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Abstract: Preterm labor is an increasingly common complex condition with multiple risk factors and has 

substantial medical, psychological, economic and social impacts. It is the leading cause of infant morbidity and 

mortality in the United States. Compared with term neonates, mortality rates for preterm (less than 37 weeks) 

and very preterm infants (less than 32 weeks) are 15-fold and 75-fold higher respectively. The aim of this study 

is to; determine the risk factors associated with preterm labor and compare pregnancy outcomes between 

women with preterm labor and those with term labor. A case-control design was selected in carrying out this 

study and a representative sample of 300 parturient women (150 with preterm labor and 150 with term labor) 

were recruited for this study. The tools used for data collection were; a structured interview sheet, a clinical 

assessment form, a summary of labor sheet and a neonatal assessment sheet. The results of the present study 

revealed that the risk of having preterm labor was significantly increased with maternal age 35 years old and 

more (p=0.001). In addition, PPROM, multiple gestations, previous PTL and previous abortion were risk 

factors associated with PTL. Preterm labor also resulted in more CS, primary postpartum hemorrhage and 

retained placenta. Their newborns had lower Apgar score, very low birth weight, low birth weight, RDS, and 

more admission to the NICU. It can be concluded that; preterm labor was associated with considerable 

maternal and neonatal morbidity and mortality. The study recommended that; the nurse  should  discuss with 

vulnerable women, preterm labor signs and symptoms, risk factors, the causes of morbidity and mortality of 

preterm infants, provide counseling and intervention whenever needed beyond simply giving pregnant women a 

handout or a pamphlet on measures for the prevention of this problem. 
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I. Introduction 
Preterm labor (PTL) which is the delivery before 37 completed weeks of gestation,

(29)
 presents a major 

public health problem, and is a primary cause of neonatal death, with an estimated 15 million births, or 11.0% of 

all births worldwide, occurring preterm.
(12)

 Approximately 90.0% of these preterm births are concentrated in 

developing countries, with 11 million (85.0%) in Africa and Asia and 0.9 million in Latin America and the 

Caribbean.
(10)

 Premature births are the cause of 27.0% of annual infant mortality worldwide, 70.0% of prenatal 

mortality in developing countries, and 50.0% of neurological disorders.
(16)

  

In 75.0% of preterm labor cases, no obvious causes have been established, but some risk factors have 

been identified. Obstetric risk factors include; cervical incompetence, multiple gestations, short birth intervals, 

history of abortion, premature rupture of membrane; and previous preterm labor. Meanwhile, maternal 

complications such as; infectious diseases and hypertension are the most common direct causes of preterm 

delivery. Bleeding during pregnancy, polyhydramnios or oligohydramnios, fetal anomalies especially involving 

multiple organ systems and central nervous system abnormalities, maternal abdominal surgery in late second or 

third trimester, are associated with a higher rate of preterm delivery.
(28 )

  

Non obstetric risk factors include; maternal age of < 20 or > 35 years, poor socioeconomic status, 

maternal malnutrition and illiteracy, cigarette smoking, and trauma. Other medical conditions (diabetes mellitus, 

urinary and genital tract infections) have also been associated with preterm labor.
 (25)

 

Signs and symptoms of active preterm labor include; increased bloody show, uncontrollable urge to 

push/bear down, separation of labia, bulging perineum and rectum, crowning of presenting part and women 

states that birth is active.
(6)

 

Preterm labor may result in several complications, such as; respiratory distress syndrome, low birth 

weight, intra-ventricular hemorrhage, cerebral palsy, neurological complications in newborns, retained placenta, 

increased rate of CS and increased cost of delivery expenditure.
 (10)

 The long-term maternal mental health 

outcomes following preterm labor revealed high and prolonged levels of maternal psychological distress, 

anxiety and trauma-related stress reactions.
(26) 

Maternity nurses have a responsibility to provide women’s holistic health care. Risk assessment and 

management of preterm labor is a very important aspect of holistic health care, which needs to be promoted. The 

nurse midwife in particular can play a crucial role as case finder, educator and counselor regarding preterm 

labor and its management. Therefore, the present study is conducted to determine the risk factors associated 
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with preterm labor and compare pregnancy outcomes between women with preterm labor and those with term 

labor in the Maternity and Childhood Hospital at Zagazig University Hospitals.  

 

II. Aim Of The Study 
 The aim of this study is to; determine the risk factors associated with preterm labor and compare 

pregnancy outcomes between women with preterm labor and those with term labor.  

 

III. Subjects And Methods 
Research design:  
A case-control design was adopted in this study. 
 

Setting: 

 The present study was conducted at the labor unit in the Maternity and Childhood Hospital at Zagazig 

University Hospitals.  

 

Subjects: 

 The sample size was estimated according to 
(28)

 using a power of 80% to detect a significant effect of 

young maternal age as a risk factor for preterm labor with odds ratio (OR) worth detection = 2.0, prevalence of 

young age women among controls = 60.6% and Alpha error = 0.05. Thus the total sample size was 300 

parturient women. The study subjects were randomly divided into two equal groups of 150 parturient as: Case 

group: women with preterm labor group, 28 to 36 wks+6 days (n=150) and Control group: women with term 

labor group, 37 to 41wks+6ays (n=150). 

 

Inclusion criteria: 

1.  Parturient women diagnosed with PTL (for the case group) whether spontaneous or induced (indicated, 

iatrogenic).  

