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Editorial Note
We welcome you to this 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 is published four times a year in
the months of January, April, July and October.
We publish open access, peer-reviewed 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.
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.

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.

Copyright Notice © 2021
Papers in the Yenagoa Medical Journal will be
published under the CC BY (Creative Commons
Attributions License) 4.0 International License.
For more details, go to Creative Commons.
Third parties shall have a right to the authors’ work
under the license above.
Privacy Statement
The names and email addresses entered in this
journal site, or used for any correspondence with this
journal will be used exclusively for the stated
purposes and will not be made available for any
other purpose or to any other party.

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.
For all correspondence, kindly contact the
editor-in-chief:
Dr. Makinde, Olakunle Ifeoluwa
Department of Obstetrics and Gynaecology,
Federal Medical Centre,
Yenagoa,
Bayelsa State, Nigeria.
+234 803 213 6315
Email: yenagoamedicaljournal@gmail.com
Website: www.yenagoamedicaljournal.net
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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
Journal
is
by
email
to
yenagoamedicaljournal@gmail.com.
A covering letter/email should be written and
the manuscript(s) attached as a document.
The letter/email is to be addressed to the Editor,
Yenagoa Medical Journal. It should state the
type of manuscript(s) being submitted (e.g.,
Original article, Case report etc.) and the title of
the manuscript(s). It should affirm that the
manuscript(s) is/are unpublished or not under
consideration for publication by another Journal

and that the authors; if co-authored have no dispute
over authorship. The letter/email should be sent in
by the corresponding author whose name should be
written at the end of the letter/email.
3. Manuscripts received will be acknowledged within
24 hours. Eligibility of a manuscript for peerreview or otherwise will be communicated to
authors within 72 hours of submission. Authors
should please allow an average of 28 days for the
peer review process.
4. Manuscripts submitted for publication will be
assessed by the Editor-in-Chief or an associate
editor who checks the manuscripts for compliance
with the guidelines for submission of manuscripts
and relevance to the YMJ. Authors of eligible
manuscripts will be notified and manuscripts not
eligible will be returned for corrections or rejected.
Eligible manuscripts are sent to two reviewers.
Guided by the outcome of the review process, the
editorial board decides to either reject the
manuscript outrightly, or send the reviewer's copy
back to the author for needed corrections/revision
and thereafter, accept for publication, or accept for
publication if little or no corrections are needed.
5. Submission of a manuscript clearly indicates that
the Yenagoa Medical Journal has been granted
license by the authors to publish the article and
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
details are maintained.
Fees and Charges
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 is free.
Pdf formats of articles published in the Journal are
downloaded without charge.
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Commentary
SUPPORTING THE SECOND DECADE OF LIFE BY PURSUING RELEVANT
SUSTAINABLE DEVELOPMENT GOALS: A WAKE-UP CALL TO PUBLIC HEALTH
PRACTITIONERS TO PROVIDE YOUTH-FRIENDLY HEALTH SERVICES IN
BAYELSA STATE, SOUTH-SOUTH NIGERIA
Davids KI1,2*, Oguche O1,2, Ekeria OO1,2, Ndokinta OF1,2
1
Department of Community Medicine and Public Health, Federal Medical Centre, Yenagoa, Bayelsa State,
Nigeria.
2
Association of Public Health Physicians of Nigeria, Bayelsa State chapter, Nigeria.
*Correspondence: Dr. Davids, Kellybest Ibasimama; +234 806 326 3545; jolkeldav@gmail.com
Cite this article: Davids KI, Oguche O, Ekeria OO, Ndokinta OF. Supporting the second decade of life by pursuing relevant
sustainable development goals: a wake-up call to public health physicians to provide adolescent and youth-friendly health
services in Bayelsa State, South-South Nigeria. Yen Med J. 2021;3(4):201–204.

As the world endeavours to address childhood survival,
not much is being said about health services to the
adolescents.1 According to World Health Organization,
the period of adolescence is within the second decade of
life, (10-19 years).1 In the past two decades, there has been
a reduction in under five mortality and improved access
to basic preventive health services across several nations.2
These achievements have resulted in increased number of
children reaching adolescence,3 increased secondary
school enrolment with its attending decline in early
marriage and better opportunities for the adolescent
especially the girl child.4
However, it would be unwise to invest so much to save
children in their first decade of life only to lose them in
the second decade, a critical period during which their
potentials are to be nurtured and prepared to be admitted
into adulthood.5 If nothing is done, the gains from the
global efforts into child survival will be lost in
adolescence.
Frankly currently, adolescents receive far less attention in
terms of preventive health services on the world's stage
than their numbers merit.6
Today world-wide, about 1.2 billion adolescents stand at
the challenging crossroads between childhood and the
adult world.1 The average global probability of a 10-yearold dying before age 24 was 6 times higher in sub-Saharan

Africa than in Northern America and Europe.1 In subSaharan Africa, at the individual level, young persons are
still prone to preventable issues as teenage pregnancy,
unsafe abortion, exploitation, internal displacement,
sexually transmitted infections, drug misuse, violent
conflict, kidnapping and suicides which are issues
germane to community and public health and peace. 7
Furthermore, the danger posed by emerging trends like
armed conflicts in northern Nigeria and perennial
flooding, militancy amidst profound lack of employment
for young people leave them highly vulnerable,
complicating the picture in Nigeria and the South-south
region in particular.8
At the level of provision of health services in Bayelsa
state, a south-south state for instance, there seem to be the
challenge of non-availability of targeted health services to
young people and poor utilization even where available
due to concerns of confidentiality, privacy and
friendliness. These concerns are not new to public health
practitioners who interface with the community in the
course of their field work.6,7,13
Well, adolescence is not only a time of challenges, it is
also a period that presents an often-neglected opportunity
to intervene. Educating an adolescent girl and providing
user-friendly health services could ultimately improve the
health indices in a community.9 However, at the soul of
the adolescent's utilization of health services is the desire
201 | P a g e
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for freedom to exercise his or her rights to be heard, to
enjoy confidentiality, privacy and friendly services. 10
When public health personnel offer youth friendly
services that guarantee confidentiality, privacy, freedom
of expression to vulnerable young persons, their interest
in healthy life choices improves. 11 These services should
not only be formal and accessible but also comprehensive
to address adolescent sexuality and other issues,
preferably domiciled within existing educational
institutions and tertiary health facilities. 12 A study
conducted in a family planning clinic of a tertiary health
institution in Yenagoa, reported the low contraceptive
uptake among adolescents despite the significant
reporting of unsafe abortion among adolescent clients in
the same tertiary institution.13 This observation was
attributable to the fact that since the family planning clinic
is adult based, adolescents who would require such

contraceptive services may not be willing to voluntarily
patronize adult clinics.
The Sustainable developmental goals 1 to 6, 8 and 16 and
their noble targets have set the stage to build momentum
towards investment in adolescent health. Essentially, the
sustainable development goal 3 is to ensure healthy lives
and promote well-being for all at all ages including those
within the 2nd decade of life. Goal 4 which bothers on
ensuring quality education and promoting lifelong
learning opportunities for all also speaks about those in
post primary institutions. Most specifically, goal 6
addresses gender equality and empowering the girl child
and adolescent. All these goals call for steady public
health action by health care providers, families, schools
and communities.14

