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ABSTRACT
Objective To evaluate the pooled prevalence and identify risk 
factors of congenital anomalies among neonates in Africa.
Methods The pooled birth prevalence of congenital 
anomalies was the first outcome of this review, and the pooled 
measure of association between congenital anomalies and 
related risk factors in Africa was the second. We conducted a 
thorough search of the databases PubMed/ Medline, PubMed 
Central, Hinary, Google, Cochrane Library, African Journals 
Online, Web of Science and Google Scholar up to 31 January 
2023. The JBI appraisal checklist was used to evaluate the 
studies. STATA V.17 was used for the analysis. The I2 test 
and Eggers and Beggs tests were used to measure study 
heterogeneity and publication bias respectively. The pooled 
prevalence of congenital anomalies was calculated using 
DerSimonian and Laird random- effect model. Subgroup 
analysis, sensitivity analysis and meta- regression were also 
performed.
Result This systematic review and meta- analysis includes 
32 studies with a total of 626 983 participants. The pooled 
prevalence of congenital anomalies was 23.5 (95% CI 20 
to 26.9) per 1000 newborns. Not taking folic acid (pooled 
OR=2.67; 95% CI (1.42 to 5.00)), history of maternal illness 
(pooled OR=2.44, 95% CI (1.2 to 4.94)), history of drug use 
(pooled OR=2.74, 95% CI (1.29 to 5.81)), maternal age (>35 
years.) (Pooled OR=1.97, 95% CI (1.15 to 3.37)), drinking 
alcohol (pooled OR=3.15, 95% CI (1.4 to 7.04)), kchat chewing 
(pooled OR=3.34, 5% CI (1.68 to 6.65)) and urban residence 
(pooled OR=0.58, 95% CI (0.36 to 0.95)) were had significant 
association with congenital anomalies.
Conclusion The pooled prevalence of congenital 
abnormalities in Africa was found to be substantial, 
with significant regional variation. Appropriate folate 
supplementation during pregnancy, proper management of 
maternal sickness, proper antenatal care, referring healthcare 
personnel before using drugs, avoiding alcohol intake and 
kchat chewing are all important in lowering the occurrence of 
congenital abnormalities among newborns in Africa.

INTRODUCTION
According to WHO, congenital anomaly is 
defined as structural or functional abnor-
malities that occur during intrauterine life 
and can be identified prenatally, at birth, 

or sometimes may only be detected later in 
infancy. Congenital anomalies are one of the 
main causes of the global burden of disease. 
An estimated 240 000 newborns die world-
wide within 28 days of birth every year due to 
congenital disorders. In addition, ccongenital 
disorders cause a further 170 000 deaths of 
children between the ages of 1 month and 5 
years.1

It has been estimated that about one- 
quarter of all congenital anomalies might 
have a genetic cause. The two most common 
genetic causes of congenital anomalies 
are single- gene defects and chromosomal 
abnormalities.2Single- gene defects are caused 
by changes (mutations) in the structure of 
genes. These are responsible for slightly 
over 17% of congenital anomalies.3 Abnor-
malities caused by chromosomal changes 

WHAT IS ALREADY KNOWN ON THIS TOPIC
 ⇒ Congenital anomaly is defined as structural or func-
tional abnormalities that occur during intrauterine 
life and can be identified prenatally, at birth, or 
sometimes may only be detected later in infancy. 
Congenital anomalies are one of the main causes of 
the global burden of disease.

WHAT THIS STUDY ADDS
 ⇒ There was significant regional variation in the prev-
alence of congenital anomalies. Kchat chewing, in-
gestion of alcohol or drugs and not taking folic acid 
were all risk factors for pregnant women having 
congenital anomalies.

HOW THIS STUDY MIGHT AFFECT RESEARCH, 
PRACTICE OR POLICY

 ⇒ Improvements in education and antenatal care to 
pregnant women can reduce the risk of congenital 
anomalies. Focusing on primary healthcare, espe-
cially in rural areas may help reduce the risk of con-
genital anomalies.
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are identified in about 10% of children with congenital 
anomalies3 and might involve the autosomes or the sex 
chromosomes. Identified environmental and maternal 
causes are responsible for an estimated 4%–10% of 
congenital anomalies.4

According to severity, congenital anomalies are catego-
rised in to major and minor abnormalities.5 Moreover, 
they can be divided into three categories: minor, severe 
and lethal anomalies. Major anomalies are those that are 
both severe and lethal.6 However, the worldwide classi-
fication of disorders categorised CAs according to the 
body system that was impacted.7

An estimated 7.9 million children every year, or 6% 
of all births globally, are projected to have a significant 
birth abnormality that is entirely or partially genetic. 
Further, hundreds of thousands more children are born 
with severe birth defects that developed after conception 
as a result of maternal exposure to environmental toxins 
(teratogens) that can harm an unborn child, including 
alcohol, rubella, syphilis and iodine deficiency.8 9

According to a conservative estimate, birth malfor-
mations are responsible for approximately 3.3 million 
deaths annually. This estimate takes into account both 
the 50% of infants who pass away in low- income nations 
and the 30% of high- income and middle- income coun-
tries who are born with major birth defects that are 
largely or entirely genetic in nature. A further 3.2 million 
infants each year who are born with a significant birth 
defect are predicted to become impaired in the absence 
of adequate treatment8 9

Although birth abnormalities are a worldwide issue, 
they have a disproportionately negative impact in middle- 
income and low- income nations, where they account for 
almost 94%t of major birth defect births and 95%t of 
these children’s deaths. For instance, the prevalence of 
congenital anomalies in Egypt, Ethiopia, Kenya, Uganda 
and Nigeria10–14 is higher than the prevalence in India, 
Iran and British.15–17 Due to stark differences in maternal 
health and other significant risk factors, such as poverty, 
a high percentage of older mothers, a higher frequency 
of consanguineous marriages, and the survival advantage 
against malaria for carriers of sickle cell, thalassaemia 
and glucose- 6- phosphate dehydrogenase, both the 
proportion of births with birth defects and the absolute 
number of births are much higher in middle- income and 
low- income countries than in high- income countries.18–21

Although there are many variations, countries with 
middle- income and low- income levels often have higher 
birth prevalences of postconception birth abnormalities 
caused by teratogens. They are less likely to have methods 
to identify diseases brought on by such exposure, and it is 
difficult to quantify such issues. As a result, they frequently 
have few, if any, laws governing the use of some of these 
chemicals, and their health services are rarely focused on 
recognising and limiting exposure. Every year, an unde-
termined number of infants with severe birth abnormal-
ities caused by teratogens are surely born, most likely in 
the hundreds of thousands.22 23

Unfortunately, due to a lack of information from the 
National Birth Defect Registry, there are not enough 
reports on the prevalence and risk factors of congenital 
malformations in African nations. African newborns’ 
overall prevalence of birth abnormalities and associated 
risk factors have not yet been studied.

The aim of this systematic review and meta- analysis was 
to estimate the pooled prevalence of congenital anom-
alies in African countries and to identify the associated 
risk variables.

METHODS
Reporting of the findings and review registration
Preferred Reporting Items for Systematic Reviews and 
Meta- Analyses statements were used to report the current 
systematic review and meta- analysis24 (online supple-
mental file 1). The review protocol has been registered in 
PROSPERO with the registration ID of CRD42023393503.

Search strategies
Up until 31 January 2023, the following databases were 
systematically searched for pertinent studies: PubMed/ 
Medline, PubMed Central, Hinary, Google, Cochrane 
Library, African Journals Online, Web of Science and 
Google Scholar. Reference lists of identified articles 
were also browsed. The primary search was performed 
in an advanced PubMed database, using Medical Subject 
Heading terms. The core search terms and phrases 
were considered interchangeably in different databases. 
Moreover, grey literature was retrieved using Google and 
Google Scholar searches (online supplemental file 2).

Eligibility criteria
Published and unpublished, full text, articles at any 
study period and study design that report the prevalence 
of congenital malformations or at least one risk factor 
were included. The review did not include case reports, 
conferences, editorials, anonymous reports or research 
with restricted access (after two emails to the corre-
sponding author). Also, if the total number of cases and 
births included in the study was not stated explicitly, the 
study was disqualified.

Review outcomes
The pooled prevalence of congenital abnormalities 
at birth was the study’s initial finding. The combined 
assessment of congenital abnormalities and related risk 
factors in Africa was the second outcome. The number 
of congenital anomalies cases in live births and/or still-
births at birth divided by the overall number of births 
(live births and/or stillbirths) during the research period 
is known as the birth prevalence of congenital anomalies.

Quality assessment
The Joanna Briggs Institute (JBI) quality appraisal check-
list was used to evaluate the quality of each study.25 The 
JBI critical appraisal checklist (which has nine items) was 
adapted for the studies reporting the prevalence data 
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(online supplemental file 3). Using the framework, three 
reviewers (NM, DT and AMM) independently evaluated 
the quality of each study. During the evaluation of quality, 
disagreements between reviewers were resolved by using 
the average score of the three reviewers. In the end, if the 
study received five or more points on all quality assess-
ment items, it was deemed low risk.26

Study selection and data abstraction
EndNote V.21 software reference manager was used to 
remove duplicate studies after getting them all from 
the databases. On the basis of the title and abstract, the 
reviewers then selected the research for inclusion. After 
carefully reviewing the full text studies and incorpo-
rating the qualified studies, three reviewers (NM, DT and 
AMM) separately retrieved all relevant data using a prede-
fined data extraction template. The prespecified format 
reduced the likelihood of a reviewer’s having a conflict 
of interest throughout the data extraction process, but 
if one did arise, the conversation was used to address the 
concerns. The study’s principal author was contacted as 
needed.

