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1989. The publication was suspended for 6 years during 2002-2007, but was resumed in 2008. The impact factors, 

accredited by TCI,for  Thai J Obstet Gynecol are 0.029 and 0.092 in 2010 and 2011, respectively.  

	 In 2011, TCI has started accredited all Thai scientific journals and cathegorized  them into three groups.  The 

first group is the journals that have been approved by TCI and  and are listed in the TCI database.  The second 

group is the journals that are in the reaccreditation process but are currently listed in the TCI database.  The last 

group includes the journals which  quality does not reach the TCI requirement  and yet listed in the TCI database. 

Thai J Obstet Gynaecol is currently listed in the second group. TCI allows   journals in the second and the third 

groups to be improved and resubmitted their data  before the end of 2012 in order to be approved in January 2013.     

             According to the announcement of  TCI, Elsevier and TRF last year, the Southeast Asian Journal of Tropical 

Medicine and Public Health was the only journal received the first International TCI-SCOPUS-TRF Journal Awards. 

Journal of the Psychiatric Association of Thailand and Journal of Nursing Science were also received the first 

National TCI-SCOPUS-TRF Journal Awards. Both Journal of the Psychiatric Association of Thailand and Journal 

of Nursing Science are published in Thai  while Thai J Obstet Gynaecol is published in English. Elsevier confirmed 

that all awarded journals will go through the standard process before get accepted in the international database 

(SCOPUS). Thai J Obstet Gynaecol will be applied for the  National TCI-SCOPUS-TRF Journal Awards next year.  

Thai J Obstet Gynaecol is now put  in the Thai Journals Online system (ThaiJO), sponsored by TCI.  All  submitting 

and reviewing   process for Thai J Obstet Gynaecol  will be done online via ThaiJO website from November 1st, 

2012.  Thai J Obstet Gynaecol will have its own website but is still linked to the RTCOG website.  This will make 

Thai J Obstet Gynaecol easier to be access in order to get more cited and higher impact factor. 

	 The Thai J Obstet Gynaecol Editorial Board  together with the RTCOG Executive Board, Editorial Board and 

our  reviewers have done our best to get Thai J Obstet Gynaecol into the first group of  TCI and to get higher impact 

factor.   However, the main problem is inadequate number of submitted original articles.   Both previous and the 

current issues of Thai J Obstet Gynaecol published  only 3 instead of 8 original articles.

	 This may result from Thai J Obstet Gynaecol is not listed in the international database index.  So, the authors 

prefer to submit their articles to the higher rank journal.   If the number of submitted articles  keep on decreasing, 

Thai J Obstet Gynaecol will soon be closed. It will be  the end of  23 year-old official journal of RTCOG. Although 

we are facing the tough situation, we are grateful that our reviewers are still working very hard, trying to improve 

the quality of our publications.      

            The Editorial Board  would cordially invite RTCOG members including  residents and fellows to submit your 

manuscripts including original articles, case reports, special articles, and review articles for publication in Thai J 

Obstet Gynaecol.  With support from RTCOG members, Thai J Obstet Gynaecol should be able to continue publishing 

through the next generation and, hopefully, be listed in the international citation in near future. 

										          Ekachai  Kovavisarach
										          Editorial-in-Chief
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Trends of teenage pregnancy
	 Adolescent bir th rate is one of expanded 

indicators of Millennium Development Goal5 in addition 

to the maternal mortality ratio, delivery by skilled birth 

attendant, contraceptive prevalence rate and antenatal 

care coverage(1).  Adolescent or teen is defined as 

women when aged 10-19 years by WHO definition 

which called as adolescents aged 15-19 years and 

younger adolescent when aged 10-14 years(2,3).  

Adolescent birth rate is calculated as the number of 

teens giving birth per 1000 adolescent population(1).

	 High variation of sexual activity was revealed in 

Africa, Eastern Europe, Central Asia, Asia and Latin 

America.  Female adolescents had sexual experiences 

less than male in Sub-Saharan Africa and Asia but it 

showed the same proportion between female and male 

in developed countries(3).  Adolescent sexual activity 

and pregnancy is concerned globally.  A review on 

teenage pregnancy reported that 25% of all pregnancies 

in Sub-Saharan Africa and Asia end in an induced 

abortion.  Delay in seeking abortion, resort to unskilled 

providers, use of dangerous methods and delay in 

seeking help after complications developed were high 

for adolescents(4).

	 Rate and trend of teenage pregnancy had been 

reported variously in different countries.  This may be 

explained by different study design, study settings,  

definition of teenage mothers and temporal transitional 

change.  In the United State of America (USA), before 

legalization of abortion, adolescent birth rates were 

highest in 1950s and 1960s; however, it declined 

sharply in 1973 after legalization of abortion.  In 1991, 

the adolescent birth rate was 35% for women aged 

15-17 years and 20% for women aged 18-19 years(5).  

According to the Data from National Survey of Family 

Growth (NSFG), trends of unintended (mistimed or 

unwanted) and intended pregnancy among women 

aged less than 20 and 20-24 years increased from the 

year of 1995 to 2002 in USA(6).  A review on the rate of 

teenage pregnancy among 1,000 women aged 15-19 

year during 1994 and 2002(7), showed that it was also 

declined from 49.2 in 1994 to 33.9 in 2002 in Canada.  

This declining trend was similar to the report from USA 

from 106.1 to 76.4.  In contrast, it was slightly increased 

from 58.7 to 60.3 per 1,000 women aged 15-19 years 

in the United Kingdom (UK)(7) and the Statistics of UK 

reported the conception rate in 1998 and 2003 among 

1,000 women aged 15-17 years was 46.6 and 42.1, 

respectively(8).  On the other hand, a retrospective study 

during 6-year period in a hospital in Greek presented 

the rate of adolescent pregnancy (women aged less 

than 19 years) was 7.5% of all total births(9). 

