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INTRODUCTION

The main burden of  preterm birth exists in developing 
countries. There are no accurate recent worldwide 

data, but estimates of  preterm birth rates range from 5% 
in developed countries to 25% in developing countries.[1] 
Worldwide, an estimated 15 million babies are born preterm 
every year, and around 1 million children die each year due 
to complications of  preterm birth.[1] In Nigeria, preterm 
birth rate has been on the increase and is currently 12/100 
live births with prematurity accounting for 33% of  neonatal 
deaths translating to about 87,800 deaths and 50% of  
long‑term neurological impairment in children.[1] Many 
survivors, therefore, face a lifetime of  disability, including 

learning disabilities and visual and hearing problems and 
create a huge burden for families, society and health‑care 
system.

Whereas studies have shown that more than three‑quarters 
of  premature babies can be saved with feasible, cost‑effective 
care[2] – e.g. antenatal steroid injections (given to pregnant 
women at risk of  preterm labor to strengthen the babies’ lungs), 
kangaroo mother care (the baby is carried by the mother with 
skin‑to‑skin contact and frequent breastfeeding) and antibiotics 
to treat newborn infections – even without the availability 
of  neonatal intensive care; the survival of  these preterm 
infants is still dependent on the function of  their biological 
maturity and technological advancement where they are born. 
A previous study in Nigeria recorded a mortality of  92.6% in 
babies <28 weeks gestational age.[3]

Studies have demonstrated significant ethnic variation in 
preterm birth rates; with higher rates in black women.[4] This 
is associated with an accelerated rate of  maturity in the black 
fetus and neonate.[5] Ethnic differences, however, can explain 
only a very small proportion of  global preterm births. The 
greatest etiological factor worldwide is infection mainly due 
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Abstract

Background: Preterm birth is an important cause of perinatal mortality and morbidity in developing 
countries. Objective: To determine the burden of preterm birth in Aba, Southeastern Nigeria. 
Materials and Methods: A review of all preterm deliveries at the maternity hospital annex of the 
Abia State University Teaching Hospital, Aba, Nigeria between January 1, 2002 and December 31, 
2006 was performed. Results: During the studied period, 5566 women delivered at the hospital. 
Three hundred and ninety‑three of them had preterm birth, giving a preterm birth delivery rate 
of 7.1% in the hospital. Majority of the women, 229 (58.2%) had late preterm birth. Iatrogenic 
delivery was responsible for the preterm deliveries in 59 (15%) parturients. The mean of 1‑min 
Apgar score was 5, while the mean of 5‑min Apgar score was 7. The mean birth weight of babies 
was 1700 g (range 550–2800 g) whilst the total number of preterm deaths was 157, giving a 
preterm mortality rate of 40%. Conclusion: Preterm birth is a burden in Aba, Southeastern 
Nigeria. Improved care of preterm babies and measures to reduce the burden of preterm birth 
are urgently needed.
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to malaria and HIV.[6] Nigeria has the second largest number 
of  people living with HIV and AIDS.

The aim of  this study is to determine the burden of  preterm 
birth in Aba, Southeastern Nigeria. It is hoped that the findings 
in this study will help identify in our antenatal clinics the 
women at risk of  preterm deliveries and who may therefore 
benefit from interventions that prevent these deliveries. It is 
also hoped that this study will help raise awareness for this 
public health problem in our community.

MATERIALS AND METHODS

A review of  all preterm deliveries at the maternity hospital 
wing of  the Abia State University Teaching Hospital, Aba, 
Nigeria between January 1, 2002 and December 31, 2006 
was performed. This wing of  the hospital provides secondary 
and tertiary health‑care services in obstetrics and gynecology. 
It attends to both booked and unbooked emergencies. The 
annual delivery rate is between 1000 and 1500. The neonatal 
intensive care unit provides care to both inborn and outborn 
neonates. It admits between 800 and 1200 neonates annually.