First author, sample size, study nation, duration, 
study design, publication year, prevalence period, birth 
outcome, birth prevalence of congenital abnormal-
ities and related risk factors were all included in the 

data extraction format (OR with CI of the variables 
were considered based on the available literatures). To 
preserve uniformity, prevalence reports from all studies 
in the various denominators have been translated to per 
1000 births. After then, per 1000 prevalence numbers 
were employed to report the review’s conclusions. 
Supplemental folic acid, place of residence, and mother 
age, history of maternal disease, use of unknown drugs, 
drinking alcohol, khat chewing, follow- up for antenatal 
care, and smoking were evaluated variables.

Meta analysis
The data were taken out of Microsoft Excel and exported 
to STATA V.17 Statistical Software for further analysis. To 
maintain uniformity, the prevalence was calculated per 
100 births for each study.

The statistical heterogeneity between studies was 
examined using the I2 statistic, and heterogeneity was 
visualised using a forest plot.27 This demonstrated signif-
icant study heterogeneity (I2=99.62%). Thus, a random- 
effect meta- analysis technique was used to ascertain the 
pooled prevalence of congenital anomalies.28 29 Based on 
specific characteristics (study nation, study design, birth 
outcome, folic acid fortification status, epidemiological 
design and birth status), subgroup analysis was carried 
out. To determine the impact of a single study on the 

Figure 1 Study selection flow diagram; a figure adapted from the PRISMA group statement for thi review. PRISMA, Preferred 
Reporting Items for Systematic Reviews and Meta- Analyses.
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meta- total analysis’s estimate, a sensitivity analysis was 
conducted. To pinpoint the cause of heterogeneity, meta- 
regression analysis was taken into consideration.

Assessment of publication bias
Funnel plot was used to depict the publication bias 
graphically. Statistics from the Egger’s regression test and 
the Begg’s test were used to formally identify publication 
bias.30 31 As a result, publication bias was defined as a 
p<0.05.

Patient and public involvement
This study does not involve human participants.

RESULTS
Study selection
Initial searches on PubMed, Google Scholar and other 
databases turned up 311 papers on the prevalence and 
risk factors of congenital abnormalities. Thirty- one of 
them were eliminated as a result of duplicate articles. 

Table 1 The characteristics of articles included in systematic review and meta- analysis 2023

Firtst author Year Country Study design Sample size Cases Duration/months Prevalence/1000

Elawady12 2021 Egypt Cross- sectional 1000 74 9 74

Birhanu11 2021 Ethiopia Cross- sectional 422 78 4 185

Gedamu40 2021 Ethiopia Cross- sectional 2218 23 19 1

Geneti41 2021 Ethiopia Cross- sectional 45 951 253 60 5.5

Jemal43 2021 Ethiopia Case control 418 _ 6 _

Mekonen46 2021 Ethiopia Cross- sectional 12 225 383 12 31.3

Mekonnen47 2020 Ethiopia Case control 423 _ 12 _

Mekonnen48 2021 Ethiopia Cross- sectional 11 177 69 72 6.2

Silesh55 2021 Ethiopia Cross- sectional 3346 199 1 59.5

Tsehay57 2019 Ethiopia Case control 398 _ 24 _

Abebe32 2021 Ethiopia Case control 35 080 251 36 7.2

Getachew42 2022 Ethiopia Cross- sectional 754 31 2 41.1

Seyoum54 2018 Ethiopia Cross- sectional 19 650 317 36 16.1

Mombo49 2017 Gabon Retrospective 7712 32 31 4.1

Wagathu14 2019 Kenya Cross- sectional 315 61 1 193.7

Agot33 2020 Kenya Cross- sectional 299 854 362 60 1.2

Ajao34 2019 Nigeria Cross- sectional 1057 67 36 63.4

Anyanwu35 2015 Nigeria Cross- sectional 1456 41 9 28.2

Bakare36 2009 Nigeria Cross- sectional 624 43 12 68.9

Chukwubuike37 2020 Nigeria Prospective 9492 166 36 17.5

Ekanem39 2011 Nigeria Retrospective 39 693 125 168 3.1

Obu50 2012 Nigeria Cross- sectional 607 17 60 28

Oluwafemi51 2019 Nigeria Cross- sectional 8307 39 15 4.7

Onankpa52 2014 Nigeria Prospective 1165 24 24 20.6

Adeboye10 2016 Nigeria Prospective 396 44 12 111

Venter58 1995 South 
Africa

Prospective 10 380 234 48 22.5

Delport38 1995 South 
Africa

Prospective 17 351 206 48 11.9

Saib53 2020 South 
Africa

Retrospective 7516 117 12 15.6

Kishimba44 2015 Tanzania Case control 412 _ 24 _

Mumpe- Mwanja13 2019 Uganda Cross- sectional 69 766 461 36 66.2

Singh56 2000 Libya Cross- sectional 16 186 151 12 9.3

Kouame45 2015 cote d 
Ivoire

Cross- sectional 1632 1725 132 0.1
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After examining the titles and abstracts of the remaining 
300 studies, 241 studies were eliminated as being unsuit-
able for this study. The remaining 59 studies’ whole texts 
were read. The 32 studies that satisfied the inclusion 
criteria were included in this systematic review and meta- 
analysis10–14 32–58 (figure 1).

Characteristics of original studies
The included studies were either cross- sectional (n=19), 
retrospective (n=3) or prospective studies (n=5) and 
case–control studies (n=5).10–14 32–58 Of all studies, 
12 were conducted in Ethiopia,11 32 40–43 46–48 54 55 57 
9 in Nigeria,10 34–37 39 50–52 3 in South Africa,38 53 58 2 in 
Kenya,14 33 1 in Egypt,12 1 in Gabon,49 1 in Libya,56 1 in 

Uganda,13 1 in Tanzania44 and 1 in Cote dIvoire.45 All 
studies included in this review were published in the year 
between 1995 and 202210–14 32–58 (table 1). In addition, all 
articles were facility based (table 2).

Quality of the studies
All included studies had their quality assessed using JBI 
quality appraisal standards. The evaluation checklist for 
prevalence studies, which consists of nine questions and 
items with yes, no, unclear or not applicable responses, 
was used to assess 27 articles. The evaluation checklist for 
case control studies, which consists of ten questions and 
items with yes, no, unclear or not applicable responses, 
was used to assess the remaining five studies. The JBI 

Table 2 Study period, setting, birth outcome and quality of included studies in systematic review and meta- analysis 2023

First author Prevalence period Birth outcome Study setting Study quality

Elawady12 2017–2018 LB Hospital based Low risk

Birhanul11 2020 LB Hospital based High risk

Gedamu40 2018–2019 LB Hospital based Low risk

Geneti41 2011–2015 LB+SB Hospital based Low risk

Jemal43 2020 LB Hospital based Low risk

Mekonen46 2018–2019 LB+SB Hospital based Low risk

Mekonnen47 2018–2019 LB Hospital based Low risk

Mekonnen48 2009–2014 LB Hospital based Low risk

Silesh55 2017–2019 LB Hospital based Low risk

Tsehay57 2017–2018 LB Hospital based Low risk

Abebe32 2016–2018 LB+SB Hospital based Low risk

Mombo49 2013–2015 LB+SB Hospital based Low risk

Wagathu14 ____ LB Hospital based High risk

Agot33 2014–2018 LB Hospital based Low risk

Ajao34 2012–2016 LB Hospital based Low risk

Anyanwu35 2013 LB Hospital based Low risk

Bakare36 2003–2004 LB Hospital based Low risk

Chukwubuike37 2015–2018 LB Hospital based Low risk

Ekanem39 1990–2003 LB Hospital based Low risk

Obu50 2007–2011 LB Hospital based Low risk

Oluwafemi51 2014–2015 LB Hospital based Low risk

Onankpa52 2011–2012 LB Hospital based Low risk

Adeboye10 2009–2010 LB Hospital based Low risk

Venter58 1989–1992 LB Hospital based Low risk

Delport38 1986–1989 LB Hospital based Low risk

Saib53 2018 LB Hospital based Low risk

Kishimba44 2011–2012 LB Hospital based Low risk

Mumpe- Mwanja13 2015–2017 LB+SB Hospital based Low risk

Singh56 1995 LB+SB Hospital based Low risk

Kouame45 2000–2010 LB Hospital based Low risk

Getachew42 2018 LB+SB Hospital based Low risk

Seyoum54 2015–2017 LB+SB Hospital based Low risk

LB, live birth; SB, still birth.
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descriptions for each item served as the basis for the 
quality assessment grade for all goods. The quality ratings 
of the studies ranged from four to nine as a consequence. 
Hence, none of the studies had a considerable chance of 
being of low quality, with the exception of two research 
that received four.10–14 32–58 (online supplemental file 4).

Meta analysis

Prevalence of congenital anomalies
In the present meta- analysis, the pooled birth prevalence 
of congenital anomalies was 2.35% (or 23.5 per 1000 
births) (95% CI 2% to 2.69%). A forest plot showed that 
there was statistically significant heterogeneity across 
the studies. Therefore, the random- effect meta- analysis 

model was applied to pool the overall prevalence of the 
studies (figure 2).

Subgroup analysis
Subgroup analysis based on the study country, study 
design and birth outcome were carried out to see the 
variation of the prevalence across the studies.

