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EDITORIAL COMMENTARY

PROMOTING UNIVERSAL ACCESS TO MATERNALAND NEWBORN HEALTH: MYTH OR FACT
Morhason-Bello, I.O1., Aimakhu C.O1., Adesina O.A1., Olayemi O1., Fasubaa O.B3., Ladipo O.A3.

1. Department of Obstetrics and Gynaecology, Faculty of Clinical Sciences, College of Medicine, University of Ibadan, 
Ibadan

2. Department of Obstetrics and Gynaecology, Faculty of Health Sciences, Obafemi Awolowo University, lle-lfe
3. Association of Reproductive and Family Health, Agodi, Ibadan

Universal access to maternal health is one of the key indicators of human development index (HDI). This entails provision of 
equitableand qualitative maternal health Services to all women irrespective of social Status, religion, ethnicity, language, location, 
and other differences. The United Nations in recognition of maternal health indices as a significant measure of an egalitarian 
society passed a resolution to member States to allocate resources to women's health in general1,2. In addition, she designed 
composite measures of indices to compare countries and it has since been leveraged to measure level of development1,2,3. One of 
such isthe Millennium Development Goals (MDG), which measures specific key indicators of HDI including maternal and newborn 
health1. Infant mortality rate and maternal mortalityratiorepresent key indicatorof MDG 4 and 5 respectively.

Estimates show that every minute one woman dies from pregnancy and childbirth complications worldwide, and 9 out of 10 of 
these women reside in developing countries4. For every maternal death, there are several collatera! effects such as high perinatal 
mortality and poor child survival indices. The driver of maternal deaths is multifaceted and it has medical, social, cultural and 
economic dimension. Evidence had shown that most direct causes of maternal death are preventable interventions such as family 
planning, qualitative emergency obstetric and newborn care, availability of skilled birth attendants at every delivery, provision of 
essential drugs such as oxytocic, magnesium sulphate, and misoprostol as well non-pneumatic anti-shock garment amongst 
others5. Majority of these Intervention arecheapandaffordable by countries with appalling maternal mortality figures butwhat is 
really lacking isthe will and commitmenttoappropriately invest.

Maternal mortality ratio of 525 per 100,000 for Nigeria presently suggests that the country isfarfrom achieving thetarget ofthe 
MDG 5 and this will definitely impact on the MDG4 as well. Thefailure could be traceable to lack of adequate funding for health, 
weak health Systems, lack of manpower and capacity to offer qualitative health Service as well as poverty and ignorance6,7. Recently, 
the Federal Government of Nigeria hasmakegiantstridesatimplementing policiesand programsthat could drastically reducethe 
MMR. The government of Nigeria for the first time released money for the purchase and distribution of modern contraceptive 
Commodities in the country. The initial commitment was $3 million for the procurement of reproductive health Commodities and 
additional $8.35 million per annum was announced during the 2012 London Family Planning Summit for by the Nigerian 
government8. This increases Nigeria's total commitment for the nextfouryearsfrom US $12 million to US $45.4 million, an increase 
of almost 300%8. This singulär effort will drastically reducethe unmet need for family planning in the country. Secondly, midwives 
Service scheme (MSS) program is firmly rooted in the country to address the problem of inadequate manpower - skilled birth 
attendant9. The scheme has recruited and trained over 5,000 midwives on emergency obstetric and newborn care (EMONC) atthe 
primary health care tili date. The implementation framework a cluster model of four PHCs that öfters basic EMONC Services and a 
general hospital that is capable of comprehensive EMONC9. Feedback from monitoring programs shows that MSS had impacted 
positively on maternal and newborn health in the country. Thirdly, allocation of significant proportion of proceeds from oil subsidy 
removal to fund maternal health is another commendable effort of federal government10. Although, there were criticisms that 
government is utilizing the money for unsustainable project such as the conditional cash transfer, however, there other programs 
such as training of different health workers on EMONC and purchase of equipment, which are worth mentioning.

Since Nigeria transited to democratic governance, there has been a systematic improvement in maternal and newborn but the 
pace is yet to get to the cruising level. It is expected that state and local government will compliment the effort of the federal 
government in this regard. Available records shows that some States are running while others are walking and crawling in terms of 
their commitment and investment to maternal and newborn health. All these determine the national average indicators. The roles 
of international and national non-governmental organisations at ensuring the country attain MDG 4 and 5 are commendable. 
They have provided technical and financial Support for the country in a diverse way over the years. In addition, they have 
institutionalized their ideas however, it is important that future Support should focus more on gaps identified with the 
representative ofthe government of Nigeria ratherthan importinga "blue print intervention" that are not sustainable.

The society of Obstetrics and Gynaecology of Nigeria (SOGON) recognized the importance of equitable access to maternal and 
newborn health in Nigeria, and this is why her 45,h annual Conference tagged "Eba Odan 2011" with the theme titled "promoting 
universal access to maternal and newborn health" focused on it. The sub-themes were "training the obstetrics and gynaecology 
resident in the 21" Century, ethical issues and litigation in obstetrics and gynaecology practice, and the role of Computers in
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reproductive health".
There is no gain saying that we areyetto attain a universal access butthere isampleevidencethatthe path is being created now. It 
is our hope that this shall be a fact but not a myth. Düring the 2011 SOGON Conference, Nigerian members and our colleagues 
abroad presented scientific papers that focused on various aspect of the theme, and they are compiled in this Conference 
proceeding.
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YOUNG GYNAECOLOGIST MAJEKODUNMI AWARD COMPETITION

PL-01
THE PREVALENCE, PATTERN OF PRESENTATION AND PERCEPTION OF DOMESTIC 
VIOLENCE AMONG WOMEN IN RURAL AND URBAN COMMUNITIES IN ENUGU.
L. O Ajahl,2, B.a.n Nwakoby2,p.o.nkwol And C.a lyokel
1. DEPT. OF OBSTETRICS AND GYNAECOLOGY;2. DEPT. OF COMMUNITY MEDICINE, UNTH, ENUGU.

INTRODUCTION
• Domestic violence (DV) against women refers to any type of harmful behaviour directed at women and girls by others 

such as the husband/spouse (Little etal 2000;Verku etal 2002)
• It is the third highest cause of death among women, 15-44 years of age, and the most common form of violence against 

women(Krug etal 2002)
• Domestic violence can take various forms and could be physical, verbal or sexual(Fisher etal 2003;Population reports 1999)
• It is a prevalent public health problem in Nigeria(Okemgbo etal 2002)
• Respondents who were not living with a male partner were more likely than their counterparts who were 

married/cohabiting to accept intimate partner violence (Owoaje etal 2006)
• There was gross under-reporting (8.1%) of domestic violence because of cultural factors, embarrassment and the 

repercussions that follow such reports(Obi etal 2007).
• Domestic Violence against women cuts across ages, ethnicity, religion and educational barriers(Little etal 2000)
• Its prevalence varies from 17 to 37%(Bacchus etal 2001;Kwawukume etal 2001)
• Low socio-economic and educational Status, early marriage, alcohol and substance abuse by the partner and 

unemployment have been suggested as its risk factors(Erhan etal 2007)
• Some women and men accept Domestic Violence, while some even justify it because their culture allows it(lkeme etal 

2001)
• The awareness of the populace on the economic, physical and psychological impact of domestic violence against women 

and the various ways of curtailing it was very low.
Most of the previous studies on the subject matter were hospital based and in the urban communities

• It was because of these factors that a community-based cross-sectional and comparative study on the subject matter was 
carried out.

AIM AND OBJECTIVES.
• AIM: To determine the prevalence, pattern of presentation and perception of domestic violence against women in rural 

and urban communities in Enugu State.

SPECIFIC OBJECTIVES:
1. To determine the prevalence, pattern of presentation and perception of domestic violence in a rural community in Enugu
State.
2. To determine the prevalence, pattern of presentation and perception of domestic violence in an urban community in Enugu
State.
3. To determine if there is difference in the prevalence, pattern of presentation and perception of domestic violence in the
rural and urban communities in Enugu State.
4. To make recommendations based on the result of the study.

MATERIALS AND METHODS.
• The study was carried out in Enugu State.
• Ogui Nike Enugu (urban community) in Enugu North Local Government Area (LGA) and Okpanku (rural community) in 

Aninri LGA were chosen for the study through stratified sampling.
• Both group and individual counselling of the respondents were done.
• A pretested questionnaire was used to obtain information from the respondents during the 'August meeting’ in 2011.
• The 'August meeting' in Okpanku occurred from Ist to 7th August, 2011 while that in Ogui Nike occurred from 8th to 

14th August,2011.
• Sample Size Determination
• A minimum sample size each for the rural and urban communities was calculated using the formula(Oyejide etal 1992): N 

= Z2 (P) (1 -  P)/ d2 where, N = minimum sample size at 95% confidence level; Z = the Standard normal deviate usually set 
at 1.96; d= precision: the difference between the true population rate and your sample rate that you could tolerate and it 
was set at 0.05; P = population prevalence from previous study and 13.6%(Umeora etal 2008) was used.

