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Introduction 

According to the World Health Organization (WHO), 
preterm birth refers to the expulsion or complete 
removal of the product of conception from the 
mother’s body with a weight of at least 500 grams. If 
the weight is unknown, a gestational age of 20 weeks 
or a length of at least 25 centimeters at birth is 
considered [1, 2, 3, 4]. Thus, preterm birth refers to 
any birth that occurs after the 20th–22nd week of 
pregnancy, involving a fetus weighing more than 500 
grams, and before the completion of the 37th week of 
pregnancy, showing signs of breathing. Preterm birth 
is defined as the onset of labor after the 20th week 
and before the end of the 37th week or 259 days of 
pregnancy. Preterm birth remains the most 
significant cause of perinatal morbidity and 
mortality. Prematurity accounts for 70% of perinatal 
mortality, and 11.4% of all births are preterm births 
[1, 2, 3, 4]. In 2013, in the United States, 23,446 
infants died within the first year of life, with one-third 
of these deaths attributed to preterm birth [5,27]. 

The incidence of preterm births is increasing globally, 
ranging from 6% to 12% in developed countries and 
rising even further in developing countries [26] 

The causes of preterm birth are varied and can be 
categorized as follows: 

1. Medical indications in 25% of cases. 
2. Premature rupture of membranes in 25% of cases. 
3. Spontaneous birth due to idiopathic causes in 50% 

of cases [9, 10, 11, 12]. 

Preterm Birth and Bacterial Vaginosis: Numerous 
studies, some dating back more than four decades, 
report a link between preterm birth and infections 
[13, 14,29]. The incidence of maternal and perinatal 
infections following preterm birth is higher than in 
full-term births. Researchers have increasingly 
focused on the connection between bacterial 
vaginosis and the increased risk of spontaneous 
preterm birth. This link has been confirmed through 
microbiological, histological, and clinical studies [15–
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25,28]. Ureaplasma and Mycoplasma are 
microorganisms that belong to the group of bacteria 
known as atypical bacteria or intracellular 
microorganisms. They are quite unique in the 
bacterial world due to their specific biology. Their 
presence in the genital tract can lead to unpleasant 
symptoms such as burning during urination, lower 
abdominal pain, increased vaginal discharge, and 
discomfort during sexual intercourse. It has been 
proven that Ureaplasma and Mycoplasma infections 
can increase the risk of preterm birth. It is important 
to understand that Ureaplasma alone does not 
directly cause preterm birth, but in combination with 
Mycoplasma, it is part of a set of factors that can 
contribute to this condition. 

2.1 Objective 

Preterm births are the leading cause of neonatal 
morbidity and mortality. The aim of this research is 
to identify Mycoplasma hominis and Ureaplasma 
urealyticum as key factors in preterm birth, as risk 
factors that could help reduce prematurity and, 
consequently, reduce associated morbidity, 
mortality, and costs. 

2.2 General objective 

The objective of this study is to determine the 
prevalence of Mycoplasma hominis and Ureaplasma 
urealyticum and to assess their correlation with 
preterm birth based on a group of patients at the 
Obstetrics and Gynecology Clinic in Pristina. 

3. Materials 

Our research approach is based on the prospective 
monitoring of pregnant women from their first 
presentation at the clinic until delivery. This 
approach allows for a direct assessment of the risk of 
disease development. The study includes 146 
pregnant women with gestational ages ranging from 
28 weeks and 0 days to 36 weeks and 6 days. 
Gestational age was calculated based on the first day 
of the last menstrual period and confirmed by the 
first ultrasound examination. 

3.1 Type of study 

This is a descriptive, prospective cohort study. A 
cohort study design was chosen because it effectively 

describes the simultaneous distribution of exposure 
and health outcomes in a population. This design is 
particularly useful for common conditions such as 
Mycoplasma hominis and Ureaplasma urealyticum, 
given their high frequency. 

3.2 Study period 

The study covers the period from January 1, 2024, to 
December31, 2024. 

3.3 Study institution 

The study was conducted at the Obstetrics and 
Gynecology Clinic of the University Clinical Center of 
Kosovo, the only tertiary hospital in Kosovo. 

