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Editorial Note

ARD President’s Note

We welcome you to the maiden edition of the
Yenagoa Medical Journal (YMJ). The YMJ is the
ofﬁcial publication of the Association of Resident
Doctors of the Federal Medical Centre, Yenagoa,
Bayelsa State, Nigeria. It will be published twice a
year in the months of January, and July.
We publish original articles, review articles, case
reports, letters to the editor, short communication,
commentaries, viewpoints, book reviews, medical
educational materials and articles on socioeconomic,
political or legal matters related to medical practice.

It gives me so much pleasure and fulﬁlment to see
this dream come through. The Yenagoa Medical
Journal is a dream borne out of the need to expand
our never-ending frontiers of Research and
Knowledge.
For a maiden edition, the content is mind-blowing
and novel, and is certainly a good ﬁrst step, as both
our print and online versions were carefully
scripted with great precision.
At this point, I wholeheartedly commend the
dexterity, resilience, purpose and sacriﬁce of the

All opinions, except otherwise stated, are those of
the authors of the articles in this journal and do not
reﬂect the views of the Yenagoa Medical Journal,
Association of Resident Doctors or the Federal
Medical Centre, Yenagoa.

Editorial Board, Board of Advisors and the
Executive Council for ensuring that this ﬁrst
impression is produced; your efforts have paid off.
The entire Congress of the Association of Resident

Fees and charges for submission of manuscripts.
For now, until reviewed, fees will not be charged
for publication of articles in the Yenagoa Medical
Journal. The website of the Yenagoa Medical
Journal can be accessed. Pdf formats of articles
published in the journal are downloaded without
charge.

Doctors, Federal Medical Centre, Yenagoa deserve
my appreciation for providing the needed template
and momentum for this project.
As you go through the pages of this journal, may its
content serve its purpose, and we look forward to a
more inspiring next edition.

For all correspondence, kindly contact the Editor-inChief:

Welcome!

Dr. Oriji, Peter Chibuzor
Department of Obstetrics and Gynaecology,
Federal Medical Centre,
Yenagoa,
Bayelsa State, Nigeria.
+234 706 423 3209
Email: yenagoamedicaljournal@gmail.com
Website: www.yenagoamedicaljournal.net

Dr. Ephraim A. Suobite.

No part of this publication may be reproduced,
transmitted in any form or by any means, or
stored in any retrieval system without the written
permission of the editorial board.
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Guidelines for Submission of Manuscripts
Articles
1.

Original research articles
These include original data that have not been
published anywhere else (except as an
abstract). Research articles should follow the
structure of Abstract, Intr oduction,
Methodology,
Results,
Discussion,
Conclusion, Acknowledgements, Competing
Interests, Authors' contributions, Consent
(where applicable), Ethical approval (where
applicable), References and illustrations/
figures/tables. An original research article
should not contain more than 6 illustrations/
figures/tables, maximum of 40 references
and should not exceed 4,000 words (all
inclusive).

2.

Short research notes
These are single-finding articles that can be
reported with not more than two
illustrations/figures/tables. Posters from
conferences or internal meetings may be
written as short research notes. Some
additional detail in the methods, description of
the results, and discussion may be required to
enable readers have enough information to
understand the description of the work. A
Short research note should follow the structure
of Abstract, Introduction, Methodology,
Results,
Discussion,
Conclusion,
Acknowledgements, Competing Interests,
Authors' Contributions, Consent (where
applicable), Ethical approval (where
applicable), References and illustrations/
figures/tables. This should not exceed 2,500
words, 3 illustrations/figures/tables, and 30
references.

3. Short communications
These are urgent communications of
important preliminary results that are original,
of high interest and likely to have a significant
impact on the subject area of the Yenagoa
Medical Journal. The original research article
is expected to be sent to Yenagoa Medical
Journal for publication following short
communication. A short communication
should not exceed 2,500 words, 2 illustrations/

figures/tables, and 15 references.
4. Review articles
These will include discussion of published
articles and data acquired in a specific area,
and will not have to be data acquired by the
authors. A review article may have different
headings, and does not follow a particular
pattern. The name of the author(s) reviewing
particular article(s) should be written as the
author(s) of a review article. The source of the
article(s) reviewed should be written in the
abstract. Review articles should not exceed
5,000 words, 40 references and 6
illustrations/figures/tables.
5.

Systematic review articles
These are usually based on medical
interventions or animal model studies.
Authors should consult the PRISMA
guidelines for reporting in systematic
reviews. Systematic reviews deal with a
clearly formulated question and use
systematic and explicit methods to identify,
select, and critically assess the relevant
research. These articles should not exceed
6,000 words, 50 references and 12
illustrations/figures/tables.

6.

Commentary
This includes topical issue of public interest. It
should not exceed 1,500 words, 2
illustrations/figures/tables, and 30 references.

7.

Case reports
These describe patient cases which are of
particular interest due to their rarity,
peculiarity, novelty and their potential
message for clinical practice. These
demonstrate unusual presentations which may
confront the practitioner. Case reports should
follow the structure of Abstract, Introduction,
Case presentation, Discussion, Conclusion,
Authors' contributions, Consent (where
applicable), Ethical approval (where
applicable), References and illustrations/
figures/tables.
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Abstract of not more than 250 words should be
written with the following headings:
Background,
Case
presentation
and
Conclusion. A case report should not exceed
2,500 words, 5 figures and 30 references.

the work, techniques and methods used, major
findings with important data and conclusion.
Abbreviations should not be used. If abbreviation
must be used, it should be defined in the abstract, at
first use.

8. Letter to the editor
This will provide a means of communication
between the author of an article and the reader of
the Yenagoa Medical Journal. Letter to the
editor may provide new insight, make
corrections, offer alternate theories, or
request clarification about content printed in
the Yenagoa Medical Journal. Letter to the
editor should not exceed 500 words, 2
illustrations/figures/tables and 10 references.

Introduction
This provides a background, defined problem,
proposed solution, brief literature survey and
justification of the research.

Submission
Manuscripts for publication should be submitted as
email attachment of word document to
yenagoamedicaljournal@gmail.com.
After
submission, the author will be contacted within 24
hours.
For all correspondence, please send us an email to
yenagoamedicaljournal@gmail.com.
Manuscripts
The manuscript should be written in English
language (using the British conventions of
spelling, punctuation and grammar) as word
document using the Times New Roman font. The
text should be written in double line spacing and
single column format.

Material and methods
The references of already published methods should
be stated. The methods used in the work submitted
should be described in detail. Illustrations, tables
and figures should be placed at their appropriate
positions inside the text.
Tables should be typed and double-spaced. The
headings should be placed above the table. Where
footnotes are necessary, they should be placed below
the table with superscript lowercase letters. The
information that has been presented in a figure should
not be re-presented in a table. The captions of figures
should be written below the figures.
Results & Discussion
Results should state the main findings of the
research. The discussion should provide detailed
interpretation of the significance of the findings of
the research.
Conclusion
The major findings of the research should be stated.

Title Page
The title page should contain a brief title, name(s) of
author(s) and their affiliations. The title should be
written without abbreviations. Affiliation should
have a number in superscript just after the author's
name and in front of the appropriate address.

Acknowledgments
Acknowledgments of the people who provided
support, grant/funding, assistance in manuscript
preparation and technical assistance should be
written.

The name of the corresponding author should be
indicated with telephone number (country code
inclusive for those outside Nigeria) and e-mail
address.

Authors' contributions
The contributions of all the authors should be
stated.

Abstract
The abstract should be concise. It should not exceed
250 words, and should have a maximum of 6
keywords. It should briefly describe the purpose of

Consent
Written informed consent where applicable should
be obtained from the patient and attached to the
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manuscript to be submitted for publication.
Consent should be obtained from a next of kin if
there is demise of the person presented in a case
report. If the person presented is a minor, or is unable
to provide consent for publication, consent should be
obtained from their parents or guardians.
Ethical approval
If human subjects are involved in the research,
authors should obtain a clearance certificate from
the Research Ethics Committee of their
institution(s) which will be attached to the
manuscript for submission.
Reference style
The Yenagoa Medical Journal uses the AMA
(American Medical Association) style authornumber "Vancouver" system of referencing.
References must be listed at the end of the
manuscript and numbered in the order that they
appear in the text, and the numbered references must
appear at the end of the corresponding text as
superscript.
Submitted manuscripts
1. Manuscripts submitted to the Yenagoa Medical
Journal should not have been published before
or be under consideration for publication by
another Journal.
2. Submission of manuscripts to the Yenagoa
Medical
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by
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to
yenagoamedicaljournal@gmail.com.
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the manuscript(s) attached as a document.
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manuscript(s) is/are unpublished or not under
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identify itself as the original publisher.
6. Submission of manuscripts for publication in the
Yenagoa Medical Journal clearly indicate that the
authors have granted any third party the right
to use the articles in the Journal freely as long as
the integrity, original authors and citation
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RISK ASSESSMENT AND AWARENESS OF PREVENTIVE MEASURES
AGAINST HEPATITIS B AMONG YOUNG GRADUATES IN BAYELSA
STATE NYSC ORIENTATION CAMP IN KAIAMA, BAYELSA STATE.
Davids KI1*, Oyeyemi AS2, Mariere UI1
1

Department of Community Medicine and Public Health, Federal Medical
Centre Yenagoa, Bayelsa State, Nigeria.
2
Department of Community Medicine, Niger Delta University Teaching
Hospital, Okolobiri, Bayelsa State, Nigeria.

*Correspondence: Dr. Davids Kellybest Ibasimama; +234 8063263545; kelbestdav@yahoo.com

Abstract

Results: Mean age was 25.39 years and ranged from 20 to 31years, Males (79, 53.4%) female (69, 46.6%).
About 74(50%) of respondents were not aware about any form of preven ve measures while about 74(50%)
knew of abs nence, use of PPEs, regular screening, vaccina on, avoiding use of contaminated sharps and
body ﬂuids. 72.4% of the respondents were exposed to one form of risk factor or the other, and only 27.6% of
the respondents reported not being obviously exposed to any of the assessed risk factors. There was no
associa on between having a health science professional background and awareness of preven ve
measures.

Cite this article: Davids KI, Oyeyemi AS, Mariere UI. Risk Assessment and awareness of preventive
measures against Hepatitis B among young graduates in Bayelsa State NYSC orientation camp in Kaiama,
Bayelsa State: A descriptive cross–sectional study. Yen Med J. 2019;1(1):1-9.

INTRODUCTION
Hepatitis B is a contagious and life-threatening
infection that attacks the liver and can cause both
acute and chronic diseases. Hepatitis B is
transmitted via the parenteral route, percutaneous
or per mucosal exposure to infected blood or
body ﬂuids.1 In low endemic regions, most cases

of Hepatitis B are related to unprotected sexual
exposure and in high endemic regions; it is
transmitted from mother to child in addition to
other sources.2 About 5% of the world's
population are asymptomatic carriers and 350
million people worldwide are chronic carriers of
Hepatitis B virus (HBV).3
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It is estimated that 5 – 15% of adults in sub-Saharan
Africa are chronically infected with HBV. 4 At
present, there seems to be no cure but the disease is
highly preventable with the introduction of
Hepatitis B vaccines since 1982.5 Despite the fact
that the Hepatitis B virus is so virulent and rate of
infectivity is high, many young people are still
exposed to risk factors simply because they are not
aware about possible modes of transmission. In
addition, there could be infected and infectious
persons who are unaware of their status because the
symptoms in chronic carriers may not be apparent
or recognized.
Young graduates are exposed to various habits and
risks for contracting Hepatitis B Virus infection
during their stay in the tertiary institutions through
unprotected sexual intercourse, sharing of sharps,
tattoos, use of skin piercing weapons, etc.
Furthermore, their risk of chronic hepatitis is
further heightened by alcohol intake which further
injures the liver. Young graduates who are assumed
to be literate may yet be deﬁcient in knowledge of
simple facts about preventing the disease probably
because of their professional training background
or because of gender, religion or any other factor.
Sadly, some get diagnosed only when they have
advanced liver disease.
Furthermore, the symptoms for Hepatitis A, B, C, D
and E are all similar though they are caused by
different viruses and modes of transmission. If
more Nigerian young graduates become chronic
carriers or remain acutely infected, a huge
proportion of the nation's workforce may be lost,
bed-ridden or struggling to manage the condition
with the already expensive treatment resulting in a
great pressure on the already scarce and lean health
resources.
The National Youth Service corps scheme (NYSC)
is a compulsory exercise for all Nigerians after
completing their tertiary education home and
abroad with some exemptions due to age above 30
years at graduation. There is usually an orientation
camp in each state of the Federation and Federal

Capital Territory. Graduates from various
institutions are batched and live a regimented life in
the three week-long orientation camp. There are
usually three batches a year sometimes with double
streams per batch and each camp having over 1000
young graduates. The scheme provides an excellent
opportunity to engage fresh graduates and to impart
live-saving knowledge and skills and carry out
interventions that may help them live a healthier
life.
The study aimed to assess exposure to risk factors
of HBV infection and determine awareness of
preventive measures against Hepatitis B infection
among young graduates of tertiary institutions
domiciled in NYSC Orientation Camp at Kaiama,
Bayelsa State. To the best of our knowledge, no
such study has been done before and we believe the
ﬁndings will be useful to the NYSC as it may
prompt a nation-wide survey that will involve all
other camps and lead to appropriate interventions
to reduce the incidence of HBV in the country.
MATERIALS AND METHODS
Study area
Bayelsa State NYSC orientation camp is located in
Kaiama – a town which is about half an hour drive
from Yenagoa, the capital city of Bayelsa State.
Kaiama is the headquarters of Kolokuma/
Opokuma LGA, one of the eight LGAs that make
up the state. The camp is headed ofﬁcially and
administratively by the State Coordinator of the
NYSC. Functionally, the camp is headed by the
Camp director who directly oversees the activities
of the various departments. These departments
include the Kitchen, Security, Clinic, Lectures,
Skill
Acquisition
and
Entrepreneurial
Development (SAED), Sanitation, Sports, Socials,
Registration, Public Relations to mention a few.
Each department is headed by an ofﬁcial who
reports to the Camp director.
Activities in the camp include Man O War drills,
parades, lectures on skills acquisition, sports and
social events like carnivals, dance and drama
amongst others. Hostels served as accommodation
for corps members and ofﬁcials. Life in the camp is
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regimented with each major activity heralded by the
sound of a bagel. Campers wake up as early as 4 am
and go to bed as late as 10 pm daily. For effective
coordination of the 1,625 corps members during this
orientation, they were divided into 10 platoons, each
having about 160 corps members. Each platoon was
headed by a platoon leader (a corps member) and
executives who reported to the Platoon Ofﬁcer (an
NYSC ofﬁcial). Each platoon had a representative of
the military, referred to as a platoon inspector and a
Man O War inspector.