• N' was calculated thus: 1.96x 1.96 x 0.136 x(l-0.136)/0.05x0.05=181.
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Therefore each of the rural and urban communities had the minimal sample size of 181.
Eligibility Criteria:AII apparently healthy-looking women who gave their consent to be used for the study and were 
within the age ränge of between 15 and 49 years and had the domestic violence within 3 years to avoid recall bias 

• Exclusion Cnteria: This included women who were less than 15 years or above 49 years or those that, despite adequate
counselmg refused to give their consent as well as those who experienced Domestic Violence at more than 3 years aqo to 
avoid recall bias. y

Ethical Clearance:The proposal was submitted to the ethics committee of the University of Nigeria Teachinq Hospital 
(UNTH), Enugu for assessment and approval was obtained.

--------------------- p rOMOTING UNIVERSAL ACCESS TO MATERNAL AND NEWBORN HEALTH (SOGON 2011)_________________

RESULT5

A G E  D IS T R IB U T IO N  (Y EA R S ) F R E Q U E N C Y (% )
H IG H E S T  E D U C A T IO N A L  S T A T U S  R U R A L U R B A N  1

R U R A L U R B A N NONE 88(23.4) 4(0.9)

15-19 12( 3.2) 4(0 .9) PRIM ARY 108(28.7) 8(1.7)

20-24 44(11 .7 ) 72(15 .7 ) SECONDARY 104(27.7) 84(18.3)

25-29 80(21.3) 132(28.7) TERTIARY 76(20.2) 364(79.1)

30-34 100(26.6) 132(28.7) T O T A L 3 7 6 (1 0 0 4 6 0 (1 0 0 )

35-39 48(12.8) 64(13.9)

F O R M  O F  M A R R IA G E R U R A L U R B A N

48(10  4)

M O N O G A M O U S 2 48 (6 6 ) 4 0 0 (8 7 )

45-49 68(18.1) 8(1 .7)

P O LY G A M O U S 1 1 6 (3 0 .9 ) 4 0 (8 .7 )
T O T A L 3 7 6 (1 0 0 ) 4 6 0 (1 0 0 )

S IN G L E  P A R E N T 1 2 (3 .1 ) 20(4.3)

O C C U P A T IO N A L  D IS T R IB U T IO N  O F T H E  R ES P O N D E N T S .
T O T A L 3 76(100) 46 0(1 0 0 )

O C C U P A T IO N R U R A L  U R BA N

UNEMPLOYED 20(5.3) 20(26.1)

P A R IT Y  D IS T R IB U T IO N  A N D  S E X  O F  C H IL D R E N .
FARMING 96(25.5) 36(7.8)

P A R IT Y F R E Q U E N C Y ( % )
TEACHING 16(4.3) 32(7.0) R U R A L  U R B A N

ARTISANS 36(9.6) 12(2.6) 0 72(19.1) 172(37.4)

CIV IL SERVANTS 48 (12.8) 140(30.4) 1 72(19.1) 100(21.7)

TRADING 52 (13.$ 32(7.0) 2-4 136(36.2) 152(33.0)

PROFESSIONALS 8(2.1) 88(19.1) >4 96(25.5) 36(7.8)

T O T A L 3 7 6 (1 0 0 ) 4 6 0 (1 0 0 ) T O T A L 376(100) 460(100)

S E X  O F  C H IL D R E N R U R A L U R B A N T Y P E S  A N D  P E R IO D  O F  D O M E S T IC  V IO L E N C E .

T Y P E  O F  V IO L E N C E F R E Q U E N C Y (% ) X2 P-V A LU E
N O  L IV IN G  C H IL D 8 4 (2 2 .3 ) 1 8 0 (3 9 .1 )

R U R A L U R B A N

M A L E 6 8 (1 8 .1 ) 6 8 (1 4 .9 ) •
N ON E 12 (3 .2 ) 8 8 (1 9 .1 ) 4 0 .0 2  0 .00

F E M A L E 4 8 (1 2 .8 ) 100(21.7)
P H Y S IC A L 7 2 (1 9 .1 ) 6 0 (1 3 .0 ) 4 .2 0  0 .0 4

B O T H  M A L E  A N D  F E M A L E  1 7 6 (4 6 .8 ) 1 1 2 (2 4 .3 )

P S Y C H O LO G IC A L 1 64 (4 3 .6 ) 2 2 4 (4 8 .7 ) 0 .79  0 .38
T O T A L 3 7 6 (1 0 0 ) 4 6 0 (1 0 0 )

S E X U A L 24 (6 .4 ) 2 0 (4 .3 ) 1 .54  0 .21

M O R E  T H A N  O N E 1 0 4 (2 7 .7 ) 6 8 (14 .7 ) 1 3 .7 2  0 .00

PHYSICAL VIO LEN CE RU RAL URBAN
T O T A L 3 7 6 (1 0 0 ) 4 6 0 (1 0 0 )

BEATEN UP 84(60) 52(48.1) 1.02 0.31

OBJECTS THROWN AT VICTIM 24(17.1) 8(7.4) 4 .02 0.04

SLAPPED 32(22.9) 36(33.3) 1.90 0.17

FLOGGED -(-) 12(11.1) 14.68 0.00

TOTAL 140(100) 108(1 0 0 )
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FORMS OF PSYCHOLOGICAL VIOLENCE AND PERIOD OF VIOLENCE

PSYCHOLOGICAL VIOLENCE RURAL U R B A N X2 P

SHOUTING AT VICTIM 111 (50.7) 79 (31.3) 7.70 0.01

FINANCIAL DEPR7ATION 45 (20.5) 65 (25.8) 1.12 0.29

NOT TALKING TO VICTIM 36(16.4) 48 (19.0) 0.38 0.54

NOT COMING HOME -(-) 12(4.8) 10.21 0.00

COMING LATE FROM WORK 21(9.6) 30(11.9) 0.52 0.47

NOT EATING VICTIM'S FOOD 6(2.7) 18(7.1) 4.26 0.04

PERIOD OF VIOLENCE
< 6 MONTHS 80(24.4) 124(39.2) 8.52 0.00

6 MONTHS-<12 MONTHS 120(36.6) 84(26.6) 3.87 0.05

1 YEAR-<2 YEARS 60(18.3) 48(15.2) 0.79 0.37

2-3 YEARS 68(20.7) 60(19.0) 0.21 0.65

TOTAL 328(100) 316(100)

PERCFPTION OF DV .  .2

PERCEPTION FREQUENCY(%) X p

RURAL URBAN

ALWAYS EXCUSABLE 44(11.7) 68(14.8) 1.30 0.25

SOM ETIM ES

EXCUSABLE 220(58.5) 136(29.6) 6.65 0.01

NOT EXCUSABLE 72(19.1) 180(39.1) 21.5 0.03

UNDECIDED 40(10.6) 76(16.5) 4.56 0.03

TOTAL 376(100) 460(100)

[ J A S O N S  F O R  J U S T IF IC A T IO N  O F  DV ..2
J U S T IF IC A T IO N F R E Q U E N C Y  (%) X P

R U R A L U R B A N

GOINGOUT
W ITHOUTTELLINGPARTNER 1 0 8 (2 8 .7 ) 5 3 (1 1 .5 ) 6 .1 6 0 .0 1

N EG LECTSTH E CHILDREN 1 0 4 (2 7 .7 ) 4 7 (1 0 .2 ) 6 .8 3 0 .0 1

ARGUES WITH THE PARTNER 1 0 4 (2 7 .7 ) 8 8 (1 9 .1 ) 1 .2 8 0 .2 6

REFUSES TO HAVE SEX 30 (8 ) 6 1 (1 3 .3 ) 4 .8 1 0 .0 3

BU R N STH E FOOD 7 ( 1 .9 ) 4 (0 .9 ) 1.53 0 .2 2

NONE 1 0 (2 .7 ) 1 9 9 (4 3 .3 ) 116 0 .0 0

MORE THAN ONE REASON 1 3 (3 .5 ) 8 (1 .7 ) 2 .37 0 .1 2

T O T A L 376(100) 4 6 0(1 0 0)
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REACTIO N  OF RESP O N D EN TS TO DV

REACTIO N FR EQ U EN CY(% ) X2 P

RURAL URBAN

REPORT TO AUTHORITY 44(11.7) 68(14.8) 66.5 0.00

KEEP ITSECRET 113(30.1) 105(22.8) 3.27 0.07

REPORT TO FAMILY 190(50.5) 84(18.3) 49.0 0.00

REPORT TO INLAWS 18(4.8) 18(3.9) 0.35 0.55

REPORT TO ACLOSE FRIEND 12(3.2) 25(5.4) 2.26 0.13

REPORT TO A DOCTOR 7(1.9) 12(2.6) 0.50 0.48

REPORT TO A CLERGY 17(4.5) 27(5.9) 0.68 0.41

UNDECIDED 8(2.1) 64(13.9) 8.08 0.00

TOTAL 376(100) 460(100)

