

NEC   

 Yes  7 (3.50) _ 

 No  193 (96.50) 200 (100) 

 
Table 4. Duration of hospitalization and outcome of term and preterm babies. 

Variables Cases, n (%) Controls, n (%) 

Duration of hospitalization (weeks)   

 ≤1 85 (42.50) 200 (100) 

 2 - 4 97 (48.50) _ 

 >4 18 (9.00) _ 

Hospital outcome   

 Discharged 177 (88.50) 200 (100) 

 Dead 23 (11.50) _ 

 
this study will add to existing knowledge and will go a long way to address some 
of the maternal risk factors of prematurity which can be identified and regarded 
with caution during antenatal consultations. This hospital based retrospective 
case control study was carried out to identify the average gestational ages for 
which most preterm delivery occur in the BRH and RHL, risk factors associated 
with the occurrence of prematurity, frequent hospital complications and out-
come of these preterm babies. 

We found out that preterm babies born between 34 to <37 weeks of gestation 
predominated while those born at less than 28 weeks of gestation were the least. 
A similar trend was found in retrospective studies carried out by Abdul-Mumin 
et al. in Ghana and Paudel et al. in Nepal [17] [18]. The very low prevalence of 
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extremely preterm babies in our study can be explained by the high stillbirth in 
this group. Regarding their sex, there was a male to female ratio of 1:1.1 in the 
cases indicating a female predominance as opposed to the controls where there 
was a male to female ratio of 1.2:1 indicating a male predominance. The finding 
in the cases was similar to those observed by Abdul-Mumin et al. in Ghana and 
Mustapha et al. in Nigeria [17] [19]. However, this finding was contrary to that 
of Chiabi et al. in Cameroon and Ayele et al. in Ethiopia who had a male predo-
minance as it was the case in our control group [20]. 

Our study revealed that the occurrence of preterm birth increased with in-
creasing maternal age. This finding was similar to those of Butali et al. in Nigeria 
and Wagura et al. in Kenya who reported that age of <20 years was protective 
against the occurrence of preterm births [5]. These results were however con-
trary to those reported by Alliance for Maternal and Newborn Health Improve-
ment (AMANHI) Gestational Age Study Group in a study involving south-Asia 
and sub-Saharan Africa who found adolescent pregnancy to increase the risk of 
prematurity and Kudzo et al. in Ghana who stated that those aged 20 to 34 years 
were less likely to have preterm birth than those <20 years of age [21] [22]. Ma-
jority of our participants were 20 to 40 years of age in both the cases and control 
groups. This common age group (20 to 40 years) revealed in our study falls 
within the procreation age group of women in Cameroon that is between 15 and 
49 years of age as stated by united nations population fund Cameroon (UNFPA). 
Also, most preterm births occurred in between the age of 20 to 40 years of age of 
unmarried ladies as this is the age group where most ladies believe they can se-
cure a husband by bearing them a child. 

Majority of the cases had secondary level of education as compared to the 
controls whose maturity had a tertiary level of education. Secondary level of 
education had a 5times increase risk of having a preterm birth. This result was 
similar to those of Chiabi et al. in Cameroon and Mekonen et al. in Ethiopia 
[23]. Nevertheless, this was contrary to the findings of Taha et al. in United Arab 
Emirates who reported that education level below secondary was associated to a 
4 times more increase to the occurrence of preterm birth [24]. Also, Waguru et 
al. in Kenya reported that there was no association between level of education 
and preterm birth [11]. This probably reveals that most Cameroonian girls end 
their education at the secondary level. Many families view their daughters as a 
source of income hence don’t see the need to further their education above the 
secondary level. 