Figure 1: Adolescent health related sustainable development goals and targets. Source: UNICEF
202 | P a g e
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Obviously, these goals can be achieved by collaborative
efforts of all personnel and stakeholders in primary health
care. The public health physicians and healthcare workers
who are in practice of the well-known five levels of
prevention must step in as they wield their training to
galvanize stakeholders in the spirit of community
participation and inter-sectoral collaboration.15 An urgent
revival of the school health program by a robust and
active collaboration between educational and health
institutions under supervision by the relevant ministries is
also apt.16 The World Health Organization has reiterated
the necessity of schools being health promoting. 17
However, most schools in Nigeria are far from these
standards. Bayelsa state for instance has no very
functional school health program at present. 18 The time
has come for establishing this as adolescents particularly
boarding students, spend more time in school than with
their parents. Similarly, the non-boarding students spent
about one-third of their active hours daily within the four
walls of their schools.
Finally, if these goals will be achieved, we must also
invite young people to be part of the solution and ensure
their voices are heard.19 According to the convention on
the rights of the child, children are free to express their
ideas and opinions, through any channel of their choice. 20
Care providers must create the channel for this.
Remarkably, August 12 every year, the world marks the
International Youth Day. This day can be utilized to hear
the well-articulated and sometimes heartrending stories of
these special group of persons and to emphasize to all
stakeholders that much can be done to better the lot of
persons in their 2nd decade of life.
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Original Article

SUBSPECIALISATION IN ANAESTHESIA AMONGST ANAESTHESIOLOGY
RESIDENTS IN PORT HARCOURT, NIGERIA
Buowari DY1*, Ebirim LN2
1
Department of Accident and Emergency, University of Port Harcourt Teaching Hospital, Port Harcourt,
Rivers State, Nigeria.
2
Department of Anaesthesiology, University of Port Harcourt Teaching Hospital, Port Harcourt, Rivers
State, Nigeria.
*Correspondence: Dr. Dabota Yvonne Buowari; +234 803 732 4401; dabotabuowari@yahoo.com

Abstract
Background: There are few anaesthesiologists in Nigeria and fewer anaesthesia subspecialists to serve the general population.
Some Nigerian hospitals employ anesthesiology residents who have not yet attempted or passed the required entry primary
examination of any of the Postgraduate Medical Colleges. Recently, sub-specialization in anaesthesia is done overseas hence
the financial burden for the Nigerian anaesthesiologists.
Materials and Methods: This was a cross-sectional survey of the choice of anaesthesia subspecialty among anesthesiology
residents in Port Harcourt, Rivers State. A semi-structured 19-item questionnaire divided into four sections was used for the
survey.
Results: Thirty-six anaesthesiology trainees in various levels of training participated in the study. 69.4% were between 30 -39
years old. 16.7% practiced anaesthesia before commencing residency. While 83.3% did not. 5.6% did not study anaesthesia in
medical school. All the respondents will like to sub-specialize in anaesthesia. 13.16% have written the primary examination in
another department of a postgraduate medical college besides anaesthesia. 2.63% chose anaesthesia because they did not
pass the primary examination of their dream specialty while 5.26% did not get a place for residency in their dream specialty.
Regarding the choice of anaesthesia subspecialty, Critical care was chosen by 58.3%, pain medicine and regional anaesthesia
8.3%, obstetric anaesthesia 11.1%, paediatric anaesthesia 5.6%, cardiothoracic anaesthesia 8.3% and ambulatory anaesthesia
5.6%. 47.2% of respondents will prefer a sub-specialty with training available in Nigeria.
Conclusion: There is a need for sub-specialization in anaesthesia in Nigeria as from the results of the study most residents will
want to subspecialise in the speciality but the training is not available in the country. Anaesthesia subspecialists should work
with the relevant authorities to establish training centres in Nigeria.
Keywords: Anaesthesiologist, Anaesthesiology Residents, Subspecialisation, Training.
Cite this article: Buowari DY, Ebirim LN, Subspecialisation in anaesthesia amongst anaesthesiology residents in Port
Harcourt, Nigeria. Yen Med J. 2021;3(4):205–211.

INTRODUCTION
Choosing a specialists career in medicine is vital for the
adequate supply of health professionals in the specialty
especially medical doctors.1 There is a critical lack of
manpower of skilled healthcare workers in developing
countries within the sub-Saharan Africa region, with
Nigeria inclusive. 2 Due to population growth, new health
issues have been discovered which have to be attended to
by specially skilled medical professionals and there is an
increased burden on health facilities.3 Medical and dental

schools are training centres for doctors and dentists who
will care for the population, although some may decide to
migrate to other countries4 and such decisions affect the
specialists composition in the country. 4-6 Another issue is
that some specialties tend not to be attractive and are
chosen by few persons.4
Making a specialist career choice in medicine is
influenced by many complex factors. 7-9 Some of these
factors are affection for the specialty, having a feeling of
satisfaction with the chosen specialty, understanding the
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scope of that particular specialty, parental influence;
especially if either of the parents works in that specialty, 3
economic factors, the number of years required for training,
stress faced in the specialty, risks and occupational hazards
associated with the specialty,8 expectations by the family,
job opportunities, the opportunity of having a personal
practice, role models and mentors in the specialty, prestige
associated with the specialty, lifestyle and time available for
oneself, economic security and number of patients that will
be attended to. 6,10 Having mentors and role models at the
undergraduate stage affects choosing a specialty for
residency training, this also extends to subspecialisation
during the residency training. Nigeria is a developing
country, trainings in some medical specialties are not yet
available in the country and anaesthesiology is a specialty
that is both rewarding and challenging.11 From various
studies conducted in various parts of the world, anaesthesia
has been viewed as not being attractive to both medical
students and resident doctors. The choice of medical
specialties by new graduate doctors thus add to the burden
of poor manpower experienced in anaesthesia.6,12
In 1967, the training in anaesthesia commenced in West
Africa as a diploma and in 1970 as a postgraduate
fellowship.13 Having subspecialisations in anaesthesia in
Nigeria will increase awareness about the specialty to
medical students.14 Hence this study is on the choice of
subspecialisation in anaesthesia among anesthesiology
resident doctors in two Nigerian hospitals.

Table 1: Social demographics of the respondents (n=36)
Variable
Frequency(n)
Age
1
20-29
25
30-39
9
40-49
1
50-59

MATERIALS AND METHODS
This was a cross-sectional study conducted in 2018 among
resident doctors in two teaching hospitals in Port Harcourt,
Nigeria. Participation in the study was voluntary.
A semi-structured questionnaire divided into four sections
was used for the study. Section A on demographics
comprised of four questions on age, sex, marital status and
hospital ownership’s structure where the anesthesiology
resident is working. Section B on professional practice
comprised of five questions on the anesthesiology resident
cadre/rank at the workplace, the number of years of
practicing anaesthesia, if the anaesthesia was practiced
before commencing residency training in anaesthesia,
highest
professional
qualification/certification
in
anaesthesia and if anaesthesia was studied in medical school.
Section C had questions related to the choice of anaesthesia
as a medical specialty with three questions on the time in
medical career when the choice to specialize in anaesthesia
was made, an attempt at the primary examination in any of
the medical faculties of a postgraduate medical college
besides anaesthesia and reasons for choosing anaesthesia for
residency. Section D is comprised of seven questions on the
choice of anaesthesia subspecialty.
RESULTS
A total of 36 anesthesiology residents in Port Harcourt
participated in the study. Table 1 shows the social
demographics of the respondents. Most of the respondents
were between the ages of 30-39 years (69.4%, n = 25), 24
(66.7%) were males, 28 (77.8%) were married and 34
(94.4%) worked in a university teaching hospital.

