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INTRODUCTION 

The pregnancy and postpartum periods are critical for 

maternal and neonatal health, with adverse pregnancy 

outcomes (APOs) remaining a significant public health 

concern globally.1 Approximately 85% of women give 

birth at least once in their lifetime, and up to 30% 

experience an APO, defined as any health issue affecting 

the mother, the newborn, or both during pregnancy, 

delivery, or the postpartum period.1-3 These outcomes 

include hypertensive disorders of pregnancy, postpartum 

haemorrhage (PPH), obstructed labour, antepartum 

haemorrhage (APH), premature rupture of membranes 

(PROM), preterm birth, stillbirth, low birth weight, 

puerperal sepsis, and uterine rupture. If untreated, APOs 

can result in maternal or neonatal morbidity and 

mortality. 

Globally, maternal and perinatal mortality remain 

pressing challenges, with an estimated 289,000 maternal 

deaths, 2.6 million stillbirths, and 2.7 million neonatal 

deaths occurring annually.4 Sub-Saharan Africa accounts 

for 66% (196,000) of maternal deaths, and southern Asia 

contributes approximately 20% (58,000).3 In Kenya, 
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maternal mortality remains high at 362 deaths per 

100,000 live births, while stillbirth rates are 23 per 1,000 

live births, both above the global targets of 147 maternal 

deaths per 100,000 live births and 12 stillbirths per 1,000 

live births.5 

Low- and middle-income countries (LMICs) continue to 

report high rates of adverse pregnancy outcomes. Studies 

from Sub-Saharan Africa and other LMICs show 

prevalence rates ranging from 15% to 32%.6-8 In Ethiopia, 

the prevalence was 32.5% in Dessie Referral Hospital, 

24.5% in Hosanna town, and 18.3% in Hawassa town.9,10 

In north Gondar, 28.5% of women experienced obstetric 

complications, particularly excessive bleeding and 

prolonged labour.11 

Kenya has a similar burden, with the Ministry of Health 

identifying PPH, eclampsia, sepsis, uterine rupture, and 

obstructed labour as leading causes of maternal 

mortality.12 PPH accounts for 34% of maternal deaths and 

is more common in resource-poor settings where access 

to essential interventions such as oxytocin is limited.13 

Oxytocin, while recommended as the first-line drug for 

PPH treatment, has also been associated with preventable 

adverse events during childbirth when improperly 

administered.  

Adverse pregnancy outcomes are used as indicators of 

maternal and child health service performance and reflect 

the quality of antenatal, intrapartum, and neonatal care.13 

Data on the predictors of adverse pregnancy outcomes 

remain limited in some regions, including Eastern 

Kenya.14 

Problem statement 

Adverse pregnancy outcomes remain a significant public 

health concern globally and in Eastern Kenya, 

contributing to maternal and neonatal morbidity and 

mortality. These outcomes are influenced by a range of 

factors, including socio-demographic, economic, 

intrapartum, and neonatal factors that vary across settings. 

However, limited evidence exists on how these factors 

specifically affect postnatal women in eastern Kenya. 

This study therefore, sought to examine and contextualize 

the predictors of adverse pregnancy outcomes at a County 

Referral Hospital in Eastern Kenya to inform targeted 

interventions. 

Objectives of the study 

To determine the prevalence of adverse pregnancy 

outcomes among postnatal women attending a secondary-

level hospital in eastern Kenya.  

To assess the socio-demographic and economic predictors 

of adverse pregnancy outcomes among postnatal women 

attending a secondary-level hospital in eastern Kenya.  

To examine the association between intrapartum and 

neonatal factors associated adverse pregnancy outcomes 

among postnatal women attending a secondary-level 

hospital in eastern Kenya. 

METHODS 

This study employed an analytical cross-sectional design 

to examine predictors of adverse pregnancy outcomes 

among postnatal women at a secondary-level County 

Referral Hospital in eastern Kenya. The study used both 

quantitative and qualitative methods. Quantitative data 

were abstracted from postnatal women’s records, while 

qualitative data were obtained through focus group 

discussions (FGDs) and key informant interviews (KIIs) 

to triangulate the findings. 