Subgroup analysis based on the study country was 
performed to see the pooled prevalence of each country 
in Africa. High pooled prevalence of congenital anom-
alies was detected in Kenya 9.62% (95% CI −9.25% to 
28.48%), Egypt 7.4% (95% CI 5.78% to 9.02%), Uganda 
6.62% (95% CI 6.44% to 6.8%), Nigeria 2.66% (95% CI 
2.01% to 3.32%) and Ethiopia 2.12% (95% CI 1.6% to 
2.64%) (table 3).

Figure 2 Forest plot showing prevalence of congenital anomalies in Africa, 2023.
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In the present review, statistically significant heteroge-
neity between countries was detected (p=0.001, I2=99.62 
%). Therefore, the Der Simonian and Laird’s (D+L) 
pooled prevalence method was considered because it is 
more conservative than the inverse variance method. The 
difference between countries was significant (p<0.001).

Subgroup analysis based on study design, using the D+L 
method (p<0.001, I2=99.62%), the prevalence of congen-
ital anomalies for cross- sectional studies was 2.98% and 
for prospective studies was 2.21% (figure 3).

Subgroup analysis based on birth outcome was done 
to see the burden in live births only50 and both live 
births and stillbirths (LB+SB). The pooled prevalence of 
congenital anomalies per live birth was 1.75% (95% CI 
1.50% to 2.00%) and both live birth and stillbirth was 
2.22% (95% CI 1.05% to 3.40%) (figure 4).

Meta-regression analysis
In this systematic review and meta- analysis, sample size 
(p=0.01), year of publication (p=0.05), duration of the 
study in months (p=0.00), study country (p=0.66), study 
design (p=0.01), birth outcome (p=0.46) were analysed 
for the source of heterogeneity. Sample size and study 
design were significant for the source of heterogeneity.

Sensitivity analysis
No study that has a unique impact over others on the 
evaluation of meta- analysis as a whole was found in this 
review (figure 5). In essence, CIs are consistent across 
research. While the heterogeneity between studies did 
not significantly decrease (p<0.001, I2=99.62%) after 
performing the analysis with a small number of studies, 
sensitivity analysis does not help to explain heterogeneity. 
We also run leave- one- out analyses, but this did not appre-
ciably lower the heterogeneity of the studies. By lowering 
the number of studies included in a meta- analysis, we 
performed sensitivity analysis to investigate the effect of 
low- quality studies on overall estimates. By only including 
high- quality papers with a score of greater than or equal 

to 5, we were able to determine the meta- analysis estima-
tions. As a result, we obtained results that were similar to 
the earlier discovery, and the pooled estimate was 2.35% 
(95% CI 2% to 2.69%).

Publication bias
Publication bias was estimated using the Egger’s regres-
sion tests (B- coefficient of bias: 7.3; p<0.001). A funnel 
plot showed an asymmetrical distribution (figure 6A,B). 
Additionally, the outcomes of the Egger and Begg tests 
revealed strong proof of publication bias (p<0.05). Trim- 
and- fill analysis was therefore carried out. The run L0 
estimator was used to impute two trials, and the trim- and- 
fill analysis produced a pooled prevalence of 21.4 (95% 
CI 17.9 to 24.8) when the two studies were imputed.

Factors associated with congenital anomalies among 
neonates in Africa
In this meta- analysis and systematic review, factors such 
as folic acid supplementation, smoking, maternal illness, 
unidentified drug use, maternal age, antenatal care, 
alcohol, chat chewing and residence were all evalu-
ated for their association to congenital anomalies. The 
summary of studies (pooled OR, CI, etc) is described in 
(table 4).

Nine studies found a significant association between 
folic acid supplementation and congenital anomalies. 
The odds of congenital anomalies among mothers with 
no folic acid supplementation range from 1.42 to 5.00.

Seven studies point out that the presence of maternal 
illness during pregnancy was associated with congenital 
anomalies among newborns (pooled OR=2.44, 95% CI 
(1.2 to 4.94)). This implies that neonates born from 
mothers who had illness during pregnancy is 2.44 times 
high likely to have congenital anomalies.

Six studies showed that history of drug use during 
pregnancy has a significant association with congenital 
anomalies (pooled OR=2.74, 95% CI (1.29 to 5.81)). 
This indicates neonate mother who took drug during 
pregnancy increase the risk of congenital anomalies by 
2.74- fold.

Nine studies demonstrated that the odds of congen-
ital anomalies among >35 years. Old mothers are 1.97 
times higher compared with <35 years old moms (pooled 
OR=1.97, 95% CI (1.15 to 3.37)).

Six studies found a significant association between 
drinking alcohol and congenital anomalies. the odds of 
congenital anomalies were range from 1.4 to 7.04.

Four studies indicated that there is significant associ-
ation between kchat chewing and congenital anomalies 
(pooled OR=3.34, 95% CI (1.68 to 6.65)). This implies 
newborn infants born from mothers, who are kchat 
chewers, are 3.34 times high likely to have congenital 
anomalies compared with their counterparts.

A significant association was detected between urban 
residence and congenital anomalies (pooled OR=0.58, 
95% CI (0.36 to 0.95)). Newborn infants born from 
rural resident mothers are less likely to have congenital 

Table 3 The pooled prevalence of congenital anomalies 
among African countries

Country Prevalence in % (95% CI)

Egypt 7.4 (5.78 to 9.02)

Ethiopia 2.12 (1.6 to 2.64)

Gabon 0.41 (0.27 to 0.55)

Kenya 9.62 (−9.25 to 28.48)

Libya 0.93 (0.78 to 1.08)

Nigeria 2.66 (2.01 to 3.32)

South Africa 1.66 (1.04 to 2.28)

Uganda 6.62 (6.44 to 6.8)

Cote dIvoire 0.01 (−0.04 to 0.06)

D+L pooled ES 2.35 (2 to 2.69)

D+L, Der Simonian and Laird; ES, effect size.
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anomalies by 42% as compared with born from urban 
resident mothers.

DISCUSSION
Identifying the pooled prevalence and risk variables of 
congenital abnormalities among newborns in Africa 
was the goal of this systematic review and meta- analysis. 
Congenital anomalies are a collection of newborn defects 
that develop during pregnancy. These illnesses, which 
can have seriously detrimental impacts on an infant’s 
life and health, are categorised as structural or func-
tional. This review revealed the pooled prevalence in 
Africa and it assessed risk factors (folic acid supplemen-
tation, smoking, maternal illness, unidentified drug use, 

maternal age, ante natal care, alcohol, kchat chewing and 
residence) for association with congenital anomalies.

The pooled prevalence of congenital anomalies among 
newborns in Africa was found 23.5% per 1000 births with 
the range of 20%–26.9%. Different prevalences have 
been reported by a study conducted in India,15 59 Iran,17 
British,16Europe,60 Lebanon61 and worldwide.1 Our study 
also demonstrated that there are considerable differences 
in prevalence among African countries. Subgroup anal-
yses were conducted based on the study country, design 
and birth outcome. As a result, a considerable disparity 
in the occurrence of congenital anomalies in different 
African countries was revealed in this study. Kenya 9.62%, 
Egypt 7.4%, Uganda 6.62%, Nigeria 2.66%, Ethiopia 

Figure 3 Subgroup analysis based on study desing in Africa.
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2.12% and south Africa 1.66% had a high prevalence of 
congenital anomalies. Of all, the highest and lowest rates 
were detected in Kenya and Cote d Ivoire, respectively.

In the present review, the pooled prevalence of congen-
ital anomalies among newborns in Africa is comparable 
with the studies conducted in India,15 Iran,17 Europe,60 
Lebanon.61 In addition, our finding is higher than the 
study conducted in British16 and lower than the study 
conducted in Pakistan.62

The prevalence of congenital anomalies in low- income 
countries is significantly high. According to estimates, 
low- income and middle- income countries account for 
94% of cases of severe congenital disorders. This may 
have occurred because pregnant women did not have 

access to enough healthy diets, they were exposed to 
more illnesses and alcohol, and they had less access to 
healthcare and screenings.1

In this study, there is a significant association between 
congenital anomalies and folic acid supplementation. 
The odds of congenital anomalies among mothers 
without folic acid supplementation are 2.67 times higher 
compared with mother supplemented with folic acid. 
This finding is supported by clinical evidence that folic 
acid (vitamin B

9
) is an essential component needed for 

DNA replication as well as a variety of enzymatic processes 
related to vitamin and amino acid metabolism. Because 
folate is necessary for the fetus' growth and development, 
its demands rise throughout pregnancy. Anaemia and 

Figure 4 Subgroup analysis based on birth outcomes in Africa. LB, live birth; SB, still birth.
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peripheral neuropathy in mothers and abnormalities in 
fetuses have been linked to folate insufficiency (congen-
ital abnormalities). It has long been known that adding 
folic acid to the diet around the time of conception lowers 
the likelihood that the child would have neural tube 
abnormalities. Thus, folic acid has a significant impact 
on the growth and development of the fetus during preg-
nancy.63 Studies have shown that getting enough folic 
acid may reduce the risk of serious neural tube defects in 
the baby by at least 50%.64

As comparison to women without a history of medical 
issues, newborns born to those moms are 4.72 times more 
likely to suffer congenital abnormalities. Infants are more 
likely to have congenital anomalies, such as congenital 
heart problems, when their mothers have certain medical 
conditions or diseases. An investigation was carried out in 
Canada lends credence to this evidence.65 To lower the 
risk of congenital defects in their unborn children, preg-
nant mothers must receive the right medical treatment 
in order to monitor and manage any medical disorders 
or illnesses.

