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ABSTRACT
Introduction: Pregnancy associated with pathology is difficult to manage 
in our context and its outcome is uncertain. Aim: To study pregnancy 
associated with pathology and the outcome in our context Patients and 
method: Descriptive, analytical, and retrospectively recruited study 
carried out in the maternity ward of the Owendo University Hospital from 
January 1 to December 31, 2021, i.e. 12 months. We included all those with 
pathology in a progressive pregnancy regardless of gestational age, as well 
as elective caesarean sections during the period. Socio-demographic and 
clinical variables, pregnancy outcome, maternal and neonatal outcome. 
Results: We retained 570 (12.62%). The mean age of pregnant women 
was 28.8 ± 6.7 years. The inactive accounted for 452 cases (79.29%), 
213 (37.37%) were female learners and 430 (75.43%) were from their 
homes. The reason for hospitalization was elective caesarean section 148 
cases (25.96%), premature rupture of membranes 108 cases (18.95%), 
vasculo-renal pathologies 67 cases (11.75%), threat of preterm delivery 
58 cases (10.18%) and anaemia in the context of hyperthermia 55 cases 
(9.64%). Pregnancy was full-term in 249 cases (43.68%) and 11 (1.92%) 
were beyond term. Apart from elective caesarean section, the upper route 
accounted for 51.37% of cases versus 48.6%. Twelve (2.74%) perinatal 
deaths were recorded as well as 3 (0.52%) maternal deaths. Conclusion: 
The association of pathology and pregnancy is a source of maternal and 
perinatal mortality. Corrective actions dictated by the WHO must be 
implemented. 

Keywords: Pathologies, Pregnancy, Caesarean section, Death, Owendo 
(Gabon) 

INTRODUCTION

Pregnancy progresses and ends physiologically in 3/4 of cases [1]. A 
pathological condition of the mother or the product of conception may 
lead to fears of complications during the course or at the time of delivery 
[2]. The WHO’s recommendations on antenatal care to make pregnancy 
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a positive experience, improved since 2015, contribute to 
the significant reduction in maternal and infant mortality 
[3]. Risks during pregnancy and childbirth exist in all 
countries but vary from country to country depending 
on socio-economic conditions, the level of providers and 
technical platforms. In our context, the course of pregnancy 
is unpredictable, the prognosis of delivery is uncertain and 
the case fatality rate does not decrease. Globally, 830 women 
die every day worldwide due to complications related to 
pregnancy or childbirth. The maternal mortality ratio in 
developing countries in 2015 was 239 per 100,000 live 
births, compared to 12 per 100,000 in developed countries 
[4]. These maternal deaths could have been avoided if 
pregnant women had had access to antenatal care and 
adequate management of critical medical situations and 
their consequences. This is a direct consequence of the 
inadequacy of health services, health providers and rampant 
poverty [4]. In Gabon, maternal mortality was estimated at 
316 deaths per 100,000 live births over seven years (2005-
2012) and has not decreased significantly. The same was 
true for neonatal mortality, estimated at 26 deaths per 
1000 live births [5,6]. The maternity ward of the Owendo 
University Hospital (CHUO) is busy. The patients come 
from the commune of Owendo and the greater Libreville, 
which makes it a reference center. Our series takes stock 
of pathological pregnancies in their epidemiological and 
evolutionary aspects. 

PATIENTS AND METHOD

This was a descriptive, analytical, and retrospectively 
recruited study carried out at the maternity ward of the 
Owendo University Hospital from January 1 to December 31, 
2021, i.e. 12 months. The CHUO maternity ward is a reference 
maternity hospital and is located on the outskirts of Libreville. 
It carries out about 5000 deliveries per year and houses a 
neonatal and surgical intensive care unit. It is classified as 
level 3. The study population consisted of pregnant women 
who had consulted or those who had been hospitalized in 
the maternity ward during the study period. We included all 
those with a pathology in a progressive pregnancy regardless 
of gestational age, as well as elective caesarean sections of 
the period. We did not include women who gave birth with 
a normal pregnancy, those admitted for a gynaecological 
pathology, incomplete or missing records, as well as those 
who could not be reached by telephone after their discharge 
from the maternity ward. Physical records, the registers of 
the delivery and hospitalization room, those of the on-call 
reports, those of the operating theatre, the intensive care 
unit and the neonatology department were used to support 
the data collection. When the delivery had not taken place 
at the end of the hospitalization, the pregnant woman 
was contacted by telephone to find out the outcome of the 

