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CORRESPONDENCE determine the relationship between prenatal and perinatal
E-mail: author@email.com factors with the incidence of mental retardation among

children in Padang City.

This was an observational analytic study with case
control design. Population of this study divided into two,
the case population ( all mothers of mentally retarded
child) and control population (all mothers of normal
children). The sample was 49 people taken by cluster
sampling with the comparison case : control (1:1). Data
collected by questionnaire. Data analysis was performed
using Chi Square.

The result of this study showed that there is a significant
relationship between prenatal and perinatal factors such as
maternal age (OR=8.4; 95% ClI 2.8-24.9; P=<0.001),
father’s age (OR=2.4; 95% Cl 1.1-5.6; P=<0.043), parity
(OR=4.01; 9% ClI 1794; P=<0.002), asphyxa
(OR=23.2; 95% CIl 2.9-184.1; P=<0.001) and birth weight
(OR=9.3; 95% CI 1.1-78.04; P=<0.031) with the incidence
of mental retardation. Factors which does not have a
significant relationship in this study are hypertension in
pregnancy (P=0.617), prematurity (P=0.111) and type of
labor (P=0.132).

Parents < 20 years old or >35 years old and having
parity >3 would be more at risk to have mentally retarded
child. New born with asphyxia and born weight < 2500
grams are also at risk for mental retardation Therefore it is
advisable forpeople to avoid the risk of pregnancy by age
and medical attention during pregnancy to avoid the
occurrence of low birth weight and asphyxia at birth.
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INTRODUCTION

Pregnancy and childbirth is an important
phase that passed a woman to become parents.
Not all children born with a normal and healthy,
some parents actually have a child with
intellectualdisabilities or mental retardation.
According to the World Health Organization
(WHO) mental retardation is a condition in a
stuck or incomplete development of the mind
characterized by impairment of skills and overall
intelligence in areas such as cognitive, language,
motor and social skills (WHO, 2001). Mentally
retarded child usually has the intelligent quotient

(1Q) of less than 70 and occurs before the age of
18 years (America's Children and the
Environment,2015).

Mental retardation is a complex issue and
problems of the world with major implications,
especially for developing countries. Mental
retardation is not only seen as a health problem
but also a social problem. This is because the 1Q
owned by people with mental retardation who are
below the average, so as their human resources
can not be exploited. A total of 0.1% of these
children need care, guidance and supervision
throughout his life. Mentally retarded children
who can not take care of themselves very
dependent on families and communities. So that
mental retardation is still a dilemma, a source of
anxiety for the family and society (Soetjiningsih,
2013). Irwanto et al. (2010) say that it is still
difficult to determine the actual magnitude of the
population who have disabilities such as mental
retardation, mainly due to changes unlike
operational definitions are used. The survey,
there are not able to represent well the
prevalence of mental disability in the realm of
emotional and intellectual (especially Autisma,
Attention deficit hyperactivitydisorder, and
various other intellectual disabilities).

WHO estimates the number of children with
disabilities is about 7-10% of the total population
of children with mental retardation prevalence of
between 1% - 3% of the entire population
(WHO, 2001). Nearly 83 million people
worldwide are estimated to have mental
retardation, with 41 million has a long-term
mental disability. Mental retardation is ranked
number four in the list of leading causes of
disability (Katiyar and Gupta, 2014).

46

In Indonesia, children with disabilities that
image data vary greatly, there is no current data
on the number and conditions of children with
disabilities. According to data from the National
Statistics Agency in 2007, there were 8.3 million
children with disabilities of the total population
of children in Indonesia (82.8406 million lives of
children), or about 10%. Based on the Social
Protection Program Data Collection (PPLS) In
2011, there were 130 572 children with
disabilities from poor families, and children who
have mental retardation was ranked second
highest as many as 30 460 children (Mujaddid,
2014). People with mental retardation or
intellectual disability children 24-59 months
based on data Riskesdas in 2010 ranks third after
disabled and speech impaired is as much as
0.14% (Ministry of Health, 2014). Based on data
from the Education Department of West Sumatra
province in 2017, in the city of Padang there are
37 schools (SLB) both public and private.
Students recorded the number of students is 1472
people.