Neonates born from mothers who had history drug use 
are 2.74 times high likely to suffer congenital anomalies 
when compared with their counterparts. Studies have 
shown that using drugs or pharmaceuticals excessively 
while pregnant can harm the baby and newborn. Congen-
ital abnormalities in neonates can be a result of medi-
cation use during pregnancy.66 Birth defects are more 
likely to occur when taking certain medications, such as 
teratogenic ones.67 Concerns concerning possible phar-
macological side effects, such as the chance of congenital 
birth abnormalities, may also exist in pregnant women. 
To reduce the possibility of adverse effects on the fetus, 
pregnant women should always check with their health-
care professional before taking any drugs.

In the present review, advanced maternal age (>35 
years) has significant association with congenital anom-
alies when compared with mothers less than 35 years 
old. It increases the risk of congenital anomalies in the 
fetus by 1.97- fold. Advanced maternal age increases the 
risk of chromosomal abnormalities in newborns, such 
as Down syndrome.68 As women age increases, the like-
lihood of errors in chromosomal division increases. In 
particular, the risk of non- disjunction, the failure of chro-
mosomes to separate properly during meiosis, increases 
with advancing maternal age. This can lead to the forma-
tion of gametes with an abnormal number of chromo-
somes, which may result in chromosomal abnormalities 
in the offspring.68 It is important for women of advanced 
maternal age to receive proper prenatal care and genetic 
counselling to manage the risk of congenital anomalies 
in their newborns.

The odds of congenital anomalies among mothers who 
drunk alcohol is 3.34 times higher compared with mothers 
without drinking alcohol. This finding is in agreement with 
clinical evidence that alcohol consumption during preg-
nancy can cause congenital anomalies in the developing 
fetus. The mechanism behind this is not entirely clear, 
but it is thought to be due to the toxic effects of alcohol 
on fetal development. The developing fetus is unable 
to metabolise alcohol as efficiently as an adult, leading 
to higher levels of alcohol in the fetal bloodstream and 
tissues. This can result in damage to developing organs, 
including the brain, and disrupt the normal processes of 
fetal development. Alcohol consumption during preg-
nancy has been linked to fetal alcohol spectrum disor-
ders, which can cause physical, behavioural and cognitive 
abnormalities in affected individuals.69 It is important for 
pregnant women to avoid alcohol consumption to prevent 
the risk of congenital anomalies in their developing fetus.

Figure 5 Sensitivity analysis to see the influence of each study in Africa.
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Infants born from mother who had experienced 
kchat chewing is 3.34 times high likely to have birth 
defects when compared with their counter parts. The 
mechanisms of khat chewing during pregnancy causing 
congenital anomalies are not well established. However, 

khat contains several psychoactive substances, including 
cathinone and cathine, which have been shown to cross 
the placental barrier and affect fetal development.70 71 
Cathinone and cathine act as sympathomimetic agents, 
increasing heart rate, blood pressure and causing 

Figure 6 (A) A funnel plot with a pseudo 95% confidence limits used to test for publication bias. (B) A funnel plot with a 
pseudo 95% confidence limit after a trim- and- fill analysis two studies have a been imputed.
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Table 4 Summary of articles included in meta- analysis for association with congenital anomalies 2023

Associated factors OR (95% CI) I2(%) First author Year Country

Folic acid 
supplementation

2.76 (1.32 to 5.76) Birhanu et al11 2021 Ethiopia

17.64 (6.51 to 47.8) Gedamu et al40 2021 Ethiopia

1.8 (1.14 to 2.85) Jemal et al43 2021 Ethiopia

7.2 (4.36 to 11.91) Tsehay et al57 2019 Ethiopia

1.76 (1.32 to 2.35) Abebe et al32 2021 Ethiopia

4.05 (0.96 to 17.13) Getachew et al42 2023 Ethiopia

5.38 (3.24 to 8.95) Adane et al54 2018 Ethiopia

0.54 (0.16 to 1.83) Ajao et al34 2019 Nigeria

0.56 (0.32 to 0.97) Kishimba et al44 2015 Tanzania

Pooled OR 2.67 (1.42 to 5.00) 90.32

Smoking 2.18 (0.5 to 9.46) Gedamu et al40 2021 Ethiopia

0.16 (0.1 to 0.26) Jemal et al43 2021 Ethiopia

3.85 (1.88 to 7.88) Abebe et al32 2021 Ethiopia

Pooled OR 1.07 (0.1 to 11.68) 96.48

Maternal illness 0.43 (0.13 to 1.44) Birhanu et al11 2021 Ethiopia

8.19 (2.68 to 25.00) Gedamu et al40 2021 Ethiopia

2.50 (1.55 to 4.04) Jemal et al43 2021 Ethiopia

1.13 (0.78 to 1.64) Mekonen et al46 2021 Ethiopia

1.12 (0.78 to 1.63) Abebe et al32 2021 Ethiopia

8.43 (5.19 to 13.68) Getachew et al42 2023 Ethiopia

4.72 (2.85 to 7.82) Seyoum54 2018 Ethiopia

Pooled OR 2.44 (1.2 to 4.94) 92.10

Unidentified drug use 3.80 (2.36 to 6.12) Jemal et al43 2021 Ethiopia

0.95 (0.75 to 1.20) Mekonen et al46 2021 Ethiopia

1.30 (0.80 to 2.11) Abebe et al32 2021 Ethiopia

3.02 (0.64 to 14.29) Ajao et al34 2019 Nigeria

10.32 (4.84 to 22.00) Getachew et al42 2023 Ethiopia

3.66 (2.22 to 6.03) Seyoum54 2018 Ethiopia

Pooled OR 2.74 (1.29 to 5.81) 92.51

Maternal age 16.28 (7.04 to 37.66) Gedamu et al40 2021 Ethiopia

2.91 (2.08 to 4.07) Mekonen et al46 2021 Ethiopia

0.83 (0.56 to 1.22) Mekonnen et al47 2020 Ethiopia

5 (2.15 to 11.63) Tsehay et al57 2019 Ethiopia

1.4 (0.43 to 4.59) Mombo et al49 2017 Gabon

1.52 (0.52 to 4.43) Ajao et al34 2019 Nigeria

1.04 (0.96 to 1.12) Anyanwu et al35 2015 Nigeria

1.07 (0.42 to 2.73) Kishimba et al44 2015 Tanzania

1.06 (0.36 to 3.14) Getachew et al42 2023 Ethiopia

Pooled OR 1.97 (1.15 to 3.37) 91.00

Ante natal care 2.51 (1.55 to 4.06) Elawady et al12 2021 Egypt

7.9 (3.44 to 18.17) Gedamu et al40 2021 Ethiopia

0.91 (0.71 to 1.16) Mekonen et al46 2021 Ethiopia

0.24 (0.15 to 0.4) Mekonnen et al47 2020 Ethiopia

0.78 (0.3 to 2.01) Ajao et al34 2019 Nigeria

Pooled OR 1.25 (0.48 to 3.22) 94.28

Continued
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vasoconstriction. These effects can reduce blood flow to 
the developing fetus, potentially leading to fetal growth 
restriction and other adverse outcomes.70 Additionally, 
khat chewing has been linked to preterm labour and low 
birth weight in pregnant women. It is important for preg-
nant women to avoid khat chewing to prevent the risk of 
congenital anomalies in their developing fetus.

When compared with mothers who live in urban areas, 
the likelihood of congenital abnormalities is reduced 
by 42% in rural areas. This result is consistent with the 
research done in Ethiopia.48 57 and China.72 This may be 
a result of Ethiopia’s rural communities’ varied dietary 
practices and non- fat diet73 and environmental factors 
such as air pollution, radiation, exposure to chemicals 
and/or to pesticides.74 On the other hand, this finding is 
contradicted with the studies conducted in Egypt.12

The results of this review will aid in strengthening the 
prevention and control initiatives in African nations. In 
order to prioritise interventions in Africa, clinical and 
policy guidelines may need to be modified in light of 
the severity of birth abnormalities and the documented 
variations in prevalence estimates between nations. 
It would be extraordinary if the next step was for all 
African nations to enact laws requiring the fortification 
of food with folic acid. In addition, each nation should 
establish or enhance reliable surveillance systems to 
monitor all pregnancy- related outcomes, notably birth 
abnormalities. Significantly, this analysis emphasises the 
prevalence of congenital defects among newborns in 
African nations, giving crucial proof for decision- makers, 

medical professionals and other interested parties who 
have downplayed the severity of this problem.

Despite the review’s many advantages, several limita-
tions should be taken into consideration when inter-
preting its results. For example, the prevalence estimates 
may be lower because terminations of pregnancies and 
cases of congenital defects were not included in the esti-
mate. Moreover, the variance in sample sizes between 
the included studies may have an impact on the pooled 
prevalence estimates. Also, the fact that there is a lot of 
diversity between nations may understate Africa’s overall 
load. Due to the scarcity of information on congenital 
malformations, the evaluation included research from 
ten African nations.