Percent (%)
2.8
69.4
25
2.8

Sex
Females
Males

12
24

33.3
66.7

Marital status
Single
Married

7
28

19.4
77.8
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Divorced

1

2.8

Hospital ownership
University Teaching Hospital
Federal Medical Centre
Specialist Hospital

34
1
1

94.4
2.8
2.8

Table 2 shows the professional history of the respondents.
This shows that 11 (30.6%) of the respondents were senior
house officers, 21 (58.3%) had practiced anaesthesia for 1-5

years, 6(16.7%) practiced anaesthesia before commencing
residency and 34 (94.4%) of the respondents studied
anaesthesia as an undergraduate.

Table 2: Professional History of the respondents
Variable
Frequency(n)
Cadre
11
Senior house officer
11
Registrar
10
Senior Registrar
3
Senior medical officer
1
Principal medical officer

Percent (%)
30.6
30.6
27.8
8.3
2.8

Years of Practice
1-5years
6-10years
11-15years
16-20years
16-20years

21
10
3
1
1

58.3
27.8
8.3
2.8
2.8

Practiced Anaesthesia before commencing
Residency
Yes
No

6
30

16.7
83.3

Highest Professional Certificate
Diploma in Anesthesia
Master of Science in Anaesthesia
Part 1 of a Postgraduate Medical College
Part 2 of a Postgraduate Medical College
Post-Doctoral Fellowship in Anesthesia
Primaries

6
2
10
2
7
9

16.7
5.6
27.8
5.6
19.4
25

Studied Anaesthesia as an undergraduate
Yes
No

34
2

94.4
5.6
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Table 3 shows the time and reasons for choosing
anaesthesia as a medical specialty. 14 (38.9%) of the
respondents chose anaesthesia as a specialty after the
National Youth Service Corps, 16(44.4%) had written a
Table 3: Time and reasons for choosing anaesthesia
Variable
Time anaesthesia was made a choice
While in medical school
During house job/internship
During NYSC
After NYSC
Did not Pass primary
Did not get a place of residency

primary examination and 18 (50%) chose the specialty
because of the satisfaction and excitement of working as
an anesthesiologist.

Frequency(n)

Percent (%)

5
7
7
14
1
2

13.9
19.4
19.4
38.9
2.8
5.6

Written Primary examination
Yes
No

16
20

44.4
55.6

Reasons for choosing anaesthesia
Enjoyment/excitement
Encouraged by an anesthesiology resident
Availability of residency slots
Career Progression
Personal Interest
Admired anaesthesia
Competitive
Posting rotation
It affords me time
Academic of research opportunities
Conducive environment
They are always behind the scene
Less contact with body fluid
Locum Opportunities
Had a role model
Had an anaesthesiologist family member
It is risky
Previous employment

18
17
16
14
14
12
10
9
9
7
7
7
7
6
5
4
4
4

50
47.2
44.4
38.9
38.9
33.3
27.8
25
25
19.4
19.4
19.4
19.4
16.7
13.9
11.1
11.1
11.1

Table 4 shows the results of choosing a subspecialty in
anaesthesia. Thirty-five (97.2%) of the respondents will
like to subspecialise in anaesthesia, 17 (47.2%) reported
that they will be interested in a subspecialty training that

is only available abroad even if it is self-sponsored, 21
(58.;3%) are interested in critical care and 17 (47.5%) are
interested in anaesthesia because of the available
opportunity in Nigeria.
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Table 4: Choice of Anesthesia subspecialty
Variable
Will subspecialise in anaesthesia
Yes
No

Frequency (n)

Percent (%)

35
1

97.2
2.8

Choice influenced by the availability of space
Yes
No

18
18

50
50

Interested in an area where training is abroad/self-sponsored
Yes
No

17
19

47.2
52.8

Interested in an area where training is abroad/sponsored
Yes
No

31
5

86.1
13.9

Interested subspecialty
Critical care
Obstetric Anaesthesia
Pain Medicine Regional Anaesthesia
Paediatric Anaesthesia
Cardiothoracic Anaesthesia
Ambulatory Anesthesia
Neuroanaesthesia

21
4
3
2
3
2
1

58.3
11.1
8.3
5.6
8.3
5.6
2.8

Formal training
Yes
No

8
28

22.2
77.8

Availability of training opportunities in Nigeria
Personal interest
Financial benefits
Locum Opportunities

17
9
8
7

47.2
25
22.2
19.4

DISCUSSION
It is necessary to have subspecialist anaesthesiologists in
Nigeria to administer anaesthesia for the various surgical
specialties, but the training for most of these
subspecialisations are not available in Nigeria. Some of
these subspecialisations in anaesthesia are in
cardiothoracic anaesthesia, paediatric anaesthesia,
neuroanaesthesia, adult and paediatric intensive care

medicine, obstetric anaesthesia, pain medicine and
transplant anaesthesia. Though a postgraduate fellowship
in some of these anaesthesia subspecialties is not
available in Nigeria, 97.2% of residents in this study
would like to subspecialise. This high interest in
subspecialisation in anaesthesia is similar to a study
conducted among anesthesiology residents in Turkey
where 21.70% do not desire to subspecialise in
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anaesthesia.15 Availability of space for residency did not
affect the choice of anaesthesia as a medical specialty by
50% of anesthesiology residents. Availability of
sponsorship was key in this study as 52.8% said they were
not interested in subspecialisation if the training is not
available in Nigeria and training abroad will be selfsponsored. This means a lot of expenditure due to the
exchange gap between the Nigerian Naira and foreign
currencies. Most of the residents were interested in critical
care and obstetric anaesthesia.
Most of the residents have not had any formal training in any
anaesthesia subspecialty as only 22.2% had received formal
training in an anaesthesia subspecialty. The availability of
training opportunities in Nigeria was the reason why the
majority will like to subspecialise in anaesthesia. Few
residents in this study though have chosen anaesthesia as a
medical specialty, did not study anaesthesia in medical
school. This may be due to the absence of an anesthesiology
department manned by physician anesthesiologists. This
may also be the reason why anaesthesia is not attractive to
resident doctors as some of them have not been exposed to
anaesthesia as a medical specialty in medical school. Some
of the respondents who participated in this study were
supernumerary resident doctors from other hospitals that
either do not have accreditation for residency in anaesthesia
or there is no anaesthesia department in their primary place
of work. Various studies have shown that the duration of
exposure of medical students during clinical clerkship
affects their interest in the specialty. 3,5,11 Hence the short
duration of exposure by medical students to anaesthesia
rotation in medical school contributes to the lack of interest
in the specialty.9,14 Only 13.9% chose their medical
residency specialty while in medical school as the majority
of them chose during internship. This is similar to the study
by Tyagi et al where 84% of the study population who were
anaesthesia students chose their specialty in anaesthesia after
internship.10 There is hope that there will be development in
the different subspecialties in anaesthesia to cater and
provide the required manpower in anaesthesia and also the
different surgical specialties and subspecialties.

CONCLUSION
There is a lack of manpower in anaesthesia in developing
countries. This is due to the short duration of anaesthesia
rotation during clinical clerkship in medical school and
sometimes no exposure at all. Most Nigerian anaesthesia
trainees are willing to subspecialise in anaesthesia.