The study population consisted of postnatal women aged 

13-49 years who delivered at the hospital. Using Fisher et 

al formula, a minimum sample size of 191 was calculated, 

based on an estimated prevalence of adverse pregnancy 

outcomes of 14.53% from a similar setting in Sub-

Saharan Africa. A 10% attrition adjustment was applied, 

to bring sample to 210. Systematic sampling was 

employed, where every 25th postnatal woman’s record 

was selected from the admission register at discharge, 

starting with a randomly chosen number between 1 and 9. 

Women with pre-existing pregnancy-related adverse 

outcomes, those below 13 years, and those above 49 years 

were excluded. Data collection targeted the women 

admitted between October 2023 and October 2024. 

Actual data collection was done in October 2024.  

Quantitative data were extracted using a structured tool 

aligned with study objectives, while three FGDs (8-12 

participants each) and KIIs with maternity and labour 

ward specialists (nurse midwives, medical officers, 

gynecologist, and clinical officer obstetric specialist) 

were conducted using predesigned guides. Quantitative 

data were analyzed using IBM SPSS version 25.0. 

Descriptive statistics (frequencies, percentages) 

summarized demographic and clinical variables, while 

chi-square tests assessed associations between adverse 

pregnancy outcomes (dependent variable) and socio-

demographic, economic, intrapartum, and neonatal 

predictors (independent variables). Multiple logistic 

regression was used to control for confounding and 

estimate adjusted odds ratios (AORs) with 95% 

confidence intervals. Qualitative data from FGDs and 

KIIs were transcribed and analyzed thematically to 

complement and explain quantitative findings. Statistical 

significance was set at p<0.05. 

Ethical approval was obtained from the Mount Kenya 

University ethical review committee, NACOSTI, JKUAT 

Board of Post Graduate Studies (BPS), and relevant 

county and hospital authorities. Written informed consent 

was sought from all FGD and KII participants. For 

quantitative records, only de-identified coded data were 

used to maintain confidentiality and anonymity. 
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RESULTS 

Prevalence of adverse pregnancy outcomes   

In the current study, the prevalence of adverse pregnancy 

outcomes was 19.9%, defined as the proportion of women 

with at least one reported complication among the 201 

postnatal women enrolled. 

 

Figure 1: Adverse pregnancy outcome present. 

As shown in Figure 2, the most frequent adverse 

pregnancy outcomes among postnatal women were 

stillbirth and neonatal asphyxia, each reported in 5.5% 

(n=11) of cases. These were followed by low birth weight 

and preeclampsia/eclampsia (3.5%, n=7 each), neonatal 

sepsis (2.5%, n=5), preterm delivery (1.5%, n=3), and 

postpartum hemorrhage (1.0%, n=2). 

These findings were further supported by qualitative data 

from key informant interviews and focus group 

discussions, which identified birth asphyxia and low birth 

weight as commonly observed complications. One 

healthcare provider noted, “Asphyxia happens in 6 out of 

10 deliveries due to meconium-stained liquor, and low 

birth weight is seen in around 2 out of 10 cases” (KII#1). 

 

Figure 2: Distribution of selected adverse pregnancy 

outcomes. 

Sociodemographic and economic predictors of adverse 

pregnancy outcomes  

As shown in Table 1, the majority of participants were 

married (68.8%, n=143), with single (30.8%, n=64) and 

divorced (0.5%, n=1) women comprising the remainder. 

The mean age at delivery was 25.45 years (SD=6.59), 

with 87.8% (n=180) being under 35 years and 12.2% 

(n=25) classified as having advanced maternal age. In 

terms of education, nearly half (48.8%, n=101) had 

attained secondary education, followed by 31.4% (n=65) 

with primary and 18.8% (n=39) with tertiary-level 

education. Most participants were self-employed (68.1%, 

n=141), and the vast majority resided in rural areas 

(90.9%, n=189). 