Sampling technique and Data Collection
An online questionnaire, designed using Google
Online forms was utilized. Each platoon has a
WhatsApp platform and from the list on the
platform, an average of 16 corps members were
selected from each of the 10 platoons and the link
to the questionnaire was sent to them. Instruction
was given and they were encouraged to click on the
link, ﬁll and submit the questionnaire. The
structured questionnaire contained open and
closed questions.

Food was served free to campers from a common
source organized by the Scheme, however, there were
over 20 other food sales outlets to buy from. Water
supply was by borehole situated close to the
makeshift kitchen used in the camp and distribution
was by tankers. Drinking water was sold in sachets.
There was a camp clinic which catered for the health
needs of the campers. There was no particularly
scheduled time for health talks or health promotional
activities.

The questions included socio-demographic
characteristics such as age, sex and religion. There
were questions to assess exposure to risk factors as
common among young graduates. Risk factors
assessed included sexual activity, use of nose rings,
use of contaminated sharps, alcohol intake and living
with infected persons. Risk was graded in domains
in ascending order as domain A to F, with domain A
as no/least risk and domain F as Highest risk.

Study population
Respondents were drawn from the Batch C-1 2018
NYSC orientation camp for corps members
comprising 813 males and 812 females.
Study design
This was a cross–sectional study.

Ethical Considerations
Approval to carry out the study was obtained from the
state NYSC coordinator and each participant
consented to participating in the research by ticking
a consent note.

Sample Size determination
The Cochran's sample size formula for cross6.
sectional study design was used

where n is minimum sample size required, Zαis
standard normal deviate at 95% conﬁdence
level (1.96), d is desired precision (5%), p is
prevalence of HBV infection 12.2%7 and q is
1-p. n=(1.96)2 x0.12 x 0.88
(0.05)2
n=162, Applying correction formula for a
population less than 10,000
N1

N0

Where N1 is ﬁnal minimum

Data Analysis
Data was analysed using the Statistical Package for
Social Science (SPSS) version 23.0 (SPSS Inc.,
Chica go, Illinois, USA). The data was
summarized using descriptive statistics of mean,
standard deviations and percentages for sociodemographic characteristics. In addition, the
socio-demographic characteristics were presented in
frequency tables and appropriate charts.

RESULTS
Socio-demographic data
A total of 148 corps members completed the online
questionnaire. The mean age was 25.39 +/- 2.830
years and ranged from 20 to 31years. There were
more males (79, 53.4%) than females (69, 46.6%),
and more Christians (134, 90.5%) than Muslims
(14, 9.5%). Table 1 shows the ages of the
respondents from social sciences seemed the largest
while that of Law the least from Table 4.

population size, P is target population size, 1625.
Final sample size is 148.
Yenagoa Medical Journal, Vol. 1, No. 1, July 2019
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Table 1: Age of respondents

Age in years
20
21
22
23
24
25
26
27
28
29
30
31
Total

Frequency
5
15
10
10
15
17
17
17
19
17
5
1
148

Valid
Percent
3.4
10.1
6.8
6.8
10.1
11.5
11.5
11.5
12.8
11.5
3.4
0.7
100.0

Cumulative
Percent
3.4
13.5
20.3
27.0
37.2
48.6
60.1
71.6
84.5
95.9
99.3
100.0

Table 2: Sex of respondents

Sex
Male
Female
Total

Frequency
79

Valid
Percent
53.4

Cumulative
Percent
53.4

69
148

46.6
100.0

100.0

Frequency
134

Valid
Percent
90.5

Cumulative
Percent
90.5

14
148

9.5
100.0

100.0

Table 3: Religion of respondents

Religion
Christianity
Islam
Total

Professional background of the respondents was
spread across Health Sciences (9.5%), Social
Sciences (22.3%), Management and business
studies (17.6%), Agricultural sciences (1.4%), Arts

(6.8%), Law (2.0%), Engineering (12.2%), Natural
Applied sciences (6.8%) and others (21.6%) as
presented in table 4.4.
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Table 4: Professional background of respondents
Professional background
Health sciences
Social sciences
Business management
sciences

9.5
22.3
17.6

Cumulative
Percent
9.5
31.8
49.3

10
18
10

6.8
12.2
6.8

56.1
68.2
75.0

3
2

2.0
1.4

77.0
78.4

32
148

21.6
100.0

100.0

Frequency
14
33
26

Arts
Engineering
Natural and Applied
Sciences
Law
Agricultural sciences
Others
Total

Valid
Percent

Professional Background

Figure 1: Professional background of respondents

Awareness of preventive measures against
Hepatitis B
Concerning preventive measures, Table 5 shows
awareness of preventive measures against
Hepatitis. About 74 (50%) respondents had no idea
while a total of about 74 (50%) knew of Abstinence,

use of PPEs, Regular screening, Vaccination,
avoiding use of contaminated sharps and body
ﬂuids.
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Table 5: Responses on Awareness of preventive measures for HBV

Respondents responses
Abstinence

Frequency
12

Use of PPEs
Regular screening
Vaccination
Avoid contaminated sharps and
body ﬂuids
I don't know
Total
Assessing exposure to risk factors was in 6 domains
A to F from least risk to Highest risk as shown in
table 6. Domain A had 42 (27.6%) persons not
exposed to any of the stated risk factors. Domain B
had respondents who were only sexually active
which had about 36 (23.7%) persons. Domain C
had respondents who were sexually active and also
having haircut without personal clipper which had
28 (18.4%) persons. Domain D had respondents
who were sexually active, not using personal
clippers and also using nose rings which had 23
(15.1%) persons. The Domain E had respondents

2
3
29
28
74
148

who apart from being sexually active, not using
personal clippers, using nose rings, also were living
with a known infected person, and it had 15 (9.9%)
persons. Domain F had persons who were sexually
active, not using personal clippers, using nose
rings, living with infected persons, and also using
alcohol which had 4 (2.6%) persons. Summarily,
while 72.4% of the respondents were exposed to
one form of risk factor or the other, only 27.6% of
the respondents were not obviously exposed to any
of the risk factors.

Table 6: Responses on risk exposure to HBV Domains of Risk exposure

Domain A: none
Domain B: sexually active
Domain C: sexually active +
haircut without personal
clipper
Domain D: sexually active +
haircut without personal
clipper + use of nose
ring
Domain E: sexually active +
haircut without personal
clipper + use of nose ring +
living with infected
person
Domain F: sexually active +
haircut without personal
clipper + use of nose ring +
living with infected
Person + take alcohol
Total

Valid
Cumulative
Percent
Percent
27.6
30.3
23.7
53.9
18.4
72.4

Frequency
42
36
28

Percent
27.6
23.7
18.4

23

15.1

15.1

87.5

15

9.9

9.9

97.4

4

2.6

2.6

100.0

148

100.0

100.0
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Figure 2: Comparison of Professional Background with exposure to risk
The relationship between the exposure to risk
factors and professional background among the
respondents was shown in ﬁg 2. It was discovered
that respondents among the Health Sciences
profession were equally exposed to risk factors as
those in other professions. None of the respondents
in the Law profession was exposed to any risk
factor above.
DISCUSSION
This study assessed the awareness of preventive
measures against Hepatitis B infection by young
graduates domiciled in an orientation camp of
Bayelsa State and it revealed that 50 percent of the
respondents were not knowledgeable about those
measures to prevent. Comparing ﬁndings in this
study with a similar study carried out in Irepodun
LGA of Kwara State among graduate teachers in a
secondary school, knowledge of prevention of
HBV was found 58.8%.8 The reason for similar
result could be due to the similar characteristics and
exposures of respondents who could be also
serving corps members. Hence knowledge of
preventive measures is not higher in any part of the
country as young graduates who teach in secondary
schools in various state are mostly corps members.
In our study, about 74 (50%) respondents had no
idea while about 74 (50%) knew some preventive
measures. This is quite alarming especially when

the virus is highly infectious noting that there is a
risk of contracting the disease without knowing
since young graduates on camp are exposed to risk
factors by virtue of their adventurous nature and
environments in which they ﬁnd themselves and
also because the virus has a very low infective dose
and is stable and infectious on environmental
surfaces and other objects. There is therefore the
need to step up Hepatitis B health education
campaign especially in orientation camps across
the country. This is however lesser than ﬁndings
from a study carried out among university students
across several departments in the University of Jos
which revealed about awareness in 88.4% of
9
respondents. The study also recorded a high-risk
perception among respondents. This could
probably be due to the inﬂuence of the tertiary
health institution in enlightening such students also
emphasizing the need for a planned and
coordinated integration of health talks into the
orientation program from representatives of the
tertiary health institutions within the catchment
area. This will go a long way to enlighten our young
graduates on hepatitis B prevention.
Another ﬁnding from our study was that about only
27.6% of respondents were not exposed to any risk
factor which included sexual activity, use of
unsterilized clippers, use of nose rings and living
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with an infected person. The remaining 72.4% were
exposed to either one, both, or all of the above
factors. This heightens their risk for contracting the
disease and emphasizes the need for screening in
order to identify positive cases and early
vaccination for those negative cases. A similar
study carried out in India to assess attitude of
10
medical students in a high risk setting revealed
more than 73.3% exposed to risk factors.
Determining if professional background would be
signiﬁcant for risk factor among those of the health
sciences, our study reveals signiﬁcant associations
with the various assessed risk factors. This is
comparable to a study carried out to assess the
knowledge of clinical students of the Obafemi
Awolowo University (OAU), Ile-Ife about
hepatitis B virus infection and its modes of
prevention. The study concluded that clinical
students had poor knowledge of safe sexual
practices and post-exposure prophylaxis as
preventive measures.11
Although this virus is virulent, vaccination is
presently the best-known preventive measure.11
Our study did not explore the vaccination status of
corps members against Hepatitis B infection.
However, a deductive assessment revealed only 29
respondents (19%) who knew about vaccination
with probably much less having ever received or
completed Hepatitis B vaccination. This is a wakeup call for the institutionalization of compulsory
vaccination before mobilization for orientation
camp as it is the only guarantee for protection
against Hepatitis B among young graduates' risky
behaviour on camp.
RECOMMENDATIONS
To NYSC, Bayelsa State
The National Youth Service Corps should integrate
health talks on prevention and compulsory
screening into its orientation course to enlighten
young graduates on Hepatitis B infection and other
preventable diseases.
To NYSC, Headquarters
The present medical report required before entering
Orientation camp should include a possible
vaccination record against Hepatitis B as it is the

safeguard against the disease during and beyond
the service year.
Any free screening done on camp should be
followed with commencement of ﬁrst dose of the
vaccine which can be completed within the service
year at a subsidized cost in any tertiary or secondary
government facility. State Governments could
partner with NYSC on this.
This study should be replicated in other camps
across the 36 states of Nigeria.
To Federal Ministry of Health
The Federal Ministry of Health should cascade
health education enlightenment and awareness
campaigns to NYSC Orientation Camps
CONCLUSION
From the study, about half of the respondents were
unaware of preventive measures against Hepatitis
B infection and only about 72.6% of respondents
were exposed to the risk factors assessed in this
study. Health Science professional background was
not associated with awareness of preventive
measures.
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Abstract
Background: Over the years, breastfeeding has been the safest and easiest way to give the newborn an
assuring start to feeding in the extra-uterine life. Exclusive breastfeeding has been proven to be the
gateway to this exciting start in life. The contribution and support of the man towards this practice cannot
be over-emphasised.
Objective: To determine the awareness and attitude of men towards exclusive breastfeeding.
Materials and Methods: This study was conducted in Wamakko local government area of Sokoto State in
2006, which form a major part of Sokoto metropolis and plays host to major ministries and parastatals of
Government, including the teaching hospital.
It was a cross-sectional descriptive study. A structured, self-administered questionnaire, containing
relevant questions on biodata, awareness and attitude towards exclusive breastfeeding among men was
answered by 152 respondents.
Results: Majority of the men (96.4%) were aware of exclusive breastfeeding, of these, 60.4% strongly
approved their wives to practice it, while 31.4% approved of it. There was a signiﬁcant diﬀerence between
the educational status of the men and their awareness about exclusive breastfeeding, x2= 46.67; df = 2
p> 0.05. There was no signiﬁcant diﬀerence in the tribes of the respondents and their decision to allow
their wives practice exclusive breastfeeding, x2 = 0.685; df = 3. P< 0.05.
Conclusion: This study revealed that there is a high level of awareness on exclusive breastfeeding amongst
men in the studied population. Education improves the awareness and positive attitude of men towards
exclusive breastfeeding, which is unlikely to be aﬀected by tribe.

Keywords: Breastfeeding, Awareness, Attitude, Education, Sokoto.
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INTRODUCTION
The breast milk is the primary source of nutrition
for the newborn before they are capable to feed on
other liquid diets and solid food. Exclusive
breastfeeding is the act of feeding a baby solely on
breast milk within the ﬁrst six months of life. 1 The
beneﬁts of exclusive breastfeeding to both the
mother and the baby are enormous.