In conclusion, it was discovered that Africa has a signif-
icant rate of congenital abnormalities. Congenital abnor-
malities were found to be prevalently prevalent in Kenya, 
Egypt, Uganda, Nigeria and Ethiopia. Congenital abnor-
malities were significantly associated with not taking folic 
acid supplements, a history of maternal sickness, a history 
of drug use, maternal age (>35 years), drinking alcohol, 
chewing khat and living in an urban area. The prevalence 
of congenital abnormalities among newborns in Africa 
can be decreased through proper folate supplementa-
tion during pregnancy, proper management of maternal 
illness, proper antenatal care, referral to medical 
personnel before using drugs, abstinence from alcohol 
consumption and kchat chewing. Also, we want to alert 
decision- makers to set robust prevention and control 
measures by prioritising them. Also, due to the scarcity 

Associated factors OR (95% CI) I2(%) First author Year Country

Alcohol 1.51 (0.2 to 11.4) Gedamu et al40 2021 Ethiopia

7.92 (4.87 to 12.88) Jemal et al43 2021 Ethiopia

2.67 (0.98 to 7.28) Mekonnen et al47 2020 Ethiopia

9.4 (4.41 to 20.04) Tsehay et al57 2019 Ethiopia

1.28 (0.51 to 3.22) Getachew et al42 2023 Ethiopia

1.58 (0.98 to 2.54) Seyoum54 2018 Ethiopia

Pooled OR 3.15 (1.4 to 7.04) 85.16

Kchat chewing 7.92 (4.85 to 12.93) Jemal et al43 2021 Ethiopia

2.69 (1.71 to 4.24) Mekonnen et al47 2020 Ethiopia

1.56 (0.79 to 3.08) Abebe et al32 2021 Ethiopia

3.49 (1.69 to 7.21) Getachew et al42 2023 Ethiopia

Pooled OR 3.34 (1.68 to 6.65) 82.68

Residence 0.48 (0.26 to 0.89) Elawady et al12 2021 Egypt

0.51 (0.29 to 0.88) Birhanu et al11 2021 Ethiopia

0.24 (0.1 to 0.59) Gedamu et al40 2021 Ethiopia

0.69 (0.38 to 1.26) Mekonnen et al47 2020 Ethiopia

0.47 (0.29 to 0.76) Mekonnen et al48 2021 Ethiopia

1.51 (0.96 to 2.38) Tsehay et al57 2019 Ethiopia

Pooled OR 0.58 (0.36 to 0.95) 76.73

Table 4 Continued
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of data on congenital malformations, more primary and 
extensive study is required to better understand the true 
scale of the disorders and support preventive measures 
for preventable factors in Africa.

Author affiliations
1Department of Pediatrics and Child Health Nursing, College of Health sciences, 
Debre Tabor University, Debre Tabor, Ethiopia
2Department of Public Health, College of Health Sciences, Debre Tabor University, 
Debre Tabor, Ethiopia
3Department of Reproductive Health and Nutrition, School of Public Health, Woliata 
Sodo University, Woliata Sodo, Ethiopia
4Department of Medical Laboratory Science, College of Health Sciences, Debre 
Tabor University, Debre Tabor, Ethiopia
5Department of Comprehensive Nursing, College of Health Sciences, Debre Tabor 
University, Debre Tabor, Ethiopia
6Department of Public Health, College of Health Sciences, Woldia University, Woldia, 
Ethiopia
7Department of Medical Biochemistry, College of Medicine and Health Sciences, 
University of Gondar, Gondar, Ethiopia
8Department of Epidemiology and preventive Medicine, School of Public Health and 
Preventive Medicine, Faculty of Medicine, Nursing and Health Sciences, Monash 
University, Melbourne, Victoria, Australia
9Department of Pediatrics and Child Health Nursing, Wollo University, Dessie, 
Ethiopia

Twitter Fekadeselassie Belege Getaneh @fkie

Contributors The author NM is responsible for the overall content as guarantor.
Participants in the formulation of the review protocol, formal analysis, methodology 
or research design, writing- original draft, interpretation, writing- review and 
editing, and approval of the final document included NM, DT, MA, GAA, YS, BB, SF, 
TA, WA, ES, FB, AK, and AM. Quality evaluation, study selection, data extraction, 
and literature review were handled by NM, DT, and AM. The article was read and 
approved by all writers.

Funding The authors have not declared a specific grant for this research from any 
funding agency in the public, commercial or not- for- profit sectors.

Competing interests No, there are no competing interests.

Patient and public involvement Patients and/or the public were not involved in 
the design, or conduct, or reporting, or dissemination plans of this research.

Patient consent for publication Not applicable.

Provenance and peer review Not commissioned; externally peer reviewed.

Data availability statement Data are available on reasonable request.

Supplemental material This content has been supplied by the author(s). It 
has not been vetted by BMJ Publishing Group Limited (BMJ) and may not have 
been peer- reviewed. Any opinions or recommendations discussed are solely 
those of the author(s) and are not endorsed by BMJ. BMJ disclaims all liability 
and responsibility arising from any reliance placed on the content. Where the 
content includes any translated material, BMJ does not warrant the accuracy and 
reliability of the translations (including but not limited to local regulations, clinical 
guidelines, terminology, drug names and drug dosages), and is not responsible 
for any error and/or omissions arising from translation and adaptation or 
otherwise.

Open access This is an open access article distributed in accordance with 
the Creative Commons Attribution Non Commercial (CC BY- NC 4.0) license, 
which permits others to distribute, remix, adapt, build upon this work non- 
commercially, and license their derivative works on different terms, provided the 
original work is properly cited, appropriate credit is given, any changes made 
indicated, and the use is non- commercial. See: http://creativecommons.org/ 
licenses/by-nc/4.0/.

ORCID iDs
Natnael Moges http://orcid.org/0000-0002-1274-5857
Wubet Alebachew Bayih http://orcid.org/0000-0003-1439-4402
Ermiase Sisay Chanie http://orcid.org/0000-0002-3124-5380
Fekadeselassie Belege Getaneh http://orcid.org/0000-0001-8729-1784
Anteneh Mengist Dessie http://orcid.org/0000-0002-5919-9670

REFERENCES
 1 WHO. Congenital disorders. Geneva: WHO, 2023. Available: https://

www.who.int/news-room/fact-sheets/detail/birth-defects
 2 Stevenson RE, Hall JG. Human malformations and related 

anomalies. Oxford University Press, 2005.
 3 Nelson KR. Heimlich maneuver for esophageal obstruction. N Engl J 

Med 1989;320:1016–320.
 4 Brent RL. Environmental causes of human congenital malformations: 

the Pediatrician’s role in dealing with these complex clinical 
problems caused by a multiplicity of environmental and genetic 
factors. Pediatrics 2004;113:957–68.

 5 Shamim S, Chohan N, Sobia Q. Pattern of congenital malformations 
and their neonatal outcome. J Surg Pakistan 2010;15:34–7.

 6 Czeizel AE. Birth defects are preventable. Int J Med Sci 2005;2:91–2. 
 7 WHO. International statistical classification of diseases and related 

health problems (ICD)- 11. Geneva WHO. 2023. Available: https://
www.who.int/classifications/classification-of-diseases

 8 Christianson A, Howson CP, Modell B. March of dimes. Global report 
on birth defect The hidden toll of dying and disabled children New 
York, 2006.

 9 Christianson A, Zimmern RL. Assuring quality when establishing 
medical genetic services in Middle- and low- income nations. Quality 
Issues in Clinical Genetic Services;2010:137–45.

 10 Adeboye M, Abdulkadir MB, Adegboye OA, et al. A prospective 
study of spectrum, risk factors and immediate outcome of 
congenital anomalies in Bida, North central Nigeria. Ann Med Health 
Sci Res 2016;6:380–4. 

 11 Birhanu K, Tesfaye W, Berhane M. Congenital anomalies in neonates 
admitted to a tertiary hospital in Southwest Ethiopia: a cross 
sectional study. Ethiop J Health Sci 2021;31:1155–62.

 12 ElAwady H, AlGameel A, Ragab T, et al. Congenital anomalies in 
neonates in Fayoum Governorate, Egypt. eastern Mediterranean 
health Journal = La revue de sante de la Mediterranee orientale = 
al- Majallah al- sihhiyah li- sharq al- mutawassit 2021;27:790–7.

 13 Mumpe- Mwanja D, Barlow- Mosha L, Williamson D, et al. A hospital- 
based birth defects surveillance system in Kampala, Uganda. BMC 
Pregnancy Childbirth 2019;19:372.

 14 Wagathu R, Ongeso A. Describing congenital anomalies among 
newborns in Kenya: a hospital based study. Int J Health Sci Res 
2019;19.

 15 Bhide P, Gund P, Kar A. Prevalence of congenital anomalies in an 
Indian maternal cohort: healthcare, prevention, and surveillance 
implications. PLoS One 2016;11:e0166408.

 16 Rankin Jet al. Prevalence of congenital anomalies in five British 
regions, 1991- 99. Arch Dis Child Fetal Neonatal Ed 2005;90:F374–9.

 17 Vatankhah S, Jalilvand M, Sarkhosh S, et al. Prevalence of 
congenital anomalies in Iran: a review article. Iran J Public Health 
2017;46:733.

 18 Clegg JB, Weatherall DJ. Thalassemia and malaria: new insights into 
an old problem. Proc Assoc Am Physicians 1999;111:278–82.

 19 Diseases WSGotCoH. Control of hereditary diseases report of a 
WHO scientific group, 1996.

 20 Mockenhaupt FP, Ehrhardt S, Gellert S, et al. α+-thalassemia 
protects African children from severe malaria. Blood 
2004;104:2003–6.

 21 Modell B, Kuliev AM. Impact of public health on human Genetics. 
Clin Genet 1989;36:286–98.

 22 Christianson A, Zimmern R. Health needs assessment for medical 
genetic services in middle- and low- income nations 2009.