When sociodemographic and economic factors were 

cross-tabulated with adverse pregnancy outcomes (Table 

2), marital status was significantly associated with 

adverse outcomes, with 31.7% of unmarried women 

affected compared to 15.1% of married women 

(p=0.007). Although not statistically significant, higher 

rates of adverse outcomes were observed among women 

of advanced maternal age (30.4% versus 19.1%, 

p=0.204), those with secondary or higher education 

(23.5% versus 13.6%, p=0.107), unemployed women 

(26.4% versus 17.9%, p=0.188), and urban residents 

(33.3% versus 18.8%, p=0.142). 

These quantitative trends were further contextualized 

through qualitative insights. Regarding marital status, 

KII#1, a nurse in charge of MCH, remarked, “Single 

mothers often lack support, and that takes a toll on their 

health”. Similarly, KII#3, a nursing officer, emphasized, 

“Addressing GBV issues improves maternal outcomes 

significantly”. In relation to age, KII#1 explained, 

“Pregnancies in older women tend to be more 

complicated due to age-related risks,” and further 

observed, “Both very young and older mothers face 

challenges but in different ways”. On the role of 

education and employment, KII#4, a clinical officer in the 

postnatal ward, stated, “Lack of education is a big 

contributor to adverse pregnancy outcomes,” while KII#1 

noted, “Having a stable income makes pregnancy much 

smoother because they can afford care and proper 

nutrition”. Unemployment and financial insecurity were 

also cited as barriers, with KII#4 stating, “Unemployed 

women can’t afford ANC care, leading to poor 

outcomes,” and KII#3 adding, “A lack of money causes 

stress that negatively impacts pregnancy”. Geographic 

accessibility further emerged as a challenge, with KII#4 

noting, “Mothers in remote areas face worse outcomes 

because of the long distance to facilities,” and KII#5 

concluding, “Long travel distances discourage mothers 

from seeking care, leading to complications”. 
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Table 1: Sociodemographic and economic characteristics of the postnatal women. 

Sociodemographic characteristics Frequency Percent 

Marital Status 

Single 64 30.8 

Married 143 68.8 

Divorced 1 0.5 

Total 208 100.0 

Age categories in years 

≥35 (AMA) 25 12.2 

<35  180 87.8 

Total 205 100.0 

Level of Education 

None 2 1.0 

Primary 65 31.4 

Sec 101 48.8 

College/University 39 18.8 

Total 207 100.0 

Occupation 

Unemployed 56 27.1 

Self-Employed 141 68.1 

Casual 2 1.0 

Formal 8 3.9 

Total 207 100.0 

Residence 

Rural 189 90.9 

Urban 19 9.1 

Total 208 100.0 

Table 2: Association between sociodemographic characteristics of postnatal women and adverse outcomes. 

 

Adverse pregnancy outcome present 
P≤0.05 

No Yes Total 

N % N % N %  

Marital 

status 

Unmarried (single or divorced) 41 68.3 19 31.7 60 100.0 χ2=7.155, df=1, 

p=0.007 Married 118 84.9 21 15.1 139 100.0 

Age 

categories 

≥35 years (AMA) 16 69.6 7 30.4 23 100.0 χ2=1.613, df=1, 

p=0.204 <35 years (YMA) 140 80.9 33 19.1 173 100.0 

education 

level 

≥Secondary 101 76.5 31 23.5 132 100.0 χ2=2.647, df=1, 

p=0.107 ≤Primary 57 86.4 9 13.6 66 100.0 

Employment 

status 

Unemployed 39 73.6 14 26.4 53 100.0 χ2=1.733, df=1, 

p=0.188 Employed (Informal or formal) 119 82.1 26 17.9 145 100.0 

Residence 
Rural 147 81.2 34 18.8 181 100.0 χ2=2.158, df=1, 

p=0.142 Urban 12 66.7 6 33.3 18 100.0 

Table 3: Duration of labour by stage and gravidity category. 