2. Parturient women diagnosed with term labor (for the control group) whether spontaneous or induced.  

 

Exclusion criteria: 

1. Intra uterine fetal death (IUFD).  

2. Threatened preterm labor i.e. patients who respond to medical management and discharged from the hospital. 

 

Tools of data collection 

Data collection was done through the use of the following tools: 

 

I) a structured interview sheet (Appendix I) 

The questionnaire was designed to collect data from parturient women in both groups regarding to:  

 Socio-demographic data such as: age, education, occupation, residency and     family income. 

 Medical and surgical history: it included data about the presence or absence of diabetes mellitus, chronic 

hypertension, renal disease, cardiac disease, and anemia and the presence or absence of any surgical 

operation.  

 Family history: it included data about the presence or absence of the following diseases: diabetes mellitus, 

hypertension, congenital anomalies, preterm labor and multiple gestations. 

 Gynecological history it included data about the presence or absence of previous history of infertility, 

assisted reproductive technology (ART), any gynecological operation, history of cervical incompetence and 

cervical cerculage. 

 Obstetrical history: such as gravidity, parity, number of previous abortion, mode of termination of 

previous abortion, inter-pregnancy interval, types of previous deliveries, history of previous PPROM and 

history of previous preterm labor if present. 

 Current pregnancy data which included data about history of antenatal care, hospital admission, and 

causes of hospitalization during pregnancy, associated problems encountered on admission to labor room 

and maternal life style during current pregnancy.  

 II) Clinical assessment sheet "on admission to labor room" (Appendix II) 

  These include data about the general examination, local abdominal and per-vaginal 

examination. CTG was done for evaluation of the fetal heart rate and uterine contractions. Meanwhile, 

Ultrasonography evaluated fetal gestational age, number of fetuses, presentation, amniotic fluid index, placenta 

localization, fetal presentation and presence of any congenital anomalies. Laboratory investigations were also 

done to determine complete blood count (CBC) hemoglobin level (Hb) and Rh compatibility. 
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III) Summary of labor sheet (Appendix III) 
 It included data about type of preterm labor whether spontaneous or induced, mode of delivery, 

indication of CS and condition of perineum. It also included data about the presence or absence of maternal 

complications such as: primary postpartum hemorrhage, retained placenta, administration of IV blood 

transfusion and hysterectomy. 

 

IV)  Neonatal assessment sheet: (Appendix IV) 
 For evaluation of the immediate neonatal condition, the following data was obtained: Neonatal 

APGAR score that developed by Apgar,
(9) 

at first minute and fifth minutes , birth weight and neonatal 

complications such as; asphyxia, respiratory distress syndrome, need for resuscitation, admission to Neonatal 

Intensive Care Unit (NICU) and neonatal death. 

 

Administrative and ethical consideration 

 An official permission was granted by submission of an official letter from the Faculty of Nursing to 

the responsible authorities of the study setting to obtain their permission for data collection. All ethical issues 

were taken into consideration during all phases of the study; the researcher maintained an anonymity and 

confidentiality of the subjects. The inclusion in the study was totally voluntary. The aim of the study was 

explained to every woman before participation and a verbal agreement was obtained after each woman was 

assured that the study maneuver will cause no actual or potential harm to her or her baby. Also, they were 

assured that professional help will be provided for them and for their baby whenever needed. Women were 

notified that they can withdraw at any stage of the research; also they assured that the information obtained 

during the study will be confidential and used for the research purpose only. 

 

Pilot study:  
 A pilot study was carried out on 30 parturient women (who were excluded from the sample) to assess 

the clarity and applicability of the data collection tools, arrangements of items, estimate the time needed for each 

sheet and the feasibility of the study and acceptance to be involved in the study. Necessary modifications were 

undertaken.  

 

Field study: 

 Collection of data covered a period of six months "from the first of June 2014 to the end of November 

2014". After getting the official permission, the pilot testing of the study tools was done and analyzed. The 

researcher interviewed the parturient women and explained the purpose of the study and obtained their verbal 

agreement. The researcher started to collect data through three phases: 

 

1) Interviewing Phase: 

 The researcher attended the labor ward at the study setting on the hot three days (Saturday, Monday, 

and Wednesday) per week during morning and afternoon shifts for six months. All parturient women in both 

groups were interviewed to collect data related to socio-demographic characteristics, obstetric profile, family 

history for chronic diseases, present medical history.  Patient’s medical record was also reviewed to obtain other 

pertinent information.  

 

2) Assessment Phase:  

 In this phase, the researcher together with the on- duty physician started regular assessment of the 

maternal and fetal condition. General, local abdominal and per-vaginal examination and investigations were all 

done and pertinent data was recorded. The diagnosis of preterm labor was determined by physician. Gestational 

age was confirmed by ultrasound. Fetal monitoring by CTG was done for every studied woman throughout 

labor. The obstetrician was present at all times in order to manage any problem that can happen such as; none 

reassuring fetal heart rate patterns. Mode of delivery, type and indication of CS, and maternal complications 

were also recorded. Neonatal assessment was done through measuring the Apgar score at first and five minute, 

birth weight, as well as complications encountered was also recorded 

 

Statistical design:  

 After the collection of data, it was revised, coded and fed to statistical software SPSS version 20. The 

given graphs were constructed using Microsoft excel software. All statistical analysis was done using two tailed 

tests and alpha error of 0.05. P value less than or equal to 0.05 was considered to be statistically significant. 
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IV. Results 
     Table 1 indicates that women who had preterm labor were more likely to be 35 years old and more 