 23 Penchaszadeh VB. Preventing congenital anomalies in developing 
countries. Public Health Genomics 2002;5:61–9.

 24 Moher D, Liberati A, Tetzlaff J, et al. Preferred reporting items for 
systematic reviews and meta- analyses: the PRISMA statement. 
Revista Espanola de Nutricion Humana y Dietetica 2014;18:172–81.

 25 Moola S, Aromataris E, MunnZ. Chapter 7: systematic reviews of 
etiology and risk. In: Joanna Briggs Institute Reviewer’s Manual The 
Joanna Briggs Institute, 2017.

 26 Endalamaw A, Engeda EH, Ekubagewargies DT, et al. Low birth 
weight and its associated factors in Ethiopia: a systematic review 
and meta- analysis. Ital J Pediatr 2018;44:1–12.

 27 Higgins JPT, Thompson SG, Deeks JJ. Measuring inconsistency in 
meta- analyses. BMJ 2003;327:557–60.

 28 Borenstein M, Hedges LV, Higgins JPT, et al. A basic introduction to 
fixed- effect and random- effects models for meta- analysis. Research 
Synthesis Methods 2010;1:97–111.

 29 Munn Z, Moola S, Lisy K, et al. Methodological guidance for 
systematic reviews of observational epidemiological studies 
reporting prevalence and cumulative incidence data. Int J Evid 
Based Healthc 2015;13:147–53.

 30 Begg CB, Mazumdar M. Operating characteristics of a RANK 
correlation test for publication bias. Biometrics 1994;50:1088.

copyright.
 on July 16, 2023 at U

niversity of C
ape T

ow
n Libraries. P

rotected by
http://bm

jpaedsopen.bm
j.com

/
bm

jpo: first published as 10.1136/bm
jpo-2023-002022 on 10 July 2023. D

ow
nloaded from

 

https://twitter.com/fkie
http://creativecommons.org/licenses/by-nc/4.0/
http://creativecommons.org/licenses/by-nc/4.0/
http://orcid.org/0000-0002-1274-5857
http://orcid.org/0000-0003-1439-4402
http://orcid.org/0000-0002-3124-5380
http://orcid.org/0000-0001-8729-1784
http://orcid.org/0000-0002-5919-9670
https://www.who.int/news-room/fact-sheets/detail/birth-defects
https://www.who.int/news-room/fact-sheets/detail/birth-defects
http://dx.doi.org/10.1542/peds.113.S3.957
http://dx.doi.org/10.7150/ijms.2.91
https://www.who.int/classifications/classification-of-diseases
https://www.who.int/classifications/classification-of-diseases
http://dx.doi.org/10.4103/amhsr.amhsr_108_13
http://dx.doi.org/10.4103/amhsr.amhsr_108_13
http://dx.doi.org/10.4314/ejhs.v31i6.10
http://dx.doi.org/10.1186/s12884-019-2542-x
http://dx.doi.org/10.1186/s12884-019-2542-x
http://dx.doi.org/10.1371/journal.pone.0166408
http://dx.doi.org/10.1136/adc.2003.047902
http://www.ncbi.nlm.nih.gov/pubmed/28828315
http://dx.doi.org/10.1046/j.1525-1381.1999.99235.x
http://dx.doi.org/10.1182/blood-2003-11-4090
http://dx.doi.org/2689000
http://dx.doi.org/10.1159/000064632
http://dx.doi.org/10.1186/s13052-018-0586-6
http://dx.doi.org/10.1136/bmj.327.7414.557
http://dx.doi.org/10.1002/jrsm.12
http://dx.doi.org/10.1002/jrsm.12
http://dx.doi.org/10.1097/XEB.0000000000000054
http://dx.doi.org/10.1097/XEB.0000000000000054
http://dx.doi.org/10.2307/2533446
http://bmjpaedsopen.bmj.com/


15Moges N, et al. BMJ Paediatrics Open 2023;7:e002022. doi:10.1136/bmjpo-2023-002022

Open access

 31 Egger M, Smith GD, Schneider M, et al. Bias in meta- analysis 
detected by a simple, graphical test. BMJ 1997;315:629–34.

 32 Abebe S, Gebru G, Amenu D, et al. Risk factors associated with 
congenital anomalies among newborns in southwestern Ethiopia: a 
case- control study. PLoS One 2021;16:e0245915.

 33 Agot GN, Mweu MM, Wang’ombe JK. Prevalence of major external 
structural birth defects in Kiambu County, Kenya, 2014- 2018. Pan 
Afr Med J 2020;37:187. 

 34 Ajao AE, Adeoye IA. Prevalence, risk factors and outcome of 
congenital anomalies among neonatal admissions in OGBOMOSO, 
Nigeria. BMC Pediatr 2019;19:88.

 35 Anyanwu L- JC, Danborno B, Hamman WO. Birth prevalence of overt 
congenital anomalies in Kano Metropolis: overt congenital anomalies 
in the Kano. Univers J Public Health 2015;3:89–96.

 36 Bakare TIB, Sowande OA, Adejuyigbe O, et al. Epidemiology of 
external birth defects in neonates in southwestern Nigeria. Afr J 
Paediatr Surg 2009;6:28.

 37 Chukwubuike KE, Ozor I, Enyi N. Prevalence and pattern of 
birth defects in the two tertiary hospitals in Enugu, South East 
Nigeria: A hospital- based observational study. Afr J Paediatr Surg 
2020;17:85–9. 

 38 Delport SD, Christianson AL, van den Berg HJ, et al. Congenital 
anomalies in black South African liveborn neonates at an urban 
academic Hospital. S Afr Med J 1995;85:11–15.

 39 Ekanem B, Bassey IE, Mesembe OE, et al. Incidence of congenital 
malformation in 2 major hospitals in rivers state of Nigeria from 1990 
to 2003. East Mediterr Health J 2011;17:701–5.

 40 Gedamu S, Sendo EG, Daba W. Congenital anomalies and 
associated factors among newborns in Bishoftu general hospital, 
Oromia, Ethiopia: A retrospective study. J Environ Public Health 
2021;2021:2426891. 

 41 Geneti SA, Dimsu GG, Sori DA, et al. Prevalence and patterns 
of birth defects among newborns in southwestern Ethiopia: a 
retrospective study. Pan Afr Med J 2021;40:248. 

 42 Getachew B, Alemayehu T, Abebe S, et al. Prevalence of overt 
congenital anomalies and associated factors among newborns 
delivered at Jimma University medical center, Southwest Ethiopia, 
2018: a cross- sectional study. Int J Africa Nurs Sci 2023;18:100513. 

 43 Jemal S, Fentahun E, Oumer M, et al. Predictors of congenital 
anomalies among newborns in Arsi zone public hospitals, Southeast 
Ethiopia: a case- control study. Ital J Pediatr 2021;47:143. 

 44 Kishimba RS, Mpembeni R, Mghamba J. Factors associated 
with major structural birth defects among newborns delivered 
at Muhimbili national hospital and municipal hospitals in Dar es 
Salaam, Tanzania 2011 - 2012. Pan Afr Med J 2015;20:153. 

 45 Kouame BD, N’guetta- Brou IA, Kouame GSY, et al. Epidemiology of 
congenital abnormalities in West Africa: results of a descriptive study 
in teaching hospitals in Abidjan: Cote D’Ivoire. Afr J Paediatr Surg 
2015;12:51–5. 

 46 Mekonen HK, Berhe Y, Berihu BA, et al. A silent epidemic of major 
congenital malformations in Tigray, Northern Ethiopia: hospital- 
based study. Sci Rep 2021;11:21035.

 47 Mekonnen AG, Hordofa AG, Kitila TT, et al. Modifiable risk factors of 
congenital malformations in bale zone hospitals, Southeast Ethiopia: 
an unmatched case- control study. BMC Pregnancy Childbirth 
2020;20:129.

 48 Mekonnen DMollaTayeWorku W. Congenital anomalies among 
newborn babies in Felege- Hiwot comprehensive specialized referral 
hospital, Bahir Dar, Ethiopia. Sci Rep 2021;11:11027. 

 49 Mombo L- E, Yangawagou- Eyeghe L- M, Mickala P, et al. Patterns 
and risk factors of birth defects in rural areas of south- eastern 
Gabon. Congenit Anom 2017;57:79–82. Available http://doi.wiley. 
com/10.1111/cga.2017.57.issue-3

 50 Obu HA, Chinawa JM, Uleanya ND, et al. Congenital malformations 
among newborns admitted in the neonatal unit of a tertiary hospital 
in Enugu, South- East Nigeria - a retrospective study. BMC Res 
Notes 2012;5:1–6.

 51 Oluwafemi RO, Abiodun MT. Incidence, spectrum and outcome 
of congenital anomalies seen in a neonatal intensive care unit in 
southern Nigeria. Niger Postgrad Med J 2019;26:239–43.

 52 Onankpa BO, Adamu A. Pattern and outcome of gross congenital 
malformations at birth amongst newborns admitted to a tertiary 
hospital in northern Nigeria. Niger J Paediatr 2014;41:337.

 53 Saib MZ, Dhada BL, Aldous C, et al. Observed birth prevalence 
of congenital anomalies among live births at a regional 
facility in KwaZulu natal Province, South Africa. PLoS One 
2021;16:e0255456.

 54 Seyoum G, Adane F. Prevalence and associated factors of birth 
defects among newborns at referral hospitals in Northwest Ethiopia. 
Ethiop J Health Develop 2018;32.

 55 Silesh M, Lemma T, Fenta B, et al. Prevalence and trends of 
congenital anomalies among neonates at Jimma medical center, 
Jimma, Ethiopia: a three- year retrospective study. Pediatric Health 
Med Ther 2021;12:61–7. 