Rural resident was associated with 2 times increase in the occurrence of pre-
term birth. This result was similar to those of Muhumed et al. in Ethiopia and 
Ayebare et al. in Uganda [2] [25]. This could mean that to an extent, poverty 
could be associated to preterm birth as most of the inhabitants of rural areas 
usually are unemployed hence have a lower household wealth compared to those 
living in urban areas. This could also be explained by the fact that women in ru-
ral arears carry out a lot of strenuous activities being pregnant or not to support 
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and manage their families.  
A good number of the controls were married as opposed to the cases where 

most of them were single. Our study found that being married, reduced the odds 
of having a preterm birth. This result was similar to the findings of Chiabi et al. 
in Cameroon and Alamneh et al. who gave evidence from the recent demo-
graphic and health surveys of sub Saharan-African countries [26]. This could be 
explained by the fact that, married women have financial and psychological sup-
port needed by all pregnant women to ensure adequate follow up of their preg-
nancy. However, Mekonen et al. in Ethiopia reported that there was an increase 
odds of the occurrence of preterm birth among married woman [23]. Also, Wa-
guru et al. in Kenya and Ngandu et al. in a sub-Saharan Africa reported that 
there was no association between marital status and preterm birth [11] [27]. 

A lower proportion of both the case and control groups consumed alcohol 
during pregnancy. There was however a higher rate in the controls than with the 
cases. Lastly for the factors associated with the occurrence of preterm birth, we 
found that there was 3 times increase risk of preterm birth in mothers that con-
sumed alcohol during pregnancy. This result was similar to those of Bayih et al. 
in Ethiopia [28]. They however took into account that this association occurred 
during the second and third trimesters, but not first trimester and when taken at 
higher rates. Our study compared women who consumed alcohol and those that 
did not consume irrespective of the gestational age. This could be explained by 
the fact that alcohol interferes with placenta perfusion and favors preterm birth 
in the second and third trimesters. In contrast to our findings, Waguru et al. in 
Kenya reported that there was no association between prenatal alcohol use and 
preterm birth [11]. 

The most common hospital complications in the cases were neonatal infec-
tion, followed by respiratory distress syndrome and neonatal jaundice mean-
while in the controls the most common complications were neonatal infection, 
followed by neonatal jaundice and respiratory distress. The occurrence of com-
plications was quite lower in the controls comparatively. However, there was 
no statistical significance in associating these complications to the gestational 
age of the preterm babies. This result was similar to those of Paudel et al. and 
Kunle-Olowu et al. in Nigeria [14] [18]. This could be explained by the fact that 
the comparatively low socio-economic status of the cases usually doesn’t permit 
them to do their third trimester infection checks, for example vaginal swab 
should be done between 34 and 36 weeks to prepare an infection free delivery. 
They stay with undiagnosed/untreated infection hence the higher rates of neo-
natal infection. The absence of exogenous surfactant in our setting could ex-
plain the higher levels of respiratory problems in the cases. Approximately 80% 
of preterm babies as opposed to 60% of term babies will develop jaundice, 
which usually appears 2 to 4 days after birth, and resolves spontaneously after 1 
to 2 weeks [29]. This could explain the higher rates in the cases. However, our 
results were contrary to that of Ayele et al. in Ethiopia whose most frequent hos-

https://doi.org/10.4236/ojped.2024.143061


N. Monono et al. 
 

 

DOI: 10.4236/ojped.2024.143061 639 Open Journal of Pediatrics 
 

pital complications were hypothermia, respiratory distress and neonatal jaun-
dice [20]. High rates of hypothermia were absent in our study due to the insti-
tution of kangaroo mother care (KMC) which keeps the babies warm hence pre-
vents hypothermia. 

Most preterm had a hospital duration of 2 to 4 weeks and 88.5% were dis-
charged alive. Also, among the discharged, we had a decrease duration of hospi-
talization with increasing gestational age meanwhile in the control group, they 
all spent <1 week in the hospital and were all discharged alive. This finding was 
similar to that of Paudel et al. in Nigeria who had a 75.3% of cases discharged 
alive and Gupta et al. in India who had 76.5% [18] [30]. The very high rate of 
those discharged alive in the cases could be explained by the fact that our study 
population had a very low proportion of extremely preterm babies in which case 
mortality is comparatively higher.  

5. Strengths 

This is one of the few studies to be carried out in the South West Region on the 
risk factors of prematurity including the two referral hospitals in the South West 
Region. 