Although more than 2000 causes have been
proposed for the mentally retarded, primary
etiology remains unclear (Foroutan, 2014). Based
on data from the Greenwood Genetic Center,
mental retardation can be caused by genetics
(25%), prematurity (4%), the environment
(10%), unknown (60%) (Srivastava and
Schwartz, 2014). Sularyo (2000) also mentions
the causes of mental retardation can occur
starting from the phase of prenatal, perinatal and
postnatal care. Most of the cases the cause is not
one, but an interaction between congenital
(inherited) and environmental factors. Mental
retardation can be caused by multifactorial
causes, but many of these factors can be
prevented. Given the burden of families and
communities must be borne in the management
of mental retardation, the effective prevention is
the best option. Based on the phenomenon
described above, researchers are searching for
Prenatal and Perinatal Factors Relationship with
Mental Retardation in Children events in Padang
Year 2017.

METHODS
This research is anstudy observational
analyticwithdesign. case control study The
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Tabel 1 :Characteristics of respondents by age, education and occupation
Case

control

No Variable p— % =29 % Total %
1 Educational Status
- No School 1 2 1 2 2 2
- Primary 13 26.5 4 8.1 17 17.3
- Secondary 22 44.9 25 51 47 48
- High 13 26.5 19 38.8 32 32.7
2 Work
- Housewife 39 79.6 31 63.3 70 71.4
- entrepreneur 2 41 5 102 7 71
- employees 8 16.3 12 24.5 20 20.4
- Labor 0 0 1 2 1 1

population is divided into two, the population of comparison case: control (1: 1) Data collected by

cases (all mothers of mentally retarded children)
and a control population (all mothers of normal

questionnaire. Data analysis was performed
using Chi Square.

Tabel 2 : Relationship between prenatal factors and children with mental retardation

Mental retardation

Prenatal factor Case Control Total 9 53R cl p-value
f % f % f % (95% CI)
Maternal age
<20 and >35 24 49 5 10,2 29 29,6 8,448 0,001
20 -34 25 51 44 89,8 69 70,4 (2,865 — 24,910)
Paternal age
<20 and >35 29 52,2 18 36,7 47 48 2,497 0,043
20 - 34 20 40,8 31 63,3 51 52 (1,107 —5,634)
Parity
>3 36 73,5 20 40,8 56 57,1 4,015 0,002
<3 13 26,5 29 59,2 42 429 (1,712 —9,416)
Maternal
hypertension
Hy pertension 3 6,1 1 2 4 41 3,130 0,617
Normal 46 93,9 48 98 94 95,9 (0,314 —31,193)

children). The location was chosen for this study
is SLB in Padang and elementary school in
Padang. The research was conducted in
November 2016 - December 2017.The sample
size is 49 people taken by cluster sampling by

Table 1 gives the details of the characteristics
of the respondents in this study. Highest level of
education respondents is secondary education

Table 2 shows that those who have children
with mental retardation, there are as many as
49% of respondents who have a age of at risk
during pregnancy. While the group had normal
children, there are as many as 10.2% of
respondents who have a age of at risk during
pregnancy. The results of statistical tests showed
a significant relationship between maternal age
during pregnancy with mental retardation events
(p = 0.001). From the analysis it is known that
women with age at risk during pregnancy had 8.4
times the possibility to have children with mental

RESULTS AND DISCUSSION

The results of this study based on the
information collected from respondents through
interviews.

(high school) is as much as 48% and the most of
respondents worked as a housewife is as much as
71.4%.

retardation as compared with mothers who did
not have a lifespan of risk.

The results are consistent with research
Nurochim et al. (2016) conducted in Surakarta
that mothers who have a lifespan of at risk during
pregnancy is more common in the group of
children with mental retardation (71.4%) than
normal children (32.9%). It also found a
significant relationship between mother's age
during pregnancy with the incidence of mental
retardation. In that study said that women with
age at risk to have 10 times greater risk for
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having children with mental retardation.
Pregnancy at an advanced age, especially after
age 40 have a worse risk. The results of the same
study also looks into the research Cohen et al.
(2014) found that children who were born when
their mothers over the age of 35 years had a
disability rate higher cognitive compared with
those born to mothers younger than 30's with a
chance of the numbers of disability highest seen
in women aged 45 years or more. Research
conducted Mann et al. (2013) in South Carolina
also found that children with mental retardation
are more likely to be born of mothers who have
risky ages.

Different results seen in a study in South
Jordan (Nafi and Shaheen, 2013) in children with
mental retardation of unknown cause. In the
study found that the risk of maternal age had no
significant effect on mental retardation. In the
study reported that 80% of women respondents
in the age range of normal.