	 Similarly, the Thailand’s National Health Plan 

since 1997 has established the target to reduce the 

prevalence of teenage pregnancies to less than 10% of 

all pregnancies.  However, it has not been achieved  

and the rate of teenage pregnancy and birth varies 

across country(10-17).  Almost all studies reported the rate 

of teenage pregnancy in Thailand since 1998 were 

hospital-based data which consider the number of 



VOL. 20, NO. 4, OCTOBER 2012 163Liabsuetrakul T. TTrends of Teenage Pregnancy and Pregnancy OutcomesLiabsuetrakul T. Trends of Teenage Pregnancy and Pregnancy Outcomes

teenage deliveries as a nominator and the number of 

total or live births as a denominator.  For two studies 

conducted in Southern Thailand, the rate of primiparous 

mothers aged less than 20 years in 1991-1994 and in 

1996-2004 was 4.4% and 21%, respectively(10,11).  A 

retrospective study in 2000-2005 conducted a hospital 

in Central part of Thailand reported 9% of birth rate 

among primigravida aged 13-20 years(12).  For two 

retrospective studies conducted in the hospitals in the 

Northeast between 2006 and 2007, the rate of mothers 

aged 10-19 years was 15.9% and those aged 13-19 

years was 17.6%(13,14).

	 A population-based cohort study in 2000, 

reported the rate of teenage pregnancy in 13.3%(15).  

Pregnant mothers who delivered at age less than 20 

years from four districts across Thailand in 2000 were 

interviewed.  Among these 464 teenage mothers 

(13.3%), 5.1%, 26.1% and 68.8% of them delivered at 

age of 14-15 years, 16-17 years and 18-19 years(16).  The 

report from Department of Health, Ministry of Public 

Health presented the teenage pregnancy rate from  

2000 to 2003 were 10.4%, 11.7% and 12.4% per year, 

respectively.  The Country Report of Thailand 2008 

showed 12%-13% of women aged less than 20 years 

giving the first baby(17).

Pregnancy outcomes of Teenage pregnancy
	 The UNICEF reported that 1.25 million teenagers 

become pregnant each year.  About half a million 

pregnancies will be terminated and three quarters of a 

million will become mothers. Among 13 million births 

from women aged less than 20 years each year, more 

than 90% of these births were in the developing 

countries.  Highest risk of maternal death in young girls 

was shown in Africa and others outside Africa that were 

Afghanistan, Bangladesh, Guatemala, Haiti, Nepal, 

Nicaragua and Yemen(18).  In addition, a population-

based study using the National Center for Health 

Statistics 1995-2000 revealed that teenage pregnancy 

was associated with increased risk of both neonatal 

and postneonatal death after adjusted with other 

confounding factors.  However, when all adjustments 

were considered with gestational age at birth, teenage 

pregnancy was not associated with neonatal death, 

whereas the increased postneonatal death was still 

existed. Neonatal death showed the relationship with 

preterm birth(19,20). 

	 Likewise, pregnant adolescents were more likely 

to have premature babies, Low Birth Weight (LBW) 

infants, low 5-minute Apgar score and higher rates of 

preeclampsia, eclampsia, per ineal tears and 

episiotomy(21,22).  Both LBW and preterm births were 

confirmed and remained higher after adjusting with 

other potential factors(23,24).  LBW is a reliable indicator 

in monitoring and evaluating the success of maternal 

and child health programs(25).  It is estimated worldwide 

of 15.5% of all livebirths per year of which more than 

95% of them are born in developing countries especially 

in Asia accounted for 72%(26).  LBW was related to 

preterm birth and intrauterine growth retardation(27).  

Subsequently, cumulative prevalence of depression 

among adolescent girls with LBW was high to be 38.1% 

(95% CI 16.3-66.0%) compared with 8.4% (5.2-13.3%) 

with normal birth weight(28).

	 However, the pregnancy outcomes of teenage 

mothers were also associated with other independent 

factors. Summary of review on associated factors and 

maternal and fetal outcomes is presented in Fig. 1. 

Lower maternal age, previous history of LBW, maternal 

smoking during pregnancy and history of hypertension 

increased the risk of LBW(27).  In both developing and 

developed countries, poor demo-socioeconomic 

characteristics and limited access to quality of health 

care or services among teen mothers were disclosed 

widely(22,23,29).  Well-documented risk factors for LBW 

were young maternal age, low education, low income, 

unmarried status, short inter-pregnancy interval, health-

eroding personal behaviors (smoking, alcohol intake 

and illicit drug use), and inadequate prenatal care 

use(30).  Almost half of teenage mothers had at least one 

subsequent pregnancy within the following two years 

of postpartum.  Teens with depressive symptoms had 

a subsequent pregnancy significantly sooner compared 

with those without symptoms(31).
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Conclusion
	 Adolescent or teenage birth rate, one of indicators 

of Millennium Development Goal 5, is a concern 

worldwide.  Its rate and trend vary across countries 

depending on study design of data collection either 

hospital- or population-based information, age-limited 

variation for adolescent either 10-19 or 15-19 years, 

study setting either developing or developed countries, 

or different year of reference.  Adolescent birth rate is 

calculated as the number of teens giving birth per 1000 

adolescent population.  Teen mothers presented the 

adverse pregnancy outcomes as well as the other 

potential attributed factors.
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