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  ABSTRACT  
Preterm Birth, Thi-Qar 

hospitals 

 Preterm birth (PTB) is a serious medical condition that causes perinatal 

mortality rate. The goal of this study is to find risk factors for preterm 

birth and poor neonatal outcomes in Thi-Qar, Iraq. A prospective 

observational study was conducted over a period of one year fromMarch 

2016 to March 2017. About 1000 cases of preterm deliveries were studied 

in the three main centralhospitals in Thi-QarstateBint Al Huda Hospital 

Maternity and Child Hospital, Al-Haboby Hospital and Al -Shatraa 

Hospital). Preterm birth was found to be 2.48 percent of the time, with the 

possible risk factors and neonatal outcome being documented and studied. 

Multiparty 74.5percent, prior miscarriage 41.7 percent, 1-year interval 

between pregnancies 39.5 percent, urinary tract infection 28.4 percent, 

cervical incompetence 12.4%, prior preterm birth 12.5 percent, multiple 

pregnancies 11.8 percent, and poor socioeconomic status were the most 

common factors. The research group's perinatal mortality rate was 34.9 

percent, with antepartum bleeding and congenital abnormalities being the 

most prevalent causes of stillbirth and respiratory distress disorder being 

the most common causes of early newborn fatalities. Neonatal mortality 

was 84.7 percent in newborns weighing less than 1000 grams at delivery. 

The most common predisposing characteristics were being multiparous, 

being a smoker, and being a woman. 
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1. INTRODUCTION 

In the United States, preterm birth affects about 10% of pregnancies. As a result, it is both one of the most 

common and one of the most dangerous obstetric problems. It is the largest cause of perinatal mortality 

after fetal abnormalities, accounting for 70% of all perinatal and neonatal deaths. It's also a major cause of 

long-term morbidity, such as mental retardation, Nonneurologic illnesses such as chronic obstructive 

pulmonary illness and retinopathy, as well as seizure disorders, blindness, and deaf. This morbidity 

translates into a major sociall issue, both for the families concerned and for the expense of healthcare, 

which is projected to be more than $2 billion each year. 1 In 20 percent to 30 percent of overall early 

deliveries, preterm delivery is indicated for medical or obstetric reasons, leaving 75 percent as spontaneous 

deliveries. 2 Approximately two-thirds of these sudden deliveries are attributed to spontaneous labor., and 

one-third due to premature membranes breakdown. The term "preterm labor syndrome" was coined by 
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Romero and colleagues3 to describe a model in which the fetal membranes and decidua react to an 

inflammatory insult (infectious, infarct, traumatic, or allergic) by producing cytokines and then bio - active 

lipids (including prostanoids) that enhance cramps and discharge proteases that damage the membranes and 

decidua, resulting in cervical ripening. Perinatal care providers can detect which fetuses are at risk for 

premature labor and diagnose preterm birth more quickly if they have a better understanding of the 

mechanisms involved. As a result, it's possible that preterm births will become more common. Preterm 

labor is defined as a delivery that occurs after the 20th week of pregnancy but before the 37th week. It's 

worth noting that this definition has nothing to do with the size of a fetus or a newborn baby. The American 

Medical association used to define preterm as a liveborn infant weighing less than 2500 grams. This caused 

a lot of uncertainty. Clearly, this criterion will include a considerable percentage of term infants who are too 

small for their gestational age, thus inflating the number of preterm neonates. 

 

The World Health Organization, in 1961, introduced a gestational age of less than 37 weeks to the 

definition of preterm, which had previously been used. However, as newborn care knowledge and 

technology have improved, the description of preterm delivery has shrunk. Any substantial morbidity or 

long-term sequelae from deliveries are extremely rare in today's tertiary care centers. around 35 weeks of 

gestation (in a healthy, nonanomalous infant). 4 The delivery of a baby before the 35th week of pregnancy 

is a more therapeutically meaningful definition. In addition, this definition provides a more useful end point 

for premature labor treatment. Studies that fail to show effectiveness of effective anticancer treatment 

methods, for example, may indicate that the failure to reach 37 weeks' gestational age is a therapeutic 

failure when, in actuality, some meaningful pregnancy lengthening was finally accomplished. For the 

aforementioned reasons, 35 weeks will be taken as the gestational age [3]. In a rural area in Bangladesh, the 

prevalence of PTB was 22.3 percent [4]. In Iran, preterm was the leading cause of mortality in the cities of 

Tehran (7.2 percent), Shiraz (5.5 percent), Arak (8.2%), Khorramabad (8.4%), and Yasooj (4.8 percent) [5], 

[6]. PTB has a global prevalence of 11.9 percent in Africa and 10.6 percent in North America. Europe had 

the lowest rate (6.2 percent) [7]. PTB was estimated to have a 31 percent incidence rate in western Iraq (Al-

Anbar) and eastern Iraq (Baghdad) in 2006. (Diyala) (51.8 percent) and Iraq's central region (Baghdad) (50 

percent) [8]. 

