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ABSTRACT:

Overweight, obesity or morbid obesity has been shown to have a deleterious effect on the mother and the foetus. Among the

various complications are macrosomic babies, increased caesarean section rate, postpartum haemorrhage, foetal distress and

foetal death. The objectives of the study were to determine the socio-demographic characteristics of pregnant women with

obesity and morbid obesity determine the mean birth weight, foetal length and Apgar score of the babies as well as associated

maternal complications. This was a descriptive cross sectional prospective study carried out between the 1st of January and the

31st July 2006. Recruitment was carried out in the maternity service of the main teaching hospitals in Yaoundé. All pregnant

women in labour or in the immediate postpartum with body mass index greater or equal to 30 were fit for the study. About half

of the women were married (46.5%), multi-parous (49%), attained the level of secondary education (59:3%). Most of the women

were of low socio-economic status (82%) with the male partners slightly more financially fit than the women (57.1%). The 25-29

years age group was most represented (32.6%), with the morbid obesity being preponderant (90.8%). Maternal complications

were seen in 64% of the patients. The complications were more frequent in the morbid obesity than in the obesity group. Only

uterine atony and placenta retention were seen in the obesity group. Placenta retention and caesarean section (20.5%) was

commoner in the morbid obesity group.  Stillbirths, small-for-dates, poor Apgar score and foetal macrosomia were reported in

the morbid obesity group. The babies were longer and weighed more with means of 51.3 cm and 3348 g respectively. Obesity and

morbid obesity constitute a high risk factor in pregnancy. Pregnancy in these women must therefore be monitored closely in the

ante-partum, intra-partum and immediate post-partum periods. Early detection of complications and treatment is paramount if

we have to improve on the materno-foetal morbidity and mortality among obese pregnant women.
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DEVENIR MATERNO-FOETAL DU TRAVAIL CHEZ LES FEMMES OBESES
A YAOUNDE, CAMEROUN.

RESUME:

L´obésité, l´hyper-obesité et pourquoi pas les sous poids constitutionnel ou acquis peuvent prédisposer à la morbi-mortalité

materno-fœtale. Le surpoids, l´obésité et l´hyper-obesité prédisposent à la naissance des gros fœtus et à des macrosomies,

augmentant les risques de  césarienne, d´hémorragie du post-partum et de décès intrapartal. Notre étude avait pour objectif de :

déterminer les caractéristiques socio-demographiques, l´index de masse corporel de base des femmes et la morbi-mortalité

foeto-maternelle associée à une obésité ou  hyperobesité. Cette étude a été descriptive transversale menée du 1er Janvier 2006

au 31 Juillet 2006. Les maternités des hôpitaux universitaires de Yaounde ont été le lieu de l´étude ; les femmes enceintes ayant

un IMC supérieur ou égal à 30 étaient inclues dans l´étude. Près de la moitie des femmes étaient mariées (46,5%) et multipares

(49%) avec un niveau d´étude secondaire (59,3%). La plupart des femmes étaient de la classe socio-économique basse (82%),

avec des partenaires financièrement plus nantis qu´elles (57,1%). La tranche d´âge de 25-29 ans était la plus représentée (32,6%)

avec une prédominance des hyperobèses (90,8%). Une complication maternelle a été notée chez 64% des patientes. Les

complications étaient plus fréquentes dans le groupe des hyperobèses que dans le groupe. des obèses. Seulement l´atonie et

la rétention placentaire ont été notées dans le groupe des obèses. La rétention placentaire et la césarienne (20,5%) étaient plus

fréquentes chez les hyperobèses. Les mort-nés, les petits poids à la naissance, le mauvais score d´Apgar et la macrosomie fœtale

ont été retrouvés chez les femmes hyperobèses comme responsable de la morbi-mortalité fœtale.. Les foetus étaient aussi grand

de taille et de poids par  rapport aux références de  la littérature avec respectivement des moyennes de 51,3 cm et de 3348grammes.

Les femmes obèses et hyperobèses constituent un groupe à haut risque dont la grossesse doit être rigoureusement suivie en

antepartum, intrapartum et post-partum immédiat.  Le risque réel de développement de diabète, d´hypertension artérielle gravidique,

de macrosomie fœtale et de la morbi-mortalité qui  y est associé.

MOTS CLES: Obèse - Hyper obèse - Morbidité et Mortalité materno-fœtale.
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stillbirth (3.7%), poor Apgar score (25.5%),

Intrapartum and early postpartum deaths (12.8%).

Morbidly obese women carry a higher risk for both

maternal and foetal complications in the ante partum,

intrapartum and postpartum periods (91% and 97.1%

respectively). Like SEBIRE et al,[10] we observed

an increase in the foetal weight associated with

increasing BMI as evident by the 8.7% and 11%

foetal macrosomia rate reported in the obese and

morbidly obese respectively. Foetal macrosomia is

more common in the obese non-diabetic mother

compared to the lean mother with gestational diabetes

[10]. Obesity is associated with maternal insulin

resistance and foetal hyperinsulinaemia even in the

absence of maternal diabetes [11]. Insulin resistant

individuals have higher fasting plasma triglyceride levels

and greater leucine turnover [12-13]. Amino acids

are insulin secretagogues and an increased flux of

amino acids could stimulate foetal hyperinsulinaemia.

Triglycerides are energy rich and placental lipases can

cleave triglyceride and transfer free fatty acids to the

foetus [14]. The combination of an increased energy

flux to the foetus and foetal hyperinsulinaemia may

explain the increased frequency of large for gestational

age infants in the obese non-diabetic woman. A past

history of diabetes was absent in all the women in this

study.

V- CONCLUSION

The above study clearly identifies body mass index

(BMI) as a major risk factor for poor obstetric

outcome with consequences affecting the mother and

the baby. The size of the foetus increases with an

increasing BMI, thus an increase in the rate of

obstructive labour, caesarean section, trauma to the

genital tract, placenta retention, postpartum

haemorrhage, foetal distress and foetal loss. Pre-

pregnancy weight control, a weight gain that remains

within the curve for weight gain in the particular

woman is a pre-requisite to reducing materno-foetal

morbidity and mortality related to excessive weight in

pregnancy. BMI is therefore an indicator of body

composition than weight alone, being a more sensitive

indicator of obesity in shorter women, more predictive

of gestational diabetes and no less predictive than

weight alone for any other outcomes [15] 
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