However, this is greatly influenced by the availability of
sponsorship in the form of bursaries and scholarships, as
most of these anaesthesia subspecialty trainings have to
be done abroad in developed countries, with a huge
financial burden involved. Most of the study population
will like to subspecialize in critical care medicine and
obstetric anaesthesia.
Limitations
This study was conducted among a small population and
the result may be different if a larger population is studied.
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Abstract
Background: Worldwide, the population of the elderly is steadily increasing even in the rural areas. There is paucity of data
with regards to the prevalent diseases that affect the elderly in rural communities particularly in Nigeria.
Objective: To determine the disease profile of the elderly in a rural community.
Materials and Methods: This was a cross-sectional descriptive study of the elderly in Wiyaakara, a rural community in Rivers
State, Nigeria, who were among the participants in a one-day medical outreach carried out in the community.
Result: The elderly (age ≥ 60 years old) were 12.1% (37) of the participants at the rural medical outreach. There were more
males 56.8% (21) than females 43.2% (16) among the elderly. Majority of the elderly were in social class V, mainly consisting
of farmers and fishermen. Hypertension (51.3%) was the major chronic disorder seen among them, with males and females
almost equally affected. Prehypertension was found in 37.8% of them. Most (n=23) of the elderly had a normal BMI. Other
prevalent health conditions seen among them were presbyopia and cataracts. About 13% of the elderly had no acute or
chronic medical illness at the time of this survey.
Conclusion: The major cause of ill health among the elderly population surveyed in this rural community was hypertension. A
quarter of the elderly population were also in the prehypertension phase. Health care for the elderly in rural areas need to be
improved including specialist care.
Keywords: Elderly, Health, Hypertension, Older, Rural.
Cite this article: Ikpae BE, Amadi ES. Disease profile among the elderly in a rural community in Nigeria. Yen Med J.
2021;3(4):212–219.

INTRODUCTION
The number of persons living in the rural areas has been
more than those in the urban areas until the past decade
when there has been a steady decline in the population of
those living in the rural areas compared to the urban
areas.1 Worldwide, the number of the elderly persons
(those aged 60 years and above) is increasing in the rural
areas. This can be attributed to more persons going into
retirement at this age.2 For instance In the United States
of America, a 2012- 2016 population statistics showed
that 17.5% of those older than 65 years lived in the rural

area as against 13.8% who lived in the urban area,
obviously indicating a higher number of older residents in
the rural area.3 The preference to reside in the rural area
at this age which is associated with reports of better
quality of life, is for reasons such as the scenic landscape,
feeling of connectedness to the land, as well as the act of
sharing and helping common among people in rural
areas.4
Across the world, access to care for the elderly especially
in the rural area is restrictive.5 Within the African context,
care is usually provided by families,6 however, rural brain
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drain syndrome has led to migration of young educated
persons including health workers to the urban areas. This
trend is being seen in different parts of the world
including Africa in recent times.7,8 The poor attention paid
to the care of the elderly and the security challenges in
Nigeria, that have led to recurrent kidnapping of health
workers residing and working in the rural areas have
further compounded the issue,9 leading to little
information about the disease profile in our rural
communities. The evolution of urbanization in many rural
communities is causing a shift from the traditional society
where the elderly are revered to that of abandonment by
younger relatives and decrease in their social influence on
families.10 Few studies as observed on major data bases
on the internet have looked at the morbidity pattern of the
elderly living in the rural areas of Nigeria and Africa. A
knowledge of this will help governments to make health
policies, budgets and health care plans that will improve
the wellbeing of the elderly living in these areas hence the
justification of this study.
This study therefore aims to determine the disease profile
of the elderly in a rural community so that health services
and educational activities can be planned according to the
needs of this population.
MATERIALS AND METHODS
This was a cross-sectional descriptive study of the elderly
in Wiyaakara community. Wiyaakara is a village in the
district of Ken-Khana in Khana local government area, in
Rivers State, Nigeria. The village is close to the major
town of Bori. It has its own primary health centre and a
community primary school. The major language is
Khana. The population is estimated to be about 5,000
persons from the last census in 2006 and those aged 60
years and above are estimated to be about 4% of the total
population.11
The study population were elderly residents of the
community. All the elderly residents who participated in
a one-day rural medical outreach conducted in May, 2017
were included in the study. A predesigned proforma was
used to collect the socio-demographic, physical
characteristics and medical data of the elderly
participants.
A flow chart was used to direct the movement of the
participants. The participants were ushered to a rest area
and were seated down for five minutes before sociodemographic data were obtained by trained field
assistants. The socio-demographic data obtained was used

to group the participants into five social classes based on
their occupation using the Registrar General’s Scale of
social classes.12 Anthropometric measurements were
taken by trained assistants. Blood pressure and random
blood glucose were recorded by the nurse before
consultation was done by the family physician. The
weight was measured using a Hanson weighing scale
placed on a flat surface and with the pointer at zero mark.
The participants wearing light clothing and without
footwear, were asked to step on the scale and stand with
their feet firmly on the scale without moving. Their
weight was then recorded to the nearest 0.1kg. The scale
had earlier been calibrated with a known 20kg equivalent
mass. A portable, collapsible stadiometer (Leicester
Height Measure-Seca, Ltd Birmingham, UK) placed on a
firm level surface was used for height measurement.
Participants were asked to take off their foot wear and
head gears, to stand on the stadiometer platform with their
heels together and touching the back stop to ensure that
their spine is at pelvis and shoulder level on an imaginary
vertical axis. The back of the head was made to touch the
upright rod of the stadiometer. The measuring arm of the
stadiometer was lowered onto the participants’ head
without forcing their head down. They were then asked to
move away from the stadiometer and the measurement
read by the examiner to the nearest 0.1cm. Body mass
index (BMI) was calculated as Weight (Kg)/ Height (M2).
The WHO classification was used as follows:
underweight- BMI< 18.5kg/m2; normal weight- BMI of
18.5-24.9kg/m2; overweight- BMI of 25-29.9kg/m2;
grade 1 obesity- BMI of 30-34.9kg/m2; grade 2 obesityBMI of 35-39.9kg/m2; grade 3 (morbid obesity)- BMI of
40kg/m2 and above. Blood pressure was measured using
a mercury sphygmomanometer with appropriately sized
cuff and with the participants seated and relaxed. Two
readings were measured at 5 minutes intervals and the
average recorded. The seventh report of the Joint National
Committee on Prevention, Detection, Evaluation and
Treatment of Hypertension (JNC-7) was used in staging
hypertension as follows: Prehypertension- systolic blood
pressure of 120-139 and diastolic blood pressure of 8089; Stage 1 hypertension- systolic blood pressure of 140159mmHg and diastolic blood pressure of 90-99mmHg;
while stage 2 is any systolic blood pressure greater than
160mmHg and diastolic blood pressure greater than
100mmHg. Participants had their thumb pinpricked after
proper cleansing and blood sample obtained and analysed
with a pre-calibrated ONETOUCH glucometer,
manufactured by LIFESCAN (Johnson-Johnson) of
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United States of America to assess the Random blood
glucose. A Random blood glucose level of 126mg/dL
(≥10.0mmol/L) was used to establish a diagnosis of
diabetes mellitus according to the guidelines of the Expert
Committee on the Diagnosis and Classification of
Diabetes Mellitus.
Data Analysis
The data was cleaned, coded and subsequently entered
into SPSS Version 22. Results are presented using a pie
chart and frequency tables. Inferential statistics using Chi
square test was employed to determine the degree of
association between socio-demographic parameters and
blood pressure, BMI and blood glucose. Statistical
significance was set at a p-value < 0.05.
RESULTS
The number of participants was three hundred and six
(306) including children and adults. Thirty-seven of the
participants were elderly, constituting 12.1% of the total
number of persons who attended the outreach.
There were more males (56.8%, n = 21) than females
(43.2%, n = 16) in this study as seen in figure 1.