 

Gravidity category 

Multigravida (>1) Primigravida (=1) 

Mean Mean 

1st stage length (Minutes) 643.56 705.97 

2nd stage length (Minutes) 13.22 12.75 

3rd stage length (Minutes) 7.63 10.13 

 

Intrapartum predictors of adverse outcomes  

Table 3 highlights the differences in the duration of 

labour across its stages for multigravida (more than one 

previous pregnancy) and primigravida (first pregnancy) 

women. During the first stage of labour, primigravida 

women experienced a longer mean duration (705.97 

minutes) than multigravida women, who averaged 643.56 

minutes. The second stage of labour showed minimal 

difference between the two groups, with multigravida 

women having an average of 13.22 minutes and 

primigravida women at 12.75 minutes. In the third stage, 

the duration was longer for primigravida women (10.13 

minutes) than for multigravida women, who had a mean 
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of 7.63 minutes. This suggests that while the first and 

third stages of labour are longer for primigravida women, 

the second stage remains relatively similar in duration for 

both groups. 

Further, as shown in Table 4, analysis was done to 

determine the association between labour duration and 

adverse pregnancy outcomes. The first stage of labour 

was longer among those with adverse outcomes compared 

to those without (719.08 versus 655.71 minutes), 

although the difference was not statistically significant 

(p=0.242). The third stage was also longer among those 

with adverse outcomes (14.79 versus 7.40 minutes), and 

this difference was statistically significant (p=0.013). The 

second stage duration was slightly shorter among those 

with adverse outcomes compared to those without (12.40 

versus 13.09 minutes), but the difference was not 

significant (p=0.756). Thus, length of the 1st stage 

(p=0.050, AOR=1.002) and the 3rd stage (p=0.038, 

AOR=1.128) were significant, indicating that longer 

durations of these stages are associated with higher odds 

of adverse outcomes. 

 

Table 4: Association between duration of labour by stage and adverse pregnancy outcomes. 

Group statistics  

Adverse pregnancy outcome present N Mean SD Std. error mean P≤0.05 

1st stage length 

(minutes) 

Yes 24 719.0833 279.92529 57.13951 
t(129)=1.175, p=0.242 

No 107 655.7103 228.87761 22.12643 

2nd stage length 

(minutes) 

Yes 25 12.4000 6.83740 1.36748 
t(130)=-0.311, p=0.756 

No 107 13.0935 10.61819 1.02650 

3rd stage length 

(minutes) 

Yes 24 14.7917 29.36129 5.99335 
t(128)=2.519, p=0.013  

No 106 7.3962 4.08873 0.39713 

Table 5: Neonatal characteristics at birth among postnatal women attending Kitui County Referral Hospital. 

Neonatal characteristic  N  % 

Gestational age at delivery 

Extremely preterm 1 0.5 

Very preterm 4 1.9 

Moderately preterm 35 16.9 

Term 167 80.7 

Total 207 100.0 

Birth weight of baby 

LBW 13 6.6 

Normal 175 88.8 

Macrosomia 9 4.6 

Total 197 100.0 

Baby sex (index delivery) 

Female 104 52.5 

Male 92 46.5 

2.00 2 1.0 

Total 198 100.0 

Apgar score 1 minute 

Poor 27 13.4 

Good 175 86.6 

Total 202 100.0 

Apgar score at 5 minutes 

Poor 14 6.9 

Good 188 93.1 

Total 202 100.0 

Apgar score 10 minutes 

Poor 11 5.4 

Good 191 94.6 

Total 202 100.0 

Admitted NICU 

No 202 99.5 

Yes 1 0.5 

Total 203 100.0 
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Table 6: Neonatal characteristics at birth versus adverse pregnancy outcome. 