The case records of  the patients were obtained from the central 
delivery unit and the medical records department and analyzed 
to determine the proportion of  parturients that had preterm 
delivery. All recorded cases of  preterm delivery between 2002 
and 2006 were reviewed. The data obtained were analyzed 
using simple proportion, rates and tables. Ethical clearance 
was obtained from the Ethics and Research Committee of  
the Abia State University Teaching Hospital, Aba, Nigeria.

RESULTS

During the studied period, 5566 women delivered at the 
hospital. Three hundred and ninety‑three of  them had preterm 
birth, giving a preterm birth delivery rate of  7.1% in the 
hospital, [Table 1] with some slight annual increase.

Majority of  the women, 229 (58.2%) had late preterm birth, 
55 (14.0%) had moderate preterm birth, 69 (17.6%) had 
very preterm birth, whilst 40 (10.2%) had extreme preterm 
birth. The sex distribution of  the babies was 198 males and 
195 females.

Iatrogenic delivery was responsible for the preterm deliveries 
in 59 (15%) women due to hypertensive disorders, diabetes and 
intrauterine growth restriction. Spontaneous preterm labor was 
the cause in 334 (85%) parturients.

The mean of  1‑min Apgar score was 5 while the mean of  
5‑min Apgar score was 7. Majority of  the babies, 270 (68.2%) 
were asphyxiated as evidenced by the 1‑min Apgar score 
of  ≤6. The total number of  preterm deaths was 157, giving 
a preterm mortality rate of  40%. Majority of  the births, 
230 (58.5%) occurred during the dry season (October to 
February), whilst 163 (41.5%) preterm births were during the 
rainy season (March to September).

T h e  m e a n  b i r t h  we i g h t  o f  b a b i e s  wa s  1 7 0 0  g 
(range 550–2800 g). Babies with low birth weight (≤2500 g) 
were 296 (75.3%).

Table 2 shows the sociodemographic characteristics of  the 
women who had preterm birth. The mean age of  the women 
was 30 years (range 17–45 years). Majority of  the women, 
253 (65%) were married. Eighteen percent were teenagers. 
The parity ranged between 1 and 10, with a mean of  4. 
Majority of  the women having preterm birth were traders, 
137 (34.9%).

The pregnancy complications associated with the preterm 
births included, premature rupture of  the membrane 
in 14.8% of  the women, malaria in 40.5%, antepartum 
hemorrshage in 10.4%, anemia in 20% of  the women, 
hypertensive disorders in 7.4%, and high order multiple 
pregnancies in 2%. Others were fibroid coexisting with 
the pregnancy in 7.5% of  the women, polyhydramnios in 
6%, intrauterine growth restriction in 7.6% of  the cases, 
gestational diabetes mellitus in 4% and HIV infection 
in 2% of  the women. More than one complication was 
encountered in many of  the women delivering preterm.

Table 1: Preterm birth rate in the hospital
Year Total delivery Preterm delivery Rate (%)
2002 1208 86 7.1
2003 1099 62 5.6
2004 1006 61 6.1
2005 1121 85 7.6
2006 1132 99 8.7
Total 5566 393 7.1

Table 2: Sociodemographic characteristics
Characteristics Number (%)
Age (years)

≤19 70 (18)
20-29 127 (32)
30-39 163 (42)
40-49 33 (8)

Marital status
Married 253 (65)
Single 84 (21)
Window 56 (14)

Educational level
No formal education 22 (6)
Primary 98 (25)
Secondary 200 (51)
Postsecondary 73 (18)

Parity
1 and 2 98 (24.9)
3 and 4 105 (26.7)
5 and 6 102 (26.0)
7 and 8 70 (17.8)
9 and 10 18 (4.6)

Occupation
Student 55 (14)
Trading 137 (34.9)
Farming 81 (20.6)
Civil servant 120 (30.5)

Ethnic origin
Igbo 309 (79)
Yoruba 23 (6)
Hausa/Fulani 21 (5)
Others 40 (10)
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DISCUSSION