The support of the male partner in this task towards
achieving this goal is essential for a positive
outcome, hence the need to appraise the awareness
and attitude of men t owar ds exclus ive
breastfeeding. The World Health Organisation
encourages every facility providing maternal
services and care of the newborn infants to
propagate the ten steps to successful breastfeeding.
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The unparalleled value of exclusive breastfeeding
to infants, maternal health, the family and the
society at large, is daily being better understood.
Exclusive breastfeeding is the safe, protective and
nutritious way to give a child the best start in life
irrespective of one's socio-economic status, culture
or religion. 2,3 It is therefore, a vital tool in the
reduction of neonatal and perinatal morbidity and
mortality.
However, there is a low level of acceptability and
compliance of people in developing countries to
exclusive breastfeeding.4,5 To encourage the
practice of exclusive breastfeeding, the “man”
factor seems to be a contributor.5,6
In Nigeria, the man appears to be the most important
person in decision making in the family. For
exclusive breastfeeding to gain wider acceptability,
there is the need to win the support and consent of
the man, with a view of making positive effort to
curb the menace of non-compliance.5,6
MATERIALS AND METHODS
In this cross-sectional descriptive study,
questionnaires were administered to 152 married
men within Sokoto metropolis using a combination
of systematic and simple random sampling
methods. It was a structured, self-administered
questionnaire, containing relevant questions on
biodata, awareness and attitude towards exclusive
breastfeeding among men.
RESULTS
The response rate was 92.1% as 140 men ﬁlled and
returned the questionnaire. The age range of
respondent was 20-70 years, and the modal age
range was 31 - 40 years. Majority of the
respondents, 98 (70.0%) had tertiary level of
education, 27 (19.3%) had secondary level of
education, 14 (10.0) had primary level of education,
and 1 man did not respond. Most of the respondents,
79 (56.4%) were of the Hausa/Fulani tribe, 31
(22.2%) were Igbo, 9 (6.4%) were Yoruba and 21
men (15.0%) were from other tribes.

aware. However, only 85 (60.7%) strongly approved
the practice of exclusive breastfeeding by their
spouses, 44 (31.4%) approved of it and 1 (0.7%)
disapproved of it.
On the duration of exclusive breastfeeding, only 40
men (28.6%) knew it as recommended for 6 months.
On the duration of breastfeeding, 57 men (40.7%)
wanted their wives to breastfeed for 12 months, 43
(30.7%) for 18 months, 12 (8.6%) for 6 months, 11
(7.9%) for 4 months, 8 (5.7%) for 9 months, 2 (1.4%)
for 19 months or more, 2 men (1.4%) did not
respond. A total of 127 (90.7%) accepted that men
should be knowledgeable about exclusive
breastfeeding. While 134 (95.7%) knew there were
beneﬁts of exclusive breastfeeding and 2 (1.4%) did
not agree that it was beneﬁcial, 4 men (2.9%) did not
respond. Television was the commonest source of
information about exclusive breastfeeding (63.6%).
On the perceived beneﬁts, as an inﬂuence on why
men allow their wives to practice exclusive
breastfeeding,104 men (74.3%) agreed that it renders
the ideal natural food to the baby, 91 men (65.0%)
believed it enhances the immunity of the baby and
20 men (14.3%) agreed to it because of the
contraceptive beneﬁts.
Only 4 men (2.9%) opted to complement exclusive
breastfeeding with water and only 1 man (0.7%)
rejected exclusive breastfeeding because it was
perceived to be stressful to his wife. A total of 128
men (91.4%) accepted that their wives should be
taught how to successfully practice exclusive
breastfeeding in the hospital while 12 men (8.6%)
disagreed.
On the relationship between educational status of the
men and their awareness about exclusive
breastfeeding, there was a statistically signiﬁcant
difference between both factors, x2= 46.67; df = 2
p> 0.05. There was no signiﬁcant difference in the
tribes of the respondents and their decision to allow
their wives practice exclusive breastfeeding, x2 =
0.685; df = 3. P< 0.05.

A total of 135 (96.4%) respondents were aware of
exclusive breastfeeding and 5 (3.6%) were not
Yenagoa Medical Journal, Vol. 1 No. 1, July 2019
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DISCUSSION
It is recommended by WHO that all infants should
be fed exclusively, on breast milk until they are six
months of age, and continued to be breastfeed until
2 years or beyond. 2,3 Malnutrition during infancy is
one of the health problems in the developing world.
Exclusive breastfeeding has been proven to support
adequate growth for infants within the ﬁrst six
months of life.7 Childhood infections and vaccine
preventable diseases are still a burden to us in the
sub-Saharan Africa, where the standard of living is
low and the poverty level is still very high.
Exclusive breastfeeding being one of the best ways
to give the baby a good start in life, is still not being
practisedby many.3,4,5,7
Assessing the knowledge of men, who are the most
important in the Africa family setting in decision
making, is thus essential as it will go a long way to
determine how to curb the menace of noncompliance by their spouses to exclusive
8
breastfeeding despite the beneﬁts.
In this study, all the respondents were married men
and 135 (96.4%) were aware of the practice of
exclusive breastfeeding. This is similar to the
ﬁndings by Pollock and colleagues in Louisiana
State, USA, where a high level of awareness on
breastfeeding was reported.8
Among the respondents sampled, 14 (10%) had
primary School Certiﬁcate as their highest level of
educational attainment, and only 5 were aware of
exclusive breastfeeding. All respondents that had
secondary and tertiary education were aware of
exclusive breastfeeding. There was a statistically
signiﬁcant difference between the educational
attainment of the respondent and their awareness of
exclusive breastfeeding. (X2=46.67; df=2. p=0.05).
However, there was no statistically signiﬁcant
difference between the tribes and the decision to
allow their wives practice exclusive breastfeeding
(X2=0.685; df =3. p = 0.05). This indicates that
irrespective of tribe differences, most men would
want their spouses to practice exclusive
breastfeeding. This was in line with the study
conducted by Pollock and his colleagues in which
81% of men indicated that they would prefer their

infants to be breastfed.8
Majority of the respondents (63.6%) agreed that
television was the source of their information about
exclusive breastfeeding. This was in keeping with
the ﬁndings of Connolly et al who reported that the
most frequent source of information were the
media rather than any other source.6
Most men in this study (60.7%) strongly approved
of exclusive breastfeeding. This could be attributed
to their high level of awareness of the practice and
the associated beneﬁts (95.7%). Among the
beneﬁts, 74.3% accepted exclusive breastfeeding
because it is an ideal natural food for the baby, this
cor r obor ates with ﬁndings by Rose and
colleagues.9
A total of 91 (65%) respondents, agreed that
exclusive breastfeeding enhances the baby's ability
to ﬁght against diseases and infections. This agrees
with the ﬁndings of Onayade and his colleagues at
Obafemi Awolowo University, Ile-Ife, Nigeria. In
their study, they concluded that exclusively
breastfed babies had fewer episodes of illness
compared to those who started complementary
7
feeding before six months. They also observed that
infants who commenced complementary feeding
before four months, reported more symptoms and
had more illness episodes, compared to those that
commenced complementary feeding between four
and six months.7
Exclusive breastfeeding is cheap; this was
beneﬁcial to 31.4% of men studied and 35% agreed
that it reduces health care cost. The contraceptive
effect (due to lactation amenorrhoea) seems not to
be a popular reason why men would want their
wives to practice exclusive breastfeeding, as only
13.3% of respondent accepted it as a beneﬁt. This is
however, in conformity with what was found by
Lawoyin and others in Ibadan. They observed that
the larger majority of men thought it was the wife's
responsibility to go for family planning and that
only about 26.7% of men were current users of any
method of contraception.10

Only 4.3% of respondents disapproved of the
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practice of exclusive breastfeeding, while 1 man
(0.7%) strongly disapproved of it. A total of 4 men
(2.9%) said “no” to the practice because they felt
the baby needed additional water from external
sources for optimal growth. Only 1 man (0.7%)
opted against the practice because he was not
exclusively breastfed. Only 1 man (0.7%) also said
''no" to exclusive breastfeeding because his wife
needed time for her education.
On the duration for which exclusive breastfeeding
should last, 33 men (23.6%) opted for 3 months, 30
(21.5%) agreed for 4 months as the duration, while
40 (23.6%) said exclusive breastfeeding should be
for 6 months. The reason for this difference in
opinion was not got in this study.
On men being knowledgeable about exclusive
breastfeeding, 127 (90.7%) respondents agreed that
men should know about the practice. Thirteen
(9.3%) respondents said there is no need for men to
have knowledge about the practice. The husbands'
knowledge about the practice was an advantage in a
study conducted by Ekure and others on the social
characteristics of women that exclusively breastfed
in Calabar.11
In this study, 128 (91.4%) men agreed that mothers
should be taught how to successfully practice
exclusive breastfeeding in the hospital. This
percentage of men would likely allow their wives to
attend antenatal clinic for antenatal care during the
period of pregnancy, where they would be taught.
This is in agreement with the study conducted by
Pollock and his colleagues. They concluded from
their ﬁndings that 81% of men have a strong desire
that their infants be breastfed, and wanted to be
included in decisions concerning breastfeeding in
their homes.8
A total of 12 men (8.6%) did not accept that
mothers should be taught how to successfully
practice exclusive breastfeeding. In this study, no
reason was given. However, most of them were
those who were not aware of exclusive
breastfeeding and would not want their wives to
practice it for the reasons mentioned earlier.

On the total duration of breastfeeding, none of the
respondents accepted 1 or 2 months as duration for
breastfeeding; 5 (3.6%) of the respondents opted for

3 months duration, 11 (7.9%) respondents
settled for 4 months, 12 (8.6%) for 6 months, 8
(5.8%) for 9 months. Majority of the respondents;
57 (40.9%) and 43 (30.7%) choose 12 months and
18 months respectively, while only 2 respondents
opted for 19 months or more as the duration for
which breastfeeding should be practiced.
In a study conducted in Korea by Hwang and others,
it showed that women aged 35 or older practiced
longer breastfeeding duration than the younger
age group.12 Where the husband is relatively
likely to be older than his wife, it may be assumed
that the older men may opt for a longer duration than
the younger men. Hwang and his colleagues, also
found that the higher the mother's educational status,
12
the shorter is the duration of breastfeeding. This
further relates to the man's educational status as
most educated women are more likely to get married
to educated men in Sokoto.
Cultural, traditional and religious practices could
also inﬂuence the choice of duration of
breastfeeding depending on what the respondents'
belief is, and what the cultural practices in his
environment dictates. The conclusion drawn from
the study conducted by Hizel on ''traditional beliefs
as forgotten inﬂuencing factors on breastfeeding
performance in turkey” suggest the importance of
taking into account the customs, local beliefs and
family inﬂuences in planning community health
programmes.13
CONCLUSION
This study revealed that there is a high level of
awareness on exclusive breastfeeding amongst men
in the studied population. Education improves the
awareness and positive attitude of men towards
exclusive breastfeeding, which is unlikely to be
affected bytribe.
However, more needs to be done to enlighten men
on the duration and beneﬁts of exclusive
breastfeeding, and that the water and nutrients the
baby need to have a good start in life is contained in
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the mother's breast milk. The electronic media being
the major source of information amongst respondent
should be further utilised to disseminate information
to dispel misconception about exclusive
breastfeeding.
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Abstract
Family caregivers are essential in the care of sick members of the family especially those with chronic
medical conditions that require long –term care services. This article examines the various roles of the
caregiver to sick relative and the impact of assuming these roles on caregivers’ health and well-being.
It describes the complex role of care giving and how it can affect both the health of the caregiver and
the quality of care to the care recipient. Physicians and other members of the health team should see
caregivers as hidden patients who should have access to high-quality, evidence-based interventions
designed to mitigate or prevent the negative impact of care giving on their health.
Keywords: Caregiver, Care recipient, Informal Caregiver, Caregiver Burden.
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INTRODUCTION
Family caregivers play a major role in providing
care and assistance to sick members of the family.¹
The influence of stressors on family members
caring for an ill individual in the family has been
mentioned as caregiver burden.¹ The burden of
caring for relative with chronic medical conditions
affects the patient and their families.

such as anger, feeling of guilt, grief, and even
denial.² The caregivers are really the hidden
patients here.³
To provide a high-quality level of care, caregivers
have to attend to their own health care needs and
their own physical and mental well-being so they
can continue to provide care.³
THE CAREGIVERS

The change in family dynamics gradually reduce
the level of family member’s performance and
their ability to be involved in other activities,
destruction
of
emotional
system
and
communication structures of family, ineffective
relationships among members, emergence of
financial and economic problems, reduce social
interactions of the family, changes in roles,
reduced life expectancy, emergence of symptoms

Main caregivers have been defined as the person
belonging to the patient’s informal support
system who takes the care, and is responsible for
the patient, and who commits most of his or her
time to that task without receiving any economic
retribution.4 Family care giving raises safety
issues in ways that should concern healthcare
professionals.5 Caregivers are sometimes referred
to as “secondary patients” who needs and deserve
protection and guidance.5 These unpaid volunteer
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workers often need help to learn how to become
competent, safe volunteer workers who can better
protect their family member (care recipients) from
harm.5
CAREGIVER
POPULATION
AND
CHARACTERISTICS
All over the world, the family remains the
cornerstone of care for members with chronic
medical conditions. Family caregivers can be
involved in providing “hands-on-care” or also a
very signiﬁcant role – in organizing care delivered
by others, sometimes from a distance.6
A Nigerian study on the burden, health and quality
of life of caregivers of stroke patients reports that
caregivers are mostly females. Their relationships
to the care recipients reveal they are either their
spouses, children, grandchildren and children–in7
laws. Caregivers' age cuts across teenagers, young
adults, middle aged adults and the elderly. Young
adults make up the highest population of caregivers
7
by age (53.1%).
In Europe, estimates suggest that as much as 80%
of all long-term care is provided by informal
caregivers. The available estimates of the number
of informal caregivers ranges from 10% to 25% of
the total population in Europe.8 The average varies
between countries and the informal caregivers are
often women.8
The US Centre for Disease Control and Prevention
reported that 24.4% of adults aged 45 to 64 years
are caregivers compared to 18.8% of adults aged 65
years and older.9
CAREGIVER RESPONSIBILITIES
As a society, we have always depended on families
to provide emotional support, and to assist older
parents, grandparents and other family members
when they can no longer function independently.10
Family caregiving roles take on countless shapes
and forms, usually intensive, complex and
caregivers rarely receive adequate preparations for
their roles.10,11