DATA COLLECTION AND ANALYSIS
• The results obtained were analyzed using the Statistical Package for the Social Sciences (SPSS) Version 16. Chi-square (x2) 

analysis was used for discrete variables and the values for P -value of less than 0.05 were considered statistically significant.
DISCUSSION. /  -''i-
• This study showed that 96.4% and 80.9% of Okpanku and Ogui Nike women respectively had experienced domestic 

violence. This was similar to the findings in Enugu and Abakaliki ,as well aslbadan but higher than the findings in Abuja 
and Pakistan(Obi etal 2007;0woaje etal 2006;Efetie etal 2007;Karmaliani etal 2008)

• 53.2% and 45.2% of domestic violence occurred in the previous 12 months in the rural and urban communities 
respectively and these were higher than findings in a rural Anambra community and lbadan(urban community) 
respectively(llika etal 2002;0woaje etal 2006)

• Psychological violence being the commonest type of violence in both rural and urban communities in Enugu was similar 
to the previous studies in Enugu, Abakaliki, Anambra, Abuja and Benin(llika etal 2002;0bi etal 2007;Umeora etal 
2008;Efetie etal 2007;0lagbuji etal 2010)

• The rural physical violence from this study was much higher than the report from Anambra and 2008 Nigerian 
Demographie and Health Survey(llika etal 2002;NDHS 2008)

• Physical violence was experienced more in Okpanku than Ogui Nike and this was statistically significant
• Beating up of the respondents accounting for the highest form of physical violence in both communities in Enugu was 

similar to the previous report from Rwanda(Karmaliani etal 2008)
• Beating up of the respondents was followed by slapping of the victims and this was against a previous work in Enugu and 

Abakaliki where slapping was the commonest form of physical violence(Obi etal 2007)
• Sexual violence report from this study in both rural and urban communities was lower than the previous reports from 

Abuja and South Africa(Efetie etal 2007;Modiba etal 2011)
• On the perception of domestic violence by the respondents, the urban women were more likely not to excuse it than rural 

women and this was statistically significant
• Though there was no Statistical difference between the two, 14.8% and 11.7% of urban and rural women respectively feit 

that domestic violence was always excusable and this negates the attainment of sexual and reproductive health and rights 
of women

• This study also showed that 97.3% and 56.7% of respondents in the rural and urban communities respectively justified 
domestic violence in at least one of the five reasons mentioned in this study

• The high justification rate of domestic violence in Okpanku were more than the report from previous work among the 
rural Nigerian women(Antai etal 2008)

• More urban women would report domestic violence to the authority like the law enforcement agents and/or even sue the 
culprits to court.

• In conclusion, though domestic violence against women was more common in rural than urban communities in Enugu, it 
was still very high in both communities

• In order to reduce domestic violence against women, efforts should be focused on solving this public health problem
• Promotion of female education and women empowerment as well as advocacy should be encouraged.
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• Appropriate laws against domestic violence should be made and strengthened by the government with the culprits 
punished adequately to serve as deterrent to others.

• Reduction of domestic violence against women would help Nigeria attain Millenium Development Goals 3 and 5

PL-02
50G ORAL GLUCOSE CHALLENGE TEST IN SCREENING FOR
GESTATIONAL DIABETES MELLITUS AT UNIVERSITY COLLEGE HOSPITAL IBADAN, OYO 
STATE
Dr. Oluwasomidoyin BELLO 
Department of Obstetrics and Gynaecology 
University College Hospital, Ibadan, Nigeria.
1. Dr. AKIN-TUNDE A. ODUKOGBE, Honorary Consultant. Department of Obstetrics and Gynaecology.
2. Dr. JOKO ADELEYE, Honorary Consultant, Department of Medicine.
3. Dr. KAYODE ADEDAPO, Honorary Consultant, Department of Chemical Pathology.
4. Dr. SESAN OLUWASOLA, Department of Obstetrics and Gynaecology.
5. Mrs. OPEMIPO MAXWELL, Public Health Nursing Department, University College Hospital. Ibadan. Nigeria. 

INTRODUCTION
• Gestational diabetes mellitus (GDM)- hyperglycaemia first in pregnancy.Ferrara A, et at 2002
• Commonest endocrinological complication of pregnancy. 3-10% of pregnancies.
• Incidence in Nigerian women is 0.13% (Benin) and 0.74%(lbadan). Oladokun A, et al. 2003
• In the USA, affects 2-5% of pregnant women and has been increasing with time in all ethnic groups, Hoffert A et al. 2008 

6MS.A3S.QX!AI1D.WIJH5.DM
• Poorly controlled diabetes mellitus in pregnancy is often associated with high fetal and maternal morbidity and mortality.
• Infants of diabetic mothers experience double the risk of birth injuries, mothers have triple the risk of caesarean delivery 

and quadruple the incidence of newborn intensive care unit admission.
• 36% of GDM patients developed DM when followed up for 24 years. Dornhorst A, 1998.
• The risk of subsequent DM with 10 years follow up was 15.7% compared with 1% in non GDM population.C/»od/c* .G, 

2010

SCRE5NJN.GJE.S_TS
• WHO criteria based on a 75g oral glucose tolerance test (OGTT).
• Need for Screening test prior to OGTT
• Subjecting all pregnant women to OGTT would not be cost effective.
• Traditionally and in UCH presently, history / clinical features used in screening, with low sensitivity and specificity.
• Other screening tests are timed random plasma glucose. fasting plasma glucose, glycosylated haemoglobin and albumin 

levels in the serum.
• Factors determining type of screening test - cost and prevalence of GDM in population.
• The 50g oral glucose test is regarded as gold Standard with sensitivity and specificity of 79-80% and 83-90% respectively 

O'Sullivon et al 1973, Jowett N.l et al 1997

OBJ.ECTIV.E
• To determine whether universal screening of pregnant women using 50G glucose challenge test (GCT) is more predictive 

of GDM than risk factor-based screening in UCH, Ibadan, Nigeria

MEII1QP-QLQGY
• Prospective study.
• Approved by UI/UCH Ethical Committee
• At booking, subjects were counseled for 50G GCT following 8 - 1 2  hours of overnight fasting.
• Venous blood taken for fasting plasma glucose; 50G oral glucose administered; blood sample taken 1 hour later.
• Sample for 75G OGTT was taken 2hrs after the glucose load
• Process repeated at 24 -  28 weeks using 75G oral glucose.
• Positive screening test is glucose level of more than 140mg/100ml.
• Positive 75G OGTT test is glucose level of more than 140mg/100ml
• Process repeated at 24 -  28 weeks using 75G oral glucose.
• Positive screening test is glucose level of more than 140mg/100ml.
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• Positive 75G OGTT test is glucose level of more than 140mg/100ml
• Proforma used to identify risk factors such as family history of diabetes mellitus in a first degree relative, previous 

unexplained fetal death or delivery of a macrosomic baby and so on.
• Informed written consent was obtained.
• Participation terminated with:
• Withdrawal of consent
• Failure to perform or finish the screening and diagnostic tests
• Premature termination of pregnancy.

RESULTS
• Seventy -  nine women were recruited,
■ 72.5% were > 30 years, with mean age and length of gestation being 30.80 + 1.20years and 24.23 + 1.59 weeks

Figure 1: DISTRIBUTION OF LENGTH OF GESTATION OF SUBJECTS WHO HAD BOTH TESTS

■ • 20 wfcs

■ 20 -23 wks 

24 -28 wks

Figure 2 : DISTRIBUTION OF BMI OF PATIENTS AT THE TIME OF RECRUITMENT INTO THE STUDY
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COMPARISONS OF RESUITS OF 50g GCT RF/FG AND RF ALONE

50g GCT SENSITIVITY SPECIFICITY PPV NPV

Percent (%) 66.7 87.3 20.0 98.5

95% CI 52.20-81.20 79.90-94.70 11.12-28.88 95.83-99.90
P value 0.075 0.037 0.050 0.014

COMPARISONS OF RESUITS OF SOg GCT, RF/FG AND RF ALONE

RISK FACTORS SENSITIVITY SPECIFICITY PPV NPV

Percent (%) 51.9 70.5 4.1 98.2

95% CI 39.92-61.88 60.90-79.50 3.71-44.9 97.42-98.99

P value 0.056 0.050 0.002 0.004

respectively.
• Means of their weights and heights were 70.80 + 5.24kg and 1.64 ♦ 0.02m with the mean of BMI at recruitment being 

25.97 ♦ 1.87kg/m2.
• The BMI of at least 27kg/m2 was observed in 44.1% of the cases 

RESULTS
• 44.3% are nulliparous - highest parity group.
• Para >4 formed 2.5%
• Interval between test was 3.8 + 1.5 days.
• Risk factor(RF) for GDM 30.3%.
• Fasting glucose(FG) and risk factors screening positive in 11.3%.
• 50g GCT abnormal in 12.6%.
• When the fasting glucose and risk factors were negative (88.6% of subjects), diagnostic test was normal.
• When SOg GCT was negative (87.3% of subjects), 75g OGTT was normal.
• 75g OGTT was normal in 77subjects (97.4%) and confirmed GDM in 2 subjects (2.5%).