pregnancy and the fate of the newborn. An individual data 
collection sheet was drawn up and the following variables 
were studied: socio-demographic variables (age, occupation, 
place of residence, marital status), clinical variables (reason 
for hospitalization, parity, existence of a previous caesarean 
section, gestational term, type of pathology and indication 
for current caesarean section), pregnancy outcome (delivery, 
return home), maternal and neonatal outcomes. Data were 
entered using Microsoft® Excel software. Statistical analysis 
was performed using Epi infoTM 6 software (version 6.4). 
Results were expressed as a percentage for qualitative 
variables and as an average ± standard deviation for 
quantitative variables. These variables were compared with 
each other using the Chi2 test, the Yates-corrected Chi2 
(n between 3 and 4) and the Fisher exact test (n < 3). The 
difference was considered significant for a p-value < 0.05.

RESULTS

During the study period, 4516 pregnant women were 
hospitalized. Of these, 582 were for pathologies associated 
with pregnancy and 4,455 deliveries were carried out. 
We retained 570 (12.62%). The mean age of pregnant 
women was 28.8 ± 6.7 with extremes of 14 to 48 years. 
The 26-35 age group accounted for 42.28%, 452 patients 
(79.29%) were not gainfully employed and 213 (37.37%) 
were learners. For marital status, 374 patients (65.61%) 
were single versus 196 (34.39%) married. In 430 cases 
(75.43%), 140 (24.56%) were referred from their homes, 
and of these, 65 (46.43%) came from maternal and child 
care centres (SMI) and 75 (53.57%) from other health 
facilities in the area. The reason for hospitalization was 
elective caesarean section in 148 cases (25.96%), premature 
rupture of membranes in 108 cases (18.95%), vasculo-
renal pathologies 67 cases (11.75%), threat of preterm 
delivery (PAD) in 58 cases (10.18%) and anaemia in the 
context of hyperthermia 55 cases (9.65%). For vasculo renal 
pathologies, 34 cases (50.74%) were severe pre-
eclampsia with HRP, and eclampsia. The mean parity was 
1.5 ± 1.6 pars with extremes of 0 to 9 pares and 195 cases 
(34.21%) were nulliparous. The mean gestational age was 
34.6±5.2 weeks of amenorrhea (SA) with extremes of 6 to 
43 weeks. The fetus was not viable in 79 cases (13.85%) 
and 231 (40.53%) had less than 37 weeks. Pregnancy was 
full-term in 249 cases (43.68%) and 11 (1.93%) were past 
term. Pregnancy follow-up was regular in 495 pregnant 
women (86.84%) and the provider was the midwife in 
372 cases (75.15%) versus 123 (24.85%). Following 
hospitalization, 132 pregnant women (23.16%) were 
discharged after treatment and 438 (76.84%) gave birth. 
Of these, 148 cases (33.79%) were elective caesarean 
sections and 290 cases (66.21%) were true pathologies 
associated with pregnancy. At delivery, pregnancy was 
premature in 112 cases (38.62%). 
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Induction of labour was necessary for 141 pregnant women 
(48.62%) and caesarean section for 149 (51.37%), i.e. 70 
cases (46.97%) after failure to induce labour. A total of 297 
caesarean sections (67.8%) were performed. Anterior 
uterine scarring was the leading indication with 101 cases 
(34%), followed by vasculo-renal pathologies 61 cases 
(20.53%). In this group, 34 cases (55.74%) were severe 
pre-eclampsia versus 27 cases (44.26%). For RPM, the 
caesarean section rate was 31 cases (28.7%). All these 
results are shown in Table 2. The mean APGAR score was 
7.13+2.2 at 1st minute of life with extremes of 0 to 10 and 
409 neonates (93.38%) had a score greater than 7. The 
mean birth weight was 2928.5 + 617.9 g with extremes of 
1040 to 4740 g and 91 newborns (20.78%) had a birth 
weight below 2500 g. When caesarean section was 
scheduled, the APGAR score of the newborn was not 
significantly different from that resulting from a 
pregnancy associated with true pathology regardless of 
the route of delivery. (p= 0.321). What was not was the 
same for birth weight (p=0.002). Of the 438 births, 12 
perinatal deaths (2.74%) were recorded. Of these deaths, 
7 (58.33%) were from pregnancies with severe pre-
eclampsia, 2 (16.66%) from pregnancies with SS 
hemoglobinopathy, and the remaining 3 (25%) from 
previa haemorrhagic placenta, past term and severe anemia. 
No deaths were observed when the caesarean section was 
scheduled. Perinatal death was significantly associated with 
pathological pregnancy (p=0.000) (Table 3). Three (0.52%) 
maternal deaths were recorded. Ectopic pregnancy, HRP and 
eclampsia were the conditions associated with these deaths.