Neonatal characteristics 

Adverse pregnancy outcome present P≤0.05 

No Yes Total  

N % N % N %  

GA 

Pre-term 23 63.9 13 36.1 36 100.0 

P=0.008 Term 136 83.4 27 16.6 163 100.0 

Total 159 79.9 40 20.1 199 100.0 

BW 

Abnormal 8 38.1 13 61.9 21 100.0 

P<0.001 Normal 142 84.5 26 15.5 168 100.0 

Total 150 79.4 39 20.6 189 100.0 

Apgar@ 1 

min 

Poor 9 36.0 16 64.0 25 100.0 

P<0.001 Good 147 86.5 23 13.5 170 100.0 

Total 156 80.0 39 20.0 195 100.0 

5 min 

Poor 2 14.3 12 85.7 14 100.0 

P<0.001 Good 154 85.1 27 14.9 181 100.0 

Total 156 80.0 39 20.0 195 100.0 

10 min 

Poor 2 18.2 9 81.8 11 100.0 

P<0.001 Good 154 83.7 30 16. 184 100.0 

Total 156 80.0 39 20.0 195 100.0 

Baby sex 

(index 

delivery) 

Female 85 84.2 16 15.8 101 100.0 

P=0.105 Male 68 74.7 23 25.3 91 100.0 

Total 153 79.7 39 20.3 192 100.0 

 

Neonatal characteristics and adverse pregnancy 

outcomes among postnatal women  

The characteristics of the newborns at birth are presented 

in Table 5. Most were delivered at term (80.7%, n=167), 

with 16.9% (n=35) moderately preterm, 1.9% (n=4) very 

preterm, and 0.5% (n=1) extremely preterm. Birth weight 

was normal in 88.8% (n=175), low in 6.6% (n=13), and 

macrosomic in 4.6% (n=9). Females comprised 52.5% 

(n=104), males 46.5% (n=92), and 1.0% (n=2) were 

unspecified. Apgar scores were good in 86.6% (n=175) at 

1 minute, 93.1% (n=188) at 5 minutes, and 94.6% 

(n=191) at 10 minutes, with the remainder in each 

category being poor. NICU admission was rare (0.5%, 

n=1). 

Further, as shown in Table 6, an examination was done to 

determine the association between neonatal 

characteristics at birth and adverse pregnancy outcomes. 

Preterm deliveries were significantly associated with a 

higher prevalence of adverse outcomes (36.1% versus 

16.6%, p=0.008) compared to term deliveries. Abnormal 

birth weight was also strongly associated with adverse 

outcomes (61.9% versus 15.5%, p<0.001) compared to 

normal birth weight. Poor Apgar scores at 1, 5, and 10 

minutes were significantly associated with adverse 

outcomes (64.0% versus 13.5%, 85.7% versus 14.9%, and 

81.8% versus 16.3%, respectively; p<0.001) compared to 

higher scores. However, neonatal sex was not 

significantly associated with adverse outcomes (25.3% 

versus 15.8%, p=0.105). 

DISCUSSION 

Prevalence 

The prevalence of adverse pregnancy outcomes among 

postnatal women in this study was 19.9%, with stillbirth 

and neonatal asphyxia being the most frequent 

complications (5.5% each). This finding is comparable to 

the prevalence reported in Zimbabwe (15.6%) and 

slightly lower than those reported in Sub-Saharan Africa 

(29.7%), Ethiopia (28.3%), and Uganda (one-third of 

women).6,8,15,16 It is, however, higher than rates 

documented in European settings, where adverse 

pregnancy outcomes are generally lower.17 In Kenya, 

adverse pregnancy outcomes increased by 14.2% between 

2016 and 2019 across different regions.18 The proportion 

of stillbirths (5.5%) observed is also comparable to 

regional data, where stillbirths accounted for 4.1% of 

deliveries in Kenya and Uganda.19 These findings align 

with reports from other Sub-Saharan African countries, 

where adverse pregnancy outcomes remain a significant 

contributor to maternal and neonatal morbidity and 

mortality.16 

Sociodemographic and economic predictors 

Unmarried women had significantly higher adverse 

pregnancy outcomes (APOs) compared to married 

women (31.7% versus 15.1%, p=0.007), with non-

significant trends observed among older, less educated, 

unemployed, and urban-dwelling women. Studies have 

similarly reported that multiparity, early-age pregnancy, 
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and prolonged labour are linked to APOs alongside older 