(21.4%) compared to 4.0% of women who had term labor. Difference observed is statistically significant. In 

addition they had higher percentage in history of infertility, ART and cervical incompetence and cervical 

cerculage compared to those in the term labor group. Differences observed are statistically significant.                                                                                                                          

Table 2 shows that nulliparous and multiparous who had 4 para and more were significantly more likely to have 

preterm labor compared to the control group. The same table also indicates that they had experience history of 

previous abortion and preterm labor as well as short inter-pregnancy interval (6 to less than 12 months) in 

contrast to the control group. Differences observed are statistically significant. As regards family history of 

PTL, it is obvious that 33.3% of women who had preterm labor had family history of preterm labor compared to 

only 3.3% of women who had term labor. Difference observed is statistically significant. 

 Figure 1 illustrates that the most common cause of hospitalization among PTL group during current 

pregnancy was PPROM followed by PIH and Oligohydramnios (45.0%, 35.0% & 35.0% respectively). Table 3 

shows that fetal distress and IUGR were the most common fetal problems encountered on admission to labor 

room among the case group. Meanwhile, PPROM, hypertensive disorder of pregnancy, multiple gestations, 

APH and polyhydaminous were the most common maternal problems encountered among the same group. 

Differences observed are statistically significant.  

 Figure 2 demonstrates that women in PTL group were more likely  to have mild and severe anemia 

compared to the control group with statistically significant Difference. Table 4 points that more women in PTL 

group were exposed to blood transfusion, primary postpartum hemorrhage, retained placenta and ICU admission 

compared to those in the control group (20.0%, 8.7%, 2.7% & 2.7% vs. 4.0%, 0.0%, 0.0% & 0.0% respectively). 

Statistically significant was observed in table 5 concerning the mean Apgar scores at the first and fifth minutes 

(4.3 ±2.1, 5.8±2.2 vs. 7.2±1.1, 8.7±0.9 respectively) and birth weight (2.1±0.8 vs. 3.1±0.4 respectively). 

 

V. Discussion 
 Preterm labor is an increasingly common complex condition with multiple risk factors and has 

substantial medical, psychological, economic and social impacts.
(5)

 It is the leading cause of infant morbidity 

and mortality in the United States. Compared with term neonates, mortality rates for preterm (less than 37 

weeks) and very preterm infants (less than 32 weeks) are 15-fold and 75-fold higher respectively
. (24)

 

Several factors have been identified that are associated with preterm birth. These include; previous preterm 

birth, PROM, intrauterine inflammation, infection, uterine over-distension, utero placental ischemia, 

hemorrhage.  It is also related to disorders caused by or associated with pregnancy such as; pregnancy induced 

hypertension, preeclampsia and eclampsia, as well as gyne-obstetric conditions as uterine, cervical, and 

placental abnormalities as placenta previa and abruption placenta.
 (35)

 

 The maternity nurse should recognize that recent published global action report on preterm birth clearly 

outlines that prevention of preterm birth must be accelerated through family planning, improved quality of care 

before and during pregnancy and between pregnancies, and strategic investments in research and innovation.
(40-

27)
 Therefore, this study is intended to determine the risk factors associated with preterm labor and compare 

pregnancy outcomes between women with preterm labor and those with term labor.  

 Among the factors that may be associated with preterm labor are the socio-demographic characteristics 

of the mother such as; age and educational level. Young and advanced maternal age have been associated with 

the risk of preterm delivery. This is partially in coherence with Carter et al., 
(13)

 in Texsas who have similarly 

reported in their previous quoted retrospective study that maternal age <17 and >35 increased the risk. Similar 

finding was also reported by Marisa et al., & Tepper.
 (23-38)

  A possible explanation of the above finding was 

provided by Abu Hamad et al., 
(1)

 that a maternal age ≥35 year is linked to the occurrence of medical 

complications of pregnancy. The more advanced the maternal age, the more likely the pregnant woman is to 

develop pregnancy-related diseases such as; pregnancy-induced hypertension and renal diseases that increase 

the risk of preterm birth, whether induced or spontaneous. Also it could be attributed to the hormonal factors 

associated with advancing maternal age.
(30)

  

 The presence of cervical incompetence and cervical circulage (whether they were in the previous or 

current pregnancy) were significantly associated with PTL. In these conditions sometimes emergency delivery 

happens in the absence of labor pain or any warning sign, which is more dangerous because the delivery cannot 

be stopped or delayed through the administration of corticosteroid therapy, so premature babies in this category 

have a high mortality and morbidity due to respiratory problems and intracranial hemorrhage.
 (35)  

  Parallel with the present study findings Derakhshi and Esmailnasab, 
(14)

 & Alijahan et al.,
 (4)

 found 

that treatment for infertility (hormonal therapy and IVF or ICSI) increased the risk for preterm birth. They 

explained this by the fact that when women conceive after medical intervention the health providers tend to be 

anxious about the fetus and prefer to induce the pregnancy before it reaches full term, as a way of avoiding 

undesirable pregnancy outcomes.    
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 Concerning the women's obstetrical history the present study revealed that there was no significant 

association between the number of gravida and PTL. This finding is consistent with Derakhshi et al., 
(15)

 in Iran 

who found no statistically significant difference in the number of previous pregnancies, between the two groups. 