• One in five women (20%) with an elevated GCT and no risk factors was found to have GDM.
• In this study using the threshold plasma glucose value of 140mg/dl with 10 (12.6%) women found positive.
• Only 2 were found to have GDM with a diagnostic yield of 20%.
• Compared to using the threshold plasma glucose value of 130mg/dl, 14 (17.7%) women were positive for SOg GCT.
• Only 2 were found to have GDM with a diagnostic yield of 14.3%.
• Thus if 140mg/dl is used as the plasma glucose threshold a smaller number of women will undergo 75g OGTT with a 

higher diagnostic yield.

CONCLUSION AND RECOMMENDATION
• The 50g GCT appeared to be a feasible and acceptable screening test.
• It is simple, convenient, cheap and easy to organize in the outpatient setting.
• It was well tolerated by all the patients.
• It has increased sensitivity compared to historical risk factors.
• The detected incidence of GDM in this study population was 2.5%.
• We recommend using the 140mg/dl threshold plasma glucose value considering its economic advantage.
• The prime emphasis in the management of GDM should be focused on its early detection.

7

UNIV
ERSITY

 O
F I

BADAN LI
BRARY



PROMOTING UNIVERSAL ACCESS TO MATERNAL AND NEWBORN HEALTH (SOGON 2011)

PL-03
IS ASCORBIC ACID EFFECTIVE IN THE TREATMENT OF ASYMPTOMATIC BACTERIURIA IN 
VESICO-VAGIN AL FISTULA PATIENTS?
Oladeinde O  MBBS. Sunday-Adeoye. I Msc. FWACS. FICS. Uneke J Msc. PHD, Dimejesi I FWACS. FMCOG

BACKGROUND
• The direct pathological communication between the vagina and the urinary track enhances the colonization of the 

urinary bladder
• by pathogenic bacteria with consequent infection or asymptomatic bacteriuria.
• Significant bacteriuria can lead to UTI
• The direct pathological communication between the vagina and the urinary track enhances the colonization of the 

urinary bladder
• by pathogenic bacteria with consequent infection or asymptomatic bacteriuria.
• Significant bacteriuria can lead to UTI
• presence of bacteria in the urine of an individual without obvious signs or Symptoms of urinary tract infection has been 

described as asymptomatic bacteriuria
• this condition has been associated with an increased incidence of pyelonephritis especially among pregnant women
• In several fistula centres in Nigeria, the place of prophylactic antibiotics in the routine management of W F  clients has 

remained a controversial issue
• Hard data either supporting or refuting its place is lacking in the literature.
• Empirically many fistula surgeons recommend the intake of large volumes of water for W F  clients awaiting surgery as a 

means of reducing the microbial load in the bladder prior to surgery.
• However the effectiveness of this preoperative therapy has not been subjected to scientific evaluation.

QBJE CTLYE
• This is an exploratory study to evaluate the effectiveness of acidification of urine with ascorbic acid in the reduction of the 

microbial bürden in W F clients with asymptomatic bacteriuria.

• Exploratory study conducted at the NOFC Abakaliki in february 2011.
• Forty consecutive consenting W F  patients who fulfilled the indusion criteria were recruited
• Informed consented was obtained from all participants and ethical approval was obtained from the ethics committee of 

the hospital.
• Pippete specimen of urine (4ml each) of the selected 40 patients undergoing surgical repair fcr W F  was collected for 

microbiological studies into sterile universal urine specimen Containers before surgical Intervention.
• They were all post operatively placed on tablets ascorbic acid 200mg three times daily for 10 days.
• Patients who developed features of UTI were commenced on antibiotics and were exduded from the study.
• Asymptomatic bacteriuria was described as bacteria count of equal or greater than 105 colony forming units per ml of 

urine (cfu/ml).
• On the eleventh day post operatively they had a repeat of catheter urine microbiological study. The two results were then 

analysed to find the effect of ascorbic acid therapy on microbial load.
• All persistent cases of asymptomatic bacteruria received appropriate antibiotics

• Patients with only vesico-vaginal fistula (W F). who consented
• The patients had no other clinical Symptom except leakage of urine

EXCLUSION CRITERIA
• Patients who refused consent, Patients with rectovaginal-vaginal fistula (RVF), Patients with combined fistulae (WF/RVF), 

Patients with history of fever, Patients with history suggestive of urinary tract infecion or pyelonephritis. Patients on 
antibiotics

RESULTS
• Asymptomatic bacteriuria (>105 colony forming units per ml of urine cfu/ml) was identified in 31 W F patients 

(77.5%)out of the 40 patients screened.
• The mean age of women with asymptomatic bacteriuria was 35.1years
• Twelve (12) patients subsequently developed features suggestive of UTI postoperatively and viere commenced on 

antibiotics in addition to vitamin c.
• The remaining Nineteen (19) patients who had asymptomatic bacteriuria form the basis of thi; presentation
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__________________________________  Results

age group of women with asymptomatic 
bacturiuria

« 2 0  2 1 -3 0  3 1 -4 0  4 1 -5 0  51 -60  61 -70

M /C/S RESULT AFTER ASCORBIC ACID THERAPY
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repair outcome
Failed repair

Success at 
repair 
89%

• The bacteria isolated included Escherichia coli (47.3%), Proteus (21.1%), Pseudomonas species (21.1%) and klebsiella 
(10.5%)

RESüUS
• Then a repeat urine microbial study on the l l t h  day of surgery revealed persistent significant bacteriuria in 5(26.3%) out 

of the 19 initial positive samples (this excludes the 12 patients treated for UTI who equally had repeat microbiological 
analysis)

• Fourteen (73.7%) of the patients urine culture yielded no significant bacterial growth after lOdays therapy with ascorbic 
acid.

C.QN.aU.SIQN
• The findings from this exploratory study suggest that ascorbic acid may play a significant role in the reduction of 

asymptomatic bacteriuria among W F patients.
• It calls for more elaborate studies with larger sample size on the efficacy of ascorbic acid in treatment of asymptomatic 

bacteriuria among W F  patients.
• It equally calls for a long term follow up of treated W F  patients for urinary tract infection or pyelonephritis in the light of 

the possible progression of asymptomatic Bacteriuria

PL-04
SEXUAL PRACTICES TO ACHIEVE CONCEPTION AMONG PEOPLE LIVING WITH HIV IN 
IBADAN.
Temitope I. Akinola, Olutosin A. Awolude, Olubukola A. Adesina, Isaac F. Adewole 

BACKGROUND
• Improving quality of life and changing sexual and reproductive behaviour and decisions among People Living with HIV 

(PLWHIV) are fast becoming realities in our environment.
• Among such decisions is procreation .
• For us in developing Country, especially Nigeria:
• It is important to understand the ways by which PLWHIV achieve their fertility desires.
• It is also important to understand the associated determinants.
• This is because of the need to balance successful conception without increasing the risk of heterosexual and vertical HIV 

transmission.
• This study assesses the sexual practices in achieving conception by PLWHIV and the implications of these on the principle 

of safer sexual practice.
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QPJECTIVES
• The objective of the study was to assess
1. The sexual practices in achievmg conception by PLWHIV
2. The implications of these practices on the principle of safer sex.

MEIHQDQLQ6Y

• The study was carried out at the PMTCT dinic of the UCH-PEPFAR partnered ARV clinic between June-December 2009.

Bfr*

31-35

26-30

21-25

16J0

Number of Living Children (%)

40 

30 

20 

10 

0

1 2 3 4 5 6 8 I
• The survey was carried out on 301 female PLWHIV using a 20- stem questionnaire.
• The induston criterion, among others, was that the respondent must have been enrolled in the program for a minimum of 

6 months prior to conception.

RESULTS

Age Group of Respondents (%)
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Awareness of Viral load at 
conception (%)

PROMOTING UNIVERSAL ACCESS TO MATERNAL AND NEWBORN HEALTH (SOGON 2011)

Partner HIV Status (%)

Never tested 

Notknown 

Positive 

Indeterminate 

Negative

0 10 20 30 40 50

• The mean age was 30.32 ( ±3.2)years.
• Majority ( 67.4%) of the pregnancies were planned.
• Most of the women were not aware of their viral load before conception (68.8%).
• Having more children was the reason for getting pregnant (61.4%)
• Majority had more than 3 children before getting pregnant again. •

• The number of living children had no significant effect on desire to get pregnant again.
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Partner's Awareness of Respondent's 
Status (%)

■ Not Aware

■ Aware

Counselled on Contraceptive methods
(% )

No Yes

• Unprotected sexual intercourse (94.4%) was the mode of getting pregnant while.
• Majority (48.2%) of the partners were HIV negative and 231 (76.7%) of the respondents had disclosed their HIV Status to 

their partners before getting pregnant.
• Two hundred and eight (69.1%) respondents had no counseling on contraception methods but 182 (60.5%) had been 

using contraception since HIV diagnosis.
• 153 (50.8%) of the respondents used condom as a form of contraception.
• The use of HAART was positively correlated to desire to get pregnant (p=0.004).