This study reveals a preterm delivery rate of 7.1% at the Abia 
State University Teaching Hospital, Aba, Nigeria. Although this 
figure is lower than the national prevalence rate of preterm birth, 
it is slightly higher than the rate of 6.2% reported at the University 
of Benin Teaching Hospital.[3] This is worrisome in view of the 
paucity of neonatal intensive care units and personnel to take 
care of preterm babies in our locale. Majority of the preterm 
babies were low birth weight babies. The high overall preterm 
mortality rate amongst these babies is, therefore, not surprising 
as the hospital lacks modern facilities and personnel for neonatal 
intensive care. Majority of the babies were asphyxiated at birth 
and this is to be expected since the mean birth weight of the 
babies was as low as 1700 g. One can only imagine the social 
and emotional cost of  the perinatal morbidity and mortality 
associated with preterm births in this hospital. Improved care is 
urgently needed, but would require a lot of technical and ancillary 
support that may not be easy to come by within the context of  
political instability and insecurity in Nigeria today.

In developed countries, iatrogenic delivery when there is a risk 
of fetal compromise is responsible for almost half  of the preterm 
births between 28 and 35 weeks.[1] In this study iatrogenic 
delivery was responsible for 15% of  the preterm births due to 
hypertension, diabetes and intrauterine growth restriction. The 
commonest complication associated with preterm delivery in 
the women was spontaneous preterm labor. Other observed 
complications were premature rupture of  the membrane, 
malaria, antepartum hemorrrhage, anemia, and high order 
multiple pregnancies. Some women also had fibroid coexisting 
with the pregnancy, polyhydramnios, and HIV infection.

In sub‑Saharan Africa, infectious morbidities are the single 
most common cause of  preterm birth[6‑8] and malaria is the 
most widely distributed of  such diseases as 40% of  pregnant 
women worldwide are exposed to malaria during pregnancy.[9] 
In a recent study in Malawi peripheral malaria parasitemia of  
the mother accounted for 65% of  the population‑attributed 
risk of  perinatal mortality.[10] HIV has also been a problem 
in Africa. In 2010, the HIV prevalence rate in Nigeria was 
4.1%.[11] This means that the number of  people infected with 
HIV in Nigeria is 3.1 million.

Multiple pregnancy and higher order births are also major 
causes of  preterm birth. West Africa has the highest incidence 
of  naturally conceived multiple pregnancies in the world 
(1 in 40).[12]

Findings in this study indicate that there were more preterm 
babies in the dry season than in the rainy season in our 
locale. This differs from the observation at Benin.[5] This 
may be explained on the basis that majority of  the women 
in this study were traders who may have been involved in 
much psychological stress and heavy physical work while 
combining their house chores with trading in the peak 
months of  commerce in Aba, the commercial nerve center 
of  Southeastern Nigeria. Heavy and stressful occupation is a 
known significant risk factor of  preterm delivery.[13]

CONCLUSION

Preterm birth is a burden in Aba Southeastern Nigeria. 
Improved care of  preterm babies and measures to reduce 
the burden of  preterm birth are urgently needed. When 
there are antenatal complications such as malaria, anemia, 
hypertension, and HIV, preterm birth should be anticipated 
and strategies to reduce neonatal morbidity and mortality 
instituted where possible. Women with multiple pregnancy 
or high other multiples should be termed high risk for 
preterm birth.

There is a need to educate our women on the risks of  high 
physical work and other maternal stress inducing factors 
during pregnancy. Healthy nutrition in pregnancy should 
also be encouraged. Intermittent treatment of  malaria with 
sulfgadoxine‑pyrimethamine in pregnancy should continue 
to receive encouragement. Pregnant women should be 
encouraged to sleep in insecticide treated bed nets.

LIMITATIONS OF THE STUDY

There are few limitations in this study. The study was hospital 
based and a retrospective review. It was observed that the 
concept of  “completed weeks” is still widely misunderstood. 
Many clinicians and midwives in the hospital were incorrectly 
using “rounding.” Hence 36 weeks and 6 days of gestational age 
were sometimes recorded as 37 weeks or “term.” Furthermore, 
the potential risk factors of  preterm birth identified in this 
study were not subjected to multiple regression analysis to 
ascertain which factors would remain significant. This was 
because the review is a pilot study. There is need therefore for 
a more robust population based study in our locale to expand 
on the issues raised.
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