Figure 1: Sex distribution amongst the participants
Majority of the elderly were in social class V mainly
consisting of farmers and fishermen. Hypertension
(43.2%) was the major chronic disorder seen among the
elderly with males and females almost equally affected.
About Thirty-eight percent of the elderly fell within the
prehypertension category. See Table 1.

Table 1: BP and Socio- demographics
Age

Normal BP

Prehypertension

HTN
Stage I

HTN
Stage II

X2

p-value

60-64
65-69
70-74
>75
Gender
Male
Female
Social
Class
I
II
III
IV
V

2
1
3
1

11
2
1
0

8
1
1
1

2
2
1
0

11.09

0.26

0.78

0.85

14.39 (Yates)

0.27 (Yates)

4
3

0
0
1
1
5

8
6

0
2
1
1
10

7
4

0
0
8
2
1

Most (62.2%) of the elderly had a normal BMI as seen in
Table 2. Most of the participants who were in social class

2
3

0
0
0
1
4

V had a normal BMI which was statistically significant as
seen in Table 2.
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Table 2: BMI and Socio-demographics
Age

Underweight

Normal

Overweight

Obesity

X2

p-value

60-64
65-69
70-74
>75
Gender
Male
Female
Social
Class

0
0
1
0

12
5
5
1

6
3
0
0

3
0
0
1

12.99

0.16

6.38

0.09

1
0

15
8

3
6

1
3
13.60 (Yates)

0.32 (Yates)

I
II
III
IV
V

0
0
0
1
0

0
0
0
3
20

0
0
2
1
6

Eye disorders were noted in two – fifths of the elderly in this
study, and they were presbyopia (24.3%) and cataracts
(16.2%). It is remarkable to note that these patients with
presbyopia and cataracts were all males. All those with
cataracts also suffered from presbyopia. Hypertension was
seen only in one of those with cataracts and presbyopia while
two had prehypertension. Amongst those with presbyopia

0
0
0
4
0

only, there was only one with coexistent hypertension. Those
with dental disorders (chronic periodontitis, marginal
gingivitis, jaw trauma and retro alveolar abscess) constituted
10.8% of the elderly, with three quarter of these seen in
males. Myalgia and dyspepsia were complaints that were
exclusively seen in the elderly women as shown in table 3.

Table 3: Disease profile of the Elderly
S/N

Disease

1
2
3
4
5
6
7
8
9
10
11
12
13
14
15
16

Arthritis
Cataract
Chronic periodontitis
Dyspepsia
Fungal skin infection
Hypertension
Jaw trauma
Malaria
Malnutrition (Under nutrition)
Marginal gingivitis
Myalgia
Obesity
Prehypertension
Presbyopia
Retro alveolar abscess
Routine Health Check

Males
(N-21)
2
6
1
0
1
9
1
0
1
1
0
1
8
9
0
3

% males
affected
9.5
28.5
4.7
0
4.7
42.8
4.7
0
4.7
4.7
0
4.7
38.0
42.8
0
14.2

Other disorders included arthritis, fungal skin infection,
malaria, obesity, etc. as also displayed on table 3. Three
quarters of those with obesity also had hypertension with the
rest at the prehypertension phase. Males had more comorbidities although it was not statistically significant.
Majority of those with morbidity had a single chronic
pathology as seen in table 4. Diabetes was not recorded in

Females
(N=16)
1
0
0
2
0
7
0
1
0
0
3
3
6
0
1
2

%Females
affected
6.2
0
0
12.5
0
43.7
0
6.2
0
0
18.8
18.8
37.5
0
6.2
12.5

Total
(N=37)
3
6
1
2
1
16
1
1
1
1
3
4
14
9
1
5

% of Total affected
8.1
16.2
2.7
5.4
2.7
43.2
2.7
2.7
2.7
2.7
8.1
10.8
37.8
24.3
2.7
13.5

the elderly in this study and there was only one case recorded
among the entire participants at the rural outreach. Some of
the elderly (13.5%, n= 5) were not known to be previously
diabetic or hypertensive and had no obvious health disorder
on screening hence were tagged as those who came for
routine health check.
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Table 4: Co-morbidity frequency amongst elderly males and females
Morbidity
Frequency

Male
(N=21)

% of Males

Female
(N=16)

% of Females

Total
(N=37)

% of Total

5
4
3
2
1
0

1
2
2
5
8
3

4.8
9.5
9.5
23.8
38.1
14.2

0
1
0
5
8
2

0
6.3
0
31.3
50.0
12.5

1
3
3
10
16
5

2.7
8.1
8.1
27.0
43.2
13.5

DISCUSSION
The study shows that the elderly constituted 12.1% of the
rural outreach population. Studies that have been done in
other rural areas showed varying prevalence which were
7.8%, 23.5%, 30.2% and 40% respectively.13-16 Although
the percentage of those above 60 years and older in
Nigeria is relatively small, the actual number is increasing
thus causing an increase in the proportion of the elderly in
the rural areas.17,18 This increase is likely due to the
improved medical advancement in curbing down
infectious diseases that often cause mortality in the
younger age group and the overall improvement of the
quality of life globally. Two classes of the elderly
according to Lee et al19 was found in this study, which are
the youngest-old (those aged 60 – 74 years) and the
middle-old (those aged 75 – 84 years), reflecting a
younger elderly demographic in the population.
The result of this study shows a slight male
preponderance. Similar studies showed varying results
with regards to gender distribution. Studies done in six
rural communities in the northern part of Nigeria showed
a higher preponderance of males 14 but other studies done
within different rural areas in Nigeria showed a higher
prevalence of females.15-17,20,21 This disparity cannot be
fully explained since the estimated male: female ratio in
Nigeria shows a slight male preponderance, 22 however it
may be assumed that the rural areas with higher female
numbers may have better environmental or biological
factors that favour female survival to an older age.
The socio-economic status of the elderly was similar to
those seen in other studies.14-21,23 The socioeconomic
status is a known factor in seeking health care even in the
rural areas.14,24-26 The elderly in this study are of the lower
socio-economic class and this may also affect their health
seeking behavior, thus the rural medical outreach was a
plus with regards to detecting morbidity in them.
Hypertension and prehypertension were prevalent
affecting about four-fifths of the elderly according to JNC
7 classification. This finding is not peculiar to this study