■CQM.OUS1QNS
• The study showed that being HIV positive has no negative effect on PLWHIV fertility desires.
• However, there is need to strengthen safer sex practice counseling.
• It is also important to make provisions for risk reduction fertility procedures to ensure a good balance of achieving desired 

reproductive right and preventing heterosexual and vertical HIV transmission.
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• Hysteroscopy is considered the gold Standard in 
assessing the uterine cavity for pathology

• Uterine factors are among causes of infertility and 
may constitute up to 5% of causes.l

• A Nigerian study found uterine factor in up to 30% 
of infertile women studied.2

Hysteroftcope

PL-05
COMPARING HYSTEROSCOPIC FINDINGS BETWEEN INFERTILE NIGERIAN AND INDIAN 
WOMEN.
Ajayi V D l , Ajayi A b 1, Kolade C.o 1 Ramesh B2
1. Nordica Fertility and Endoscopy Centre, Lagos and Asaba, Nigeria.
2. Dr Ramesh Gynae Endoscopy and Infertility Centre. Bangalore, India
QBJKUYE
• To compare hysteroscopic findings between infertile Nigerian and Indian women, determine if there are any differences 

and attempt to explain why.

METHODS AND MATERIALS

Results

Fig la : Pie Cliart Sliowing Type 
o f Infertilitv Among 
NIGERIAN Woineii.

Fig lb : Pie C hart Sliowing Type 
o f In fertility  Among INDIAN 

W o men.
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C hart Show ing  H usteroscopic Find inas A m ong  
SIG E R IA X  W om en.
Otliers 

Cervical Stenosis 
Complete septum 

Submucous fibroids 
Endoinetrial polyps 

Intrauterine adhesions 
Normal

Fig 2b: B a r  Chart Show ina H usteroscopic  
F indings A m ong IN D IA X  W om en.

O th e r s 1  3

.

P a r t ia l  s e p t u m
1  4

C o m p le t e  s e p t u m 2

S u b m u c o u s  f ib r o id s 2

E n d o m e t r ia l  p o lyp s ■  9

In t r a u t e r in e  a d h e s io n s 1  4

N o r m a l

• A retrospective study.
• Conducted at Nordica Fertility and Endoscopy Centre, Asaba, Nigeria and Dr Ramesh Gynae Endoscopy and Infertility 

Centre, Bangalore, India.
• The bio-data and findings at hysteroscopy of fifty consecutive infertile Nigerian women who had hysteroscopy between 

January and December 2010 at Nordica Fertility Centre Asaba, Nigeria and 111 consecutive infertile Indian women who 
also had hysteroscopy between March and August 2010 at Dr Ramesh Infertility and Endoscopy Centre, Bangalore, India 
were reviewed and compared.
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R ESU LT S  :

Table 1: Summary of Key Findings.

FINDING N IG ERIAN  W OM EN IN D IAN  W OM EN

Total number 50 111

Mean age (years) 39.1 (29-56) 30.7 (19-45)

Commonest type of infertility Secondary (86%) Primary (73%)

Abnormal hysteroscopy 76% 26.1%

Abnormalities seen 30% (Commonest) 3.6%

Intraut. Adhesions 18% 8.1% (Commonest)

Polyps 16% 1.8%

Submuc Fibroids 2% 1.8%

Complete septum

• Analysis was done using SPSS Version 17.0

DISCUSSION
• Nigerian women were older (39.1 vs 30.7 yrs): Indian women present earlier, better awareness?, Nigerians first seek 

alternative means. Non-availability/non-utilization of hysteroscopy in Nigeria/not widespread.

DISCUSSION
• Nigerian women were more likely to have secondary infertility, Indian women primary infertility
• Sule 2 et al found secondary infertility to be 77.5% and primary infertility 22.5% prevalent in their study, (cf 86% and 14% 

respectively)
• Socio-cultural issues, strict social restrictions on extramarital relationships among Indians
• Unsafe abortion (Nigeria)
• Puerperal complications (Nigeria)
■ Uterine cavity pathology were more likely in Nigerian women (76% vs 26.1%) :Smaller group studied?, True reflection of 

susceptibility?

D is c t is s m
• Intrauterine adhesions commonest among Nigerians, accounted for 30% of pathology identified. (3.6% among Indians)

• Complications following poorly supervised deliveries/puerperal complications(note 20 infertility higher among 
Nigerians)

• Abortion laws restrictive in Nigeria, liberal laws in India since 19713
• Higher incidence of unsafe abortion in Nigeria4
• Alternative treatment, harmful socio-cultural beliefs and practices eg insertion of concoctions/foreign bodies.
• Fibroids commoner, more myomectomies and complications? A sister study showed that 60% of the Nigerian women 

who had intrauterine adhesions had a prior myomectomy.
• Fibroids commoner among Nigerians: Black race, Late age at presentation
• Complete septum similar incidence: Either group not more susceptible

Fig 2:Notmal uterine cavity (Sourcc:Radiology info.Qfg) Fig 3: Intrauterine adhesions (Source: Google images)
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fig 4: Submucous fibroid Fig 5: Uterine Septum(Source:Radiology info.org)

CONCLUSION
• There are signifcant differences in hysteroscopic findings belween infertile Nigerian and Indian women.
• These maybe explained by peculiar socio-cultural and reproductive experiences each group of infertile women are 

exposed to.
• This may also account for differing prevalence in type of infertility in each group.
• Taking measures such as enlightening our women on need for early presentation, avoidance of harmful socio-cultural 

beliefs and practices and availing themselves of expert care in gynaecological issues, liberalizing abortion laws etc may 
mitigate acquired uterine factors and thus help in the prevention, treatment and prognosis of infertility in Nigeria.

REFERENCES
• Millie A B, Phyllis L  Management of Uterine Fibroids. Healthnews.org 2011
• Sule J O, Engbali P, Eruom L  Prevalence of Infertility in Women in a Southwestern Nigerian Community. African Journal of 

Biomedical Research Vol 11(2008): 225-227
• Siddhivinayak S H. Abortion Law, Policy and Services in India: A Critical Review. Reproductive Health matters 2004; 12(24 

Supplement):114-121.
• Boniface A Oye-Adeniran, Carolyn M Long, Isaac F Adewole
• Advocacy for Reform of the Abortion Law in Nigeria. Reproductive Health Matters 2004;12(24 Suppl#ment):209-217 .

PL-06
CHILDBEARING DESIRES AND INTENTIONS OF NIGERIANS LIVING WITH HIV 
INFECTION
Dr. Oladele/Ezechi

BAO^RQUND
• With increased access to ARV drugs and improved health Status, PLWHIV's concern have shifted from quest for survival to 

quest for other life desires induding childbearing.
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• Unprotected sexual activity required for conception carries a risk of HIV transmission to uninfected sexual partners, 
transmission of drug resistant virus and vertical transmission of the virus to the unborn child.

• Counseling PLHIVs on secondary HIV prevention has remained a major challenge because of the high premium placed 
on childbearing in our environment.

• There is therefore an urgent need to redesign the present counseling strategy so as to take into consideration 
childbearing behaviour and determinants among PLHIVs.

Q BJ_ECT!yE OF THE STUDY
• To determine the child bearing desires, intentions and the associated factors among Nigerians living with HIV Infection 

seen at the HIV treatment centre, Nigerian Institute of Medical Research, Yaba, Lagos.

M ü K IS A M .E T H Q P S
Study Design

SUBJECTS & METHODS 
Programme data base

-----------------------------------------------------------------

.10«-«

▲  -M—
» K

M m

------
W

-Q- CO»m~ mm-  -r
JSO ■ >•» M 

_ _ _

1'-----

• Crossectional survey of HIV positive persons receiving care at a large HIV treatment centre. Medical records were also 
reviewed to obtain some biologic data

STUPY SETTINfr
• HIV treatment Centre, NIMR, Yaba Lagos.

E u m u n ;
• Only patients aged 18- 49 years competent to sign informed consent seen at the clinic between Jan. 2008- Dec. 2010. 

SIUQY. SAMPLE
• All consenting patients meeting the eligibility criteria seen during the study period 

PATA COLLECTION;
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• Data collection was with a seif administered questionnaire after pilot testing to ensure comprehension. Unlettered were 
assisted by trained counselor.