 

2. MATERIALS AND METHODS 

From March 2016 to March 2017, a prospective observation research was undertaken over a one-year 

period. The three major hospitals in Thi-Qar state (Bint Al Huda Maternity and Child Hospital, Al-Haboby 

Hospital, and Al-Shatraa Hospital) evaluated almost 1000 cases of premature deliveries. The neonatal 

outcome and any risk factors were quickly followed on. Because these three hospitals have neonatal care 

units, they were chosen. The gestational age was determined in cases of preterm labor using the LMP (first 

day of the last menstrual cycle) and/or an early prenatal ultrasound. On patient admission, a comprehensive 

history taking about the patient's age, education level, employment, socioeconomic status, mental stress, 

prior pregnancies, previous preterm labor, previous miscarriage, inter-pregnancy interval just under one 

year, recurrent APH, history suggestive of cervical incompetence and prior birth trauma, and cigarettes 

history. Those women with a high BMI, a full obstetric assessment, or a genital tract infection were 

subjected to a thorough clinical evaluation. Haemoglobin concentration, blood sugar, general urine 

examination, and ultrasonography were among the tests performed. Those details were jotted down in a 

particular questionnaire. 

 

2.1 Inclusion and Exclusion Criteria 

The presence of the preceding signs or symptoms was used as a criterion for case selection. The gestation 

period ranges from 24 to 37 weeks. Uterine contractions are excruciatingly painful. Cervical effacement 
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greater than 70% and dilatation greater than 3 cm Showing or collecting membranes are present. Cases were 

accepted into the labor force. The state of the labor chamber and the progress of the labor were assessed. 

Obstetric treatment was handled by the on-call obstetrician. At the moment of delivery, there were 

pediatricians on call. The babies were assessed and sent to the Neonatal Care Unit. RDS, hypoxia, 

congenital abnormalities, meconium aspiration, and septicemia were among the reasons of neonatal death. 

The outcomes of preterm babies were tracked until they were discharged from the Neonatal Care Center. 

 

2.2 Statistical analysis 

Extremely premature (24–28 weeks gestation), very preterm (28–32 weeks gestation), and moderate 

premature (32–37 weeks gestation) PTBs were classified into three groups. We estimated the prevalence of 

preterm birth by dividing all live PTB, whether singletons, twins, or higher order multiples, from all births 

in the population. The data was examined using SPSS after it was coded utilizing descriptive statistics (Ver. 

16.0). 

 

3. RESULTS 

1000 instances of premature labor were admitted in three main central hospitals in Thi-Qar throughout the 

research period (one year) out of 25213 total live births, resulting in a 2.48 percent incidence. The rate of 

preterm birth in three major hospitals in Iraq's Thi-Qar state is given in the graph (Table-1). Bint Al huda 

maternity and child hospital has a greater rate of preterm birth (2.9%) than Al haboby hospital (2.43%), 

while Al shatraa general hospital has the lowest rate of preterm birth (1.7 percent). 

 

Table 1. Incidence of preterm birth in the three hospitals 

Hospital PTB Total birth Incidence 

Rate 

    

Bint Al huda Maternity and 

Child Hospital 

530 11220 2.9 % 

Al-Haboby Hospital 264 7546 2.43 % 

Al shatraa general hospital 206 6447 1.71% 

All Hospitals 1000 25213 2.48 % 

 



Z. A. H. Hassan, 2021                                                                                                    Teikyo Medical Journal 

 

1634 
 

 
Figure 1. Incidence of preterm birth in the three hospitals 

 

The distribution of cases of PTB according to the gestational age   is shown in (Table-2). 

 

Table 2. Distribution of cases by gestational age. 

Gestational age (weeks) No. of Cases percentage 

24-28 uncompleted (extremely preterm) 58 5.8 

28-32 uncompleted (very preterm) 197 19.7 

32-37 uncompleted (mild preterm) 745 74.5 

Total 1000 100 

 

 
Figure 2. Distributionn of cases by gestationall age. 

 

(Table-3), reveals the socio-economic background of the study population. 
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Table 3. Distribution of cases according   to socioeconomic background. 

Variable No. of cases % 

Occupation   

House wife 1023 89 

Worker 122 11 

Education   

Illiterate 112 10 

Primary school 697 61 

Secondary school 258 22 

Higher education 78 7 

Place of Residence   

Rural area 708 62 

Urban area 437 38 

 

(Table-4) shows the distribution of risk factors among   cases of PTB. 

 

Table 4. The Distribution of risk Factors among cases with preterm birth by gestational age. 