6. Limitation 

Very few files had complete information needed for the study hence the need for 
the phone calls for completion of data. This complex procedure caused us to ex-
clude a good number of participants as it was impossible to work with data from 
the files alone in most cases hence our study could be affected by recall bias and 
social desirability. 

7. Conclusion 

The most frequent gestational age at which preterm births occurred was between 
34 to <37 weeks, advanced maternal age, secondary level of education, rural res-
ident and prenatal alcohol consumption were modifiable maternal factors in-
creasing the risk of preterm births meanwhile being married reduce the risk of 
preterm birth. Amongst the hospital complications neonatal infection, respira-
tory distress syndrome and neonatal jaundice were the most common and most 
preterm babies spent about 2 to 4 weeks and their stay in the hospital was in-
versely related to their gestational ages. 

Author Contributions 

NM conceived the study and drafted the initial manuscript, KH and NV partici-
pated in data extraction and analysis, VS and NN reviewed and corrected. 

Acknowledgement 

The authors would like to thank the research assistants for data extraction and 
statistical analysis. 

https://doi.org/10.4236/ojped.2024.143061


N. Monono et al. 
 

 

DOI: 10.4236/ojped.2024.143061 640 Open Journal of Pediatrics 
 

Conflict of Interest 

The authors have no conflict of interest to declare. 

References 
[1] Walani, S.R. (2020) Global Burden of Preterm Birth. International Journal of Gy-

necology & Obstetrics, 150, 31-33. https://doi.org/10.1002/ijgo.13195 

[2] Muhumed, I.I., Kebira, J.Y. and Mabalhin, M.O. (2021) Preterm Birth and Asso-
ciated Factors among Mothers Who Gave Birth in Fafen Zone Public Hospitals, 
Somali Regional State, Eastern Ethiopia. Research and Reports in Neonatology, 11, 
23-33. https://doi.org/10.2147/RRN.S295820 

[3] Agborndip, E., Kadia, B.M., Ekaney, D.S.M., Mbuagbaw, L.T., Obama, M.T. and 
Atashili, J. (2020) Under-Five Mortality in Buea Health District, Southwest Came-
roon: Evidence from a Community-Based Birth Cohort Study of Rate, Causes, and 
Age-Specific Patterns. International Journal of Pediatrics, 2020, Article ID: 9605492. 
https://doi.org/10.1155/2020/9605492 

[4] Vogel, J.P., Chawanpaiboon, S., Moller, A.B., Watananirun, K., Bonet, M. and Lum-
biganon, P. (2018) The Global Epidemiology of Preterm Birth. Best Practice & Re-
search Clinical Obstetrics & Gynaecology, 52, 3-12.  
https://doi.org/10.1016/j.bpobgyn.2018.04.003 

[5] Butali, A., Ezeaka, C., Ekhaguere, O., Weathers, N., Ladd, J., Fajolu, I., et al. (2016) 
Characteristics and Risk Factors of Preterm Births in a Tertiary Center in Lagos, 
Nigeria. Pan African Medical Journal, 24, Article 1.  
https://doi.org/10.11604/pamj.2016.24.1.8382 

[6] Cameroon-UNICEF Data (2018) Maternal and Newborn Health Disparities in Ca-
meroon. 2-7. https://data.unicef.org/  

[7] Mungyeh, M.E., Hermann, N.D., Suzanne, N.U.S., Linda, M., David, C., Mazou, 
T.N., et al. (2020) Overweight and Fasting Hyperglycemia in Children Born Preterm 
in a Resource-Limited Country (Cameroon). Open Journal of Pediatrics, 10, 666-677. 
https://doi.org/10.4236/ojped.2020.104069 

[8] Platt, M. (2014) Outcomes in Preterm Infants. Public Health, 128, 399-403.  
https://doi.org/10.1016/j.puhe.2014.03.010 

[9] Kildea, S.V., Gao, Y., Rolfe, M., Boyle, J., Tracy, S. and Barclay, L.M. (2017) Risk 
Factors for Preterm, Low Birthweight and Small for Gestational Age Births among 
Aboriginal Women from Remote Communities in Northern Australia. Women and 
Birth, 30, 398-405. https://doi.org/10.1016/j.wombi.2017.03.003 