SIUQE£RIMARY QUTCOME
• Was determined by the answer to the question "Are you planning to have children in the future ?  (Yes/No) 

S IA IIS T JC A L A N A L Y S IS

• Childbearing intention rate was calculated for all respondents and then segregated by sex. In addition we measured the 
presence and strengthens of the association between some variables and childbearing intention using both univariate and

Sociodemographic characteristics of the respondents

Xteristics All Respond. Desires Children No Child desire Chi square P value

N= 5473 (%) N=3453(%) N= 2020(%)

Age (years) 504(9.2) 385(76.4) 119(23.6) 380.14 <0.001

• 18-20 1899(34.7) 1434(75.5) 465(24.5)

• 20 -29 2441(44.6) 1404(57.5) 1037(42.5)

• 30-39 635(11.6) 236(37.2) 399(62.8)

• 40-49

Sex 2004(36.6) 1192(59.5) 812(40.5) 8.07 0.005

• Male 3469(63.4) 2199(64.9) 1270(35.1)

• Female

Tribe 1669(30.5) 1087(65.1) 582(34.9) 2.68 0.61

• Yoruba 1270(23.2) 815(64.2) 455(35.8)

• Igbo 586(10.7) 367(62.7) 219(37.3)

• Hausa/Fula 1133(20.7) 707(62.3) 426(37.7)

ni

• S. Minority

• N.

Minority

815(14.9) 518(63.6) 297(36.4)

Xteristics All Respond. 
N=5473(%)

Desires Child. 
N=3453(%)

No Child desired 
N=2020(%)

Chi square P value

Educat. Status
• Less than 2 °
• At least 2°

2118(38.7)
33549(61.3)

1386(65.4)
2067(60.9)

733(34.6)
1287(39.1)

7.81 0.01

Religion
• ATR
• Christianity
• Islam
• Others

274(0.5)
3450(59.4)
1669(30.9)
504(9.2)

154(59.5)
2199(64.9)
1058(63.4)
302(59.9)

120(40.5)
1270(35.1)
611(36.6)
202(40.1)

7.65 0.06

Marital Status
• Married
• Not married

3076(56.2)
2397(43.8)

1087(65.1)
815(64.2)

582(34.9)
455(35.8)

0.25 0.62

Employ. Status
•  Not working
•  Working

1937(35.4)
3536(64.6) 1238(63.9)

2215(62.6)

699(36.1)
1322(37.4)

0.84 0.36
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Clinical and biologic charaderistics o( the respondents

Xteristics All Respond. 

N= 5473 (%)

Desired Child. 

N=3453(%)

No Child desired 

N= 2020(%)

Chi square P value

Time on care(Yrs.)

• Less than 1

• 1-5

• >5

782(14.3)

3128(57.2)

1563(28.6)

479(61.3)

2005(64.1)

969(62.0)

303(38.7)

1123(35.9)

594(38.0)

3.30 0.19

ARV use

• Yes

• No

3607(65.9)

1866(34.1)

2651(73.5)

802(67.9)

956(26.5)

1064(32.1)

490.5 <0.001

CD4 level

• <  350

• >350

3076(56.2)

2397(43.8)

1907(62.0) 

1546(64. 5)

1169(38.8)

851(35.5)

3.51 0.06

Presence o f Ols

•  Yes

•  No

1609(29.4)

3864(70.6)

907(61.2)

2546(65.9)

702(38.8)

1318(34.1)

43.8 <0.001

Crude and adjusted analyscs of variables associated with childbearing Intentions in the study

V a r ia b le s D e sire d  C h ild . 

N = 3453(% )

No C h ild  d e s ire d  

N= 2020(% )

C O R  (95% C I) AOR (95%CI)

Age(yrs.)
• <30
• 30-39
• 40-49

1819(75.7)
1404(57.50
236(37.2)

584(24.3)
1037(42.5)
399(62.8)

2.30(2.03-2.61]
1.00
044(0.36-0.53]

2.1(1.6-2.5] 
1.00
0.56(0.41-0.84]

Sex
• Male
• Female

1254(62.6)
2199(63.7)

750(37.4)
1270(36.3)

1.00
1.85(1.26-8.43]

1.00
1.9(1.32-3.67]

Edu. Status 
• <2°
• >  2

1386(65.4)
2067(60.9)

733(34.6)
1287(39.1)

1.00
1.18(1.05-1.32]

1.00
0.54(0.32-7.00]

ARV Use
• Yes
• No

2651(73.5)
802(67.9)

956(26.5)
1064(32.1)

3.68(3.26-4.15]
1.00

3.2(2.6-5.91
1.00
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Variables independently assooated with childbearmg desires and intention

Variables Adjusted odd Ratio 95% confidence

interval

Respondent age less than 30 Years 2.1

Having less than 3 living children 3.9 3 .2 -5 .9

Respondents subjective good health rating 1.5 1 .4-2 .5

Use of ARV drugs 3.2 2 .6-5 .91

Female patients 1.9 1.32-3.67

multiple logistic regression models. All Statistical test were 2 sided and were considered significant at alpha 0.01. Analysis 
was with SPSS for W in d o w s  Version 14.0

BESUUS
• 5769 questionnaires were administered
• 5473 (94.9%) questionnaire found suitable for analysis
• Distribution of reason for unsuitability
• Not returned : 109(1.9%)
• Incomplete information : 128(2.2%)
• Age outside the ränge (18-49 years) : 59(1.0%)

PESIRE FOR CHILDREN AM.Q.NQJHE RESPQN.DENIS
• Of the 5473 respondents, 3453 (63.1%) desire to have children now or in the near future: Desire rate among the male: 

59.5%, Desire rate among the female: 64.9%
• Number of desire children by respondents: At least 3 children : 71.3%, Two children : 17.7%,

One child :  11.0%

PISCUSS1QN
• The desire for conception rate in our study of 63.1% is similar to a southwestern Nigerian study (Oladapo et al 2004) but 

at variance with other studies in South Africa, USA, Canada and France that reported rates of 27-33% (Chen et al
2001,Myer et al 2007,0gilvie et al 2007). This could be due to peculiar socio-cultural demand in Nigeria.

• The predictors of childbearing intentions in our study of young age, low parity and perceived good health agree with 
previous work in Southern Africa and a USA cohort (Chen et al 2001, Myer et al 2007).

• However contrary to previous published work, our study did not demonstrate the association between education, Non­
disclosure of HIV Status and shorter time of HIV diagnosis and the desire for future child bearing . (Oladapo et al 
2004,0yediran et al 2006)

CONCLUSJON.
• Our findings shows that most PLHIV desires children and that important associations exists between childbearing 

intentions and some sociodemographic, clinical and biologic characteristics of the respondents.
• The childbearing desires and intention profile of HlV-positive persons in this study demands the integration of 

reproductive health Services into all existing HIV Services to Support the rights of PLHIVs to safely achieve their 
childbearing goals, while minimizing risks of transmission.
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PRE CONFERENCE WORKSHOP

PL-07
FETAL MEDICINE W O RKSH O P O N  NUCHAL TRANSLUCENCY SCAN
Femi Oloyede
Associate Professor/Consultant, Fetal Medicine and Genetics
Department of Obstetrics and Gynaecology, Lagos State University Teaching Hospital Ikeja

NUCHAL TRANSLUCENCY FLUID
Subcutaneous accumulation behind the neck of the fetüs, visualized in the 3"* month of intrauterine life. It is the intrauterine 
image of Down description of the appearance of the skin of some babies affected by severe MR in the condition that was io be 
later named after him -  Down syndrome
1838-46: Esquirol and Seguine described the phenotypic differences among MR humans
1866: John Langdon Down, a Physician at the London Hospital proposed the 4 ethnic classifications of the phenotypes in MR 
"The hair is not black, as in real Mongol, bui of a brownish color, straight and scanty. The face is flat and broad and destitute 
of prominence. The cheeks are roundish and extended laterally. The eyes are obliquely placed and the internal canthi more 
than normally distant from one another. The palpebral fissure is narrow. The forehead is wrinkled transversely from the 
constant assistance, which the levaior palpebrum derive from the occipi-frontallis muscle in opening of the eyes. The lips are 
large and thick with transverse fissures. The tongue is long, thick and is much roughened. The nose is small. The skin has a 
slight dirty yellowish tinge, and is deficient in elasticity, giving it the appearance of being too large for the body'L. Down. 
(1866) ‘‘Observation on an ethnic Classification of idiots“ - Mongolian idiot’
Above found among trisomy 21 babies
1876: Fraser and Mitchell suggested that the condition that the condition could be congenital 
1909: Shuttleworth examined 350 children with similar features and wrote:

'It would seem fair interference...thot more than half of the Mongolian imbeciles in institutions are 
last born children,  mostly oflong families,  and that in a considerable proportion from one -half to 
one -third the mothers were at the time of gestation approaching the dimacteric period, and that 
in consequence the reproductive powers were at a low ebb"

RAl$EPTWO!SSUES
1. Advanced Maternal Age 2. Birth Order/High Parity

1930
Penrose study brought MA to prominence

•  Maternal Age (MA): The First Screening method for DS. Introduced as Screening tool in the early 70 s

Figure 1: Relationship between MAand Risk of Chromosomal abnormality (Adaptcd from Nicolaides etai)