Despite many common experiences, caregivers'
roles are highly variable across the course of
caregiving.10 The diversity of families, the timing of
entry into the care giving role, the duration of the
role in relation to the overall life course of the
caregiver and transition in care experienced over
time, all shape the nature of the care giving role.10
Care giving ranges from assistance with daily
activities and providing direct care to the care
recipients to navigating complex healthcare and
social services systems.10 Caregivers' role cuts
across a myriad of domains 10. Each of these
domains has multiple task sand activities.10 The
domain of care giving include assistance with
household task, self-care tasks and mobility,
provision of emotional and social support, health
and medical care advocacy and care coordination,
and surrogacy.10
ASSISTING WITH HOUSEHOLD TASK,
SELF
CARE,
MOBILITY
AND
SUPERVISION.
About 15% of caregivers provide direct hands-oncare with intensive personal needs such as bathing,
toileting and dressing.12 Nearly all caregivers help
10
older adults in need of care with household task.
Ninety-eight per cent of caregivers assist their care
recipients with at least one instrumental activity of
daily living (IADL) and eighty one percent assist
with three or more IADLs. 1 2 One in three
caregivers (31.3%) provides twenty or more hours
per week of care and over half (53.8%) have given
9
care or assistance for twenty-four months or more.
Caregivers providing care to high need older adults
– those who have at least two self-care needs or
dementia are more likely to help with a wide variety
of task. 10 Care recipients with cognitive
impairments or older adults with dementia may
also require constant supervision and hands-on10
assistance.
PROVIDING EMOTIONAL AND SOCIAL
SUPPORT
Social support has been studied in several context,
one of which is informal caregiving. 13 Care
recipients need emotional and social support that
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are different from the usual exchange among
10
family members. People who are socially
integrated and have strong social ties live happier,
14
longer lives. The link between social connection
and well being is commonly explained in terms of
the beneﬁt of receiving care and support from
others.14 There are both theoretical and empirical
reasons to hypothesize that giving support may
promote longevity. 14,15 Social relationships are
believed to enhance the feelings of self-worth, selfesteem and the sense of well-being that comes from
meaningful others and to aid in the resolutions of
16
designated problems or losses.
HEALTH AND MEDICAL CARE
Family involvement in health and medical task is
not new, but it has become more common, and is
often far more complex than in the past.10 Complex
hea lt hcar e task often r equ ir es nuanced
understanding of a health condition and its
treatment as well as the ability to manage
symptoms, detect complications, provide
hands–on–care, offer emotional support and
communicate effectively with healthcare providers
to participate in decisions and manage logistical
17
aspects of health care. Today, medication
prescribed for home use are delivered not only by
mouth but also via patches, injections, and
intravenously. 10 The caregivers may also be
managing technical procedures and equipment
such as feeding, drainage tubes, catheters,
tracheostomies, as well as managing symptoms and
monitoring the care recipients condition.10
ADVOCACY AND CARE CO-ORDINATION
Family caregivers often serve as advocates and care
10
coordinators. As advocates, they identify and help
the care recipient obtain needed community and
healthcare r esources. 1 0 This may involve
determining the care recipient eligibility for
speciﬁc services and potential cost.10 In addition,
informal caregivers must interact in varying
degrees with physicians and other healthcare
professionals about care recipients' status and care
needed, hire nurses and aids, communicate and

negotiate with other family members about care
decisions and provide companionship and
emotional support to recipients.17
Informal caregivers are also called on to coordinate
services from various health and human service
agencies and make decisions about service needed
and how to access them.17 Caregivers must navigate
these multiple, evolving and increasing complex
system often without assistance.10 The role of a
family caregiver as coordinator, is to patch together
services needed and serve as primary
communication link among all.10
More than seventy-seven per cent reported helping
10
with health system interaction . Many with making
10
appointment (67%); speaking to doctors (60%),
ordering medications (55%). 10 The task for
17
coordinating care is logistical in nature . This
requires skills for gathering resources, organizing
health care task and communicating effectively
10,17
with other people involved .
DECISION–MAKING AND SURROGACY
In most cases, caregivers are often involved in
decision making.10 The various decision-making
roles of a caregiver varies.10 The type of decision17
18
making roles includes directive; participating;
17
supportive or guiding; advisory; and advocacy.18
Caregivers and care recipients may confront
different kinds of decisions spanning from decision
about treatment choices, location of care to end-oflife care.10,18 Decision-making may also involve
religious considerations, family dynamics,
ﬁnances and feasibility.10 There is the need to
respect the right of the care recipient in decisionmaking, making sure his or her opinion primary.10
Communicating about care preferences can
improve the well-being of caregivers and care
19
recipients.
Surrogate decision–making may be required for
care recipients with cognitive impairment.10 Many
individuals (care recipients) with advanced
illnesses lack decision–making capacity and
10
therefore rely on surrogate. Family caregivers
may step into the role of surrogate formally by
being appointed under advanced directive or power
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of attorney or by a court or in a guardianship.10
However, most individuals prefer to involve family
members in medical decisions and have family
serve as surrogate decision makers. 10 Family
surrogate also face surrogate decision-making
tasks far beyond health decision.10
CARE GIVER BURDEN
Family caregivers are essential partners in the
delivery of complex healthcare services.20 Caring
for loved ones has several beneﬁts, including
personal fulﬁlment and satisfaction from helping to
21
relieve another's suffering. However, more and
more evidence suggest that care giving is
deleterious to one’s health.20 Stressors associated
with care giving situation are often persistent,
uncontrollable and unpredictable with one-third of
all care givers describing a high burden of care.21

WHAT IS CAREGIVER BURDEN?
Caregiver burden has been deﬁned as the type of
stress or strain that caregivers experience related to
the problems and challenges they face as a result of
the status of the care recipient.22 It is the state
resulting from necessary caring task restriction that
22
cause discomfort for caregivers. It has also been
deﬁned as the strain or load borne by a person who
cares for a chronically ill, disabled or elderly
family member. 23 The care giving experience
comes with multidimensional response to physical,
psychological, emotional, social, and ﬁnancial
stressors.22
Caregiver burden is the all-encompassing
challenges felt by caregivers with respect to their
physical and emotional well-being, family
relations, work and ﬁnancial status.24 Zarit and
colleagues deﬁned caregiver burden as the extent to
which caregiver perceive the adverse effect that
care giving has on their emotional, social,
ﬁnancial and physical functioning. 25 Caregivers
strain and caregiver's role strain are also terms
describing caregiver burden.25
Despite the fact that caregiver burden is
predominantly used as an indicator of the care
giving experience, much disagreement remains on

what the term entails and how it should be utilized.26
Caregivers' burden can be subjective or objective
burdens22.
SUBJECTIVE BURDEN
This burden refers to the perceived costs such as the
extent to which the caregiver is bothered by
performing these tasks and the positive or negative
feelings experienced while giving care.22 It is the
psychological reactions to the caregivers'
experience - that is, feeling of loss, sadness, guilt,
embarrassment in social situations, the stress of
coping with disturbing behaviour and the
1
frustration caused by altering relationships.
Subjective burden and lack of positive aspects of
care giving were associated with poorer physical
and mental heath.27
OBJECTIVE BURDEN
Objective burden is an observable, concrete, and
tangible cost to the caregiver for taking care of the
22
recipient. It refers to outwardly measurable
demands placed on family members. 1 These
inclu de ﬁna ncia l dif ﬁcu lt ies, strain on
interpersonal relationships, a reduction in social
support, physical violence, and disruption of
routines in care and in households of relatives as
well as leisure time. 1
Overall, caregiver burden as a subjective state
reﬂecting the individual caregiver's perception is a
widely accepted feature of many caregiving studies
that measures the effect of caregiver stressors and
emotional symptoms.25 The caregiver's perception
of the burden, rather than the perception of other
family members or healthcare providers, determine
the impact on his or her life. 28 Identifying and
managing the caregiver burden require a greater
understanding of the caregiver population and their
needs.29 In the United States, population level
approach to characterize the family caregiver
burden especially as it relates to activity
participation and health, suggest that there is a
substantial burden associated with family care
giving, which affects physical, mental, and
economic components of the caregiver's daily life.29
In addition, the caregiver burden may also impact
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the quality of care provided to the recipient,
29
resulting in a broader societal burden.
THE BURDENS OF CAREGIVERS
The impact of care giving on the caregiver are
10,21
numerous
and
highly
individualized.
Caregivers are potentially at increased risk of
adverse effects on their well-being in virtually
every aspects of their lives, ranging from their
health and quality of life to their relationships and
economic security.10
The diverse responsibilities of care giving are
physically and psychologically demanding, which
affects the health of the caregiver, as well as the
29
quality care to the recipients. However, the burden
of caregivers depends on a host of individual and
10
contextual characteristics.
In the United States, the National Study of
Caregiving (NSOC) data reports that more than 20
per cent of caregivers have ﬁnancial and physical
difﬁculty,10 and 44 per cent report it is emotionally
10
difficult.
PHYSICAL HEALTH EFFECTS
Caregivers tend to rate their health as poorer than
10
non-caregivers. Caregivers of older care
recipients consistently report poorer subjective
health status than non-caregivers.10 One in ﬁve
caregivers describe his or her health as fair or poor,
and 17 per cent believe that their health has
deteriorated as a result of providing care,
particularly those who have been providing care for
ﬁve or more years or who have shifted from light to
heavy duty.21
Several studies on physical health effects of family
care giving suggest that a broad range of outcome
measures has been examined including cellular and
organ-based physiologic measures, global physical
and psychiatric health status indicators, and
30
self–reports on health habits. These outcomes
have been linked to primary stressors, such as the
duration and type of care provided and the
functional and cognitive disabilities of the care
recipients as well as to secondary stressors such as
30
ﬁnances and family conﬂicts. As a result of these
stressors, the caregivers may experience effects

such as psychological distress, impaired health
habits, physiologic responses, psychiatric illness,
physical illness and even death.30
Studies have shown that illness of a close relative
causes and compromises the caregiver's health to a
greater extent. 3 1 A widely cited landmark
population-based study of care giving reported that
a spouse caregiver who reported strain were at risk
for premature mortality.32 Population based studies
show that many caregivers do not report levels of
strain, they cope successfully with caregiving.33
PSYCHOLOGICAL EFFECTS
Caregivers experience both positive and negative
psychological effects from care giving,10 however,
10
researchers focus more on the negative effects.
The effects of care giving care are variable,
depending on characteristics intrinsic and extrinsic
10
to the individual.
When the demands placed on caregivers exceed
their resources, caregivers feel overwhelmed and
34
report high level of stress. The stress has a
negative effect initially on the caregiver's
psychological well-being.34 The effect of stress on
the psychological domain of the quality of life
appear as increased emotional distress, anxiety, and
depression, feelings of helplessness and loss of
control and difﬁculty in coping with care giving
34
roles.
High emotional distress reported by family
caregivers is a signiﬁcant problem that affects the
quality of care, and difﬁculty providing optimal
patient care, administration of medication and
changes in their immune system that can lead to
ﬂare–ups in auto-immune diseases, worsened
glucose control in the body and increased
vulnerability to cardiovascular disease.34
The prevalence of negative psychological effects
among caregivers indicates that large segments of
the care giving population experience adverse
effects.10 Several systematic reviews report that
African-American caregivers tended to report
lower levels of caregiver burden and depression
than white, non-Hispanic caregivers while
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Hispanic and Asian-American caregiver reported
10
more depression than white caregivers.
SOCIAL EFFECTS
Caring for a loved one with chronic disease has
multidimensional and synergistic implication
inﬂuencing every aspect of the family's well-being
35
and quality of life. The social effects of care
giving range from changes in family relationships,
to changes in social activities and social support
from a wider network.10 The time demands of care
giving often limit the opportunity to engage in other
activities that caregivers enjoy.10 Attention to the
social well-being concerns of family care givers
includes the impact of the burden of care on the
social network, family roles, social support,
communication, sexuality and intimacy, education,
employment and leisure activities, as well as
possible ﬁnancial burden.35
Anecdotal evidences in clinical and research
context suggest that a small percentage of family
caregivers experience severe conﬂicts related to
care giving, resulting in abusive interactions with
other family members and even divorce or other
legal actions.10
ECONOMIC AND FINANCIAL EFFECTS
Family caregivers experience ﬁnancial cost, which
creates burden and ﬁnancial consequences for
36
family caregivers. Economic and ﬁnancial burden
has implication on the economic welfare of
37
individuals. These include direct costs, indirect
costs or productivity losses that result from absence
from normal productive work. 21,37 Others are
10
out–of–pocket spending, loss of salary and
beneﬁts, 10, 21 loss of promotional and training
opportunities, 10,21 and reduction in retirement
10,21
savings and social security beneﬁts.
Cost of
illness studies separate the cost of illness into three
components; Direct, Indirect and Tangible costs.38
DIRECT COST
This is the cost of medical care such as ambulances,
in patient or out-patient care, rehabilitation and
medications.37,38