On the other hand nulliparas and women who had 4 para and more were significantly more likely to have 

preterm labor compared to the control group (p=0.020). In the same vein Heaman et al., 
(18)

, reported that 

multiparity has a significant association with preterm labor, which may be due to a range of side effects 

associated with the number of previous pregnancies.  

 The present study has demonstrated that significantly more women in the PTL had history of abortion 

compared with those in the control group (p=0.001). This is in accordance with the findings of Alijahan et al., 
(4)

 who conducted a case control study to determine prevalence and risk factors associated with preterm birth in 

Ardabil, Iran. They found that women with previous experience of abortion significantly were more likely to 

deliver preterm infant.  

 Previous PL is also an important determinant regarding the high incidence of current PTL.  In the 

present study, a history of a previous PL increases the risk of recurrent PL. This is matching with the findings of 

several studies. The mechanism for this has not been well understood, however, the likelihood of such 

experience among the women with prior spontaneous labor as well as those with inducing preterm birth is 

rising. 

 A statistically significant difference was noticed between women in the case and control groups 

regarding pregnancy interval with higher percentage of short inter-pregnancy interval (6 to less than 12 months) 

among women in the PTL group. This is in conformity with  Bavaliya et al., 
(9)

 study of 100 preterm cases and 

100 controls  who found that short inter pregnancy interval (38%) was associated with an increased risk of 

prematurity. In this respect Smith et al., 
(36)

 stated that although the mechanism is not clear; one potential 

explanation is that the uterus takes time to return to its normal state, including resolution of the inflammatory 

status associated with the previous pregnancy.  

 The present finding concerning women hospitalization during current pregnancy is in congruence with 

Alijahan et al.,
(4)

 who found that women in the PTB group (18.2%) were more significantly likely to be 

hospitalized during their pregnancy than those in the control group (9.5%).  Derakhshi and Esmailnasab,
(14)

 

added that the most common cause of women hospitalization was urinary tract infections.  

 As shown in the present study, women in PL group had significantly higher rates of fetal distress. 

Similarly Ananthi and Vintzileos,
(7)

 study in the USA found that the most frequent indications prompting an 

intervention at preterm gestational ages include; preeclampsia, placental abruption, intrauterine growth 

restriction, and fetal distress. However, these conditions may also predispose to spontaneous onset of labor at 

preterm gestational ages.  Unlike the current finding, Rao et al.,
(33)

 found no significant association between 

PTB and fetal distress which may be related to the difference in the selection of the research design and women 

characteristics. The present study confirms the association of PL with the presence of IUGR, PPROM and 

chorioamnionitis. Furthermore, this result is also corroborated with those reported by other studies conducted in 

Finland, Italy, Brazil, Ireland, and Taiwan.
 (31, 34 32)

 Moreover Heitmann,
(19)

 concluded that, the presence of 

rupture membrane was the best predictor of preterm birth within 48 hours, it does not only increase the risk of 

microbial invasion but also stimulates the uterine contractions.  

 In agreement with the present study findings extremes in the volume of amniotic fluid oligo or 

polyhydramnios are associated with preterm labor.
(33)

 Although the association with oligo-hydraminous was not 

statistically significant in the present study. Meanwhile, hypertensive disorders of pregnancy increased the risk 

of preterm birth. This is relatively in accordance with Huang et al., 
(20)

 who highlighted that hypertensive 

disorders of pregnancy were the most common risk factors of PL. The mechanism for this finding may be 

related to the reduction of placental blood flow, which should affect the exchange of nutrients and oxygen 

between the mother and fetus. This would result in decreased fetal growth and increase the risk of abnormal 

pregnant outcomes, such as IUGR, low birth weight, and preterm birth. 
(20)

  

 Multiple gestations (twins, triplets, and quadruplets) in the current result were found to have a positive 

effect on PL (p=0.001). This corresponds well with the findings of Renzo et al., 
(34)

 whose result showed that 

multiple pregnancies were associated with the PL. The agreement among the various studies addressing the 

above mentioned multiple gestations and the present one has been attributed to the fact that over distension of 

the uterus, increase intrauterine volume, or related complications such as; cervical incompetence which may 

lead to preterm labor, mal-presentation and indicates CS. 
(35)

 Meanwhile, the widespread availability of ART has 

resulted in a large increase in the incidence of multiple gestations, higher circulating levels of relaxin associated 

with super ovulation which may cause cervical insufficiency, with subsequent PTB. 
(33)

 

  Ante partum hemorrhage is responsible for one fifth of cases, and was mainly due to PP and 

AP. This could be explained by the fact that the decidual hemorrhage initiates the uterine contractions through 

stimulating the prostaglandin formation. Also vaginal bleeding as an indication of serious consequences of 

pregnancy may cause fetal or maternal emergencies leading to induced preterm birth Raisanen et al., 
(32)
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support such findings. Recently, Sarhan and Anini, 
(35)

 study reported that APH was responsible for 28% of 

cases.  Unlikely, Rao et al., 
(33)

 found no association between APH and preterm birth. Concerning women 

gestational age, late preterm (34 to <37 weeks) was the most common GA and women in the PTL group were 

significantly more likely to have breech presentation and anemia. Similarly, Ali et al., 
(3)

 found a significant 

association between breech presentation and PTL. Moreover, Bavaliya et al., 
(9)

 concluded, that clinical anemia 

was found to be a significant risk factor of PTL.  