(MPUCATIQN
Amniocentesis was performed on all pregnancies considered at risk based on MA 
Contending Factors: Risk of procedure related abortion and Financial cost
Cut off MA was 40 years at inception because of the significant high risk of abortion. Reduced to 35 years as amniocentesis 
became safer 5% of the pregnant population are above this MA. Increased again to 38 years because of following:

1. Late marriages and conception, 2. Wider utilization of ART in relatively older women 
Amniocentesis detect about 30% of DS for 5% ITR, 70% left undetected. Challenge is to get methods with higher DR at

22

UNIV
ERSITY

 O
F I

BADAN LI
BRARY



PROMOTING UNIVERSAL ACCESS TO MATERNAL AND NEWBORN HEALTH (SOGON 2011)

same ITR
In 1980s: Additional markers introduced in the 2* trimester
Based on variations of MS hormones with GA (Reduced levels of MSAFP with DS foetuses. Increased levels of MS hCG and 
Reduced level of unconjugated estriol (uE3))
Biochemical markers are affected by many factors (twin, DM, weight. race etc) & have wide overlap between normal and
abnormal foetuses: Triple Test yields a DR of 60-70% and hCG has the highest single DR for DS
Wide spread of normal value with overlap in the
distribution between affected and unaffected pregnancies
1990s

• HCG replaced with free beta subunit of hCG, Inhibin A added to become quadruple test for higher DR. Emphasis 
shifted to 1" trimester screening, The introduction of Chorionic Villous Sampling, The development of better 
ultrasound technique, Pregnancy associated plasma protein (PAPP-A) reduced by about 50% in DS pregnancies, 
The concept of Nuchal fluid was introduced

ADVANTAGES/ BONUS EFFECTS OF NT SCAN
1. First trimester procedure
2. The detection rate is about 75% (higher than MSB)

AFP 34

AFP ‘  hCG (Double screen) 5 0 - 6 0

AFP ♦ hCG * uE3 (Triple screen) 6 0 - 7 0

AFP ♦ hCG + uE3 *  Inhibin A  (Quad screen) 80

3. Not affected significantly by race, ethnicity, diabetes or parity 
The commonest Chromosomal abnormality in live born. World wide (Approximately 1 per 1000 live births, Range 0.83-1.43

per 1000 live births); Nigeria (Reported 1/865 (Adeyokunnu,1985) and 1" reported case (Tompkins,1964)).
Early screening and diagnosis of Major structural anomalies especially cardiac and genetic Syndromes. Predictor of adverse 

pregnancy outcome in MCT pregnancies e.g TTTS and in apparently normal pregnancies e.g fetal death. Opportunity for Early 

pregnancy screening for impaired placentation (doppler studies)

Method o f Screening DR (%)

Maternal Age (MA) 30

MA and Maternal Serum Biochemistry (MSB) at 15-18weeks 50-70

M A and Fetal Nuchal Translucency (NT) a t 11-13+6 weeks 70-80

MA and fetal NT and Maternal Serum free B-hCG and PAPP-A at ll-13+6weeks 85-90

MA and fetal NT and Nasal Bone (NB) at ll-13+6weeks 90

MA and fetal NT and NB and Maternal serum free B-hCG and PAPP-A at ll-13+6weeks 95

Adapted from The 11-13*6 weeks scan (Ed. Nicolaides K.H)
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iPALA^NQBMM!I!EiASS.Q.C!ATED WITH IN.CR.EA.SgP .NT
1. Cardiac defects: a. High association in both ehr normal and abnormal fetuses, b.DR of 37.5% for a FPR of 4.9%
2. Diaphragmatic Hernia 3. Pulmonary hypoplasia, 4. Exomphalos, 5. Inc NT in 80% of ehr Abn and 40% of ehr 

N fetuses 6. Megacystitis: a) Longitudinal bladder length >7mm

SENiJLC.SYNPRQ.MES
• Nephritic syndrome, Noonan syndrome. Robert syndrome, Zellweger syndrome, Beckwith-Wiedemann syndrome,

NT and Fetal Outcome

N T  (mm) Chromo Stmct d e« Death Alivc/Well

2.1 -  2.9 (<95*)
0.2 1.6 1.3 97

3.0-3.4

w »  
(95 -  99 )

3.7 2.5 1.3 93

3.5 - 4.4 21.1 10.0 2.7 70

4.5 -  5.4 33.3 185 3.4 50

5.5 -  64 505 242 10.1 30

>65 645 46.2 19.0 15

Achondroplasia
F.ETAL-QE AJH

• Prevalence of FD inc exponentially with NT inc from 1.3% at 95m -  99"' centile to 20% at 6.5 mm
• Majority die by 20 weeks with slow progression from inc NT to fetal hydrops

DE m OPMENTALDELAY
• Prevalence of 2-4% reported for delayed milestone

TERMINQLQGJES
SCREEN POSITIVE/INVASIVE TESTING RATE
Refers to women that will have invasive testing after a positive screening test. The lower the rate, the more effective the 

screening test (1% is better than 5% screen positive rate). 5% is the universal rate for most screening test 
PETECTIQ N RATEjDR)
The proportion of women confirmed to have an abnormality after an invasive testing. The higher the (DR), the better the

screening test
FALSE POSITIVE RATE (FPR)
Number of women that had invasive testing after positive screening, but had a negative invasive diagnosis (result) 
SENSITIVITY
How reliably is the test positive when disease is present 
SPECIFICITY
How reliably is the test negative in normal health (disease absent)

NUCHAL TR.A.N SUKEN.CY1NI)
BASIS
The Down description of the appearance of the skin of affected babies about Century earlier (too large for the body) 

P EFINITION
The NT is the sonographic appearance of subcutaneous accumulation of fluid behind the fetal neck in the first trimester of

pregnancy
PATHOPHYSIOLOGY
Increased NT is found in multiple conditions suggesting multiple mechanism

• Cardiac dysfunction, Majority of chromosomally abnormal fetuses terminated at 11-12 weeks due to increased 
NT demonstrated abnormalities of the heart and great vessels, Common defects are AVSD. Valvular defects.
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narrowing of the isthmus and dilatation of ascending aorta 
Resolution of N/fluid follows reduced vascular resistance and widening of the aortic isthmus.

MQ.US-C.ONGESTION IN THE HEAP_ANP_NEC.K
From mediastinal/intrathoracic compression & impedance to venous return. e.glntrathoracic herniation of abdominal viscera 
(DH), Narrow thoracic cage in skeletal dysplasia

FETAL HYPOPROTEINEMIA
•  Implicated in both immune and non immune hydrops
• Reduced MS AFP is suggestive of fetal hypoproteinemia
• Fetal proteinuria in congenital nephritic syndrome lead to fetal hypoproteinemia and fetal hydrops 

ALTXRATION.O F.EXTRACELLULAR. MATRIX
•  The extracellular matrix consist of ground substance (mucoproteins/polysaccharides and Collagen fibres (from 

fibroblasts)
•  Most of the component proteins of the ECM are encoded on Chromosomes 21,18 or 13
•  Immunohistobiochemical studies have demonstrated alteration in ECM that is gene dosage dependent 

T21 has abundant Collagen VI, T13, Collagen IV and T18, laminin

FAILURE QF LYMPHATIC DRAINAGE
Main lymphatic develops from and lose its connection to the venous System except the juguloaxillary sacs that drains lymph 
to the venous System *

POSSIPIE MECHAN1SM.1NCLUPE;
•  Developmental delay in the connection to the venous System
• Primary abnormal dilatation of the lymphatic System
• Abnormal proliferation of the lymphatic channels, interfering with normal flow between lymphatic and venous 

System

EXAMPLE IS IN TURNE.R.SYN.DRQME
• Fetal infection

•  In 10% of unexplained 2nd or 3rd trimester fetal hydrops, there is evidence of recent maternal infection 
(fetus also affected)

•  Increase NT does not suggest higher prevalence of TORCH above the general population
•  Increased NT in infected mothers does not suggest fetal infection
•  Parvo V  819 causes increased NT

NUCHAL TRANSIUCEMCV SCAN
TECHNIQUE AND GUIDELINES FOR MEASUREMENT

Optimum GA for NT Measurement, • 11- 13'4 weeks (CRL 45mm - 84mm)

REASQNS F.QR MINIMUM GA-Qf 11WEEKS
1. Follow up invasive test (CVS), for screen positive fetuses not advised before 11 weeks due to the possible higher

risks o f: Oro Mandibular Facial Deformity (OMFD), Transverse Limb Deformity, Higher background risk of abortion
2. Most fetal structures only become well developed and appreciated after 11 weeks gestation : 10 Wks- 4 chamber
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view of the heart and main arteries, 11 Wks- Gut rotation completed at 11 weeks to exclude exomphalos. 11 

Wks- Acrania and anencephaly, 11 Wks- Fetal bladder visualized in about 80% and 100% by 12 weeks

R&ASQN.S.F.OR THE UPPER UMlT.Q F.ir W EEKS
• First trimester termination of affected fetuses, safer than in second trimester
• Incidence of abnormal accumulation of nuchal fluid in chromosomally abnormal fetuses decreases after 11-14 weeks
•  After 14 weeks, the fetus becomes more vertical in position most times, and getting appropriate images and

measurements becomes more difficult

BASIC REQgiR.EMENIS.FQR.GQQPJ^LIMA£ING
• Standard protocol and technique, Appropriate training, High motivation

STANDARD PRQIQCQ1AE1P. TECHNIQUE
• Truly sagittal view, Head in neutral position, Adequacy of Magnification, Amnion is separate from the nuchal 

membrane, Calipers are positioned appropriately ( in- to -in  rule), Accurate CRL measurement depends on: True 

sagittal image, Head in neutral position., CRL is crucial to pregnancy dating which is the basis for relying on the NT 

measurement and risk calculation

APEQUATE MAGNJFLCAJJQN
The film is occupied by at least three-quarters of the fetal image (head, neck and upper ehest)
Separate and distinguish the amnion from the nuchal membrane 

(Both appear as thin membranes)
How?