The risk of fetal mental retardation related to
maternal age comes primarily from preterm labor
on the indication complications in the mother
(such as hypertension and diabetes), preterm
labor spontaneously, impaired fetal growth
related to chronic disease in the mother or the
gestational mulkifetal, aneuploidy fetus, and
pregnancy obtained with the help of reproductive
technology  (Cunningham, 2012). Women
younger than 20 years were more likely to have
anemia, and they are at high risk of having
babies with growth restriction, preterm labor
experience and have infant mortality rate is
higher. Pregnancy elderly, especially after 40
years increases the risk of severe mental
retardation or Down's syndrome. Although
maternal age correlation with Down syndrome
have not managed to explain but most cases are
due to fail to separate during meiosis |
(Campbell, 2010).

Maternal age old and very young will affect
the health of the mother during pregnancy and
childbirth. Therefore it is very important for
women to know a good age for a pregnancy and
the risk of gestational age <20 years or> 35
years. Policy emphasis on improving maternal
health and prenatal care is needed to avoid the
complications and risks that may occur.

Father’s age is at risk when pregnant women
are more common in the case group (59.2%) than
the control group (36.7%). Statistical test results
showed a significant relationship between the
age of the father with the incidence of mental
retardation(p = 0.043). The results of analysis
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that the father of the age of 2.5 times at risk have
the possibility to have a child with mental
retardation compared to fathers who do not have
a life of risk.

The same research results seen in the study
Bilder et al. (2013) that the age of the father is at
risk when pregnant women are more common in
the group of children with mental retardation
(30.8%) than the control group (20%). The
results showed paternal age> 34 years had a
significant relationship to the incidence of mental
retardation. Mental retardation relationship with
paternal age is associated with a genetic
mutation. In research conducted Kong et al.
(2012) note that the average number of paternal
mutation is substantially higher than the average
number of mutations mother. Therefore,
variations ofmutations de novo in individuals
largely driven by mutations in paternal and the
number of mutations increases with increasing
paternal age.mutations De novo in older men
increases the risk of conditions such as autism
spectrum disorder or schizophrenia may be
triggered by such mutations.

In a study from the United States obtained a
different result. Children who were born when
their father in his early 30s had the lowest level
of cognitive disability compared with those who
were born when their fathers aged under 30 years
or older than 35 years. In these studies indicate
that the relationship between paternal age and
cognitive incompetence is very small and the
addition of paternal age not significantly related
to cognitive disability or mental retardation. This
is probably because the study found that maternal
age is much more strongly associated with
cognitive disabilities than children with paternal
age. (Cohen, 2014). In the study conducted by
Arslan et al. (2014) in Minnesota are also found
strong evidence for the relationship with the
father's age offspring intelligence.

Increased paternal age significantly increases
the risk of a new autosomal dominant mutations
are spontaneous. This can result in a child with
an autosomal dominant disease, such as
neurofibromatosis or achondroplasia. This new
mutations can produce children who suffer from
diseases related to X. This is one of the causes of
mental retardation (Cunningham, 2012). Which
advanced paternal age is also one of the factors
that increase the risk of limb defects and neural
tube defects, Down syndrome and autosomal
dominant mutations new. Besides men aged less
than 20 years old also have a relatively higher
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risk of fathering a child with birth defects
(Sadler, 2009).

Based on the results of this research note that
the older (=35 years) or the young age of the
father (<20 years) it will be increasingly at risk to
have children with mental retardation. However,
in this study the age of the mother during
pregnancy also increased and is also shown to
correlate with the incidence of mental retardation
as a potential confounding effects. In this
research note that as many as 72.4% of children
with mental retardation who had a father with
risk age was followed by the age of the mother is
at risk. Therefore, further research is needed to
study more robust design to get rid of these
confounding factors.

Most of mothers of children with mental
retardation have parity >3 as many as 73.5%
while only 40.8% of normal children who have
parity >3. Based on the results of this study
found significant results between parity with the
incidence of mental retardation(p = 0.002). From
the analysis results showed that mothers with
parity > 3 4.015 times have the possibility to
have a child with mental retardation than women
with parity <3.