Risk Factors  Gestational 

age 

 Total 

24-28 28-32 32-37 

Infection 20 65 235 320 

Maternal age:     

Maternal age < 20 years 19 55 226 300 

Maternal age > 35 years 16 51 213 280 

Primigravida 16 42 222 280 

Multipara 20 92 608 720 

Uterine over-distention 12 36 85 133 

Previous preterm baby 6 32 100 138 

Previous miscarriage 27 83 361 472 

Cervical incompetence 7 34 98 139 

Ante-partum haemorrhage 14 33 113 160 

Inter-pregnancy interval > 1 year 19 79 350 448 

Fetal abnormality 3 11 46 60 

Smoker and co smoker 31 100 410 541 

Uterine Anomalies 1 2 12 15 
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(Tables-5) shows the causes of neonatal death according to the gestation age 

 

Table 5. Causes of neonatal death according to gestational age 

Cause  Gestational 

age (week) 

 No. of 

Cases 

 24-28 28-32 32-37  

RDS 35(72.9%) 82(77.1%) 166(68.04%) 283 

Asphyxia 0(0%) 7(5.7%) 16(6.63%) 23 

Congenital 

abnormalit 

y 

4(6.3%) 8(8.7%) 50(20.74%) 62 

Meconium 0(0%) 1(1%) 2(0.84%) 3 

Septicemia 10(20.8%) 8(7.5%) 9(3.75%) 27 

Total 49(100%) 106(100%) 243(100%) 398 

 

(Table-6) Shows the effect of gestational age on neonatal mortality because of RDS. 

 

Table 6. The effect of gestational age on neonatal mortality because of RDS 

Gestational 

age 

Total of Live 

birth 

% Neonatal death  

(week) Cases No. of Cases  No. of 

Cases 

Case Fatality  

       

24-28 46 16 42.6 30 (57.4%)  

       

28-32 180 116 60 64 (40.0%)  

       

32-37 774 630 81 144 (9.2%)  

       

Total 1000 762  238 (24.7%)  
        

 

(Table-7) shows the effect of birth weight on neonatal outcome. 

 

Table 7. The effect of birth weight on neonatal outcome 

Birth 

weight 

(gram) 

Live Death 
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< 1000 9 (17.4%) 47(82.6%) 

1000 – 2000 109 (48.4%) 115(51.6%) 

2000 – 2500 484 (73.5%) 236(26.5%) 

Total 602 398 

 

4. DISCUSSION 

Preterm labor is a condition defined by the premature activation of the parturition's ultimate route. PTB 

refers to the birth of a baby before the 37th week of pregnancy has been finished [2]. PTB is one of the most 

frequent obstetric issues, and which was before neonates have a higher mortality rate than full-term babies. 

Those who survive are also at a higher risk of being disabled [10], [11]. The hospital-based prevalence of 

PTB in this research was 2.48 percent in south of Iraq exactly in Thiqr state, which really is lower than the 

13.2 percent reported by Bangal in India [11]. In another research in Iran, the higher incidence of PTB was 

reported to be 4.8 percent in Yasooj and 5.5 percent in Shiraz 11. In Iraq, the recorded annual incidence of 

PTB was (31%) in western Iraq (Al-Anbar), (51.8%) in eastern Iraq (Diyala), and (31%) in central Iraq 

(Baghdad) in 2006. (50 percent) [8]. According to [6], the greatest rates of PTB were 11.9 percent and 10.6 

percent of all births in Africa and America, correspondingly, while the lowest were 6.2 percent in Europe 

[7]. The lower annual incidence in this study might be attributable to data collection that only included 

hospital births in Thi-Qar two in Center and one in periphry. We found that 75.4 percent of women were in 

the 32-37 week gestation age range; comparable to another study in Iraq (2006), 85 percent of PTB 

occurred at 32-36 weeks. According to Singh (2007), the majority of women in India (48.5%) were in the 

34-36 week gestational age category. In this study, we discovered that women with a history of prior PTB 

had a greater proportion of PTB (12.1 percent); According to Singh (2007), 416 (14.4 percent) of the 

women had a history of preterm birth [12]. It's possible that it's related to a recurring cause for PTB. A large 

proportion of patients (41.3%) had a previous loss, 308 (27%) had a first miscarriage, and 165 (14%) 

experienced recurrent miscarriage, according to our findings. According to Singh (2007), sixty (14.4%) of 

women had previous abortions, with 15 (3.6%) having second trimester abortions [12]. 

 

5. CONCLUSION 

Premature labor is a leading cause of perinatal death (34.7 percent). Thi-qar state city has a hospital base 

incidence rate of (2.48 percent), which is lower than that of other Iraqi cities and nations. Multiparous, 

smokers and co-smokers, prior miscarriage, inter-pregnancy interval shorter than one year, infection, and 

maternal age are the most prevalent predisposing factors. We propose screening pregnant ladies for those 

risk factors and avoiding them whenever feasible to reduce the increased incidence of PTBBecause RDS 

was shown to be the leading cause of newborn mortality, and this might be reduced by having all PTB 

delivered in hospitals with neonatal care facilities and using corticosteroids in the same way that 

industrialized nations do. Overall improvements in neonatal care facilities will aid in improving newborn 

outcomes and survival rates in extremely preterm neonates. 
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