Strong association was also observed between the presence of PTL and the PPH, as well as the need for 

blood transfusion (P=0.001). This is in coherence with Kramer et al., 
(22)

 who found that women gestational age 

< 32 weeks were more likely to have severe PPH.  While, Wazed et al., 
(39)

 reported that 4% of maternal 

complications in preterm CS was PPH. The interpretation for these results was due to maternal condition during 

pregnancy as well as prenatal diagnosis and selected management at the time of delivery.  

Four patients in the PTL group were, exposed to retained placenta. This is explained by the fact that 

preterm placenta covers a relatively larger uterine surface than the term placenta and as a result, expulsion of the 

preterm placenta may require more uterine work and time, predisposing to retention.  This is matching with the 

findings of Akinola et al., 
(2)

 who reported that one of the logistic regression analyses of risk factors for 

retrained placenta was preterm delivery. Moreover, the mean Apgar scores at the first and fifth minutes were 

significantly lower among the newborns of the PTL women than those in term labor group (p=0.001) and they 

had higher percentage asphyxia (p=0.001). Similar finding was reported by Gupta, 
(17)

 who reported that the 

most prevalent complication of preterm labor reported in infants was asphyxia. Recently , Ali et al., 
(3)

 in Port 

Said  and  Svenvik et al., 
(37)

 found that the mean Apgar scoring at 1 and 5 minutes among the case group was 

significantly lower than that of the control group (p=0.000).  

 

VI. Conclusion 
 The risk of having PL was increased with the increase of maternal age, illiteracy, insufficient family 

income. Women were significantly more likely to have history of infertility and use of ART, history of previous 

D & C, PTL, cervical incompetence and cervical circulate, and family history of PTL.  Nulliparity and high 

parity, previous abortion, short inter pregnancy interval, previous CS were also risk factors for preterm labor.  

 Women who had preterm labor were significantly more likely to encounter PPROM, hypertensive 

disorders of pregnancy, APH, multiple gestations, chorioamnititis, fetal distress, cervical incompetence and 

cervical circulage, IUGR, polyhydramnios during their current pregnancy. In addition, more likely to have 

maternal and fetal problems. 

 

VII. Recommendation 
 The nurse should discuss with vulnerable women preterm labor signs and symptoms, risk factors, 

provide counseling and intervention whenever needed beyond simply giving pregnant women a handout or a 

pamphlet. She should focus on reducing modifiable risk factors, together with medical factors that are associated 

with PTL e.g infection, PIH, abortion. 

 Further research is recommended in order to examine the clarity in the types of preterm labor, 

including gestational age and distinguishing between spontaneous preterm labor and indicated preterm labor. 

Additional research must be conducted to gain insight and fill in gaps where current population data is lacking 

on medical indicators and risk factors. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



Risk Factors and Pregnancy Outcome of Preterm Labor 

DOI: 10.9790/1959-04628394                                             www.iosrjournals.org                                    89 | Page 

Table 1:Distribution of the Studied Women According to theirs Socio –Demographic Characteristics and 

Gynecological History (n=300) 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Table 2: Distribution of the Studied Women According to their Obstetrical and Family History (n=300) 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Socio demographic 

Characteristics and 

Gynecological History  

Groups 

X2 (P) 
Cases 
(PTL) 

(n=150) 

Controls 
(Term labor) 

(n=150) 
No. % No. % 

Age (years) 
     

21.6 (0.001)*  

 <20 
 

11 7.3 14 9.3 

 20- 
 

42 28.0 51 34.0 

 25- 
 

36 24.0 51 34.0 

 30- 
 

29 19.3 28 18.7 
 35+ 

 
32 21.4 6 4.0 

Range  17-43 16-39 
t=3.3 (0.001)* 

Mean ± SD  27.7±6.3 25.5±4.8 

 History of 

infertility 

No 122 81.3 136 90.7 
0.020* 

Yes 28 18.7 14 9.3 

 History of (ART) 
No 134 89.3 144 96.0 

0.027* 
Yes 16 10.7 6 4.0 

 History of cervical 

incompetence and history of 

cervical cerclage 

No 129 86.0 150 100.0 
0.024* 

Yes 21 14.0 0 0.0 

Obstetric history 

Groups 

X2 (P) 
Cases 
(PTL) 

(n=150) 

Controls 
(Term labor) 

(n=150) 
No. % No. % 

 Gravidity 

 

Primigravida  41 27.3 41 27.3 
5.5 (0.064) 2-4  84 56.0 97 64.7 

5-9  25 16.7 12 8.0 
Range  

 
1-9 1-9 

t=1.9 
P=0.055 Mean ±SD 

 

2.9 ± 1.9 
 

 
2.6 ± 1.5 

 Parity  

Nulliparas 11 10.1 3 2.8 

9.8 (0.020)* 
Para one 36 33.0 47 43.1 

2-3 49 45.0 54 49.5 
4-5 13 11.9 5 4.6 

Range  
 

0-5 0-5 Z=0.07 
P = 0.939 Median 

 
1.0 1.0 

 History of abortion  
No 54 49.5 83 76.1 16.5 

(0.001)* Yes 55 50.5 26 23.9 

 History of preterm 

labor  

No 67 61.5 104 95.4 36.2 

(0.001)* Yes 42 38.5 5 4.6 

 Inter pregnancy 

interval (months)  