3.4 Informed consent 

All participants were informed about the necessary 
procedures for completing standardized medical data 
and agreed to undergo regular examinations. All 
actions were carried out in complete confidentiality, 
and participation was based on the free will of the 
participants. 

3.5 Data collection 

Data were collected through a standardized form 
using the patients’ clinical records. 

4. Methodology 

The methodology used for testing the hypotheses 
includes a full range of statistical techniques, 
including multiple linear regression, descriptive 
statistics, frequencies, cross-tabulations, chi-square 
tests, correlation, and other data analysis methods. 
The combination of these methods provides a strong 
and accurate framework for understanding the 
relationships and effects between dependent and 
independent variables. The use of multiple linear 
regression serves as a method for evaluating the 
linear relationships between a dependent variable 
and one or more independent variables. Applying this 
method in data analysis allows for the identification 
and assessment of potential effects of independent 
variables on the dependent variable, facilitating 
hypothesis testing.  This combination of statistical 
techniques ensures a comprehensive understanding 
of the nature of the data and the relationships among 
variables, offering a solid basis for making accurate 
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and reliable evaluations of the tested hypotheses. The 
adopted methodology thus ensures a thorough and 
consistent analysis of the data. 

5.Results 

At the beginning of our study of 815 premature 
births, we selected 73 births that tested positive for 
the bacteria Mycoplasma hominis and Ureaplasma 
urealyticum and compared the following 
parameters:Mother’s age,place of residence,baby’s 
weight,weeks(days)of birth,Apgar Score 1 and 2 and 
previous Births. 

5.1. Mothers ‘age and place of residence 

Based on the data, we can observe that younger 
women (18–25 years old) had a higher number of 
positive cases for the bacteria, while the lowest 
number of positive cases was among women aged 
31–35.(Fig1)  

 

Figure1. Mother age 
Blue-Mycoplasma Urea plasma Positive 

Orange-bacteria Negative 

Regarding the place of residence, women who tested 
positive for the bacteria were more frequently 
residents of rural areas.(Fig2) 

 

Figure 2. Residence distribution of pregnant women 

5.2. Baby’s weight 

As for the baby’s weight, the difference is significant. 

We can observe how the bacteria affected the slower 
development of the baby and hindered normal 
growth. In the diagram, we can see that none of the 
newborns from positive mothers had a normal 
weight; 60 had low birth weight, and 13 had very low 
birth weight. On the other hand, among negative 
mothers, 66 babies were born with normal weight, 
while only 7 had low birth weight. (Fig3) 

 

Figure 3. Birth weight of preterm babies 

Blue Bacteria Positive 
Orange Bacteria Negative 

5.3. Weeks of birth 

When it comes to weeks and days of pregnancy, only 
one baby from negative mothers was born before 238 
days, while 72 babies were born as Late Preterm 
(238–258 days). Regarding positive mothers, only 5 
babies were born as Late Preterm, 30 as Early 
Preterm (224–237 days), and 38 as Very Early 
Preterm (196–223 days). Based on this data, we can 
observe that Mycoplasma and Ureaplasma 
significantly influenced the rupture of the amniotic 
membranes and accelerated preterm labor. (Fig4) 

 

Figure 4.  Birth Stages Based on Pregnancy Days 

5.4. Apgar score 1 

Based on Apgar Score 1, we can observe that babies 
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of negative mothers were born with normal vital 
parameters, and their first score was above 7. In 
contrast, among positive mothers, 60 babies had mild 
asphyxia, and two babies were born with severe 
asphyxia, while only 11 had a normal score.(Fig5)                                                  

 

Figure4. Apgar score1 

5.5. Apgar score 2 

Fifteen minutes after birth, the Apgar Score statistics 
changed significantly. 33 babies had a normal Apgar 
Score, 40 had mild asphyxia, and none were 
asphyxiated. (Fig6) 

 

Figure 6. Apgar score 2 

5.6. Previous births 

Based on the data regarding previous pregnancies 
and deliveries, we can conclude that mothers who 
tested positive for Mycoplasma and Ureaplasma were 
mostly primiparous. Specifically, 33 of them had no 
previous births, 22 had one prior birth, 13 had two, 
and only 5 had more than three deliveries. (Fig7) 

 

Figure 7. Previous birth of pregnant women 

Conclusion 

Preterm birth remains a leading cause of neonatal 
morbidity and mortality worldwide. This study 
highlights a significant association between preterm 
birth and bacterial vaginosis, particularly infections 
caused by Mycoplasma hominis and Ureaplasma 
urealyticum. The presence of these bacteria appears 
to play a crucial role in the weakening of amniotic 
membranes and the triggering of early labor, 
especially in cases of very early and early preterm 
births. 