[10] Torloni, M.R., Betran, A.P., Daher, S., Widmer, M., Dolan, S.M., Menon, R., et al. 
(2009) Maternal BMI and Preterm Birth: A Systematic Review of the Literature with 
Meta-Analysis. The Journal of Maternal-Fetal & Neonatal Medicine, 22, 957-970.  
https://doi.org/10.3109/14767050903042561 

[11] Wagura, P., Wasunna, A., Laving, A. and Wamalwa, D. (2018) Prevalence and Fac-
tors Associated with Preterm birth at Kenyatta National Hospital. BMC Pregnancy 
and Childbirth, 18, Article No. 107. https://doi.org/10.1186/s12884-018-1740-2 

[12] Gurung, A., Wrammert, J., Sunny, A.K., Gurung, R., Rana, N., Basaula, Y.N., et al. 
(2020) Incidence, Risk Factors and Consequences of Preterm Birth—Findings from 
a Multi-Centric Observational Study for 14 Months in Nepal. Archives of Public 
Health, 78, Article No. 64. https://doi.org/10.1186/s13690-020-00446-7 

[13] Di Renzo, G.C., Giardina, I., Rosati, A., Clerici, G., Torricelli, M., Petraglia, F., et al. 
(2011) Maternal Risk Factors for Preterm Birth: A Country-Based Population Anal-

https://doi.org/10.4236/ojped.2024.143061
https://doi.org/10.1002/ijgo.13195
https://doi.org/10.2147/RRN.S295820
https://doi.org/10.1155/2020/9605492
https://doi.org/10.1016/j.bpobgyn.2018.04.003
https://doi.org/10.11604/pamj.2016.24.1.8382
https://data.unicef.org/
https://doi.org/10.4236/ojped.2020.104069
https://doi.org/10.1016/j.puhe.2014.03.010
https://doi.org/10.1016/j.wombi.2017.03.003
https://doi.org/10.3109/14767050903042561
https://doi.org/10.1186/s12884-018-1740-2
https://doi.org/10.1186/s13690-020-00446-7


N. Monono et al. 
 

 

DOI: 10.4236/ojped.2024.143061 641 Open Journal of Pediatrics 
 

ysis. European Journal of Obstetrics & Gynecology and Reproductive Biology, 159, 
342-346. https://doi.org/10.1016/j.ejogrb.2011.09.024 

[14] Kunle-Olowu, O.E., Peterside, O. and Adeyemi, O.O. (2014) Prevalence and Out-
come of Preterm Admissions at the Neonatal Unit of a Tertiary Health Centre in 
Southern Nigeria. Open Journal of Pediatrics, 4, 67-75.  
https://doi.org/10.4236/ojped.2014.41009 

[15] Khasawneh, W. and Khriesat, W. (2020) Assessment and Comparison of Mortality 
and Short-Term Outcomes among Premature Infants before and after 32-Week 
Gestation: A Cross-Sectional Analysis. Annals of Medicine and Surgery, 60, 44-49.  
https://doi.org/10.1016/j.amsu.2020.10.017 

[16] Flood, K. and Malone, F.D. (2012) Prevention of Preterm Birth. Seminars in Fetal 
and Neonatal Medicine, 17, 58-63. https://doi.org/10.1016/j.siny.2011.08.001 

[17] Abdul-Mumin, A., Owusu, S.A. and Abubakari, A. (2020) Factors Associated with 
Treatment Outcome of Preterm Babies at Discharge from the Neonatal Intensive 
Care Unit (NICU) of the Tamale Teaching Hospital, Ghana. International Journal 
of Pediatrics, 2020, Article ID: 5696427. https://doi.org/10.1155/2020/5696427 

[18] Paudel, L., Kalakheti, B. and Sharma, K. (2018) Prevalence and Outcome of Preterm 
Neonates Admitted to Neonatal Unit of a Tertiary Care Center in Western Nepal. 
Journal of Lumbini Medical College, 6, 87-91.  
https://doi.org/10.22502/jlmc.v6i2.218  