maternal age, high-risk pregnancies, and chronic 

illnesses.20,21 Low maternal education and age over 30 

years have been associated with pre-eclampsia and 

eclampsia, while grand-multiparity contributes to high 

maternal morbidity.22 Nulliparity, history of miscarriage 

or stillbirth, and unplanned pregnancies have also been 

linked to higher risk of obstetric complications.23  Limited 

access to quality antenatal services, poor infrastructure, 

and financial dependence on partners exacerbate APO 

risks in low-resource settings.24,25 Rural-urban disparities 

remain evident, as poor facility conditions and lack of 

skilled healthcare workers in rural areas limit care 

access.26 Lack of preconception care and counselling 

further contributes to poor outcomes among women in 

vulnerable sociodemographic and economic groups.27 

Intrapartum and neonatal predictors 

Prolonged third-stage labour was significantly associated 

with adverse pregnancy outcomes (p=0.013), aligning 

with recent findings that extended third-stage durations 

(e.g., over 15 minutes) greatly elevate risks such as 

postpartum haemorrhage. 28 Preterm delivery (p=0.008), 

abnormal birth weight (p<0.001), and poor Apgar scores 

at 1, 5, and 10 minutes (all p<0.001) were similarly 

associated with adverse outcomes. A meta‑analysis from 

Ethiopia demonstrated that prolonged labour increases the 

odds of perinatal asphyxia nearly threefold (OR=2.79), 

while low birth weight multiplies risk by approximately 

6.5 (OR=6.52).29 Poor Apgar scores- particularly at 5 

minutes- are widely recognized as predictive of neonatal 

morbidity and mortality, especially among preterm 

infants.30 

This study had several limitations that should be 

acknowledged. First, as an analytical cross-sectional 

design, it establishes associations between variables but 

cannot infer cause-and-effect relationships. Second, part 

of the data was obtained from medical records, which 

may have contained incomplete or inconsistent 

information, introducing possible information bias. Third, 

the study was limited to a single secondary-level hospital, 

which restricts the generalizability of the findings to other 

populations and healthcare settings in Kenya. Fourth, 

qualitative data obtained through focus group discussions 

may have been influenced by recall and social desirability 

bias. Finally, although multivariable analysis was used to 

control for confounders, some unmeasured factors- such 

as nutritional status, underlying maternal illnesses, and 

quality of antenatal care- may still have affected the 

outcomes.  

CONCLUSION  

In conclusion, the study revealed a 19.9% prevalence of 

adverse pregnancy outcomes, with stillbirth and neonatal 

asphyxia being the most frequent complications. 

Unmarried status emerged as a significant 

sociodemographic predictor, while prolonged third-stage 

labour, preterm delivery, abnormal birth weight, and poor 

Apgar scores were strongly associated with adverse 

outcomes. 

Recommendations  

This study recommends strengthening intrapartum care- 

including timely management of prolonged labour- for 

high-risk women, enhancing newborn monitoring and 

care particularly for preterms and underweight infants, 

and prioritizing support for unmarried mothers to reduce 

adverse outcomes. 

ACKNOWLEDGEMENTS 

The author acknowledges support from the hospital 

administrations and the staff of the targeted facility. 

Funding: No funding sources 

Conflict of interest: None declared 

Ethical approval: The study was approved by the 

Institutional Ethics Committee 

REFERENCES 

1. Kuir Kuol M, Kosiyo P, Omemo P, Nyangechi E. 

Determinants of adverse pregnancy outcomes 

among women attending antenatal care-clinic in 

public health facilities in Nyando Sub-County, 

Kenya. Int J Innov Sci Res Tech. 2024;1529-36. 