INDIRECT COST
This seek to measure the loss of human resources
caused by morbidity. 21,38 Some cost of illness
studies consider the loss of future earnings.38
Others use much broader willingness-to-pay
method, which assesses what people are willing
to pay for relatively small changes in the risk of
38
death.
INTANGIBLE COST
This captures the psychological dimensions of
illness including pain, bereavement, anxiety and
suffering. 3 8 Financial issues emerged as a
39
signiﬁcant concern for families. This economic
burden can have a long–term impact on the
ﬁnancial security, quality of life and the future wellbeing of the entire family.39
CAREGIVERS' BURDEN AND UNMET
NEEDS / INADEQUATE PREPARATION
Family caregivers experience burden of care,
various unmet needs and emotional pain.40 The top
unmet needs of caregivers include keeping care
recipients safe at home, managing emotional and
physical stress, ﬁnding easy activities to do with
21
recipients and having enough time for themselves.
A majority of caregivers feel inadequately trained
for the skills that they perform, lack adequate
information about support services and most likely
use the internet or their doctors as primary sources
1,21
of extra care giving information.
PREDICTORS OF CARE BURDEN
Caregivers burden affects the health of both
caregivers and their care recipients.41 A study
carried out in the United States, reported that
disease-related factors were the most signiﬁcant
predictors, explaining 16 per cent of caregiver
burden. 41 In the same study, caregiver sociodemographic factors and care giving related factors
were next in rank.41 There are correlations between
caregiver socio-demographic factors, disease
related factors, care giving–related factors and care
41
burden.
CAREGIVER ASSESSMENT
Family caregivers are the backbone of the longterm services and support system42. These
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individuals provide the vast majority of the care
and support for loved ones with chronic care needs
and functional limitations. As a result, they need to
be assessed.21,42
Caregiver assessment is a systematic process of
gathering information about a care giving situation
to identify the speciﬁc problems, needs, strength,
and resources of the family caregiver, as well as the
ability of the care giver to contribute to the needs of
42
the care recipients. It serves as a tool to help
identify the many roles a particular caregiver plays,
the challenges he or she faces, gaps in knowledge,
skills and kinds of help that will be both useful and
acceptable to this caregiver and to the older adult
receiving care. 42 It can be performed by the
caregiver's physician, or by other health care team
members, including a social worker or case
manager.21
Physicians may only have time to identify
caregivers during an ofﬁce visit and may refer these
persons for full assessments. 21 Referral for
assessment may be triggered by a diagnosis of a
medical condition associated with high burden for
care giving, change in functional status of caregiver
or care recipients, or care transitions.21
Caregivers who have their needs assessed often feel
acknowledged, valued and better understood by
42
practitioners. When family caregivers are
supported, they are better able to continue in this
role, thereby reducing the cost of both public and
42
private services. Research has shown that having a
family caregiver can prevent unnecessary
hospitalisations among care recipients.42 Thus,
assessing and addressing a family care giver's need
is an important component of public programme's
overall approach to providing long-term services
42
and support .

caregivers are a core part of health care and longterm services and support, it is important to
recognize, respect, assess and address their needs.
A caregiver's assessment should embrace a familycentred perspective, inclusive of needs and
preferences of both the care recipient and the
family caregiver. Caregiver assessment should
result in a plan of care (developed collaboratively
with the caregiver) that indicates the provision of
services and intended measurements outcomes.
Caregiver assessment should be multidimensional
in approach and periodically updated. It should
reﬂect culturally competent practice.
Effective caregiver assessment requires assessors
to have specialized knowledge and skills,
practitioner's and service providers' education and
training should equip them with an understanding
of the care giving process and its impacts as well as
the beneﬁts and elements of an effective caregivers'
assessment.
Government and other third-party payers should
recognize and pay for caregiver assessment as part
of care for older people and adult with disabilities.
TOOLS FOR ASSESSING CAREGIVER
BURDEN
There are a number of well-validated tools to
speciﬁcally assess caregiver burden, examples are
the Caregiver Burden Inventory and the adapted
Zarit interview.21 The tables below are guidelines
and tools for assessing caregiver burden.

FUNDAMENTAL
PRINCIPLES
FOR
CAREGIVERS ASSESSMENT
According to reports from a National Consensus
Development Conference in the United States,
leaders in health care and long–term services and
support have developed. Seven basic principles to
guide assessment in policy and practice.42 Family
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Adapted from Caregiver Care; Am Fam Physician. 2011;83(11):1309–1317.

Yenagoa Medical Journal, Vol. 1, No. 1, July 2019

23

Yen Med J. Vol.1 No.1, July 2019

Adapted from Caregiver Care; Am Fam Physician. 2011;83(11):1309–1317.

SUPPORTING CARE GIVERS
For centuries, family members have provided care
and support to each other during times of
illness.5,10,21 In a bid to provide help, they often
neglect their own health care needs in other to assist
their family members causing deterioration in the
5,10,21
caregiver's health and well-being.
In supporting caregivers, we should encourage
them to take breaks, care for their own health,
maintain a healthy diet, exercise, seek preventive
health care, join support group and locate respite
care when needed.21
Caregivers who are burdened with unmet
educational and informational needs should be

directed to appropriate resources and online tool
kits.21
PUBLIC POLICY SUPPORT FOR CARE
GIVERS
Caregivers make signiﬁcant contributions to
43
society. In some countries, policy attention has
shifted to ﬁnding ways to support and empower
informal groups of helpers and caregivers as part of
a strategy to avoid or delay the institutionalization
of elders. 43,44 The critical need for policies
supportive of informal caregivers has been
recognized.44
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Policy makers in many developed countries have
introduced a range of measures to support
informal caregivers. 44,45,46 Some of these
measures are provision of cash beneﬁt, tax
credit, legal protections for workers who are
also caregivers, improving the integration of
informal caregivers into formal system element
such as hospitals, primary care teams, long-term
care providers and professional associations.45,46
The growing interest of policy makers on
caregivers has employed the innovative use of
47
technology to support caregivers. These
policies would serve as support to improve
48
informal caregivers and capacity to care.
In sub–Saharan Africa, the need for long–term
care is large and growing. Already, 46 million
elderly people live in the region, and this number
is expected to more than triple (165 million) by
49
2050. Provision of organized long–term care is
patchy in sub-Saharan Africa. Within this region,
national efforts to develop long–term care
systems exist only in Mauritius, Seychelles and
South Africa.49
Nigeria has no functional policy on caregiver and
50
care of the elderly. Long-term care must be
recognized both societally and politically as a
public good. 49 G over nment should build
understanding and commitment for long-term
care systems, establish national coordination
systems, develop indicators and map for long
term-care, and foster cross-national learning and
exchange.49
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Abstract
Background: Mucinous tumours, the second most common type of epithelial ovarian tumours, are the
largest tumours that can be found in the human body. Pseudomyxoma peritonei is a rare clinical
entity characterised by progressive accumulation of extracellular mucinous material in the abdominal
cavity and tumoural implants on the peritoneal surfaces. Though of controversial origin, ruptured
appendiceal mucinous adenoma being most commonly associated with it, mucinous tumours of the
ovary have been notable cause (pseudomyxoma ovarii). Patients may present with features of abdominal
mass eﬀect among others. Abdominopelvic USS and CT are useful tools for evaluation but deﬁnitive
diagnosis is often by laparotomy or laparoscopy. Debulking surgery with or without intraperitoneal
hyperthermic chemotherapy is the treatment.
Case presentation: A 68-year-old P 4+1(4 alive) woman, known diabetic and 17 years postmenopausal,
presented with a 4-month history of progressive abdominal swelling and discomfort, leg swelling,
generalised body weakness and dizziness, early satiety, anorexia, weight loss and bloatedness. She
was chronically ill-looking with pedal oedema and abdominal distension. Results of investigations
supported ovarian mucinous cystadenoma with low risk of malignancy. She had appropriate surgery with
evacuation of 7.5 Litres of clear mucin from the abdominal cavity. She had a good postoperative course
and remained well 18 months later. Histopathology ﬁndings conﬁrmed diagnosis with no evidence of
malignancy.
Conclusion: Pseudomyxoma peritonei is a rare condition, in association with mucinous cystadenomas;
without appendiceal involvement, is even more rare hence may go unrecognized and be fatal if poorly
managed.
Keywords: Pseudomyxoma-peritonei (PMP), Pseudomyxoma-ovarii, Mucin, Cystadenomas, Cytoreduction,
Chemotherapy.
Cite this article: Oyeyemi N, Agbo OJ, Ohaeri OS, Kofa RI, Egberipou II. Huge ovarian mucinous
cystadenoma and pseudomyxoma ovarii/peritonei: A case report. Yen Med J. 2019;1(1):46-48.

INTRODUCTION
Mucinous tumours are the second most common
type of epithelial ovarian tumours. They are the
largest tumours that can be found in the human
body.1,2 Pseudomyxoma peritonei develops from
progressive accumulation of mucin in the abdominal
cavity from mucinous tumours of ovarian
(pseudomyxoma ovarii) or appendiceal origin, often
leading to bowel obstruction.1,2,3

CASE PRESENTATION
A 68-year-old P4+1 (4 alive) woman, known diabetic
and 17 years post-menopausal, who presented with a
4-month history of progressive abdominal swelling
and discomfort, leg swelling, generalized body
weakness and dizziness, early satiety, anorexia,
weight loss and bloatedness.
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She was chronically ill-looking, mildly pale, with
bilateral pitting pedal oedema up to the mid shin.
Her abdomen was grossly distended with an illdeﬁned abdomino-pelvic mass extending to the
umbilicus; ascites was demonstrable by ﬂuid thrill.
RBS-7 mmol/L, HbAic-13%, Ca125-21.3 U/ml
(0-35), CEA-172. 3ng/ml (<8.5); PCV was 32%,
and other baseline investigations were normal.
Abdominopelvic USS ﬁndings were consistent
with
ovarian
mucinous
cystadenoma.
Abdominopelvic CT had impression of hydatid
cyst, multiple ovarian cysts to rule out serous
cystadenocarcinoma. Risk of malignancy index
(RMI) was 191.7. She had staging laparotomy and
intra-operative ﬁndings were: massive thick
mucinous ascites (7.5 L of clear mucin), huge left
mucinous cystic ovarian mass (20 cmx 15 cm)
exuding mucin from its breached surface, and no
evidence of metastatic nodules on the visceral or
parietal peritoneum. Right ovary was normal in
size, but hard in consistency.
She had total abdominal hysterectomy, bilateral
salpingo-oophorectomy, infra-colic omentectomy,
appendectomy and copious peritoneal lavage.
Histopathology ﬁndings were: Ovary – mucinous
cystadenoma; uterus – squamous metaplasia (of the
endocervix), endometrial polyp and degenerating
leiomyoma uteri. Omentum-inﬂammatory, no
evidence of malignancy. Appendix-peritonitis, no
evidence of malignancy. Ascitic ﬂuid cytologyacellular. She is on follow-up visits in clinic, and at
the time of this report (more than 18 months postsurgery), her condition has remained satisfactory.
DISCUSSION
Mucinous cystadenoma is a benign tumour that
arises from the surface epithelium of the ovary as
the second most common type of epithelial ovarian
tumour. It constitutes 15 – 25% of all ovarian
tumours. The more massive an ovarian tumour is,
the more likely it may be mucinous. 1,2 It occurs in
women between 30 and 60 years, with a mean age
of 50 years (though the patient was 68-year-old),
10% are bilateral, about 75 – 85% are benign, and

up

to

15%

progress

to

mucinous

cystadenocarcinoma.3 It may be asymptomatic,
but most often presents with: abdominal swelling
and
discomfort/pain
and
gastrointestinal
symptoms; which the patient presented with.
Other
clinical
features
may
include:
cardiorespiratory
embarrassment,
urinary
symptoms, oedema of the legs, varicose veins,
haemorrhoids
and
uterine
prolapse. 1,2,3
Complications include ovarian cyst accidents,
malignancy,
and
rarely
pseudomyxoma
peritonei/ovarii. It is the implantation of
mucinous tumour cells in the peritoneum with
production of copious amounts of mucin
(pseudomyxoma peritonei).1,2,3,4 However if the
focus of mucin release is directly from the
mucinous tumour cells of the ovary, it may be
referred to as pseudomyxoma ovarii, as may have
occurred in the patient.
Treatment considerations for ovarian mucinous
cystadenoma include: patient's age, clinical
presentation, tumour size, nature of cyst - simple,
unilateral, unilocular, RMI, surgical ﬁtness and
woman's wishes.1,2,3,4 Treatment options could be
conservative; or surgical with or without
hyperthermic intraperitoneal chemotherapy
(HIPEC). Conservative management may be
employed when patient is asymptomatic, cyst is
simple, unilateral, unilocular with size- <5 cm,
low-risk RMI in the presence of normal serum
CA125 levels, woman's wishes, or if not surgically
ﬁt. Repeat evaluation should then be done in 4–6
months. For younger women, ovarian cystectomy
or unilateral salpingo-oophorectomy can be done,
but for women > 40 years, total abdominal
hysterectomy
with
bilateral
salpingo1 – 4
oophorectomy is recommended. Treatment for
pseudomyxoma peritonei/ovarii and if RMI ≥200

Include cytoreductive surgery with adjuvant
therapy which includes HIPEC, mucolytic agents
(Irrigation/lavage-with dextrose/water, dextran
sulphate, plasminogen activator/urokinase),
chemotherapy (post-op intraperitoneal or IVmelp halan, cisp latin), r adiot her ap y and
photodynamic therapy. Our patient did not get the
above adjuvant treatment because of her low-risk
RMI and low index of suspicion of this rare
complication (pseudomyxoma peritonei/ovarii)
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before the surgery, as well as the fact that the
histology results all showed no malignancy

(therefore
not
chemotherapy).