[19] Mustapha, B., Simon, P., Abdullahi, B.I. and Abubakar, H.I. (2020) Prevalence and 
Associated Morbidities of Preterm Neonatal Admissions at the University of Mai-
duguri Teaching Hospital, North-Eastern Nigeria. Nigerian Journal of Paediatrics, 
47, 264-269. https://doi.org/10.4314/njp.v47i3.12 

[20] Ayele, M.W., Yitayih, G., Emshaw, S., Ayele, S.A., Workneh, B.D. and Mw, A. (2019) 
Treatment Outcomes and Associated Factors of Preterm Birth of Neonates Admitted 
in Intensive Care Unit of Dessie Referral Hospital, North Central Ethiopia. Journal 
of Nursing and Care, 8, 1-6.  

[21] Alliance for Maternal and Newborn Health Improvement (AMANHI) GA Study 
Group (2022) Population-Based Rates, Risk Factors and Consequences of Preterm 
Births in South-Asia and Sub-Saharan Africa: A Multi-Country Prospective Cohort 
Study. Journal of Global Health, 12, Article 04011.  
https://doi.org/10.7189/jogh.12.04011  

[22] Axame, W.K., Binka, F.N. and Kweku, M. (2022) Prevalence and Factors Associated 
with Low Birth Weight and Preterm Delivery in the Ho Municipality of Ghana. 
Advances in Public Health, 2022, Article ID: 3955869.  
https://doi.org/10.1155/2022/3955869  

[23] Mekonen, D.G., Yismaw, A.E., Nigussie, T.S. and Ambaw, W.M. (2019) Proportion 
of Preterm Birth and Associated Factors among Mothers Who Gave Birth in De-
bretabor Town Health Institutions, Northwest, Ethiopia. BMC Research Notes, 12, 
Article No. 2. https://doi.org/10.1186/s13104-018-4037-7 

[24] Taha, Z., Ali Hassan, A., Wikkeling-Scott, L. and Papandreou, D. (2020) Factors 
Associated with Preterm Birth and Low Birth Weight in Abu Dhabi, the United 
Arab Emirates. International Journal of Environmental Research and Public Health, 
17, Article 1382. https://doi.org/10.3390/ijerph17041382 

[25] Ayebare, E., Ntuyo, P., Malande, O.O. and Nalwadda, G. (2018) Maternal, Repro-
ductive and Obstetric Factors Associated with Preterm Births in Mulago Hospital, 
Kampala, Uganda: A Case Control Study. Pan African Medical Journal, 30, Article 
272. https://doi.org/10.11604/pamj.2018.30.272.13531 

https://doi.org/10.4236/ojped.2024.143061
https://doi.org/10.1016/j.ejogrb.2011.09.024
https://doi.org/10.4236/ojped.2014.41009
https://doi.org/10.1016/j.amsu.2020.10.017
https://doi.org/10.1016/j.siny.2011.08.001
https://doi.org/10.1155/2020/5696427
https://doi.org/10.22502/jlmc.v6i2.218
https://doi.org/10.4314/njp.v47i3.12
https://doi.org/10.7189/jogh.12.04011
https://doi.org/10.1155/2022/3955869
https://doi.org/10.1186/s13104-018-4037-7
https://doi.org/10.3390/ijerph17041382
https://doi.org/10.11604/pamj.2018.30.272.13531


N. Monono et al. 
 

 

DOI: 10.4236/ojped.2024.143061 642 Open Journal of Pediatrics 
 

[26] Alamneh, T.S., Teshale, A.B., Worku, M.G., et al. (2021) Preterm Birth and Its As-
sociated Factors among Reproductive Aged Women in Sub-Saharan Africa: Evi-
dence from the Recent Demographic and Health Surveys of Sub-Sharan African 
Countries. BMC Pregnancy and Childbirth, 21, Article No. 770.  
https://doi.org/10.1186/s12884-021-04233-2 

[27] Ngandu, C.B., Momberg, D., Magan, A., Chola, L., Norris, S.A. and Said-Mohamed, 
R. (2020) The Association between Household Socio-Economic Status, Maternal 
Socio-Demographic Characteristics and Adverse Birth and Infant Growth Out-
comes in Sub-Saharan Africa: A Systematic Review. Journal of Developmental Ori-
gins of Health and Disease, 11, 317-334.  
https://doi.org/10.1017/S2040174419000680 