DISCUSSION

Pathological pregnancy is common in our context. After 
12 months of investigation, we collected 570 cases. This 
figure is not far from 1.2 in 10 pregnancies in the period. 
We intentionally included elective caesarean sections 
of the period (25.96%). In view of the difficulties of 
managing caesarean sections in our context, they constitute 
pregnancies with an uncertain outcome. These difficulties 
are linked to the unavailability of medical consumables and 
often to the technical platform. Hence the delay, which is 
often the case in our context [7, 8]. For the pathology, 290 
cases were treated for delivery. This figure is not negligible. 
It is far from that of JM Kasia in Yaoundé, Cameroon in 2020 
(249 cases) and that of KE Amoussou in Ouagadougou, 
Burkina Faso in 2003 (236 cases) but well below that of N 
Banabdelmalek in Rabat, Morocco in 2018 (556 cases) [9, 
10, 11]. Although appreciable, our figure can be improved by 
forward-looking recruitment in view of the social difficulties 
of the populations of sub-Saharan Africa. The identification 
and recording of risk situations is likely to be underestimated. 
The population of our study has an average age of 28.8 ± 
6.7 years and the 16-25 age group represents 33.33%. This 

result is close to that of JM Kasia et al (31.19 years) and that 
of El Hamdani et al in Morocco (31.5 years), as well as that of 
N Banabdelmalek (31 years) [9, 11, 12]. On the other hand, 
KE Amoussou had recovered 26.6 years [10]. This figure is 
much lower than that of the above-mentioned authors. Our 
health centre is not far from the Faculty of Medicine and the 
majority of female learners are women. This explains the 
young age of our population and its celibate nature. Most of 
them are educated. These results are contrary to those of El 
Hamdani et al, who found 93% of women illiterate, and KE 
Amoussou, who found 86.4% [10,12]. 