requiring

adjuvant

Figure 1: Huge mucinous cystadenoma of the ovary.
CONCLUSION
Pseudomyxoma peritonei is a rare condition, in
association with mucinous cystadenomas; without
appendiceal involvement, is even more rare hence
may go unrecognized and be fatal if poorly
managed.
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Abstract
Background: Coital lacerations vary from minor self-limiting vaginal injury with minimal bleeding, which do
not require medical attention to life-threatening tear with severe bleeding which could progress to
haemorrhagic shock and death if not promptly managed.
Case presentation: A 19-year-old senior secondary school student who presented to the gynaecological
emergency unit with coital laceration in shock. She was resuscitated, and had repair in theatre.
Conclusion: Coital laceration is usually mild. It could be life-threatening in severe cases. Prompt diagnosis
and management of severe cases will reduce the morbidity and mortality associated with it.
Keywords: Coital laceration, shock, life-threatening, morbidity, mortality.
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INTRODUCTION
Coital lacerations are under-reported in our
1,2
environment. They vary from minor self-limiting
vaginal injury with minimal bleeding, which do not
require medical attention to life threatening tear
with severe bleeding which could progress to
haemorrhagic shock and death if not promptly
3,4,5
managed.
CASE PRESENTATION
She was a 19-year-old Para 0+0 senior secondary 3
student who presented to the gynaecological
emergency unit of the Federal Medical Centre,
Yenagoa with a two-hour history of sudden onset
vaginal bleeding following sexual intercourse with
her boyfriend. Bleeding was active and bright red.
She initially used eight sanitary pads in attempt to

contain the bleeding. She was sexually active but
had three-month period of abstinence from sexual
intercourse before the present one. There was no
adequate emotional and physical foreplay prior to
sexual act. The position used was the dorsal
position. There was no loss of consciousness, drug
use before intercourse, rough sexual act, or use of
sex toys during the act. When bleeding continued
with associated progressive weakness and
dizziness, she presented to the Federal Medical
Centre, Yenagoa for management.
Examination revealed a lethargic young lady. She
was pale, anicteric, afebrile with an axillary
temperature of 36.5 ℃. Her pulse was not palpable.
Her blood pressure was 80/40 mmHg. Her abdomen
was full and moved with respiration.
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There was no area of tenderness. There was active
bleeding per vaginam, with massive blood clots in
the vagina. A gentle sterile speculum examination
revealed a 5 cm S-shaped vertical laceration at the
posterior fornix of the vagina, bleeding actively. A
gentle digital examination revealed a grossly
normal cervix that was ﬁrm, with its os closed. The
uterus was normal in size and anteverted. The
Pouch of Douglas was empty and the adnexae were
normal.
A diagnosis of coital laceration in shock was made,
and there was call for help. As she was being
resuscitated with 1 litre of intravenous ﬂuid normal
saline fast, an assistant explained the ﬁndings and
diagnosis to her, her boyfriend and her mother. She
was counselled for immediate repair in theatre. The
procedure was explained to them and an informed
consent obtained. Theatre was booked for the
procedure. The anaesthetist was informed. Blood
and urine samples were taken for laboratory
investigations. Her packed cell volume was 24%
and her blood group was O Rhesus 'D' Negative.
Two units of blood were grouped and cross
matched as she was quickly wheeled to the theatre.
Intra-operative ﬁndings were a 5 cm S-shaped
laceration from the posterior cervicovaginal
junction along the posterior fornix of the vagina to
the posterior wall of the vagina; bleeding actively.
There were grossly normal cervix and normal
uterus and adnexae.
The S-shaped laceration was identiﬁed, and
repaired in continuous non-locking pattern with
chromic catgut 1. She received 2 units of blood
intra operation. Total estimated blood loss was 2
litres. Her immediate postoperative condition was
satisfactory. She received 2 more units of blood
post operation. Her post transfusion packed cell
volume was 31% and was discharged home on the
third post-operative day with two weeks'
appointment to the gynaecological clinic.
At the follow-up visit, she had no complaints and
her general condition was satisfactory. The vaginal
wound had healed satisfactorily. She had sex

education and counselling to help prevent
recurrence, and was discharged to the family
planning clinic for contraceptive.
DISCUSSION
The incidence of post coital laceration among
gynaecological patients is 0.7% in Abraka and
Calabar.6,7 In Maiduguri, a lower incidence of
0.34% was reported.1 The low incidence may be as
a result of the shame and secrecy attached to coital
vaginal injuries which makes most cases to linger
in silence and only a few severe cases and those due
to rape report to the hospital for medical help. 1,6,8
This patient and her boyfriend initially kept her
condition secret but presented to the hospital for
management when bleeding continued with
worsening clinical condition. In Senegal and
United States of America, an average of 30 and32
cases are seen every year respectively.9
Rape is the commonest aetiological factor for coital
vaginal injuries, followed by nulliparity.7 The
predisposing factors to coital injuries include ﬁrst
sexual intercourse, prolonged abstinence, positions
such as dorsal position, rough coitus, peno-vaginal
disproportion, use of aphrodisiacs as vaginal
lubricant and inadequate emotional and physical
preparation of women for sexual intercourse. 2,3,7
Others include pregnancy, puerperium, postmenopausal vaginal atrophy, and congenital and
acquired shortness of the vagina.1 This patient had a
3-month period of abstinence from sex. There was
no adequate emotional and physical foreplay prior
to sexual act and the position used was the dorsal
position.
Complications such as haemorrhage, injury to
abdomino-pelvic organs, sepsis, vaginal stenosis,
recto-vaginal ﬁstula, vesico-vaginal ﬁstula and
death.10 Peritonitis from rupture of the posterior
fornix of the vagina has also been reported, but it is
very rare.11,12 In this case, she had severe lifethreatening haemorrhage which led to shock.
An important differential diagnosis of coital
vaginal injury is acute abdomen with or without
vaginal bleeding.3
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Management
include resuscitation with
intravenous ﬂuid, transfusion in severe blood loss
and surgical repair of the laceration. Sex education
and counselling is essential in preventing this
condition from happening or recurring, as this was
incorporated into her management.10
CONCLUSION
Coital injury occurs occasionally and is usually
mild. It could be life threatening in severe cases like
that of this case. Most cases result from rough and
hurried sexual intercourse. Prompt diagnosis and
management of severe cases will reduce the
morbidity and mortality associated with coital
injuries. Appropriate counselling and sex
education will help prevent this condition.
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Abstract

Case Presenta on: We report a maxillary alveolar ridge variety of this tumour in a two-week old
female neonate whose case is the ﬁrst documented in Bayelsa state, South-South Nigeria. A
discre onary decision to adopt 'watchful wai ng' in its management was taken.
Conclusion: Congenital Epulis of the new-born is s ll common among females and depending on its
size may interfere with feeding. There is risk of recurrence of incompletely excised tumour and a
possibility of regression with small sized tumours. Monitoring of tumour size should be done.
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INTRODUCTION
Congenital Epulis of the New born is a benign
tumour of the oral cavity. 1 It is an extremely rare
condition in the new born. 1,2 It is also referred to
as congenital granular cell tumour, congenital
granular epulis, congenital granular cell
myoblastoma,
congenital
granular
cell
ﬁbroblastoma or Neumann tumour as it was ﬁrst
described by Neumann in 1871.3 It commonly
affects the maxillary alveolar ridge in neonates. 4
Epulis is a Greek term literally meaning 'of the
gum' used to describe a wide variety of gum
lesions regardless of the pathological origin .
Histologically, Congenital Epulis shows
characteristically large cells with granular
cytoplasm and spindle cells resembling
ﬁbroblasts.5 Aetiology is unknown but several
theories
suggest
multiple
origins:
Myoblastic,
odontogenic,
ﬁbroblastic,
neurogenic.6 Congenital Epulis is also thought to
be a hormone-related, non- neoplastic,
degenerative and reactive lesion.7

8

It is predominant in females 8:1. The female sex
predilection suggests a hormone inﬂuence in its
aetiology but there is no evidence of
demonstrable oestrogen and progesterone
receptor intake.9
Diagnosis is usually at birth and in some cases,
prenatally in third trimester.10 Clinically, it
appears as a protuberant mass with around or
ovoid shape pedunculated or sessile.11
The last reported case was in 2016 in South-West
Nigeria.5 There has been no documented case in
South-South Nigeria and none in Bayelsa state
before now.
The aim of this paper is to present this rare
condition in neonates and offer clue to possible
aetiology as suggested by the case in question.
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CASE PRESENTATION
A two-week old female neonate was referred to the
dental clinic with a ﬂeshy mass protruding from the
maxillary portion of the gum. The mass was noted
to have been seen at birth and then rapidly grew in
size. The mass was neither painful nor interfered
with feeding. There was also no history of bleeding
from the site.

history of any coexisting mass nor history of similar
condition in older sibling. There was no antenatal
ultrasound scan done.

Pregnancy was said to be uneventful, however her
mother admitted to ingestion of alcohol and palm
wine during the pregnancy. Alcohol consumption
occurred throughout the duration of the pregnancy.
There was no history of use of un-prescribed
medications during pregnancy. The pregnancy was
carried to term and delivered in a private clinic.
Child cried at birth and birth weight was 2.5 kg. The
child was not exclusively breastfed as her mother
was not lactating after birth. There was neither

Examination revealed a pedunculated spherical
mass measuring about 4 cm by 2 cm, soft, nontender and pinkish around the maxillary portion
of the gum at the mid-line (Figure 1). General
examination ﬁndings were essentially normal.
The management approach chosen was
'watchful waiting' to review the child's condition
in three months' time and re-evaluate for possible
excision.

At presentation, the child had not had any
Immunization. Both parents are Ijaw speaking
and reside in Opor oma, Souther n Ijaw Local
Government Area of Bayelsa State.

Figure1: Congenital Epulis in a two-week old neonate.
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DISCUSSION
Congenital Epulis of the new born is a rare gingival
tumour that has been reported with an 8:1 female to
male ratio and 3:1 maxillary alveolar site
predilection over the mandible. There is also a
Caucasian predisposition.12 It clinically appears as
a protuberant mass in a round or ovoid shaped
pedunculated or sessile. The above case seemed to
follow that same pattern. The tumour commonly
arises from anterior part of maxillary alveolar ridge
of new-born and frequently occurs lateral to the
mid-line in the area of the developing primary
lateral incisor and canine. 13 The reported case above
also conforms to this description. The case above
had a single mass although majority of cases occur
as single masses, there may be multiple masses in a
small proportion of persons.14
The mass depending on the size may interfere with
feeding and breathing. However, in the case
presented, there was no interference with feeding
and this could be attributable to the fact that
breastfeeding is not being practiced by the mother
due to non-lactation. The present size may also be
tolerable with feeding practices. There are usually
no associated dental abnormalities or congenital
malformations.15 Sometimes it is an isolated entity
16
and not associated with any syndrome.
A watchful waiting procedure for Congenital
Epulis can be followed because with small lesions
spontaneous involution can occur although this is
rare. There have been 8 documented cases of
spontaneous regression.16 In cases where there is no
interference with feeding or respiration, regular
monitoring of the lesion for regression has been
acceptable.16 In our case, the decision to adopt
watchful waiting was due to the fact that at present
no obstructive symptoms are observed with it and
the surgeon's preference of buying time was to
allow for more maturity of the infant or a possible
regression of the tumour.
CONCLUSION
Congenital Epulis of the new-born is still common
among females and depending on its size may
interfere with feeding. There is risk of recurrence of
incompletely excised tumour and 'watchful
waiting' could be adopted in its management at the

discretion of the surgeon as there is a possibility of
regression. However, monitoring of tumour size
should be done.
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Abstract
Background: Ectopic pregnancy is deﬁned as the implantation of a fertilised ovum at a site other than
the uterine endometrium. Worldwide, ectopic pregnancy complicates 0.25 – 2% of all pregnancies.
Bilateral ectopic pregnancy is rare. It occurs in 1 out of every 200,000 spontaneous pregnancies and range
from 1 out of every 725 to 1,580 ectopic pregnancies. Ectopic pregnancy is one of the commonest
causes of ﬁrst trimester maternal mortality in our environment.
Case presentation: She was a 39-year-old G4P+12 (2 alive) lady who presented to the emergency unit
following 6 weeks of amenorrhoea with bilateral ectopic pregnancy. At laparotomy, there were right and left
ruptured ampullary ectopic gestations. Right and le par al salpingectomy was done and repaired with No. 1
vicryl suture. The haemoperitoneum was evacuated. She recovered and was counselled on invitro
fertilisation if she is still desirous of pregnancy.
Conclusion: Ectopic pregnancy is associated with increased risk of maternal morbidity and mortality. Early
presentation to the hospital, high index of suspicion, availability of diagnostic facilities and functional blood
transfusion services are keyinreducing themorbidity andmortality associated with ectopic pregnancy.
Keywords: Ectopic pregnancy, Bilateral ectopic pregnancy, Morbidity and mortality, Laparotomy,
Salpingectomy.
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INTRODUCTION
Ectopic pregnancy is deﬁned as the implantation of
a fertilized ovum at a site other than the uterine
endometrium. 1 Worldwide, ectopic pregnancy
complicates 0.25 – 2% of all pregnancies.2,3,4
Bilateral ectopic pregnancy is rare. It occurs in 1
out of every 200,000 spontaneous pregnancies5 and
range from 1 out of every 725 to 1,580 ectopic
pregnancies.6
Ectopic pregnancy is one of the commonest causes
of ﬁrst trimester maternal mortality in our
2,7
environment. It affects prospects of future
fertility negatively.8 There is rise in the incidence
of ectopic pregnancy over the past three decades.2,7

This rise is associated with increase in pelvic
infections, advances in assisted reproductive
technology, tubal surgeries, use of intrauterine
devices and early diagnosis with more sensitive
methods.9
CASE PRESENTATION
She was a 39-year-old G4 P2+1 (2 alive) lady who
presented to the emergency unit following 6 weeks
of amenorrhoea with complaints of spotting per
vaginam of 6-day duration and lower abdominal
pain of 1 - day dur ation. Pr egnancy was
spontaneously conceived. There was no dizziness,
fainting spells, shoulder tip pain, palpitations, easy
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fatiguability, fever, vomiting, change in
bowel habit or urinary symptoms. She had
Caesarean section in her last conﬁnement in
2009 due to foetal distress. She had induced
termination of pregnancy in 2016 at six
weeks gestation by manual vacuum
aspiration in a private clinic. There were no
post abortion complications. She had no
previous history of pelvic inﬂammatory
disease or ectopic pregnancy.
Examination revealed a young woman, who
was not in any form of distress and not pale.
Respiratory rate was 18/min; pulse was
84/min, regular and full volume. Blood
pressure was 110/70 mmHg. There was a
previous transverse suprapubic scar that
healed by primary intent ion. There
were suprapubic and left iliac fossa
tenderness. The uterus was not tender and
the liver, spleen and kidneys were not
palpably enlarged. There was no active
vaginal bleeding. The cervix was smeared
with blood. The uterus was bulky. There
were tender, soft masses in the right and left
adnexa. The pouch of Douglas was boggy
and there was cervical motion tenderness.
Pregnancy test (urine) was positive. Urgent
packed cell volume was 40%. Transvaginal
ultrasound scan revealed two gestational
sacs with cardiac activity, each at the
right and left adnexa respectively. The
uterine cavity was empty. There was
minimal haemoperitoneum.