Our findings suggest that early screening for 
Mycoplasma and Ureaplasma—ideally before the 
28th week of pregnancy—can provide critical 
opportunities for timely intervention. When 
identified and treated based on targeted 
antibiograms, the risk of preterm birth related to 
these infections can be significantly reduced. 

In conclusion, early diagnosis and appropriate 
antimicrobial therapy are essential, strategies in 
preventing infection-related preterm labor. 
Implementing routine screening protocols for these 
pathogens in pregnant women, particularly those at 
high risk, may lead to better pregnancy outcomes and 
a reduction in complications associated with 
prematurity. 

References 

1. Davidson, K. M. (1991). Detection of 

premature rupture of the membranes. 

Clinical Obstetrics and Gynecology, 34(5), 715-

724. 

2. Shubeck, F., Benson, R. C., Clark, W. W. Jr., et 

al. (1966). Fetal hazard after rupture of the 

membranes: A report from the collaborative 

project. Obstetrics & Gynecology, 28(1), 22-31. 

3. Gunn, G. C., Mishell, D. R. Jr., & Morton, D. G. 

(1970). Premature rupture of the fetal 

membranes: A review. American Journal of 

Obstetrics and Gynecology, 106(4), 469-475. 

4. Hannah, M. E., Hodnett, E. D., Willan, A., et al. 

(2000). Prelabor rupture of the membranes 

at term: Expectant management at home or in 

hospital? The TermPROM Study Group. 

Obstetrics & Gynecology, 96(5), 533-538. 



Fisnik S. and Sajra B.   
 

Perinatal Journal                                                                                                                            Volume 33 | Issue 1 | April 2025 1088 

 

5. Matthews, T. J., MacDorman, M. F., & Thoma, 

M. E. (2015). Infant mortality statistics from 

the 2013 period linked birth/infant death 

data set. National Vital Statistics Reports, 

64(9), 1-30. 

6. Goldenberg, R. L., Culhane, J. F., Iams, J. D., et 

al. (2008). Preterm birth 1: Epidemiology and 

causes of preterm birth. Lancet, 371(9606), 

75-84. https://doi.org/10.1016/S0140-

6736(08)60071-4 

7. Ananth, C. V., Joseph, K. S., Oyelese, Y., et al. 

(2005). Trends in preterm birth and perinatal 

mortality among singletons: United States, 

1989 through 2000. Obstetrics & Gynecology, 

105(5), 1084-1091. 

https://doi.org/10.1097/01.AOG.00001685

00.89253.e0 

8. Martin, J. A., Hamilton, B. E., & Osterman, M. J. 

(2017). Births: Final data for 2015. National 

Vital Statistics Reports, 66(1), 1-72. 

9. Lumley, J. (2003). Defending the problem: 

The epidemiology of preterm birth. BJOG: An 

International Journal of Obstetrics & 

Gynaecology, 110(Suppl 20), 3-7. 

10. Moutquin, J. M. (2003). Classification and 

heterogeneity of preterm birth. BJOG: An 

International Journal of Obstetrics & 

Gynaecology, 110(Suppl 20), 30-33. 

11. Balchin, I., et al. (2004). Are reported preterm 

birth rates reliable? An analysis of 

interhospital differences in the calculation of 

the weeks of gestation at delivery and 

preterm birth rate. BJOG: An International 

Journal of Obstetrics & Gynaecology, 111(2), 

160-163. 

12. Eliyahu, S., et al. (2002). Epidemiologic risk 

factors for preterm delivery. Israeli Medical 

Association Journal, 4(12), 1115-1117. 

13. Bloom, B. S., & Lee, D. W. (1996). Bacterial 

vaginosis and preterm birth. New England 

Journal of Medicine, 334(20), 1338-1339. 

https://doi.org/10.1056/NEJM1996051633

42007 

14. Gabbe, S., et al. (1997). Obstetrics and 

Gynecology Library. Churchill Livingstone. 