The results are consistent with research
conducted by Huang et al., (2016), which get a
significant relationship between parity > 3 with
mental retardation. Results The same study also
seen in a study conducted by Croen et al. (2001)
on children who were born in California. In these
studies it is known that women with parity >3
found more frequently in mothers of mentally
retarded children (37.3%) compared with normal
children (29.3%). It also found that children with
mental retardai unknown cause are more likely to
have mothers with parity greater than three.
However, different results seen in the study
Bilder et al., (2013) in Utah that did not find a
significant association between parity 3 or
parity> 4 with mental retardation. This may be
caused by the presence of other variables that
have a stronger association with mental
retardation were found in the area.

Mentally retarded fetal risk associated parity
mother came mainly from the indication of
complications in the mother. Mothers with high
parity are more likely to have problems in
pregnancy and childbirth can cause disruption of
the transfer of oxygen from mother to fetus, so
asphyxia at birth are more likely to occur
(Manuaba, 2010). Pregnancy can cause
deterioration multiparity tissue elasticity so as to
allow the occurrence of aberration or

abnormalities of placental growth and fetal
growth. This can affect the supply of nutrients
and oxygen from the mother to the fetus so the
higher parity chance to give birth to babies with
asphyxia also higher (Prawirohadjo, 2012).

In this research note that mothers with three
or more parity would be more at risk for having
children with mental retardation. High maternal
parity was associated with problems in
pregnancy and childbirth, and asphyxia. In this
study also found that 33.3% were mentally
retarded children born to mothers with parity > 3
asphyxiated. Therefore, it is important to
consider confounding risk factors involved.

The children of those who have mental
retardation, there are as many as 6.1% of
respondents who had a history of hypertension in
pregnancy. While the group had normal children,
only 2% of respondents who had a history of
hypertension in pregnancy. Based on test results
obtained stasistik there is no significant
relationship between a history of hypertension in
pregnancy with the incidence of mental
retardation(p = 0.617).

Similar to this study, the research conducted
by Bilder et al., (2013) get only a small
percentage of mentally retarded children who
had mothers with hypertension in pregnancy
(4.1%). In these studies found that chronic
hypertension or hypertension during pregnancy
did not have a significant relationship to the
incidence of mental retardation. A study
conducted by Leonard et al. (2006) in Western
Australia have found similar results. The results
of such research states that there is no increased
risk of significant maternal hypertension to
produce offspring with mental retardation, good
for mental retardation is mild, moderate or
severe.

Different research results seen in the meta-
analysis study conducted by Huang et al. (2016)
who get a significant relationship between
children born to mothers with hypertension
incidence of mental retardation. The research
result Langridge et al., (2013) on children mild-
moderate mental retardation in Western Australia
also found that hypertension in pregnancy may
increase the risk of children with mild to
moderate  mental  retardation.  Although
hypertension is a significant factor for mental
retardation in both studies above but the strength
of the association is low (OR <1.5). Results of
different studies with this study might be due to
the number of different samples, which the
research that gets results relating have the
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Tabel 3 : Relationship between perinatal factors and children with mental retardation

Mental retardation

Perinatal factor Case Control Total 9500/R cI p-value
f % f % f % (95% C1)

Gestational age
< 37 weeks 6 12,2 1 2 7 71 6,698 0,111
> 36 weeks 43 87,8 48 98 91 92,9 (0,775 —57,881)
Asphyxia
Asphyxia 16 32,7 1 2 17 17,3 23,273 0,001
Normal 33 67,3 48 98 81 82,7 (2,942 —184,124)
Birth weight
<2500 ¢ 8 16,3 1 2 9 9,2 9,366 0,031
>2500 g 41 83,7 48 98 89 90,8 (1,124 —78,046)
Mode of delivery
Vaginal 37 75,5 29 59,2 66 67,3 0,470 0,132
Cesarean section 12 245 20 40,8 32 32,7 (0,198 —1,117)

number of samples very much when compared
with the study.

In patients with hypertension, impaired
uteroplacental perfusion due to vasoplasme
almost certainly a major cause of increased rates
of perinatal mortality and morbidity. Chronic
hypertension in pregnancy may lead to placental

Table 3 appears there was as much as 12.2%
of children who were born prematurely in case
group. Whereas in the control group, only 2% of
children who were born prematurely. Stasistik
test results obtainedvalue>p 0.05(p = 0.111)
means that there is no significant relationship
between the incidence of prematurity with
mental retardation.