A diagnosis of bilateral ectopic pregnancy
was made. She and her husband were
counselled on the ﬁndings, diagnosis,
possible complications and the need for
emergency laparotomy.
She was
immediately admitted and two units of
blood were grouped and cross-matched for
surgery.
At laparotomy, there was haemoperitoneum
of 300 ml. There was a bulky uterus with a
ﬁbroid noddle measuring about 4 cm x 4 cm
at the posterior aspect of the right cornual
region of the uterus. There were right and left
ruptured ampullary ectopic gestations
(Figure 1). Both ovaries were grossly normal.
Right and left partial salpingectomy was
done and repaired wit h No. 1 vicr yl
sut ure. The haemoperitoneum was
evacuated. The anterior abdominal wall was
closed in layers.
Her post-operative packed cell volume was
37%. The histological examination of the
excised right and left fallopian tubes
conﬁrmed bilateral ectopic gestation.
She was discharged home on the ﬁfth
post- operative day on haematinics after
counselling on the impact of bilateral
salpingectomy following bilateral ectopic
gestation on her future fertility. At the
follow-up visit two weeks later, the wound
had healed satisfactorily and her packed cell
volume was 38%. She was counselled
on invitro fertilisation if she is still desirous
of fertility.
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Figure 1: Spontaneous bilateral ectopic pregnancy.
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DISCUSSION
Worldwide, ectopic pregnancy complicates 0.25 –
2% of all pregnancies. 2,3,4 Bilateral ectopic
pregnancy is rare. It occurs in 1 out of every
200,000 spontaneous pregnancies 5 and range from
1 out of every 725 to 1,580 ectopic pregnancies.6
Compared with natural conception, the ectopic
pregnancy rate is approximately 2.5 – 5-fold higher
following in vitro fertilisation-embryo transfer.10
Worldwide, the incidence of ectopic pregnancy in
on the increase, but the morbidity and mortality
associated with it has been on the decrease in the
developed countries. This is not so in the
developing countries, where majority present late
with rupture and haemodynamic instability.11 The
patient presented was haemodynamically stable at
presentation.
More than 95% of ectopic pregnancies occur in the
fallopian tube with the ampulla being the
commonest site8, 11 as was found in the case
presented where there was bilateral ectopic
pregnancy in the ampulla of both fallopian tubes.
Other sites include the isthmus, ﬁmbria,
interstitium, ovary, abdominal cavity, and
Caesarean section scar. 8,11 Previous induced
abortion, previous Caesarean section and the right
cornual ﬁbroid were the predisposing factors for
ectopic pregnancy identiﬁed in the case presented.
Other risk factors are pelvic inﬂammatory disease,
previous ectopic pregnancy, multiple sexual
partners, history of infertility, conception following
ovulation induction/assisted reproductive
technology, abnormality of the fallopian tube and
in-utero exposure to diethylstilbestrol.8,12
There was high index of suspicion of ectopic
pregnancy following history and examination of
this patient with a positive pregnancy test.
Transvaginal ultrasound scan revealed the presence
of bilateral ectopic pregnancy before the surgery.
Two gestational sacs with cardiac activity were
seen at the right and left adnexa respectively.
Transvaginal ultrasound scan has a sensitivity of 87
– 99% and speciﬁcity of 94 – 99%, with positive
predictive value of 96.7% and negative predictive
value of 99.4% for identiﬁcation of ectopic
pregnancy.13

Management of ectopic pregnancy may be surgical,
medical or expectant. Management is inﬂuenced by
the clinical state of the patient, the site of the ectopic
gestation, whether it is ruptured or unruptured, if
the patient is desirous of fertility and availability of
facilities.9 The 'gold standard' for the treatment of
ruptured ectopic pregnancy is surgical. This may be
through laparotomy or laparoscopy.9 The surgical
procedure done through these routes may be
salpingectomy which is radical or linear
salpingotomy
which
is
conservative.9
Laparoscopic management of ectopic pregnancy is
a safe and effective alternative to laparotomy.14
Laparoscopic procedures are associated with less
intra-operative blood loss, lower analgesic
requirements, shorter hospital stay, and faster
12,15
resumption of activities.
Laparotomy with
salpingectomy was done in the case presented
because both tubes wer e r uptur ed, with
haemoperitoneum.
Conservative management could be expectant or
medical. Medical management with methotrexate
is preferred for patients with unruptured ectopic
pregnancies who are haemodynamically stable.16
These patients must be well motivated and meet the
1 5,16
criteria for these options.
The medical
management with methotrexate has some
advantages when compared with surgical
treatment. It is less invasive, less expensive and
does not need much expertise. Methotrexate
therapy can be administered using the single-dose
or the multidose regimen. The single dose regimen
has fewer side effects but its slightly less
effective.17,18 Expectant management follows the
natural history of ectopic pregnancy. However,
expectant management is associated with high
failure rate 15. Ectopic pregnancy is associated with
increased risk of maternal morbidity and mortality
especially in the developing world. The incidence
of ectopic pregnancy can be reduced by
prevention of pelvic inﬂammatory disease,
provision of family planning services and safe
abortion services.
Early presentation to the hospital, high index
of suspicion, availability of diagnostic facilities
and functional blood transfusion services are key
in reducing the morbidity and mortality associated
with ectopic pregnancy.
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Case Report
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Abstract
Background: Aplasia cutis congenita is a heterogenous group of disorders characterised by the absence of a
portion of skin, with or without the absence of underlying structures such as bone, in a localized or widespread
area at birth.
Case presentation: An uncommon case of delivery of a female baby with aplasia cutis congenita occurring in a
patient who had a female baby with aplasia cutis congenita in her immediate past conﬁnement. Both babies
died within one week of delivery from suspected congenital cardiac abnormality.
Conclusion: Aplasia cutis congenita is an uncommon congenital abnormality, often times with good prognosis.
It has a poor prognosis when there are other congenital abnormalities associated with it.
Keywords: Aplasia cutis congenita, Congenital cardiac abnormality, Prognosis.
Cite this article: Oriji PC, Afolabi SA, Omietimi JE, Allagoa D, Doni Doni P, Ozori SE, et al. Aplasia cutis congenita:
Uncommon ﬁnding of two cases occurring in one patient in two successive deliveries. Yen Med J. 2019;1(1):61-65.

INTRODUCTION
Aplasia cutis congenita is a heterogenous group of
disorders characterised by the absence of a portion
of skin, with or without the absence of underlying
structures such as bone, in a localized or
1,2
widespread area at birth. It was ﬁrst reported by
3
Cordon in 1767. It most commonly affects the
scalp, but can also affect any part of the body,
including the trunk and limbs.3 Aplasia cutis
congenita is most often a benign isolated defect, but
some people may have other congenital
abnormalities involving the cardiovascular,
gastrointestinal, genitourinary and central nervous
systems.1
Aplasia cutis congenita is an uncommon
3
abnormality of the newborn. The incidence is
approximately 3 in 10,000 births.3 The cause of this
condition is unclear and appears to be

2

Multifactorial. There is no racial or sexual
predilection for aplasia cutis congenita.
The prognosis is dependent on the severity of the
associated abnormalities, as underlying or
associated defects may signiﬁcantly affect
mortality and morbidity.3
CASE PRESENTATION
A female neonate was delivered at the labour ward
of the Federal Medical Centre, Yenagoa at 38
weeks gestational age with absence of skin on parts
of the right lower limb, exposing the subcutaneous
tissues on those parts of the limbs. The neonate was
immediately transferred to the special care baby
unit (SCBU) of the facility for expert care. She
had good Apgar scores and birth weight was 3 kg.
The mother was a 31-year-old primary school
teacher with tertiary level of education. She was a
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P5+2 (2 alive). Pregnancy was booked for antenatal
care at 15 weeks' gestational age, and was
uneventful until delivery. The results of her
investigations were all within normal limits. She
did not take any other medications apart from her
routine haematinics. She did not have varicella or
herpes simplex viral infection during pregnancy.
There was no family member that had similar
features or had a child with similar features. In her
last conﬁnement in 2016, she was delivered of a
live female baby who also had absence of skin on
parts of the lower limbs. A diagnosis of aplasia cutis
congenita was made then, and the baby died within
the ﬁrst week of life. Her second conﬁnement in
2013 was complicated with intrauterine foetal
death for which she had urgent Caesarean section
due to positional cephalopelvic disproportion. She
also had two premarital terminations of pregnancy
at private clinics through manual vacuum
aspiration at 6 weeks and 8 weeks respectively. She
did not have known medical condition.

Musculoskeletal examination revealed welldemarcated ulcerations around the umbilicus and at
the right lower limb extending from the mid-thigh
to the foot (Figures 1 – 3). It involved the epidermis
and dermis of the skin, which exposed the blood
vessels in the subcutaneous tissue. A diagnosis of
aplasia cutis congenita was made. Antibiotic
ointment was applied on the lesion and covered
with crepe bandage. About one hour after delivery,
the neonate was noticed to be cyanosed with
tachypnoea and tachycardia. A cyanotic congenital
heart disease was suspected. Intranasal oxygen was
commenced and the parents were counselled on the
development. Arrangements were made to do an
echocardiography for him. The neonate however
died at the 12th hour of life at the SCBU. The
parents declined autopsy despite counselling.

Figure 1: Aplasia Cu s Congenita; showing the exposed subcutaneous tissue and blood vessels.
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Figure 2: Aplasia Cu s Congenita; another view showing the exposed subcutaneous tissue and
blood vessels.

Figure 3: Aplasia Cu s Congenita; another view.
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DISCUSSION
The lesions of aplasia cutis congenita are
noninﬂammatory and well-demarcated, ranging
widely in size. 3 They may be circular, oval, linear,
or stellate in conﬁguration.3 At birth, the lesions
may have already healed with scarring or may
remain superﬁcially eroded to deeply ulcerated,
3
occasionally involving the dura or the meninges .
The membranous type of aplasia cutis congenita is
most common.3 The defect may involve only the
epidermis and dermis, which may result in mild
scarring, or it may extend into subcutaneous tissue,
or rarely periosteum, skull, and dura 3. In this case,
there were well-demarcated ulcerations around the
umbilicus and at the right lower limb extending
from the mid-thigh to the foot (Figures 1 - 3). It
involved the epidermis and dermis of the skin,
which exposed the blood vessels in the
subcutaneous tissue.
The exact aetiology of aplasia cutis congenita is
unclear. The condition is thought to be
2,3
multifactorial. The factors that may contribute
to this condition include geneticfactors;
teratogens such as methimazole, carbimazole,
misoprostol, and valproic acid; compromised
vasculature to the skin; and trauma2.,3 The mother of
this baby was not on any of the above medications.
The proximity of scalp aplasia cutis congenita to
the scalp hair whorl, which is thought to be the
point of maximum tensile force during rapid brain
growth, has led to the hypothesis that tensioninduced disruption of the overlying skin occurs at
10 – 15 weeks of gestation when hair direction,
patterning, and rapid brain growth occur. This may
also explain the increased incidence of aplasia cutis
congenita on the vertex scalp.3
Early rupture of the amniotic membranes, forming
amniotic bands, has also been implicated in the
cause of aplasia cutis congenita in many cases.3 The
bullous or membranous variants of aplasia cutis
congenita reveal a distinct histologic pattern
identical to those in encephalocoeles and
meningocoeles. 3 These types of aplasia cutis
congenita may represent the incomplete or unusual
forms of neural tube closure defect3. Aplasia cutis