6- 47 43.1 10 9.2 
32.9 

(0.001)* 
12- 24 22.0 33 30.3 
24 + 38 34.9 66 60.6 

Range  
 

6-132 6-174 
Z=4.8 

P=0.001* 

 Family history of 

preterm labor  

1  100 66.7 145 96.7 
0.001* 

2+ 50 33.3 5 3.3 
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Table 3: Distribution of the Studied Women According to Associated Problems Encountered on 

Admission to Labor Room (n=300) 

Associated Problems Encountered on Admission to Labor 

Room  

Groups  

X2 (P)  
Cases  
(PTL)  

 (n=150) 

Controls  
(Term labor)  

(n=150) 

No.  %  No.  %  

Fetal distress  
 No 123  82.0  136  90.7  

0.029*  
 Yes 27  18.0  14  9.3  

Intrauterine growth 

retardation(IUGR)  
 No 137  91.3  150  100.0  

0.001*  
 Yes 13  8.7  0  0.0  

Preterm premature 

rupture of 

membrane(PPROM)  

 No 83  55.3  147  98.0  
0.001*  

 Yes 67  44.7  3  2.0  

Oligohydramnios (AFI≤5)  
 No 108  72.0  117  78.0  

0.230  
 Yes 42  28.0  33  22.0  

Hypertensive disorders of 

pregnancy  

 No 117  78.0  139  92.7  
0.001*  

 Yes 33  22.0  11  7.3  

Multiple gestations  
 No 119  79.3  145  96.7  

0.001*  
 Yes 31  20.7  5  3.3  

Ante partum hemorrhage  
 No 120  80.0  144  96.0  

0.001*  
 Yes 30  20.0  6  4.0  

Polyhydramnios (AFI ≥25)  
 No 146  97.3  150  100.0  

0.044*  
 Yes 4  2.7  0  0.0  
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Table 4: Distribution of the Studied Women According to Maternal Complication (n=300) 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Maternal complications 

Groups 

FEP  
Cases 
(PTL) 

(n=150) 

Controls 
(Term labor) 

(n=150) 
No. % No. % 

 Blood transfusion  
No 120 80.0 144 96.0 

0.001* 
Yes 30 20.0 6 4.0 

 Primary postpartum 

hemorrhage  

No 137 91.3 150 100.0 
0.001* 

Yes 13 8.7 0 0.0 

 Perineal trauma  
No 143 95.3 124 82.7 

0.074 
Yes 7 4.7 26 17.3 

 Retained placenta  
No 146 97.3 150 100.0 

0.044* 
Yes 4 2.7 0 0.0 

 ICU admission  
No 146 97.3 150 100.0 

0.044* 
Yes 4 2.7 0 0.0 

 Hysterectomy  
No 148 98.7 150 100.0 

0.156 
Yes 2 1.3 0 0.0 
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Table 5: Distribution of the Studied Women According to Apgar Score and Birth Weight 
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 عوامل الخطر ووتاج الحمل للولادة المبكرة

المقذمــت 

ٔرؤصش عهٗ يب ٚمشة يٍ خًس  ٔ الأيٓبد فٙ عًٛع أَحبء انعبنى حذٚضٗ انٕلادحنلأيشاض ٔانٕفٛبد عُذ        انٕلادح انًجكشح ْٗ انسجت انشئٛسٙ 

انُسبء انحٕايم فٙ انٕلاٚبد انًزحذح ْٔٗ انسجت الأكضش شٕٛعب نلأيشاض ٔانٕفٛبد فٙ الأطفبل حذٚضٙ انٕلادح ٔرعزجش انٕلادح انًجكشح ٔاحذح يٍ 

 فحست، ثم أٚضب عهٗ أسشْى انزٍٚ حذٚضٗ انٕلادحلا رؤصش انٕلادح انًجكشح عهٗ .انزحذٚبد انكجشٖ فٙ انشعبٚخ انًمذيخ نهسٛذاد انحٕايم لجم انٕلادح 

؛ ٔثبنزبنٙ، فبنٕلادح انًجكشح لذ رضٚذ (انخذط)لذ ٚضطشٔا إنٗ لضبء انٕلذ انكضٛش ٔانًٕاسد انًبنٛخ نضًبٌ رٕفٛش انشعبٚخ لأطفبنٍٓ انًجزسشٍٚ

.  انزكبنٛف انًزشرجخ نهعبئلاد ٔانخذيبد انصحٛخ

 

        ٔنزنك أعشٚذ ْزِ انذساسخ نزحذٚذ  عٕايم انخطش انًشرجطخ ثبنٕلادح انًجكشح  ٔيمبسَخ َزبط انحًم ثٍٛ انُسبء انلارٗ ٚعبٍَٛ يٍ انٕلادح انًجكشح 

 ٔلذ أعشٚذ انذساسخ عهٗ يغًٕعزٍٛ يٍ انسٛذاد .ٔرٖٔ انٕلادح يكزًهخ فزشح انحًم
"

سٛذح رعشضٍ نهٕلادح 150 انًغًٕعخ الأٔنٗ ٔركَٕذ يٍ

سٛذح نذٍٚٓ ٔلادح يكزًهخ فزشح انحًم150انًجكشح ٔانًغًٕعخ انضبَٛخ اشزًهذ عهٗ 
"

 ثًسزشفٛبد عبيعخ انٕلادح  ثًسزشفٗ انٕلادح ٔالأطفبل  ثمسى

 .انضلبصٚك

 

أدواث البحث 

 