as it is similar to other studies in other rural areas. 16,17,23
There were studies that recorded lower rates of
hypertension.14,15 The elderly in this study being mainly
farmers and fishermen which involves a lot of job-related
physical activity, such as walking down to the farm or
fishing port and participating in hoeing or paddling of the
canoe. This is likely to be a positive factor for majority of
them having a normal BMI and normal glucose levels
despite their age. There was no case of diabetes seen
among the elderly, although studies done in other rural
areas showed prevalence of type 2 Diabetes mellitus
among the elderly of 2.5%, 4.0% and 7.5%
respectively.14,15,27 This job-related physical activity was
also observed in a study of rural elders of similar socioeconomic status in another country.28,29 Obesity occurred
in few patients and they were mainly females. This may
be related to the female hormonal factors that promote
increase weight gain. This finding is similar to other
studies done within rural areas in the same region. 15,30
Obesity has been reported to be seen more in rural
dwellers when compared to urban dwellers in developed
nations. This may be attributed to the different lifestyle
activities that take place within these regions. 31 Eye
disorders such as presbyopia and cataracts as seen in this
study was also reported in other studies of rural seniors,
however other eye disorders such as glaucoma and agerelated macular degeneration which were reported in the
other studies was not documented in this study. 32-34
Dental disorders were also encountered in this study
similar to what has been observed in other studies,
however females were more affected comparatively. 35,36
Musculoskeletal problems such as arthritis and myalgia
have been reported in seniors in rural areas with varying
prevalence. Arthritis was found to be 3.3% and 31.5% in
two different studies in the northern parts of Nigeria.14,37
Myalgia was reported to be slightly higher in another
study consisting of almost 10% of the respondents and
33% had low back pain in another study respectively. 19,38
Physical activities such as farming has been noted to be a
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predisposing factor.37,38 Dyspepsia has also been reported
to be much higher in other studies amongst older aged
citizens in Africa. The aetiology might be due to peptic
ulcer and non-peptic ulcer causes.14,39 Skin disorders
particularly fungal skin infections have also been reported
in older rural dwellers although it is more prevalent in
children in rural communities.14,40 Malaria though had a
very low prevalence in this study, it is known to be
endemic within the country and there is a lot of selfmedication across different age groups. This may have
accounted for the reduced diagnosis in this study. Higher
prevalence has been recorded in other studies as high as
20% and 27.5% respectively.20,41 The health seeking
behavior with regards visiting a standard health facility to
treat malaria amongst rural older adults is lower than that
of the urban older adult in Nigeria due to lower socioeconomic status.40
Malnutrition was found to be much higher in another
study done in older persons within the same region. It was
more than twice the proportion of those with malnutrition
which includes under nutrition and obesity in this study. 42
The difference may have been in the higher population
and the focus on determining nutritional deficiencies in
that study. Irrespective of the different diseases seen
amongst the elderly in this rural community, a small
percentage were noted to have no obvious disease. This
has also been seen in other similar studies. 14-21,23 This
may be due to their strong immune system and genetics.
CONCLUSION
The major cause of morbidity in this set of elderly persons
was hypertension; with more than a quarter of the elderly
population being in the prehypertension phase. The most
likely risk factor for the high prevalence of hypertension
in this population is advanced age. Health care for the
elderly in rural areas need to be improved including
specialist care.
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Case Report

SMALL BOWEL CAVERNOUS HAEMANGIOMA IN A 3-YEAR-OLD BOY: A
CASE REPORT AND REVIEW OF THE LITERATURE.
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Abstract
Background: Haemangioma of the small bowel present rarely and pose a diagnostic challenge preoperatively. Clinical
presentation may include progressive abdominal distension, occult or massive gastrointestinal bleeding, obstruction,
perforation and intussusception.
Case presentation: We report a 3-year-old boy that presented through the children emergency unit with a 3-month history
of progressive abdominal distension and exploration revealed haemangioma of the small bowel.
Conclusion: Small bowel haemangioma cause life threating symptoms and should be considered in cases of paediatric
anaemia unresponsive to medical treatment.
Keywords: Small bowel, Haemangioma, Paediatric, Abdominal distension, Exploration.
Cite this article: Ekpemo SC, Ezomike U, Chukwu I, Okonkwo L, Uchendu C. Small bowel cavernous haemangioma in a 3year-old boy: A case report and review of the literature. Yen Med J. 2021;3(4):220–222.

INTRODUCTION
Gastrointestinal haemangiomas are rare benign vascular
tumours. It occurs most frequently in the small bowel,
followed by the rectum and colon. Most patients with
haemangioma of the small bowel may present with
bleeding which may range from frank to occult bleeding
and features of small bowel obstruction.1 Assessment of
a 3-year-old boy that presented through the children
emergency unit with 3 months history of progressive
abdominal distension revealed haemangioma of the small
bowel.
CASE PRESENTATION
A 3-year-old boy presented with 3 months history of
generalised weakness of the body and intra-abdominal
mass which progressively increased in size. He had
progressive weight loss and anorexia. There was no
history of vomiting, constipation nor change in bowel
habit, no history of haematochezia nor melena.
There was no history of swelling, patch or nevus in any
other part of the body. He was initially managed in a

peripheral hospital where he was transfused with several
units of blood on account of anaemia without remission
and was later referred to our centre. Perinatal history was
unremarkable and no delay in achieving milestone.
Physical examination revealed the boy was cachectic,
pale, afebrile, anicteric, not dehydrated and had no
palpable peripheral lymphadenopathy. Abdomen was
grossly distended, moved with respiration, with
scarification marks on both flanks, not tender on
palpation, and there was a centrally located firm and
mobile intrabdominal mass. A diagnosis of intrabdominal
malignancy was made.
Investigation done revealed haemoglobin level of 10g/dl
(for which blood was cross matched), essentially normal
serum electrolytes and abdominal computerised
tomography scan finding of a huge, well defined,
lobulated, isodense mass measuring 24 x 17 x 11cm and
centrally located in the abdomen. The mass showed
nodular internal architecture with mild heterogeneous
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enhancement and encased a central branching artery
arising from the superior mesenteric artery. No
calcification was seen and IVC and aorta were normal in
course as shown in Figure 1.
He had exploratory laparotomy that revealed
intrabdominal tumour with attachment to the superior
mesenteric vessels and distal ileum as shown in Figure 2.

Right hemicolectomy was done as shown in Figure 3.
Postoperative condition was uneventful for a period of six
months.
Histology report showed ileal stump mass consistent with
cavernous haemangioma and small intestinal mesenteric
mass consistent with giant mesenteric cavernous
haemangioma.

Figure 1: Computerized tomography scan of the patient

Figure 2: Intraoperative finding

Figure 3: Resected tumour
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DISCUSSION
Haemangioma of the small bowel are rare benign tumours
and account for approximately 5% of all gastrointestinal
neoplasms.1 They can be a manifestation of Maffuci
syndrome, Klippel Trenaunay syndrome, Blue runner
bleb nevus syndrome and disseminated neonatal
haemangioma.
They are classified histologically as capillary, cavernous
and mixed types. Capillary haemangioma are solitary and
induce anaemia by bleeding while cavernous induce
hematemesis and melena by acute haemorrhaging.2
The choice of an appropriate diagnostic method depends
on patient’s age, anatomic location and presenting
symptoms. The modalities used for diagnosis of
gastrointestinal haemangioma ranges from computerised
tomography scan, magnetic resonance imaging,
scintigraphy, angiography, laparoscopy, video capsule
endoscopy.3,4

CONCLUSION
Small bowel haemangioma causes life-threatening
symptoms and should be considered in cases of paediatric
anaemia unresponsive to medical treatment.
REFERENCES
1

2

3

4

Treatment of gastrointestinal haemangioma ranges from
supportive care to steroids and surgical resection of the
haemangioma.5
5

Han EC, Kim SH, Kim HY. Gastrointestinal
haemangioma in childhood: a rare cause of
gastrointestinal bleeding. Korean J Pediatr.
2014;57(5):245-249.
Sakaguchi M, Sue k, Etoh G. A case of solitary
cavernous haemangioma of the small intestine with
recurrent clinical anaemic attacks in childhood. J
Pediatr Gastroenterol Nutr. 1998;27(3):342-343.
Morris GA, Stratchko L, Sabri M. Intestinal
haemangioma presenting as recurrent hematochezia
in a 6-week-old male. J Paed Surg Case Rep.
2015;3(7):280-282.
Bae SJ, Hwang G, Kang HS. Single cavernous
haemangioma of the small diagnosed by using
capsule endoscopy in a child with chronic iron
deficiency anaemia. Clin Endosc. 2015;48:(4)340341.
Boyle L, Lack EE. Solitary cavernous haemangioma
of small intestine. Case report and literature review.
Arch Pathol Lab Med. 1993;117(9)939-941.