Different results found in studies conducted
Heuvelman et al. (2017) in Stockholm, Sweden,
who found that preterm birth makes it possible to
increase the risk of mental retardation, special
education needs, poor school performance and
lower 1Q in childhood and adulthood. Premature
birth can also increase the risk of neuro-
developmental problem long term. In research
Onicescu et al. (2014) to the 9402 mothers who
have children in South Carolina also found that
children who have mental retardation are more
likely to be born preterm. Meta-analysis study
conducted by Kerr-Wilson et al. (2011) also
reported that the relationship between IQ scores
with gestation. 1Q scores declined constant for
each decrease of 1 week during the period of
gestation. In the study also linked premature
birth with a 12-point reduction in 1Q. It is not yet
known whether this research applies to cases of
ID with different severity levels.

Premature birth is closely related to asphyxia
and low birth weight. Infants born preterm are
more susceptible to respiratory distress syndrome
which can lead to lack of oxygen supply to the
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abruption, fetal growth restriction and preterm
delivery may be a factor causing the baby's brain
development disorder (Cunningham, 2012).

baby's brain that can lead to damage to the brain.
In addition to respiratory distress syndrome,
infants born preterm are also susceptible to
intraventricular hemorrhage. This is because the
fetus preterm have intracranial blood vessels are
fragile so it is wulnerable to bleeding.
Intraventricular hemorrhage can result in
neurological development of the infant brain
(Cunningham, 2012).

The absence of significant influence between
prematurity with mental retardation were found
in this study could be due to the number of
samples is low compared to the above 3 studies
that have a large scale. In this study, only a small
percentage of mentally retarded children who
were born prematurely as many as 6 people
(12.2%) out of 49 people while in the normal
child only 1 (2%) were born prematurely.
However, the results of this study can be seen
that more than half of the children who were
born prematurely are mentally retarded. In
addition, the absence of significant influence
between prematurity with mental retardation in
this study can also be caused by the influence of
other risk factors are more powerful.

Proportion of mentally retarded children have
16 times more likely to asphyxia at birth (32.7%)
than in the group of normal children (2%).
Stasistik test results obtainedvalue p<0.05(p =
0.001) means that there is a significant
correlation between the incidence of asphyxia
with mental retardation. From the analysis results
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showed that children who experience asphyxia at
birth have the possibility of 23.2 times to suffer
from mental retardation than children who are
not asphyxiated.

Research results are in line with research
Bilder et al., (2013) who get their relationship
asphyxia with mental retardation with the
incidence proportion of 8.2%. In the study
asphyxia Apgar score is marked with the first 5
minutes of low and needed resuscitation. Despite
the significant results obtained, the condition
before birth that affect fetal growth should also
be taken into account. The results of the same
study also looks into the research Langridge et al.
(2013) on children who live in Western
Australia. In the study found that neonatal
resuscitation have a significant relationship to the
incidence of mental retardation.

Newborns are the target group to improve the
quality of life of 1000 human day which is also
called golden period which if not utilized well
there will be permanent damage (Yulizawati,
2016). In the state of asphyxia occur oxygen
deficiency in the blood and an increase in carbon
dioxide in the blood and tissues. Therefore it can
be an injury or failure while several organ
systems. When there encephalopathy, usually
there is evidence of injury to the majority of
other organ systems. Brain damage due to
hypoxia can be temporary or permanent
depending on the amount of loss of oxygen. In
total absence of oxygen will kill brain cells in 18
seconds. Loss of oxygen for longer kill the baby
(Gregory, 2006).

Based on the description above, children born
with asphyxia would be at greater risk of mental
retardation. Therefore, it is necessary to increase
the quality of infant asphyxia considering the
handling of long-term effects that may occur.

Proportion of children with mental retardation
has 8 times more likely to have low birth weight
<2500 g (16.3%) than in the group of normal
children (2%). Stasistik test results obtainedvalue
p<0.05(p = 0.031) means that there is a
significant association between birth weight with
the incidence of mental retardation. From the
analysis it is known that children with birth
weight <2500 g had 9.3 times the possibility to
have mental retardation than children who had
birth weight > 2,500 g.

The results of the same study also looks at
research Huang et al (2016) who get a
significant association between low birth weight
with the incidence of mental retardation. In the
study said that children born with low birth

weight are at risk 3.4 times for mental retardation
compared with those of normal weight. The same
research results obtained by Bilder et al. (2013)
who found that low birth weight (> 2500)
showed a strong relationship with the incidence
of mental retardation, both in the group with
genetic kelianan and in the group without genetic
kelianan. In the study also found that mentally
retarded children are born with low birth weight
have 8.3 times the risk for severe mental
retardation than children who had normal birth
weight. In the study conducted by Mann et al.
(2013) in South Carolina also found that children
are more likely to have intellectual retardation if
they were born with low birth weight.