 56 Singh R, Al Sudani O. Major congenital anomalies at birth in 
Benghazi, Libyan Arab Jamahiriya, 1995. East Mediterr Health J 
2000;6:66–75.

 57 Tsehay B, Shitie D, Lake A, et al. Determinants and Seasonality 
of major structural birth defects among newborns delivered at 
primary and referral hospital of East and West Gojjam zones, 
Northwest Ethiopia 2017- 2018: case- control study. BMC Res Notes 
2019;12:495. 

 58 Venter PA, Christianson AL, Hutamo CM, et al. Congenital anomalies 
in rural black South African neonates--a silent epidemic? S Afr Med 
J 1995;85:15–20.

 59 Sarkar S, Patra C, Dasgupta MK, et al. Prevalence of congenital 
anomalies in neonates and associated risk factors in a tertiary care 
hospital in Eastern India. J Clin Neonatol 2013;2:131–4. 

 60 Dolk H, Loane M, Garne E. The prevalence of congenital anomalies 
in Europe. Rare Dis Epidemiol 2010:349–64. 

 61 Francine R, Pascale S, Aline H. Congenital anomalies: prevalence 
and risk factors. Mortality 2014;1:2.

 62 Raza MZ, Sheikh A, Ahmed SS, et al. Risk factors associated with 
birth defects at a tertiary care center in Pakistan. Ital J Pediatr 
2012;38:68. 

 63 Greenberg JA, Bell SJ, Guan Y. Folic acid supplementation and 
pregnancy: more than just neural tube defect prevention. Rev Obstet 
Gynecol 2011;4:52–9.

 64 Goh YI, Koren G. Folic acid in pregnancy and fetal outcomes. J 
Obstet Gynaecol 2008;28:3–13. 

 65 Liu S, Joseph KS, Lisonkova S, et al. Association between maternal 
chronic conditions and congenital heart defects: a population- based 
cohort study. Circulation 2013;128:583–9.

 66 Bailey NA, Diaz- Barbosa M. Effect of maternal substance abuse on 
the fetus, neonate, and child. Pediatr Rev 2018;39:550–9.

 67 Mulder B, Bijlsma MJ, Schuiling- Veninga CC, et al. Risks versus 
benefits of medication use during pregnancy: what do women 
perceive? patient preference and adherence. Patient Prefer 
Adherence 2018;12:1–8. 

 68 Hassold T, Hunt P. Maternal age and Chromosomally abnormal 
pregnancies: what we know and what we wish we knew. Curr Opin 
Pediatr 2009;21:703–8. 

 69 NIAAA. Fetal alcohol exposure Spain NIH. 2021. Available: https://
www.niaaa.nih.gov/publications/brochures-and-fact-sheets/fetal- 
alcohol-exposure

 70 Engidawork E. Pharmacological and Toxicological effects of Catha 
Edulis F.(Khat). Phytother Res 2017;31:1019–28. 

 71 Wabe NT. Chemistry, pharmacology, and toxicology of khat (Catha 
edulis Forsk): a review. Addiction & Health 2011;3:3–4.

 72 Xie D, Yang T, Liu Z, et al. Epidemiology of birth defects based 
on a birth defect surveillance system from 2005 to 2014 in Hunan 
Province, China. PLoS One 2016;11:e0147280.

 73 Bentham J, Michell AC, Lockstone H, et al. Maternal high- fat 
diet interacts with embryonic Cited2 genotype to reduce Pitx2C 
expression and enhance Penetrance of left–right Patterning defects. 
Hum Mol Genet 2010;19:3394–401. 

 74 Farhi A, Boyko V, Almagor J, et al. The possible association between 
exposure to air pollution and the risk for congenital malformations. 
Environ Res 2014;135:173–80. 

copyright.
 on July 16, 2023 at U

niversity of C
ape T

ow
n Libraries. P

rotected by
http://bm

jpaedsopen.bm
j.com

/
bm

jpo: first published as 10.1136/bm
jpo-2023-002022 on 10 July 2023. D

ow
nloaded from

 

http://dx.doi.org/10.1136/bmj.315.7109.629
http://dx.doi.org/10.1371/journal.pone.0245915
http://dx.doi.org/10.11604/pamj.2020.37.187.26289
http://dx.doi.org/10.11604/pamj.2020.37.187.26289
http://dx.doi.org/10.1186/s12887-019-1471-1
http://dx.doi.org/10.13189/ujph.2015.030206
http://dx.doi.org/10.4103/0189-6725.48572
http://dx.doi.org/10.4103/0189-6725.48572
http://dx.doi.org/10.4103/ajps.AJPS_59_20
http://www.ncbi.nlm.nih.gov/pubmed/7784907
http://dx.doi.org/22259922
http://dx.doi.org/10.1155/2021/2426891
http://dx.doi.org/10.11604/pamj.2021.40.248.25286
http://dx.doi.org/10.1016/j.ijans.2022.100513
http://dx.doi.org/10.1186/s13052-021-01093-6
http://dx.doi.org/10.11604/pamj.2015.20.153.4492
http://dx.doi.org/10.4103/0189-6725.150983
http://dx.doi.org/10.1038/s41598-021-00240-7
http://dx.doi.org/10.1186/s12884-020-2827-0
http://dx.doi.org/10.1038/s41598-021-90387-0
http://dx.doi.org/10.1111/cga.12201
http://doi.wiley.com/10.1111/cga.2017.57.issue-3
http://doi.wiley.com/10.1111/cga.2017.57.issue-3
http://dx.doi.org/10.1186/1756-0500-5-177
http://dx.doi.org/10.1186/1756-0500-5-177
http://dx.doi.org/10.4103/npmj.npmj_77_19
http://dx.doi.org/10.4314/njp.v41i4.9
http://dx.doi.org/10.1371/journal.pone.0255456
http://dx.doi.org/10.2147/PHMT.S293285
http://dx.doi.org/10.2147/PHMT.S293285
http://dx.doi.org/10.26719/2000.6.1.65
http://dx.doi.org/10.1186/s13104-019-4541-4
http://www.ncbi.nlm.nih.gov/pubmed/7784908
http://www.ncbi.nlm.nih.gov/pubmed/7784908
http://dx.doi.org/10.4103/2249-4847.119998
http://dx.doi.org/10.1007/978-90-481-9485-8
http://dx.doi.org/10.1186/1824-7288-38-68
http://dx.doi.org/10.1080/01443610701814195
http://dx.doi.org/10.1080/01443610701814195
http://dx.doi.org/10.1161/CIRCULATIONAHA.112.001054
http://dx.doi.org/10.1542/pir.2017-0201
http://dx.doi.org/10.2147/PPA.S146091
http://dx.doi.org/10.2147/PPA.S146091
http://dx.doi.org/10.1097/MOP.0b013e328332c6ab
http://dx.doi.org/10.1097/MOP.0b013e328332c6ab
https://www.niaaa.nih.gov/publications/brochures-and-fact-sheets/fetal-alcohol-exposure
https://www.niaaa.nih.gov/publications/brochures-and-fact-sheets/fetal-alcohol-exposure
https://www.niaaa.nih.gov/publications/brochures-and-fact-sheets/fetal-alcohol-exposure
http://dx.doi.org/10.1002/ptr.5832
http://dx.doi.org/10.1371/journal.pone.0147280
http://dx.doi.org/10.1093/hmg/ddq251
http://dx.doi.org/10.1016/j.envres.2014.08.024
http://bmjpaedsopen.bmj.com/


PubMed Searching Methods 

S.no. Searching terms Number of articles  

 

1. ("Prevalence"[Mesh] OR Prevalence OR magnitude)  

 

1,425,841 

2. ("Congenital Abnormalities"[Mesh] OR “Congenital 

anomalies” OR “birth defects”) 

 

132,900 

3. ("Infant, Newborn"[Mesh] OR neonates OR newborns) 

 

246,364 

4. (((("Prevalence"[Mesh] OR Prevalence OR magnitude) AND 

(ffrft[Filter])) AND (("Congenital Abnormalities"[Mesh] OR 

"Congenital anomalies" OR "birth defects") AND 

(ffrft[Filter]))) AND (("Infant, Newborn"[Mesh] OR neonates 

OR newborns) AND (ffrft[Filter]))) AND (Africa AND 

(ffrft[Filter])) AND (ffrft[Filter]) 
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                              JBI Critical Appraisal Checklist  

JBI Critical Appraisal Checklist for Studies Reporting Prevalence Data 

Reviewer ______________________               Date ____________________      

Author ________________________              Year ___________    Record Number ______   

 

                                                                                              Yes     No    Unclear   Not applicable  

1. Was the sample frame appropriate to address the              □    □    □    □ 

target population? 

2. Were study participants sampled in an appropriate way?    □    □    □    □  

3. Was the sample size adequate?                                             □    □    □    □ 

4. Were the study subjects and the setting described in            □    □    □    □ 

detail?   

5. Was the data analysis conducted with sufficient coverage     □    □    □    □ 

of the identified sample? 

6. Were valid methods used for the identification of the            □    □    □    □ 

condition? 

7. Was the condition measured in a standard, reliable way         □    □    □   □ 
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for all participants? 

8. Was there appropriate statistical analysis?                            □    □    □    □ 

9. Was the response rate adequate, and if not, was the low        □    □    □    □ 

response rate managed appropriately? 