222 | P a g e

Yenagoa Medical Journal Vol. 3 No. 4, July 2021

Case Report
OUTCOME OF A 3-MONTH PHYSIOTHERAPY INTERVENTION IN A DAY-OLD BABY WITH
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Abstract
Background: Obstetric Brachial Plexus Injury (OBPI) is the most common nerve injury in children associated with significant
upper extremity impairment. Foetal risk factors include breech presentation at birth and shoulder dystocia, while others
include assisted delivery and poor intrapartum practices among many others. The infant with OBPI typically presents at
delivery with decreased active movement of the affected upper limb and asymmetrical primitive reflex responses.
Case presentation: This case is that of a day-old male baby who was referred to physiotherapy on account of inability to move
the right arm since birth. Physiotherapy was tailored towards caregiver education on patient handling, strengthening of the
weak muscles, improvement of physiological properties of the muscles, prevention of secondary musculoskeletal adaptation,
functional habilitation of the baby as his condition improves.
At the end of consistent 3 months of physiotherapy sessions, the outcome of the intervention revealed a significant
improvement in the child’s condition with total correction of the waiter’s tip deformity and active movement of the affected
upper limb although with a little residual weakness.
Conclusion: The recovery from OBPI depends on the severity of the injury and early physiotherapy intervention brings about
a better prognosis.
Keywords: Brachial Plexus Injury, Waiter’s tip deformity, Toronto score, Active Movement Scale, Upper Extremity.
Cite this article: Gbonjubola YT, Daha GM, Okorocha AA. Outcome of a 3-month physiotherapy intervention in a day-old
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INTRODUCTION
Obstetric Brachial Plexus Injury (OBPI) is the most common
nerve injury in children associated with significant upper
extremity impairment. 1 Fetal risk factors include breech
presentation at birth and shoulder dystocia, while others
include assisted delivery and poor intrapartum practices
among many others.2,3 The infant typically presents at
delivery with decreased active movement of the affected
upper limb and asymmetrical primitive reflex responses.4
OBPI may occur in infants born by caesarean section
although the incidence is significantly smaller when
compared to children born by vaginal delivery.1 OBPI is also
called Neonatal Brachial Plexus Palsy or Obstetric Brachial
Plexus Palsy.

The prevalence of children with OBPI in Nigeria over a 10year study period showed a persistent high prevalence,
averaging 15.3% per year.5 Hamzat et al, reported
prevalence of OBPI in Accra, Ghana to be 27.2%. Another
study also found that only 55.2% of OBPI cases were
referred for physiotherapy within one month after diagnosis,
the treatment disposition for majority (88.1%) of the
children were not documented and only 4.8% was formally
discharged from physiotherapy. 6
The most common fetal risk factor in Obstetric Brachial
Plexus Injury is shoulder dystocia and this is difficulty in
delivery of the shoulder during child birth.3 Macrosomia is
generally accepted as when birth weight of the baby is 4kg
to 4.5kg or more regardless of gestational age. 7 Macrosomia
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is a risk factor for shoulder dystocia. Delivery of a fetus with
macrosomia is often accompanied by labor difficulties
mostly in the second stage of labor. This may include
difficulty in delivering the shoulder and excessive traction
and manoeuvres could be used to help in the delivery which
could injure the brachial plexus. 2,3
The rehabilitation of children with OBPI is primarily carried
out by physiotherapists. This case report presents an
effective and evidence-based practice in the physiotherapy
management of OBPI.
CASE PRESENTATION
This is a case of a day-old child with a primary complaint of
inability to move the right arm since immediately after birth.
During the initial assessment, the mother reported that the
pregnancy was carried to term and delivery was said to be
by a vaginal cephalic delivery. Labour lasted for about 10
hours and there was no instrumental delivery. There was
history of shoulder dystocia as mother stated that the baby’s
shoulders were trapped-in for some minutes during the
delivery. Baby was said to have cried immediately after
delivery and his birth weight was reported to be 3.9 kg.
Child’s inability to move the right arm was noticed. Patient
was subsequently referred to physiotherapy.

be 0/7 (No contraction/full motion) and 0/7 (No muscle tone
or contraction/full joint range) respectively after two weeks.
Treatment during the 5th to 8th week (twice a week)
included caregiver’s evaluation and re-education on home
programmes, electrical stimulation, Passive Mobilization
(PM)/Proprioceptive Neuromuscular Facilitation (PNF) to
the right upper limb and tactile stimulation.
During the 9th to 12th week, treatments from the previous
week were maintained with the addition of Constraint
Induced Movement Therapy (CIMT) to the unaffected limb
and the caregiver was taught how to apply it at home as part
of the home programmes. AMS for shoulder flexors and
abductors were assessed to be 6/7 and 5/7 respectively.
At the end of consistent 3 months of physiotherapy, a
significant improvement was recorded with total correction
of the waiter’s tip deformity and active movement of the
affected upper limb although with a little residual weakness.
The impression made was that there was no indication for
referral/surgical intervention.
The appointment was rescheduled to monthly intervals with
continuation of conservative management.

On examination, the primitive reflexes were intact and no
abnormality was noted at the unaffected left upper limb.
However, at his right upper limb, there was a typical waiter’s
tip deformity, mild swelling at the shoulder region,
hypertonicity and reduced biceps muscle tendon. The
impression of an extended Erb’s palsy of the right upper limb
was made.
The aims of physiotherapy were listed as caregiver education
on patient handling, to strengthen weak muscles, to improve
physiological properties of the muscles, to prevent
secondary musculoskeletal adaptation and to functionally
habilitate the baby as his condition improves.
Treatment commenced at the second week in order to allow
the inflammatory process to resolve. Treatment regimen
during weeks 2 to 4 were majorly caregiver education on
patient handling, electrical stimulation to the shoulder
flexors and abductors; elbow flexors; radio-ulnar supinator
and wrist extensors (with parameters set at a frequency
between 15-25Hz; width between 280-300 micro second;
and duration of 10-15 minutes), play therapy and tactile
stimulation. Toronto score and Active Movement Scale
(AMS) for the right upper limb movements were assessed to

