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Birth weights of infants in the Cameroon grasslands *

J. R. LEWIS 1

Abstract

The mean birth weight of8 071 indigenous singleton
infants was 3 119 g. This may be an underestimate
owing to some selective bias in the data. Nevertheless,
this figure compares favourably with those from other
developing countries and reflects the relatively good
nutritional status of pregnant women in the area
studied.

No study of birth weights of infants born in rural
Cameroon has ever been published. This study
was undertaken to provide information on the sub-
ject, with particular reference to the indigenous
people of Tikar stock.

Materials and methods
A total of 8 519 birth weights were collected from

the birth registers of 9 institutions (3 hospitals and
6 health centres). The weights were collected during
3 different 3-year periods: 1953-55, 1962-64, and
1971-73, a total of 9 years. All infants were weighed
within one hour of birth on accurate balance scales
by trained midwives. All the institutions included
in the study were visited to verify the method of
weighing used, which in fact had not changed in
the last 20 years. All birth weights were recorded,
including premature and stillbirths. Besides birth
weight, and the month and year of delivery, the data
included a record of plurality, parity, and ethnic
group, and whether the delivery was booked or was
an emergency.

Results
The principal findings are summarized in Table 1.

The mean birth weight for 8 071 indigenous singleton
deliveries during the 3 time periods was 3 119 g.
Of 6 738 births, 1 618 (24%) were primiparous. The
mean birth weights of infants from 322 primiparous
births was 2 958 g and from 1 101 multiparous

* Preliminary report. A more detailed report of the find-
ings will be published elsewhere.
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births was 3 154 g; these means were significantly
different (t= 6.759, p <0.001). Birth weights varied
significantly between institutions during the 1971-73
period (F= 30.939, p <0.01). Of 1 423 births in
institution 2 in 1971-73, only 12 were unbooked;
the mean weight was 2 379 g. This differed signifi-
cantly from the mean of 3 109 g for the 1 411 booked
births (t= 5.91, p <0.001).

Discussion
The data reported here are inevitably subject to

bias and sampling errors. The type and magnitude
of this bias can be described in general terms.
The 9 institutions studied serve one divisional

capital and 50 rural villages with a total population
of 100 000. There are probably 4000 deliveries a
year in the area. About 2 000 of these, or half of
all deliveries, take place in the 9 institutions. The
remaining deliveries take place in the patients' homes
or on the farms, attended by female relatives or
traditional midwives.
Can these data be considered representative of

the general population? The most important factors
that could bias the data are: parity, socioeconomic
status, and medical factors. Primiparous births ac-
counted for 24% of all births in which the number
of previous children was reported. Although the
proportion of primiparous births in the general
population was not studied, it is probably less
than 24%. Of 500 consecutive parturient mothers in
a Yoruba village, only 62 (12.4 %/), were primi-
parae (3). Since the infants of primiparae weighed
less at birth than the infants of multiparae, this
selection by birth rank probably biased the mean
birth weight downward.

Socioeconomic status could be an important selec-
tive factor if the birth weights varied with the socio-
economic status of the mother, and if the mothers
delivering at the institutions were richer or poorer
than those delivering at home. The high mean birth
weight in institution 1, situated in a divisional capital,
may be a result of the higher socioeconomic status
of the population there, and in itself is not neces-
sarily a biased finding. In the rural areas where the
other institutions are situated, there is no apparent
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Table 1. Mean birth weights of indigenous singleton infants born in different institutions
at different times

Years
Totals

1953-55 1962-64 1971-73
Institu-
tion mean mean mean mean

no. of birth no. of birth no. of birth no. of birth
subjects weight subjects weight subjects weight subjects weight

(g) (g) (g) (g)

1 a 1 412 3195 1 412 3195

2 b 705 3 082 768 3185 1 423 3103 2 896 3120

3 c 136 2 956 234 2 944 370 2 949

4 d 700 3 063 1 008 3 184 872 3 073 2 580 3 114

5 e 813 3 076 813 3 076

totals 1 405 3 073 1 912 3169 4 754 3112 8 071 3119

a Government hospital.
b Mission hospital.
c Mission hospital.
d Mission health centre.
e Five local council health centres.

tendency for the higher socioeconomic segment to
deliver at the health centres. Indeed, it is not unusual
for the chiefs and local dignitaries to favour the
traditional methods of delivery. The socioeconomic
status of the mothers delivering at the institutions
is probably quite similar to that of the general
population.

Hospital birth weights may be biased downward
because complicated cases resulting from abnormal
pregnancy or delivery are referred to hospital. Un-
booked or emergency cases accounted for less than
1% of all deliveries in institution 2 during 1971-73,
and the weights of these infants were lower than the
booked cases. Since hospital deliveries accounted
for 4 678 of 8 071 deliveries (57 .), it is possible
that the mean birth weights were biased downward.
These selective factors in all probability biased

the birth weights downward, if anything. The mean
birth weight of 3 119 g, which may in fact be an
underestimate, compares favourably with those of
other areas of the developing world (2, 3).
The nutritional status of the mother is probably

the major determinant of birth weight, and low
birth weights ofinfants born to malnourished mothers
are probably the first manifestations of nutritional
growth failure (2). Maternal malnutrition and pro-
tein deprivation in the final trimester of pregnancy
are important causes of low birth weights (2). The
relatively high birth weights found in this study

suggest that the nutritional status of pregnant women
is better in the Cameroon grasslands than in most
areas of the developing world, and that there is
little protein deficiency during pregnancy. This is
due to the fertility of the land and the diversity of
foodstuffs available. Although corn foo-foo is the
staple food, many sources of protein are available,
such as beef, fowl, eggs, groundnuts, and various
types of beans.
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