 .نغًع انجٛبَبد انذًٕٚعشافٛخ اسزًبسح اسزجٛبٌ -1

 .اسزًبسح انفحص عُذ انذخٕل نحغشح انٕلادح -2
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 . اسزًبسح يهخص انٕلادح -3

 .اسزًبسح رمٛٛى حبنخ انًٕنٕد -4

 سٛذح نزمٛٛى ٔضٕػ ٔرطجٛك أدٔاد عًع انجٛبَبد 30ٔأعشٚذ دساسخ رغشٚجٛخ عهٗ . رى اخزجبس  أدٔاد عًع انجٛبَبد نهزؤكذ يٍ يصذالٛزٓب ٔصجبرٓب

ٔلذ اسزغشلذ انذساسخ سزخ أشٓش فٗ انفزشح يٍ ثذاٚخ َٕٕٚٛ . ٔ نزمذٚش انٕلذ انًُبست نًهئ الاسزًبسح , ٔانزشرٛجبد انصحٛحخ نهجُٕد انًشاد رغًٛعٓب

 .20 الإصذاس SPSSٔثعذ رنك رى رصُٛف انجٛبَبد انزٗ رى عًعٓب ٔرشرٛجٓب ٔعذٔنزٓب ٔرحهٛهٓب ثٕاسطخ ثشَبيظ . 2014 إنٗ َٓبٚخ  َٕفًجش2014

  

: وأسفرث وتائج البحث على التالى 

 

 ٍكبَذ يٍ انُسبء انلارٙ (٪4.0 )يمبسَخ يع (٪21.5 ) سُخ أٔأكضش35ٔلادح يجكشح رشأحذ أعًبسٍْ  ثذاٚخ يٍ  لانُسبء انلارٙ  رعشض 

 =t=3.3     .p     ٔانفشق انزٖ نٕحع رٔ دلانخ احصبئٛخ ±4.8   25.5يمبثم27.7 ±6.3  نذٍٚٓ انٕلادح يكزًهخ فزشح انحًم ٔيزٕسظ أعًبسْى 

0.001 

  ٖحبلاد يٍ رنك فٙ يغًٕعخ انزحكى يغًٕعخ ال كبفٗ  كبَذ أعهٗ فٙ غٛش  َسجخ انُسبء الأيٛبد ٔأٔنئك انلارٗ نٛس نذٍٚٓ دخم أسش( 

 .0.002&0.001))انفشٔق انًهحٕظخ راد دلانخ إحصبئٛخ  .(٪ عهٗ انزٕان10.0ٙ٪، 14.0٪ يمبثم ٪42.0، 29.3)

  انفشق انز٘ نٕحع  .٪ فمظ يٍ يغًٕعخ انزحكى20.7فٗ يغًٕعخ انحبلاد رعشضٍ نجٛئخ غٛش آيُخ يمبسَخ يع  (٪40.7)خًسٗ انسٛذاد

 (.0.001)نخ دلانخ إحصبئٛخ 

  ربسٚخ سبثك  نعًهٛخ رٕسٛع ٔكشظ  انشحى ٔكزنك ربسٚخ  انلارٗ رعشضٍ نهٕلادح انًجكشح نذٍٚٓ (%35.3)حٕانٗ أكضش يٍ صهضٗ انسٛذاد

 .(٪ عهٗ انزٕان4.0ٙ٪ ٔ 9.3، % 13.3)يمبسَخ يع رهك انًٕعٕدح فٙ يغًٕعخ انزحكى ) ٪(10.7 رمُٛخ الإَغبة انًسبعذح أٔ (18.7%) انعمى 

 عُك انشحى ٔسثظ عُك إرسبعٔفٙ انٕلذ َفسّ، رعشضٍ نُسجخ أعهٗ يٍ ).  0.027ٔ 0.020، 0.001 )انفشٔق انًهحٕظخ راد دلانخ إحصبئٛخ

 .(0.024)يع ٔعٕد فشق رٔ دلانخ إحصبئٛخ . (٪0.0)يمبثم  (٪14.0)انشحى 

 

  (3.3)يٍ انسٛذاد انلارٗ رعشضٍ نهٕلادح انًجكشح كبٌ نذٍٚٓ ربسٚخ عبئهٙ يٍ انٕلادح انًجكشح يمبسَخ يع  (٪33.3)يب ٚمشة يٍ صهش% 

 ٔفٙ انٕلذ َفسّ، كبٌ نذٍٚٓ انًضٚذ يٍ  (0.001)انفشق انز٘ نٕحع نخ دلانخ إحصبئٛخ  . نذٍٚٓ ٔلادح يكزًهخ فزشح انحًمرٗفمظ يٍ انُسبء انلا

 .عهٗ انزٕانٙ ٔنكٍ يع عذو ٔعٕد فشٔق راد دلانخ إحصبئٛخ (٪12.0 )٪ يمبثم15.3))انزبسٚخ ثحًم يزعذد الأعُخ يٍ انزٗ فٗ يغًٕعخ انزحكى 

 

  ٗلا ٕٚعذ دلانخ إحصبئٛخ ثٍٛ انسٛذاد فٗ انًغًٕعزٍٛ ثبنُسجخ انٗ عذد يشاد انحًم عهٗ انشغى يٍ أٌ انسٛذاد انلارٗ نى ٚهذٌ أٔ الار