15. Hauth, J. C., et al. (1995). Reduced incidence of 

preterm delivery with metronidazole and 

erythromycin in women with bacterial 

vaginosis. New England Journal of Medicine, 

333(26), 1732-1736. 

https://doi.org/10.1056/NEJM1995122833

32601 

16. Hay, P. E. (1994). Abnormal bacterial 

colonization of the genital tract and 

subsequent preterm delivery and late 

miscarriage. BMJ, 308(6924), 295-298. 

https://doi.org/10.1136/bmj.308.6924.295 

17. Hiller, S. L., et al. (1995). Association between 

bacterial vaginosis and preterm delivery of a 

low-birth-weight infant. The Vaginal 

Infections and Prematurity Study Group. New 

England Journal of Medicine, 333(26), 1737-

1742. 

https://doi.org/10.1056/NEJM1995122833

32602 

18. Joesoef, M. R., et al. (1995). Intravaginal 

clindamycin treatment for bacterial 

vaginosis: Effects on preterm delivery and 

low birth weight. American Journal of 

Obstetrics & Gynecology, 173(5), 1527-1531. 

https://doi.org/10.1016/S0002-

9378(95)70231-3 

19. Reid, G., & Bocking, A. (2003). The potential 

for probiotics to prevent bacterial vaginosis 

and preterm labor. American Journal of 

Obstetrics & Gynecology, 189(4), 1202-1208. 

https://doi.org/10.1016/S0002-

9378(03)00753-6 

20. Svare, J. A., et al. (2006). Bacterial vaginosis in 

a cohort of Danish pregnant women: 

Prevalence and relationship with preterm 

delivery, low birth weight, and perinatal 

infections. BJOG: An International Journal of 

Obstetrics & Gynaecology, 113(12), 1419-

1425. 

21. Thinkhamrop, J. (2007). Antibiotics for 

treating bacterial vaginosis in pregnancy. 

WHO Reproductive Health Library. 

22. Tolosa, J. E., et al. (2006). The International 

Infections in Pregnancy (IIP) study: 

Variations in the prevalence of bacterial 

vaginosis and distribution of morphotypes in 

vaginal smears among pregnant women. 

American Journal of Obstetrics & Gynecology, 

https://doi.org/10.1136/bmj.308.6924.295


 The role of mycoplasma and ureaplasma in preterm birth 

Perinatal Journal                                                                                                                            Volume 33 | Issue 1 | April 2025 1089 

 

195(5), 1198-1204. 

https://doi.org/10.1016/j.ajog.2006.05.054 

23. Ugwumadu, A., et al. (2003). Effect of early 

oral clindamycin on late miscarriage and 

preterm: A randomized controlled trial. 

Lancet, 361(9362), 983-988. 

https://doi.org/10.1016/S0140-

6736(03)12710-5 

24. World Health Organization (WHO). (2007). 

Antibiotics for preterm rupture of membranes. 

WHO Reproductive Health Library. 

25. Wilks, M., et al. (2004). Identification and 

H(2)O(2) production of vaginal lactobacilli 

from pregnant women at high risk of preterm 

birth and relation with outcome. Journal of 

Clinical Microbiology, 42(2), 713-717. 

https://doi.org/10.1128/JCM.42.2.713-

717.2004 

26. World Health Organization (WHO). (2007). 

Making pregnancy safer. WHO Regional Office 

for Europe. 

27. Jam, F. A., Singh, S. K. G., Ng, B. K., & Aziz, N. 

(2018). The interactive effect of uncertainty 

avoidance cultural values and leadership 

styles on open service innovation: A look at 

malaysian healthcare sector. International 

Journal of Business and Administrative 

Studies, 4(5), 208. 

28. Abbas, M., Jam, F. A., & Khan, T. I. (2024). Is it 

harmful or helpful? Examining the causes and 

consequences of generative AI usage among 

university students. International journal of 

educational technology in higher education, 

21(1), 10. 

29. Jam, F., Donia, M., Raja, U., & Ling, C. (2017). A 

time-lagged study on the moderating role of 

overall satisfaction in perceived politics: Job 

outcomes relationships. Journal of 

Management & Organization, 23(3), 321-336. 

doi:10.1017/jmo.2016.13 

 