This is because babies with low birth weight
are often caused by premature birth or growth
restriction in the womb. In infants with low birth
weight caused by premature birth, they are more
susceptible to problems such as hypothermia,
hypoglycemia, as well as respiratory problems
which will affect the baby's brain development.
In infants with low birth weight due to growth
restriction in the womb, they usually impaired
and placental efficiency resulting in lack of
oxygen and nutrients chronically in a long time
for the growth and development of the fetus
including fetal brain development (MOH, 2005).
In this study also found that children who have a
low birth weight of 87.5% was also asphyxiated
and 50% were born preterm.

Based on the description above, children born
with low birth weight would be at greater risk of
mental retardation. But in this study asphyxia
also shown to have a significant relationship to
mental retardation. In this research note that
children with low birth weight of 87.5% was also
asphyxiated. Therefore, further research is
needed to study more robust design to get rid of
these confounding factors. Given the long-term
effects that can happen it is necessary to improve
the quality of health services in preventing and
dealing with low birth weight babies.

Table 3 shows 24.5% of mentally retarded
children born by means of cesarean section.
While in the group of normal children, there are
as many as 40.8% were born by means of
cesarean  section.  Stasistik test  results
obtainedvalue>p 0.05(p = 0.132) means that
there is no significant relationship between the
type of delivery with the incidence of mental
retardation.

According to research conducted by
Langridge et al. (2013) say that, compared with
spontaneous labor, increased risk of mild-
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moderate mental retardation and severe mental
retardation is increased in the emergency section
deliveries and deliveries with complications.
However, the study did not find any increased
risk of mental retardation in a vacuum or forceps
delivery. In the cohort study conducted by Bilder
et al., (2013) also found an association between
birth by cesarean section primary incidence of
mental retardation. However, no significant
relationship was found between forceps delivery
and Vakuum with the incidence of mental
retardation. The relationship between primary
cesarean section deliveries with mental
retardation shown in these studies reflect the
inherent risk associated with an indication of
cesarean section rather than the procedure itself.
Indication of the confounding effect in these
variables likelocation sunsang, fetal distress,
maternal age, placenta previa, hypertension in
pregnancy, maternal fever, CPD, prolap
umbilical cord, maternal infections and low birth
weight.

The primary section is done on the basis of
repeated indications of the contrary is more
elective section. In the secondary section
confounding effects of fewer and more likely to
see labor relations procedure with mental
retardation. However, the studies were not
obtained relationship between the section is
repeated with the risk of mental retardation.
Therefore it is necessary to take into account risk
factors and indications bully in determining labor
relations procedure with mental retardation.

Type of labor may influence the incidence of
hypoxia in the fetus as labor sunsang due to the
termination of the mother to the fetus of oxygen
flow faster or labor latitude that require the use
of tools during childbirth that if the fetal head
can lead to brain damage. Babies born from
cesarean surgery also may also experience
difficulty breathing as a result of brain damage
suffered. Additionally accelerated delivery can
also be hypoxic because the baby is not ready to
make breathing through the Ilungs (Gregory,
2006).

A long and difficult birth will cause severe
pressure on the brain to cause bleeding in and
around the brain. The effect of this bleeding may
be temporary or permanent depending on the
severity of the bleeding that occurs. In addition
the effects of this bleeding also depend on the
part of the brain that is injured (Hurlock, 2013).
There was no significant correlation between
labor type and mental retardation. However, in
this study, researchers compared only normal
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labor and delivery with cesarean section. The
risk of mental retardation related to the type of
labor does not depend on the delivery procedure
but depends on the complications in labor. In this
study also respondents who gave birth cesarean
section also followed by complications such as
maternal disease, fetal distress, placenta previa
and bleeding.

CONCLUSION

Parents < 20 years old or >35 years old and
having parity >3 would be more at risk to have
mentally retarded child. Born with asphyxia and
born weight < 2500 grams are also at risk for
mental retardationTherefore it is advisable
forpeople to avoid the risk of pregnancy by age
and medical attention during pregnancy to avoid
the occurrence of low birth weight and asphyxia
at birth.
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