All of these studies were carried out in rural areas where 
marriage is early and the level of schooling is low. The 
majority of patients were from home (75.4%) and 19.3% 
were referred. In the series of KE Amoussou, 55.9% of 
pregnant women had been evacuated and 44.1% of pregnant 
women had come of their own accord [10]. Elective caesarean 
section was the main reason for admission in our study, 
which explains the high number of those coming from home. 
The mean parity was 1.5 ± 1.6 pares with extremes of 0 to 9 
pares and 34.2% (195 cases) had never given birth. JM Kasia 
et al and KE Amoussou had recovered 42.1% and 42.4% 
respectively [9, 10]. F Girard et al in France had found 94% 
primiparous due to late pregnancy [13]. In our series, the 
high number of female learners may be the explanation. As 
in the JM Kasia et al series, the majority of pregnant women 
had good quality antenatal follow-up (86.8%). This result is 
a far cry from that of N Banabdelmalek in Morocco, which 
recovered 28%, and KE Amoussou in Burkina Faso, where 
health care coverage was 39.8% [10, 11]. Living in remote 
areas, lack of education and lack of resources are the main 
causes. We did not find any series that included scheduled 
caesarean sections in the pathology and pregnancy group. 
In our context, we look at them that way. It comes in 2nd 
place after emergency caesarean section with no significant 
difference (p = 0.213) [8, 14]. For true pathologies, the most 
common is RPM (18.94%). This frequency is high compared 
to those of other series [15]. However, it remains within 
the norm when the pregnancy is at term (between 6 and 
22%) [16]. In addition, we did not distinguish between 
full-term and preterm pregnancies. In our practice, when 
the pregnancy is at term, as for some learned societies and 
authors, to minimize the risk of infection, the expectation 
does not go beyond 24 hours [17]. Preterm, it is a threat 
of severe preterm birth and management is difficult in our 
context. It is a source of induced prematurity and increases 
the rate of caesarean section because it is the recommended 
route of delivery in this case [18, 19, 20]. Thus, ranked in 
order of decreasing frequency: RPM (18.95%), hypertensive 
pathology and its complications (11.75%), hyperthermia 
complicated by anemia (9.64%), abortions (7.37%), GEU 
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(3.33%) and other pathologies. Our main concern is high 
blood pressure and its complications. Our results in terms 
of frequency for this pathology are higher than those of 
Ouédraogo Salam (6.99%), as well as those of Ahmed Touimi 
Benjelloun who had recovered 6%, but close to that of KE 
Amoussou (11%) [21,22,10]. 

Our figure seems high because we have not dissociated 
preeclampsia from its complications as in the aforementioned 
series. In our environment, it is the 2nd source of caesarean 
section after fetopelvic disproportions, due to the abundance 
of severe preterm forms [8]. For hyperthermia complicated 
by anemia, we are well below the results of JM Kasia (39.8%) 
as well as those of KE Amoussou (23.7%). Despite being in 

a highly malarial area, our pregnant women benefit from 
anti-anaemic and antimalarial (IPT) prophylactic treatments 
as recommended by the WHO and some centres distribute 
long-lasting impregnated mosquito nets (MIDLA) [3, 23]. At 
childbirth, the preterm birth rate is 38.6%. In our series, it 
is an induced prematurity due to the severe nature of the 
pathology. JM Kasia and KE Amoussou regained 5.2% and 
21.3% respectively [9, 10]. When the condition is associated 
with pregnancy, the rate of caesarean section increases [13] 
and management is difficult. In this case, maternity is a 
reference as recommended in France by the High Authority 
for Health [24]. In our series, the caesarean section rate is 
51.4% excluding elective caesarean section. JM Kassia et al 
in Cameroon had recovered 35.6% [9]. 

Table 1: Socio-demographic profile of pregnant women.

Parameters studied n %
Age (years)
[26-35] : 28,8± 6,7 [14-48] 241 42,28
Profession
No gainful activities 452 79,30
Marriage status
Single 374 65,61
Parity
[0-2] :1,5 ± 1,6 [0-9 pares] 379 66,49
Provenance
Home 430 75,44
Gestational age (GA)
[29-37] : 34,6±5,2 SA [6-43] 231 40,53
Total 570 100

Pathologies identified n %

Elective caesarean sections 148 25.96

Premature rupture of membranes (PRM) 108 18.95

Vasculo-renales pathologies and pregnancy (HBP, RPH, eclampsia) 67 11.75

Threat of preterm birth (TPB) 58 10.18

Hyperthermia and anemia 55 9.65

Abortions 42 7.37

EUP1 19 3.33

Gestational vomiting 18 3.16

FDIU2 11 1.93

Expired term 11 1.93

Placenta preavia 7 1.23

HIV and pregnancy 7 1.23

Other (hemoglobinopathy SS, IUGR3, Volume anomaly of the LA4) 19 3.33

Total 570 100

Table 2: Type of pathologies.