2. Mirieri H, Nduati R, Dawa J, Okutoyi L, Osoro E, 

Mugo C, et al. Risk factors of adverse birth 

outcomes among a cohort of pregnant women in 

Coastal Kenya, 2017–2019. BMC Pregnancy 

Childbirth. 2024;24(1):127. 

3. WHO. Trends in Maternal Mortality: 2000 to 2017 

Executive Summary. United Nations Population 

Fund. 2019. Available from: 

https://www.unfpa.org/resources/trends-maternal-

mortality-2000-2017-executive-

summary?utm_source=chatgpt.com. Accessed on 7 

June 2025. 

4. WHO. Maternal mortality. 2019. Available from; 

https://www.who.int/news-room/fact-

sheets/detail/maternal-mortality. Accessed on 7 June 

2025. 

5. Lang’at E, Mwanri L, Temmerman M. Effects of 

implementing free maternity service policy in 

Kenya: an interrupted time series analysis. BMC 

Health Serv Res. 2019;19:645. 

6. Asiki G, Baisley K, Newton R, Marions L, Seeley J, 

Kamali A, et al. Adverse pregnancy outcomes in 

rural Uganda (1996-2013): trends and associated 

factors from serial cross sectional surveys. BMC 

Pregnancy Childbirth. 2015;15(1):279. 

7. Khanal V, Karkee R, Lee AH, Binns CW. Adverse 

obstetric symptoms and rural-urban difference in 

cesarean delivery in Rupandehi district, Western 

Nepal: a cohort study. Reprod Health. 

2016;13(1):17. 



Menge D et al. Int J Community Med Public Health. 2025 Dec;12(12):5568-5575 

                            International Journal of Community Medicine and Public Health | December 2025 | Vol 12 | Issue 12    Page 5575 

8. Tamirat KS, Sisay MM, Tesema GA, Tessema ZT. 

Determinants of adverse birth outcome in Sub-

Saharan Africa: analysis of recent demographic and 

health surveys. BMC Public Health. 

2021;21(1):1092. 

9. Cherie N, Mebratu A. Adverse birth out comes and 

associated factors among delivered mothers in 

Dessie referral hospital. North East Ethiopia. 

2018:1-6. 

10. Abdo RA, Endalemaw T, Tesso F. Prevalence and 

associated factors of adverse birth outcomes among 

women attended maternity ward at Negest Elene 

Mohammed Memorial General Hospital in Hosanna 

Town, SNNPR, Ethiopia. J Women’s Health Care. 

2016;5(4):324. 

11. Worku AG, Yalew AW, Afework MF. Maternal 

complications and women's behavior in seeking care 

from skilled providers in North Gondar, Ethiopia. 

PloS One. 2013;8(3):e60171. 

12. MOH. Kenya Health Policy 2014-2030. P4H 

Network. 2014. Available from: 

https://p4h.world/en/documents/kenya-health-

policy-2014-2030/. Accessed on 7 June 2025. 

13. Makanga PT, Sacoor C, Schuurman N. On behalf of 

the CLIP Working Group, et al National cancer 

institute dictionaries. Available from: 

https://www.cancer.gov/publications/dictionaries/ca

ncer-terms/def/adverse-event. Accessed on 11 June 

2025. 

14. Uchmanowicz B, Chudiak A, Uchmanowicz I, 

Rosinzuk J. Factors influencing adherence to 

treatment in older adults with hypertension. Clin 

Interv Aging. 2018;28:2425-41. 

15. Chaibva BV, Olorunju S, Nyadundu S, Beke A. 

Adverse pregnancy outcomes, ‘stillbirths and early 

neonatal deaths’ in Mutare district, Zimbabwe 

(2014): a descriptive study. BMC Pregnancy 

Childbirth. 2019;19(1):86. 

16. Tadese M, Dagne K, Wubetu AD, Abeway S, 

Bekele A, Misganaw et al. Assessment of the 

adverse pregnancy outcomes and its associated 

factors among deliveries at Debre Berhan 

Comprehensive Specialized Hospital, Northeast 

Ethiopia. Plos One. 2022;17(7):e0271287. 