[28] Bayih, W.A., Belay, D.M., Ayalew, M.Y., Tassew, M.A., Chanie, E.S., Feleke, D.G., et 
al. (2021) The Effect of Substance Use during Pregnancy on Neonatal Outcomes in 
Ethiopia: A Systematic Review and Meta-Analysis. Heliyon, 7, e06740.  
https://doi.org/10.1016/j.heliyon.2021.e06740 

[29] Woodgate, P. and Jardine, L.A. (2011) Neonatal Jaundice: Phototherapy. BMJ Clin-
ical Evidence, 319.  

[30] Gupta, A., Shetty, D, K. M. (2017) Prevalence and Consequences of Preterm Admis-
sions at the Neonatal Intensive Care Unit of Tertiary Care Centre in South India: A 
Retrospective Study. International Journal of Current Advanced Research, 6, 3728- 
3730. https://doi.org/10.24327/ijcar.2017.3730.0357 

 
 
 

https://doi.org/10.4236/ojped.2024.143061
https://doi.org/10.1186/s12884-021-04233-2
https://doi.org/10.1017/S2040174419000680
https://doi.org/10.1016/j.heliyon.2021.e06740
https://doi.org/10.24327/ijcar.2017.3730.0357


N. Monono et al. 
 

 

DOI: 10.4236/ojped.2024.143061 643 Open Journal of Pediatrics 
 

Appendix: Questionnaire 

Date…………………………... 

CONSENT FORM 

I ……………………………………………………………………………. having 
understood the study, after having the patient information sheet well explained 
to me, having been given the opportunity to ask questions, do hereby agree to 
participate in this study. 
 
 
Signature of principal investigator or            Signature of participant/ 
legal representative                               representative 
 
 
Mother-baby pair code: 
Mother  
Age (years): 
Height (m): 
Weight (kg): 
Modern serology 
  Positive                        Negative   
SOCIO-DERMOGRAPHIC DATA: 
Tribe: 
Level of education 
  No formal education    Primary    Secondary    Tertiary  
Occupation 
  Employed     Unemployed       Self employed  
Nature of activity 
  Strenuous     Not strenuous  
Residence   
  Rural     semi urban     Urban  
Marital status 
  Married     cohabitation     divorced  
Religion 
  Muslim     Christian     non  
SOCIAL HISTORY: 
Alcohol consumption 
  Yes              No  
Cigarette smoking  
  Yes              No  
HISTORY OF PREGNANCY: 
Preterm premature rupture of membrane 
  Yes            No             can’t tell  
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Multiple gestation 
  No        twin          triplet         quadruplet   
Medical conditions in pregnancy 
  Pre-eclampsia    Eclampsia    Gestational diabetes    non  
Assisted fertilization 
  Yes            No  
Pregnancy interval (months): 
Presence of uterine fibroids 
  No             Yes  
Antepartum hemorrhage 
  Placenta previa    Placenta abruptio    Trauma    non  
Age of pregnancy at first ANC visit (weeks): 
Number of ANC visits 
  None     <4 visits           ≥4 visits  
Onset of labor 
  Spontaneous     induced      caesarian section (indication)  
Amniotic fluid disorder on ultrasound 
  Polyhydramnios    oligohydramnios    non    can’t tell  
Infections in pregnancy 
  Urinary tract infection      Malaria      
  STI (syphilis, chlamydia, hep B/C)      non      Others  
PAST HISTORY: 
Past history of preterm delivery 
  Yes                No  
History of chronic disease 
  Non       hypertension         diabetes  
 
Baby  
Gestational age at birth (weeks): 
Birth weight (grams): 
Sex 
  Male            female   
congenital abnormalities 
  yes              No   
Short term complications 
  Neonatal infection       Respiratory distress       NEC    
  Hypothermia           Severe anemia Jaundice  
Outcome 
Duration of hospitalization (weeks): 
  Discharged       Dead  
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