HIV and pregnancy 1: Extrauterine pregnancy, 2: Fetal death in utero, 3: Intrauterine growth 
restriction, 4: Amniotic fluid
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In practice, the choice of vaginal delivery is imposed on 
us for extreme prematurity and for severe pathologies of 
pregnancy, as recommended for several years by learned 
societies, except when childbirth is imminent [18-20]. The 
mean APGAR score is 7.13±2.2 at the 1st minute of life and 
409 (93.38%) newborns had a score above 7. Our results 
are close to those of JM Kasia et al (94.4%) and far from the 
severe morbidity found in the series of K. E. Amoussou [9, 
10]. For this endpoint, we found no significant difference 
between the elective caesarean section group and when the 
pathology was identified. These results are consistent with 
those of Toril Kolas et al [25]. In our practice, management 
is multidisciplinary and pulmonary maturation is systematic 
for pregnancies with a term of less than 35 weeks of 
amenorrhea, which may be the cause of this acceptable score. 
The mean birth weight was 2928.5 ± 617.9 g and 80.1% had 
a birth weight above 2500 g. Our results are close to those 
of JM Kassia, et al. (89.6%) and this was largely influenced 
by the occurrence of pathology [9]. This is the result of the 
non-negligible number of induced preterm births and the 
testimony of the high rate of low birth weights in our series 

(19.9%) compared to 12.7% in the series of N Banabdelmalek 
in Morocco and that of JM Kassia, et al. (6.8%) in Yaoundé 
[9,11]. 

The stillbirth rate is 2.7%. This is not far from those of the 
other series, which found 1.2, 3.73, and 4.6% respectively 
[8-10]. No deaths were observed when the caesarean 
section was scheduled. Thus, the occurrence of a pathology 
is significantly associated with perinatal death in our study 
(p=0.000). Prematurity and the abundant presence of severe 
forms of preeclampsia (55.74%) may be the explanation. 
Three (0.52%) maternal deaths were recorded. Ectopic 
pregnancy, HRP and eclampsia are the pathologies associated 
with these deaths and causes usually cited and responsible 
for maternal mortality in our context [5,6]. 

CONCLUSION 

In short, pathologies associated with pregnancy remain a 
worrying situation in the world with regard to the various 
data in the literature, but also in our maternity wards. 
Many pathologies were identified during pregnancy, but 
these were dominated by vasculo-renal pathologies. These 

Delivery route

Types of Pathology N/% Low Track n/% High Track n/%

PRM 108/37.24 77/71.3 31/28.7

Vasculorenal pathologies 67/23.10 6/8.95 61/91.04

TPB 32/11.03 22/68.75 10/31.25

Hyperthermia, anemia 39/13.45 3179.48 8/20.51

Placenta previa 7/2.41 0 7/100

HIV and pregnancy 7/2.41 1/14.28 6/85.71

Expired term 11/3.79 4/66.66 7/33.33

Autres pathologies 19/6.55 0 19/100

Total 290 141/48,62 149/51,37

Table 3: Pathological Pregnancy and the Pathway to Childbirth.

Parameters
ECS

n (148)
Pathogical pregnancy

n (290)
p

APGAR 9.1±0.8 [4-10] 8.2±1.87 [4-9] 0.321

Weight (g) 3007.1±604.6 [2754-4085] 2416±470.1 [1070-3814] 0.002

Perinatal Death 0 12 0.000

Table 4: Perinatal morbidity, mortality.

CE : Elective caesarean sections
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pathologies most often occur in young patients. Due to the 
seriousness of the pathology and prematurity, the delivery 
route was dominated by caesarean section. This has a 
definite impact on maternal and perinatal morbidity. WHO 
recommendations for the management of pregnancy and 
the application of protocols can help reduce the incidence 
of pregnancy-related pathologies and adverse pregnancy 
outcomes in our context. 
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