17. Kana MA, Correia S, Barros H. Adverse pregnancy 

outcomes: “a comparison of risk factors and 

prevalence in native and migrant mothers of 

Portuguese Generation XXI Birth Cohort”. J Immigr 

Minor Health. 2019;21(2):307-14. 

18. Odhiambo JN, Sartorius B. Joint spatio-temporal 

modelling of adverse pregnancy outcomes sharing 

common risk factors at sub-county level in Kenya, 

2016-2019. BMC Public Health. 2021;21:2331. 

19. Waiswa P, Higgins BV, Mubiri P, Kirumbi L, 

Butrick E, Merai R, et al. Pregnancy outcomes in 

facility deliveries in Kenya and Uganda: a large 

cross-sectional analysis of maternity registers 

illuminating opportunities for mortality prevention. 

PloS One. 2020;15(6):e0233845. 

20. Sadiq AA, Poggensee G, Nguku P, Sabitu K, 

Abubakar A, Puone T. Factors associated with 

adverse pregnancy outcomes and perceptions of risk 

factors among reproductive age women in Soba 

LGA, Kaduna State 2013. Pan Afr Med J. 

2016;25:111. 

21. Muluneh AG, Asratie MH, Gebremariam T, Adu A, 

Enyew MM, Cherkos EA, et al. Lifetime adverse 

pregnancy outcomes and associated factors among 

antenatal care booked women in Central Gondar 

zone and Gondar city administration, Northwest 

Ethiopia. Front Public Health. 2022;10:966055. 

22. Brown CA, Sohani SB, Khan K, Lilford R, 

Mukhwana W. Antenatal care and perinatal 

outcomes in Kwale district, Kenya. BMC Pregnancy 

Childbirth. 2008;8(1):2. 

23. Sikder SS, Labrique AB, Shamim AA, Ali H, Mehra 

S, Wu L, et al. Risk factors for reported obstetric 

complications and near misses in rural northwest 

Bangladesh: analysis from a prospective cohort 

study. BMC Pregnancy Childbirth. 2014;14(1):347. 

24. Bwana VM, Rumisha SF, Mremi IR, Lyimo EP, 

Mboera LEG. Patterns and causes of hospital 

maternal mortality in Tanzania: a 10-year 

retrospective analysis. PloS One. 2019;14. 

25. Macharia PM, Giorgi E, Thuranira PN. Sub national 

variation and inequalities in under-five mortality in 

Kenya since 1965”. BMC Public Health. 

2019;19:146. 

26. Samuel O, Zewotir T, North D. Decomposing the 

urban-rural inequalities in the utilisation of maternal 

health care services: evidence from 27 selected 

countries in Sub-Saharan Africa. Reprod Health. 

2021;18(1):216. 

27. Lawrence CE, Mbah P, Kouam J. Preconception 

care in Cameroon: Where are we now. Int J Gynecol 

Obstet. 2007;8(1):10. 

28. Voillequin S, Quibel T, Rozenberg P, Rousseau A. 

Duration of the second and third stages of labor and 

risk of postpartum hemorrhage: a cohort study 

stratified by parity. BMC Pregnancy Childbirth. 

2025;25(1):143. 

29. Sendeku FW, Azeze GG, Fenta SL. Perinatal 

asphyxia and its associated factors in Ethiopia: a 

systematic review and meta-analysis. BMC Pediatr. 

2020;20(1):135. 

30. Blanc J, Rességuier N, Lorthe E, Goffinet F, 

Sentilhes L, Auquier P, et al. Association between 

extremely preterm caesarean delivery and maternal 

depressive and anxious symptoms: a national 

population‐based cohort study. BJOG. 

2021;128(3):594-602. 

 

 

 

 

 

Cite this article as: Menge D, Kikuvi G, Wanyoike 

S. Predictors of adverse pregnancy outcomes among 

postnatal women in a secondary hospital in Eastern 

Kenya. Int J Community Med Public Health 

2025;12:5568-75. 