Overall appraisal:   Include   □       Exclude    □    Seek further info   □ 

Comments (Including reason for exclusion) 

__________________________________________________________________

__________________________________________________________________

______________________________________ 
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JBI Critical Appraisal Checklist for Analytical Cross Sectional Studies 

 

Reviewer ______________________               Date ____________________      

Author ________________________              Year ___________    Record Number ______   

 

                                                                                              Yes     No    Unclear   Not applicable  

1. Were the criteria for inclusion in the sample clearly       □    □    □    □ 

defined?             

2. Were the study subjects and the setting described in        □    □    □    □ 

detail?   

3. Was the exposure measured in a valid and reliable           □    □    □    □ 

way?                                           

4. Were objective, standard criteria used for                          □    □    □    □ 

measurement of the condition?   

5. Were confounding factors identified?                                  □    □    □   □ 

6. Were strategies to deal with confounding factors               □    □    □    □ 

stated?        

7. Were the outcomes measured in a valid and reliable           □    □    □   □ 

way?        

BMJ Publishing Group Limited (BMJ) disclaims all liability and responsibility arising from any reliance
Supplemental material placed on this supplemental material which has been supplied by the author(s) BMJ Paediatrics Open

 doi: 10.1136/bmjpo-2023-002022:e002022. 7 2023;BMJ Paediatrics Open, et al. Moges N



4 | P a g e  

 

8. Was appropriate statistical analysis used?                          □    □    □    □ 

Overall appraisal:   Include   □       Exclude    □    Seek further info   □ 

Comments (Including reason for exclusion) 

__________________________________________________________________

__________________________________________________________________

______________________________________ 
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JBI Critical Appraisal Checklist for Case Control Studies 

 

Reviewer ______________________               Date ____________________      

Author ________________________              Year ___________    Record Number ______   

 

                                                                                              Yes     No    Unclear   Not applicable  

1. Were  the  groups  comparable  other  than  the  

            presence of  disease  in cases or  the  absence  of      □    □    □    □ 

            disease in controls?             

2. Were  cases  and  controls  matched                         □    □    □    □ 

appropriately?    

3. Were the same criteria used for identification of       □    □    □    □ 

cases and controls?                                       

4. Was exposure measured in a standard, valid and       □    □    □    □ 

reliable way?             

5. Was  exposure  measured  in  the  same  way  for       □    □    □    □ 

       cases and controls?  
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of the identified sample? 

6. Were confounding factors identified?                          □    □    □    □ 

7. Were strategies to deal with confounding factors          □    □    □   □ 

stated?      

8. Were outcomes assessed in a standard, valid and            □    □    □    □ 

reliable way for cases and controls?                         

9. Was the exposure period of interest long enough             □    □    □    □ 

to be meaningful?     

10.  Was appropriate statistical analysis used?                        □    □    □    □   

Overall appraisal:   Include   □       Exclude    □    Seek further info   □ 

Comments (Including reason for exclusion) 

__________________________________________________________________

__________________________________________________________________

______________________________________ 
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JBI Critical Appraisal Checklist for Cohort Studies 

 

Reviewer ______________________               Date ____________________      

Author ________________________              Year ___________    Record Number ______   

 

                                                                                              Yes     No    Unclear   Not applicable  

1. Were the two groups similar and recruited from the               □    □    □    □       

same population?                                                                         

2. Were the exposures measured similarly to assign people        □    □    □    □  

to both exposed and unexposed groups?                         

3. Was the exposure measured in a valid and reliable way?         □    □    □    □                                    

4. Were confounding factors identified?                                       □    □    □    □  

5. Were strategies to deal with confounding factors                       □    □    □   □ 

stated?     

6. Were the groups/participants free of the outcome at                  □    □    □   □ 

the start of the study (or at the moment of exposure)?       

7. Were the outcomes measured in a valid and reliable                  □    □    □   □ 

way?         

BMJ Publishing Group Limited (BMJ) disclaims all liability and responsibility arising from any reliance
Supplemental material placed on this supplemental material which has been supplied by the author(s) BMJ Paediatrics Open

 doi: 10.1136/bmjpo-2023-002022:e002022. 7 2023;BMJ Paediatrics Open, et al. Moges N



8 | P a g e  

 

8. Was the follow up time reported and sufficient to be               □    □    □    □ 

long enough for outcomes to occur?                                     

9. Was follow up complete, and if not, were the reasons to          □    □    □    □ 

loss to follow up described and explored?               

10. Were strategies to address incomplete follow up                      □    □    □    □ 

utilized?                      

11. Was appropriate statistical analysis used?                                □    □    □    □ 

 

Overall appraisal:   Include   □       Exclude    □    Seek further info   □ 

Comments (Including reason for exclusion) 

__________________________________________________________________

__________________________________________________________________

______________________________________ 
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Supplementary file 4: (A) The quality status of studies based on JBI critical appraisal 

checklist for studies reporting prevalence data 

 

Studies  Appropri 
ate 

sampling 

frame?  

Appro 
priate 

sampli 

ng?  

Adequate 

sample 

size?  

Detail 

setting 

descrip 

tion?  

Analysis 

with 

sufficient 

coverage?  

Valid 

method to 

identify the 

condition?  

Reliable 

measure 

ment?  

Appropri 
ate 

statistical 

analysis?  

Adequate 

response 

rate?  

Total, 

out of 

9  

Kouame et al  Yes  N/A yes yes Yes  Yes  UC Yes  N/A 7 

Elawady et al  Yes  Yes  Yes  Yes  Yes  UC  UC Yes  UC  6 

Birhanu et al  Yes  Yes  Yes  Yes  Yes  UC UC  Yes  UC  4 

Gedamu et al  Yes  N/A Yes  Yes  Yes  Yes  UC  Yes  N/A  8 

Geneti et al  Yes  N/A Yes  Yes  Yes  Yes  Yes  Yes  N/A 9 

Mekonen et  al  Yes  N/A Yes  Yes  Yes  Yes  UC Yes  N/A 8 

Mekonnen et al   Yes  N/A Yes  Yes  Yes  Yes  Uc  Yes  N/A 8 

Sileshi et al  Yes  N/A Yes  Yes  Yes  Yes  Yes  Yes  N/A 9 

Getachew et al  Yes  N/A Yes  Yes  Yes  Yes  UC  Yes  N/A 8 

Adane et al  Yes  N/A Yes  No Yes  Yes  No  Yes  N/A 7 

Mombo et al  Yes  N/A Yes  No  Yes  UC  No  Yes  N/A 6 

Wgathu et al  Yes  Yes  Yes  Yes  Yes  Yes  UC  UC  UC  4 

Agot et al  Yes  N/A Yes  Yes  Yes  Yes  UC  Yes  N/A 8 

Singh et al  Yes  N/A Yes  Yes  No  UC  Yes  Yes  N/A 7 

Ajao et al  Yes  N/A  Yes  Yes  Yes  Yes  Yes  Yes  N/A 9 

Anyanwu et al  Yes  N/A Yes  No  Yes  Yes  UC  Yes  N/A 7 

Bakare et al  Yes  N/A Yes  No  Yes  Yes  UC  Yes  N/A  7 

Chukwubuike et 

al 

Yes  N/A Yes  Yes  Yes  Yes  Yes  Yes  N/A 9 

Ekanem et al  Yes  N/A Yes  No  Yes  UC UC  Yes  N/A  6 

Obu et al  Yes  N/A  Yes  Yes  Yes  Yes  Yes  Yes  N/A  9 

Oluwafemi  et 

al  

Yes  N/A Yes  Yes  Yes  Yes  UC  Yes  N/A 8 

Onankpa et al  Yes  N/A  Yes  Yes  Yes  UC UC  Yes  N/A 7 

MAN et al  Yes  N/A Yes  Yes  Yes  Yes  UC  Yes  N/A  8 

Venter et al  Yes  N/A  Yes  Yes  Yes  Yes  UC  Yes  N/A 8 

Delport et al  Yes  N/A Yes  Yes  Yes  Yes  Yes  Yes  N/A 9 

Saib et al  Yes  N/A Yes  Yes  Yes  Yes  Yes  Yes  N/A  9 

Wwanja et al  Yes  N/A Yes  Yes  Yes  Yes  Yes  UC  N/A 8 
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Supplementary file 4: (B) The quality status of studies based on JBI critical appraisal 

checklist for studies reporting case control studies. 

Studies  Were the 

group 

comparable?  

Were 

cases and 

controls 

matched?  

Were the 

same criteria 

for 

identification  

Was 

exposure 

measured 

in a 

standard, 

valid and 

reliable 

way?   

Was 

exposure 

measured 

in the 

same way  

? 

Were   

confounding 

factors 

identified?  

Were 

strategies to 

deal the 

confounders 

stated?  

Were 

outcomes 

assessed 

in a 

standard, 

valid and 

reliable 

way?  

Was the 

exposure 

period of 

interest 

long 

enough  

Was 

appropriate 

statistical 

analysis 

used?  

Total 

out 

of 10  

Jemal et al  Yes  No  Yes  UC Yes  Yes  Yes  Yes  UC  Yes  7 

Mekonnen 

et al  

Yes  No  Yes  UC  Yes  Yes  Yes  Yes  UC  Yes  7 

Tsehay et 

al  

Yes  NO  Yes  Yes  Yes  Yes  No  Yes  Yes  Yes  8 

Abebe et 

al  

Yes  No  Yes  Yes  Yes  Yes  Yes  Yes  UC  Yes  8 

Kishimba 

et al  

Yes  No  Yes  Yes  Yes  Yes  Yes  Yes  Yes  Yes  9 
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