congenita is typically sporadic; however,
autosomal dominant and less commonly autosomal
3
recessive cases have also been reported.
The diagnosis of aplasia cutis congenita is made on
physical examination.3,5 The ﬁndings are indicative
of an in-utero disruption of skin development.3 The
lesions usually occur on the scalp lateral to the
3,5
midline. They may also occur on the face, trunk,
or limbs.3,5 The lesions are well demarcated.3,5 If
they form early in gestation, they may heal before
delivery and appear as an atrophic, membranous or
ﬁbrotic scar.3 If they form later in gestation, they
may appear as well-demarcated areas devoid of
epidermis and dermis, thereby exposing the
subcutaneous tissue and blood vessels.3.5 There are
no speciﬁc laboratory abnormalities found in
aplasia cutis congenita.2,3 Differential Diagnoses
include epidermolysis bullosa and focal dermal
3
hypoplasia syndrome.
Treatment of aplasia cutis congenita varies
depending on the condition of the infant.
4
Conservative treatment is preferred. Small areas
usually heal spontaneously over time. Gentle
cleansing and application of bland ointments or
silver sulfadiazine can help prevent infection. If
infection occurs, antibiotics can be used.3,5 Larger
lesions may require surgery.3,5 The decision to use
medical, surgical, or both depends on the size,
depth, and location of the skin defect.3
Major complications of aplasia cutis congenita are
rare, but can include haemorrhage, secondary local
infection, meningitis, sagittal sinus thrombosis,
bone affectation and death. Complications can also
result from associated congenital malformations
involving the cardiovascular, gastrointestinal,
genitourinary and central nervous systems, when
present.3
The prognosis of aplasia cutis congenita is usually
good, but if it is associated with other anomalies,
the prognosis is dependent on the severity of the
associated abnormalities.3 Full-thickness defects of
the scalp, skull, and dura are associated with a
mortality rate of greater than 50%.3 This baby was
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suspected to also have a congenital heart
abnormality when he became cyanosed, with
tachypnoea and tachycardia. This diagnosis would
have been conﬁrmed on autopsy, but the parents
declined despite profuse counselling. Aplasia cutis
congenita is uncommon. However, the mother of
this baby has now had two female babies that died
from this condition. She is likely to be autosomal
dominant for aplasia cutis congenita. That is why all
her children were not affected. She was counselled
for genetic studies, but declined because she is no
longer interested in conception. She is presently on a
long-acting reversible contraceptive.
CONCLUSION
Aplasia cutis congenita is an uncommon congenital
abnormality, often times with good prognosis. It has
a poor prognosis when there are other congenital
abnormalities associated with it like in the case
presented. Preconception and antenatal care will
play a major role in reducing the incidence of aplasia
cutis congenita.
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Abstract
Background: Caesarean myomectomy is traditionally discouraged, and very controversial because of the
signiﬁcantly increased risk of haemorrhage and postoperative morbidity of myomectomy from the
increased vascularity of the gravid uterus. However, some reports have shown that myomectomy during
Caesarean delivery can be safe.
Case presentation: Successful urgent inevitable Caesarean myomectomy of huge symptomatic myomas in
a primigravida at 33 weeks and 6 days' gestation after she had been previously booked for
scheduled Caesarean delivery at 34 weeks' gestation for severe respiratory distress/embarrassment
due to huge uterine ﬁbroid co-existing with pregnancy.
Discussion: Though Caesarean myomectomy ought to and should still be handled with caution, there is
increasing evidence of its safety especially in well-selected cases and in experienced hands. It is heartening
that elective Caesarean myomectomy can be performed safely in resource poor environment like ours
where the need is more using low technology techniques.
Conclusion: Removal of symptomatic uterine ﬁbroids during Caesarean delivery should be embarked on
where the necessary skill is available especially where it can interfere with uterine closure at surgery, cause
uterine atony and predispose to post-partum haemorrhage. It also decreases the complications
associated with uterine ﬁbroids in subsequent pregnancies.
Keywords: Caesarean myomectomy, Huge myoma, Post-partum haemorrhage.
Cite this article: Ikoro C, Oriji PC, Njoku C, Afolabi SA, Mbah KM, Tekenah ES, et al. Huge symptomatic
uterine ﬁbroids coexisting with pregnancy in a primigravida – successful inevitable Caesarean myomectomy in a
private hospital. Yen Med J. 2019;1(1):66-72.

INTRODUCTION
Uterine ﬁbroids, also known as Leiomyoma uteri
are the most common pelvic tumour of females
1,2,3
especially among the Negros.
Leiomyoma
complicating pregnancy is a common presentation
to obstetricians practicing in Africa. A prevalence
of leiomyoma during pregnancy has been reported
to be 0.3–3%.4,5,6,7 In spite of the fact that myomas

can cause numerous complications during
pregnancy like red degeneration, increased
frequency of spontaneous abortion, preterm labour,
pr ematur e ruptur e of foetal membranes,
antepartum haemorrhage, mal-presentation
obstructed labour, increased Caesarean section rate
and post-partum haemorrhage.4,8,9
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Surgical removal of myomas during Caesarean
section is traditionally discouraged and very
controversial because of the signiﬁcantly increased
risk of haemorrhage and postoperative morbidity of
myomectomy from the increased vascularity of the
gravid uterus. Despite these controversies and
fears, some reports have shown that myomectomy
during Caesarean delivery can be safe. We present a
case report of a successful urgent Caesarean
myomectomy done for huge multiple myomas of
various sizes on our patient at 33 weeks and 6 days'
gestational age.8,10,11,12,13,14,15,16
CASE PRESENTATION
A 27-year-old booked primigravida. She was
referred to our facility at 21 weeks and 6 days'
gestational age with history of co-existing uterine
ﬁbroids and peptic ulcer disease. She was admitted
in another private hospital at 16 weeks' gestational
age for lower abdominal pain. She had menorrhagia
but had not had blood transfusion before.
Examination at booking revealed a young woman
that was not in distress, she was afebrile, pale,
anicteric, not dehydrated and no pedal oedema.
Respiratory rate was 22 cycles per minute, lung
ﬁelds were clinically clear; pulse was 88/min,
regular and full volume; blood pressure was 100/60
mmHg. The abdomen was gravidly enlarged with
irregular contour lines. There was tenderness
around the contour lines. The liver and spleen were
not palpably enlarged and the kidneys were not
ballotable. The symphysio-fundal height (SFH)
was 41 cm corresponding to 41 weeks gestation and
much larger than her gestational age of 21 weeks
and 6 days. The outline was irregular and nodular.
The foetal heart tone was heard with a hand-held
foetal Doppler device and was regular.
Packed cell volume (PCV) was 27%, Haemoglobin
genotype – AA, Blood group – A Rh 'D' positive.
Her retroviral, HBsAg, HCV antibodies and
VDRL tests were negative. Urinalysis was normal.
Obstetric ultrasound scan revealed a single viable
foetus at 22 weeks' gestation, oblique lie with the
placenta being mid-uterine and anterior. The liquor
volume was adequate for gestational age. There

were multiple solid intramural masses. The largest,
subserous and fundal measuring 30 cm x 22 cm and
another one in the postero-fundal region measured
10 cm x 8 cm. Both showed no degeneration. The
mid-anterior and posterior regions harboured
myomas measuring 6 cm x 8 cm and 5 cm x 7 cm
respectively with degeneration. There were also
tiny myomas. The adnexa and pouch of Douglas
were free.
She was placed on high dose haematinics, she
received 2 doses of tetanus toxoid at 22 weeks' and
26 weeks' gestation respectively and monthly
intermittent preventive therapy (IPT) for malaria.
For the moderate generalized abdominal pains and
mild uterine contractions, she occasionally had, she
was placed on oral dydrogesterone (duphastone) 10
mg twice daily, analgesics, intermittent tocolytics
and anti-peptic ulcer medications as she
occasionally had acute exacerbations of peptic
ulcer disease.
She had multiple hospital admissions due to pains,
abdominal tightness and respiratory difﬁculty
caused by the pressure effect of the huge uterine
ﬁbroids on her abdomen and chest.
At 28 weeks' gestation, the SFH was 50 cm. She
was given intramuscular Dexamethasone and she
was encouraged to continue her oral duphastone till
delivery. PCV at 28 weeks' gestation was 30%.
Urinalysis remained normal.
She was counselled and planned for Caesarean
delivery at 34 weeks' gestational age. At 33 weeks
and 6 days' gestation, she presented to the
emergency unit with complaints of sever e
generalized abdominal pain, difﬁculty in breathing
and reduced perception of foetal movement. She
was examined, stabilised with analgesic,
intravenous ﬂuid and oxygen. She was nursed on
the left lateral position and counselled for urgent
Caesarean myomectomy same day. SFH at this
time was 59 cm. PCV was 33%. Four units of blood
were grouped and cross-matched. Theatre was
prepared, Anaesthetist and Paediatrician were
informed. Written informed consent was obtained
for surgery.
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Intra-operation ﬁndings were mild pelvic
adhesions, poorly formed lower uterine
segment, live female pre-term neonate with
cord tied round the neck three times. APGAR
scores 7, 8 and 10 at 1st, 5th and 10th minute
respectively. Birth weight was 2.1 kg, placenta
was antero-fundal and weighed 0.4 kg. Huge
and multiple uterine myomas, with the biggest
being fundal and subserous measuring 36 cm x
28 cm. There were also anterior and posterior
mid-uterine intramural and submucous
myomas, diameter ranged between 1 cm and
12 cm. Total of 15 myomas which collectively
weighed about 9 kg. The ovaries and fallopian
tubes were grossly normal. The omentum was
matted to the fundal myoma.
Longitudinal mid line suprapubic incision
with Supra umbilical extension up to 12 cm
above the umbilicus was used. A crescentic
incision was made on the poorly formed lower
uterine segment. Baby was delivered
cephalad; intravenous oxytocin 10 IU was
administered by the anaesthetist and placenta
was delivered by cord traction. Uterus was
quickly exteriorised (Figure 1). Haemostasis
was secured with the use of size 20 Foleys
catheter tied around the cervico-isthmic
junction. When the bulky ﬁbroid uterus was
lifted away from her chest and abdomen her
oxygen concentration rose from 97% to 100%
which strengthened the need to proceed to
myomectomy.
The myomas grossly visible were all
enucleated and the uterus closed in layers.
The tourniquet was removed and

haemostasis ensured. Peritoneal lavage was
done and abdominal drain was put in place. The
abdomen was also closed in layers. Estimated
blood loss was 1.6 litres. She had two units of
whole blood intra- operation and one unit,
post–operation. Immediate post-operative
condition was satisfactory.
She was placed on 1 litre of intravenous ﬂuid
8- hourly for 24 hours with oxytocin 40 IU
added to the ﬁrst two litres. Misoprostol 600
microgram was also administered per
rectum. Intravenous antibiotics and
analgesics were given for 72 hours and then
converted to oral form. Subcutaneous low
molecular weight heparin (Clexane) 40 mg
was given for 5 days. Post-operatively, The
SPO2 on room air ranged between 98 – 100%.
Post-operative PCV was 28%.
The baby (Figure 2) was immediately taken
to the special care baby unit for proper
evaluation and possible admission for
prematurity. She was discharged after two
weeks on admission. The mother was
discharged after 8th day post operation. Both
mother and baby were in good clinical
condition. Histology report of the ﬁbroids
conﬁrmed uterine leiomyoma.
At six weeks post-partum, her PCV was
30%. She opted for subdermal implant with
Jadelle as a form of contraceptive. She also
had Papanicolaou smear done which was
normal. There was no complaint from mother
and baby as at the time of writing up the case.
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Figure 1: During surgery.

Figure 2: The baby and the ﬁbroids.
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Figure 3: The largest of the ﬁbroids.
DISCUSSION
Doing a Caesarean myomectomy is traditionally
10
discouraged because of the risk of haemorrhage,
but a number of authorities have found Caesarean
myomectomy to be safe in well selected and
prepared cases and in experienced hands.18,12,13,14,15
Since leiomyoma is prevalent in Africa with
resource poor countries and the women because of
the Negroid ancestry of most of them are bound to
have myoma coexisting and complicating some of
their pregnancies. Leiomyoma in pregnancy is,
therefore, bound to be encountered by obstetricians
practicing in Africa and other places populated by
the Negros.
Against this background, obstetricians practicing in
these areas are naturally going to be continuously
facing the dilemma of whether to carry out
Caesarean myomectomies in their pregnant
patients with co-existing ﬁbroids or not. Myomas

are found more commonly in primigravidae of
advanced age just like our patient who is of black
race, a primigravida but she was 27 years of age.
Traditionally, the management of ﬁbroids in
pregnancy is conservative but sometimes
myomectomy
may
be
necessary
when
complications occur. Some authors are of the
opinion that all uterine ﬁbroids along the way of
incisions should be routinely removed should
Caesarean section be the mode of delivery.
In our case, we did urgent Caesarean
myomectomy, successfully removing sub-serous,
intramural and submucous myomas. With those
that were anteriorly and posteriorly located.
Myomectomy is a very bloody operation
especially if done on a gravid uterus and
haemostasis not given adequate attention.
Combining high dose oxytocin, Foley's catheter
tourniquet
applied
to
the
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base of the uterus and use of misoprostol as we
did will successfully help in reduction of blood
1,3,17,18
loss as also reported by other authors.
One of the most feared complications of
Caesarean myomectomy is haemorrhage. Many
workers had however not found signiﬁcant
difference in blood loss between Caesarean
sections alone and Caesarean section with
1,10,18
concomitant myomectomy.
Though Caesarean myomectomy ought to and
should still be handled with caution, there is
increasing evidence of its safety especially in
well- selected cases and in experienced hands. It
is
heartening that
elective
Caesarean
myomectomy can be performed safely in
resource poor environment like ours where the
need is more using low technology techniques.
Most of our women fear surgeries until it
becomes inevitable. Anaesthesia and surgeries
are still not as safe in our area of practice as is
found in other more developed climes. These
coupled with poverty and lack of social security
make the option of Caesarean myomectomy
desirable in our environment if it can be proven to
be safe. 19,20,21,22
CONCLUSION
Leiomyomas including the huge ones can be
safely removed during Caesarean section. These
huge ones, if left in situ during Caesarean section
are capable of preventing adequate uterine
closure if along the line of incision. They can
also cause uterine atony, post-partum
haemorrhage and uterine subinvolution.20
Additionally, removal of symptomatic uterine
ﬁbroids decreases the complications associated
with
uterine
ﬁbroids
in
subsequent
pregnancies. 22 The scar integrity following
Caesarean myomectomy also has been shown to
be
better
than
following
interval
myomectomy when assessed.23
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