أٚضآ انسٛذاد  . (عهٗ انزٕانٗ% 4.6ٔ%2.8يمبثم % 11.9,%10.1) أٔكضش كٍ اكضش عشضخ نهٕلادح انًجكشح يمبسَخ ثًغًٕعخ انزحكى4نذٍٚٓ 

  انٗ ألم يٍ 6يٍ ) نهزبسٚخ انسبثك نلإعٓبض ٔٔلادح يجكشح سبثمخ ثغبَت لصش انفزشح ثٍٛ انحًم انحبنٗ ٔانسبثكانلارٗ نذٍٚٓ ٔلادح يجكشح رعشضٍ

الارٗ ٚعبٍَٛ يٍ ٔلادح يجكشح كبٌ نذٍٚٓ ٔلادح لٛصشٚخ سبثمخ يمبسَخ ٔرمشٚجآ َصف انسٛذاد .  =p)0.001)يع ٔعٕد دلانخ أحصبئٛخ . ( شٓش12

 . =p)0.009)ثًغًٕعخ انزحكى يع ٔعٕد دلانخ إحصبئٛخ 

 

 سٛذاد انزٗ لهذ يزبثعزٍٓ نهحًم عٍ أسثع صٚبساد  خلال فزشح انحًم فٗ يغًٕعخ انٕلادح انًجكشح  يًب صاد يٍ رعشضٍٓ صادد َسجخ ال

ٔكبٌ انسجت الأكضش شٕٛعب فٗ انذخٕل انٗ . (=0.001p)نًشبكم ععهزٍٓ ٚحزغضٌ ثبنًسزشفٗ يمبسَخ ثغًٕعخ انزحكى ٔانفشٔق راد دلانخ إحصبئٛخ

ثبلإضبفخ . (%35.0)ٔ لهخ انسبئم الأيُٕٛسٗ  (%35.0)ل انحى اسرفبع ضغظ انذو أصُبءٔٚهّٛ  (%45.0)انًسزشفٗ ْٕ الإَفغبس انًجكش نغٛت انًٛبح 

ٔانزٗ  كبَذ سججب نحغضٍْ فٗ  (%8.3)نلأيشاض انطجٛخ ٔعذٖٔ انسبئم الأيُٕٛسٗ  ٔكزنك  انٕلادح انًجكشح انًُزسح (%10.0)انٗ رسبٖٔ انُست 

 .انًسزشفٗ أصُبء انحًم

 

 ٌرؤخش ًَٕانغٍُٛ داخم انشحى ، انٗ انضبئمخ انغُُٛٛخ  نهٕلادح انًجكشح كٍ أكضش عشضخ  رعشضٍ انلارٗ انسٛذاد يٍ َبحٛخ أخشٖ فئ ،

 عهٗ رنك انسٛذاد فٗ يغًٕعخ انٕلادح انًجكشح نذٍٚٓ اسرفبع نضغظ انذو اصُبء انحًم ، علأحَفغبسانًجكش نغٛت انًٛبح عذٖٔ انسبئم الأيُٕٛسٗ ،الإ

يع ٔعٕد دلانخ صٚبدح حغى انسبئم الايُٕٛسٗ يمبَخ ثًغًٕعخ انزحكى   ٔ انُضٚف لجم انٕلادحسثظ عُك انشحى، ٔ ارسبع، لأكضش يٍ عٍُٛ  انحًم

. إحصبئٛخ

 

: وعلى ضوء هذي الىتائج فأوىا  وستخلص الأتي

 

رمُٛخ  ٔكزنك ربسٚخ انعمى ٔاسزخذاو انًجكشحأٌ خطش حذٔس انٕلادح انًجكشح ٚزضاٚذ  يع صٚبدح عًش الأو ، رعذد انٕلاداد ، ربسٚخ عبئهٙ يٍ انٕلادح 

ثبلإضبفخ انٗ آٍَ كٍ اكضش عشضخ نلإصبثخ ثبلإَفغبس  انًجكشنغٛت .  يجكشح سبثمخ ٔانعًهٛخ انمٛصشٚخ انسبثمخ،حذٔس ٔلادح  الإَغبة انًسبعذح

 انًجكشح  ثضٚبدح يعذلاد ٔثبلإضبفخ إنٗ رنك اسرجطذ انٕلادح.  انًٛبح  ٔاسرفبع ضغظ انذو اصُبء انحًم ٔ انُضٚف لجم انٕلادح ، حًم لاكضش يٍ عٍُٛ

. انًشض ٔانٕفٛبد عُذ الأيٓبد ٔحذٚضٙ انٕلادح

 :                  وعلى ضوء هذي الىتائج فان مه أهم توصياث

 

  ٔرمذو انُصٛحخ ٔانزذخم ٔعٕايم انخطش نهٕلاح انًجكشح ، يشبكم ٔيخبطش انجٛئخ اصُبء انحًمانًًشضخ لاثذ اٌ رششػ نهسٛذح  علايبد  

 .انزًشٚضٗ ثبلإضبفخ انٗ إعطبء انسٛذح انحبيم سٔشزخ ثزنك

 عٕايم انخطش انُفسٛخ ٔالإعزًبعٛخ يع انعٕايم انطجٛخ  انزٗ رشرجظ   أٌ رشكض عهٗ رمهٛم عٕايم انخطش يضميًشضخ الأيٕيخ لاثذ

  . ،اسرفبع ضغظ انذو أصُبء انحًم ٔالإعٓبضثحذٔس انٕلادح انًجكشح يضم انعذٖٔ 

 