Figure 1: Image showing the baby undergoing electrical
stimulation (improvised) to the flexor group of right
shoulder muscles, with crepe bandage in place for autoassisted exercise of the right upper limb.
DISCUSSION
Treatment regimen including passive movement, free active
exercise, auto-assisted exercise, tactile stimulation with
different textures and neuro-developmental therapy were the
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interventions adopted at a regular interval following injury
and as the patient’s condition improved. These are often
prescribed as conservative management for OBPI. 8,9 Also,
electrical and functional electrical stimulation as described
in the case presented had been proven to be beneficial in a
similar case earlier reported.10 These interventions were
aimed at improving range of motion, preventing
contractures, increasing the child’s awareness of the affected
arm and improving muscle strength.11 The use of music as
play therapy to gain the attention of the child during therapy
session was of great importance and certainly assisted the
delivery of the right techniques with zero to minimal
restriction. This play therapy technique was adopted from
earlier study.12 A systematic review suggested that
physiotherapy interventions like CIMT, kinesiotape,
electrotherapy and the use of splints or orthotics have
positive outcome in OBPI. 13 Evidence have also shown that
home programmes given to the caregivers, to carry out
specific exercises with their child 2-3 times a day in the
comfort of their own home, in addition to education on
patient handling has a huge benefit on patient’s recovery. 14,15
CONCLUSION
Recovery from OBPI depends on the severity, the
mechanism and the level of affectation. Early physiotherapy
intervention brings about a better prognosis in OBPI. In
Nigeria, OBPI still has a high prevalence despite improved
medical care. There should be established continual
interdisciplinary working relationship and standardized
protocols or guidelines for the management of children with
OBPI.
Informed consent
Consent was sought and obtained from the caregiver of the
child reported here.
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Abstract
Background: Neurological symptoms might be associated with a COVID-19 infection. These symptoms are rare in the early
presentation of COVID-19. The neurological symptoms and associated diseases reported include headache, loss of taste, smell,
meningoencephalitis and acute hemorrhagic necrotizing encephalopathy. These neurological symptoms and diseases occur
when the disease is severe with systemic manifestations.
Case Presentation: Our patient reported paraesthesia and occasional pain on the left lower limb as the initial symptoms
without other signs of viral infection like cough or fever.
Conclusion: Such atypical presentations pose a risk of exposure to health care workers and as such, full PPE should be worn
when attending to patients. While post-viral Guillain-Barré syndrome has been reported in COVID-19 infections, isolated
paraesthesia has not been described as the initial symptom.
Keywords: Neurological symptoms, COVID-19, Paresthesia.
Cite this article: Ezema EC, Ezema OO, Nwobu DC, Eliakim H, Nwune CU. Isolated limb paraesthesia as initial symptom of
Covid-19 infection: A case report. Yen Med J. 2021;3(4):226–228.
.

INTRODUCTION
The outbreak of the novel coronavirus disease (COVID19) has resulted in the current global health crisis and has
completely changed the world order. As of February
2021, there have been more than 114 million cases and
over 2.53 million fatalities.1 The typical symptoms are in
the respiratory system with dry cough and dyspnea being
the commonest, other associated symptoms are being
described. They include fever, diarrhea, abdominal pain,
fatigue, and altered mental status. The potential
neurologic manifestations are gradually being
documented but unfortunately, they are underreported. 2 A
potential association between COVID-19 and GuillainBarré syndrome (GBS) has been published recently. 3,4
Others have reported meningoencephalitis5 and acute

hemorrhagic necrotizing encephalopathy.6 Mao et al7
retrospectively assessed 214 patients at Wuhan and 34.6%
of them had neurological symptoms. The most common
symptoms were unspecific like dizziness and headache
but also taste and smell impairment. Neurological
symptoms were more common in severe cases. However,
a clear case of isolated paresthesia being associated with
COVID-19 has been poorly reported. In this report, we
present a case of isolated limb paraesthesia and occasional
pain as the initial symptoms of COVID-19.
CASE REPORT
A 45-year-old male post-office worker presented to the
pain clinic with a complaint of a 3-day history of tingling
sensation and occasional pain in his left lower limb. There
was no known aggravating nor relieving factor. There was
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no history of associated respiratory symptoms, no prior
trauma, no lifting of heavy objects, no headache nor any
other neurological symptoms, no history of similar
complaint in the past. His medical history was remarkable
for hypertension which was under control with
hydrochlorothiazide and lisinopril. He denies a history of
kidney disease, diabetes, and lead exposure. The patient
was otherwise healthy and denied tobacco, alcohol,
substance abuse, or recent travel. He has taken Tylenol
but with minimal relief. On a level of 0-10 scale of pain
assessment, the patient rated his pain as 3. Vital signs
were unremarkable for a body temperature of 37.4°C,
blood pressure of 126/67 mm Hg, pulse of 69 beats per
minute, and oxygen saturation of 97% on room air.
Physical examination revealed nonlabored respirations
and clear lungs. The neurologic examination confirmed
hyperesthesia of the left leg at the lower dermatomal
distribution of L4, L5. Straight leg raising test was
negative. Samples were collected for blood work and CSF
analysis. The patient was told to go for cerebral and
lumbo-sacral MRI and come back the following day with
the result. Oral form of Ibuprofen was prescribed.
The following day, the patient presented but could not do
the MRI scan because of the cost. The routine laboratory
blood tests including renal and liver function, electrolytes,
CRP, blood cell count, plasma glucose, vitamins, lead and
muscle enzymes were normal. The CSF cell count was
increased (>500). However, the clinic protocol was to
screen all patients with normal laboratory results for
COVID-19. The patient was counseled for COVD-19
screening and he gave consent. The result came out
positive and he was referred to the designated centers for
COVID-19 treatment. The Ibuprofen was discontinued.
Unfortunately, full PPE was never donned to his
encounters. At one of the designated centers, patient was
seen and placed on vitamin B complex and Tylenol. He
was subsequently discharged home to self-quarantine but
4 days later, he developed mild respiratory symptomsoccasional unproductive cough with oxygen saturation of
92% in room air, no dyspnea and went back to the center.
He was admitted and treated according to the center’s
protocol for COVID-19 management. He was discharged
home after 3 weeks. He presented at our clinic on a follow
up visit 2 weeks later and was found to be symptom free
of limb paraesthesia.

DISCUSSION
Atypical presentations of COVID-19 continue to be on
the rise. The patient described in this case report had no
initial complaint of any respiratory symptoms which are
common in COVD-19 cases. The clinic team was never
suspicious of potential COVID-19 in a patient with
isolated paraesthesia. Subsequently, full PPEs were not
worn by the team members. As a result, 10 members of
the clinic team and 14 patients that presented the same
days with the index case were notified of their potential
exposure.
Initial presentation of COVID-19 with neurological
symptoms seems to be rare. The neurological symptoms
often appear later with severe systemic manifestation and
they include headache, 8 smell loss and even
postinfectious GBS.9
The occupational history of the patient is relevant as has
been pointed out that poorly protected post office workers
were catching COVID-19 in thousands.10 If the patient
were evaluated with cognizance of his work history, more
suspicion could have resulted in full protection by
wearing the full PPE.
The patient has no health insurance and could not pay for
MRI scan which might have revealed any neuronal
degeneration. The CSF finding of the patient was
suggestive of bacterial infection.
However, there is hyperinflammatory state secondary to
COVID-19, with massive release of cytokines and
chemokines which could account for the elevated CSF
cell count.11 One severely affected patient from Japan
with symptoms fitting to meningoencephalitis had 12
cells per microliter in the CSF and the MRI findings
indicated ventriculitis and encephalitis. 12 Our case
showed that neurological symptoms can be the first
manifestation of COVID-19 disease, although this can be
an incidental finding. The exact mechanism of central
nervous system invasion remains speculative, the
symptoms might be due to direct neurotropism of the
virus. Like other Coronaviruses, the COVID-19 virus
probably reaches the nervous system via different routes,
particularly via retrograde axonal path as suggested by
taste and olfaction loss.13
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The atypical presentation and poor appreciation of
potential occupational exposure, in this case, led to
unnecessary health care workers’ exposures and risk. As
community spread becomes more prevalent, the health
care team must assess the level of risk in all the patients
they encounter.13 Full PPE should be worn while
attending to the patients. As we continue to explore the
end to this global health crisis, we must apply all aspects
of patients’ history in the formulation of a provisional
diagnosis. In so doing, the health workers will be much
more proactive in preventive measures.
CONCLUSSION
Atypical presentation of COVID-19 has been described in
this case. It underlines the importance of including
COVID-19 in the differential diagnosis of patients
presenting with neurological symptoms on a background
of potential occupational exposure. Health care workers
need to be vigilant of atypical presentations of COVID19 and consider full PPE for all patients as community
spread increases while attempts are being made to curtail
it through the vaccine.
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