1. Wait for spontaneous fetal movement away from the amniotic membrane
2. Bounce the fetus off the amnion: a. Belly dance, b. Maternal thrust motion/movement
•  Umbilical cord round the neck (5-10%), produces a falsely increased NT (+0.8 mm)
•  Take the measurements above and below the cord and use the average measurement
•  Color doppler becomes useful
• Identify the area of maximum thickness of the subcutaneous translucency
• Place the calipers at that point (In- to -In rule)
• Record >lmeasurement and use the maximum

CAMPER PLACEMENT
• Identify the area of maximum thickness of the subcutaneous translucency
• Place the calipers at that point (In- to -In rule)
• Record > lmeasurement and use the maximum

QüALjmS_QLUiS_MAC±(lM
• High resolution, Video eine loop, Measures to the nearest 0.1mm, Color doppler (optional but advantageous)
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Flexed head decreases NT by about 0.4mm

Head in neutral position Head in neutral Position

DIO*™

’ <r I  Im..,

Exlended head Hyperextended fetal neck increased NT by 0.6mm

Head in Neutral position
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M T » .

Amnion/NT Membrane/ Fle*ed head

Umbilical cord round neck/ poor magmlication
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IN-TO-OUT

PL-08
OFFICE HYSTEROSCOPY
Prof. A. O. Arowojolu (FRCOG)

IN T R O P U C I I O N

The obstetrician and gynaecologist often has to assess the uterine cavity for a reason or the other.
Methods of assessing the uterine cavity include

• hysterosalpingogram (i.e. HSG).( saline infusion sonogram (i.e. SIS or sonohysterogram), hysteroscopy. 

INTRODUCTION HSG
HSG is a procedure done in the hospital radiology department while the patient is on a fluoroscopy table (sometimes without 

fluoroscopy).
THERE IS NO ANESTHESIA.
The X-Ray will show dye passing into the fallopian tubes and confirm free Spill of dye into the peritoneum or blocked tubes. 
Defects may be seen in the uterine cavity such as polyps or myomas.
Defects in the cervical canal will not be seen because the cannula / catheter tip is usually above this level.
About 15% of these procedures will give false-negative results.

INJRQP.UQIOIÜ1S
• The Saline Infusion Sonogram allows us to assess the uterine cavity as well as the wall of the Uterus at the same time.
•  It does not allow Observation of the fallopian tubes like the HSG.
• Saline may be seen to flow into the pelvis with the SIS. but one does not know which tube is open.

IMIBQPUCTIQN, SOLD STANDARD 
SIS may show lesions in the Uterus.
Neither procedure allows for treatment at the same time as diagnosis like hysteroscopy.
Since hysteroscopy allows direct visualization by the physician and treatment, it is clearly the 'Gold Standard' of uterine 
assessment

INTRQDugiQNi.ljYSIEBQSCQgfc
Hysteroscopy is an endoscopic inspection of the uterine cavity using a thin telescope that is inserted through the cervix into 
the uterus.
The instrument used for the procedure is called a HYSTEROSCOPE.
Modern hysteroscopes are very thin and will fit through the cervix with minimal or no dilation.

HISTQRICAL PERSPECTIVES
The first uterine endoscopy was reported in 1869 by Pantaleoni.
However, at that time, instrumentation was elementary, and expansion of the uterine cavity was insufficient.
Rubin first used CO, to distend the uterus in 1925.
Around the same time. Gauss experimented with the use of fluids to achieve uterine expansion.
Hysteroscopy became populär by the 1970s, when technology afforded more practical and usable Instruments than before. 
developeThe use of liquid distention media became routine by the 1980s.
Many operative hysteroscopic procedures, including endometrial ablation, wered subsequently.
By the mid-1980s. hysteroscopic procedures had nearly replaced dilation and curettage (D&C) for diagnosing intrauterine 
pathology.
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Later the resectoscope was modified for resection of intrauterine pathology with monopolar cautery 
Resectoscopes were initially used by Urologists for transurethral resection of the prostate gland.

REa NIADVANCES
Refinements in optical and fiber optical technology, and inventions of new surgical accessories have greatly improved visual 
resolution and therefore, surgical procedures in hysteroscopy.
While the insertion portion of the hysteroscope itself is very thin, the advanced optic design allows a full color view of the inside of 
the Uterus and the openings to the Fallopian tubes.
In the past hysteroscopy is performed under general anaesihesia or spinal analgesia due to the pain associated with cervical 
dilatation and insertion of large bore hysteroscopes.
Recent advances include the use of 3mm hysteroscopes and flexible ones which allow easy access into the uterine cavity without 
cervical dilatation or the use of tenaculum, without anaethesia in an office procedure.

EQ.U.IPMENT_FQR HYSTEROSCOPY 
Hysteroscopes- Rigid or Flexible.

•  carry optical and light Channels or fibers, Covered by a sheath that provides an inflow and outflow channel for 

insufflation of the uterine cavity.
May contain an operative channel may be present to introduce scissors, graspers or biopsy instruments

HYSTER0SCOPES;TYPES
•  A flexible hysteroscope
•  A contact hysteroscope is a hysteroscope that does not use distention media.
•  A hysteroscopic resectoscope allows entry of an electric loop to shave off tissue such as a fibroid.
•  Microcolpohysteroscopes have additional use for colposcopy.

CQ.MPQNENI.S OF RIGID HYSTERQSCQPES;
The telescope consists of 3 parts: the eyepiece, the barrel, and the objective lens.
The focal length and angle of the distal tip of the instrument are important for visualization.
Angle options include 0°. 12°. 15°. 25°, 30#. and 70*.

RIGID HYSTEROSCOPES
A 0° hysteroscope provides a panoramic view.
An angled one might improve the view of the ostia in an abnormally shaped cavity.
3-5 mm in diameter scope offers the sharpest and dearest view.

FLEXIBLE .HYSIEROSCOPES,
• The flexible hysteroscope is most commonly used for office hysteroscopy.
• It is useful for diagnostic and operative procedures.
• It has a tip that deflects over a ränge of 120-160.
• Its most appropriate use is to accommodate the irregularly shaped Uterus and to navigate around intrauterine 

lesions.

L!-GHJ_$O UR_C£
Internal or external light source for illumination at the distal tip.

• Energy sources include: tungsten, metal halide, xenon.
• A xenon light source with a liquid cable is considered the Superior Option.

MEDIA
• Media open the potential space of the otherwise narrow uterine cavity.
• The media in use are gas or fluids
• The refractive index of each medium affects magnification and visualization of the endomstrium.

MEDIA; GASSES
• Carbon dioxide (CO,) is the most widely used gas medium.
• It is rapidly absorbed and easily deared from the body by respiration.
• The refractory index of CO, is 1.0, which allows for excellent clarity and widens the field of view at low magnification.
•  The gas easily flows through narrow channels in small-diameter scopes, making it useful for office-based diagnostic 

hysteroscopy.
•  CO, offers no way to clear blood from the scope.

CABONPIQXIP5 GAS
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•  A hysteroscopic insufflator is required to regulate flow and limit maximal intrauterine pressure.
•  A flow rate to 40-60 mL/min at a maximum pressure of 100 mm Hg is generally accepted as safe.
•  Pressures and rates higher than this can result in cardiac arrhythmias, embolism, and arrest.

ELLUJ2.S
•  Fluids produce Symmetrie distention of the Uterus.
•  Fluids have effective ability to flush blood, mucus, bubbles. and small tissue fragments out of the visual field.
•  A pressure of 75 mm Hg (max. 100 mm Hg) is usually adequate for uterine distention.
•  Higher pressures increase the risk of intravasation of medium. * •

• Normal Saline (0.9% sodium Chloride solution) and Ringer lactate solulion.
• Isotonic, conductive, low-viscosity fluids
• Can be used for diagnostic hysteroscopy and for limited operative procedures.
• Surgical procedures using mechanical, laser, monopolar and bipolar energy are safe.

N/SALINE & RINGER S SOLN;
Disadvantages -

• Miscibility with blood - obscures visibility with bleeding, leading to the need for increased volumes to clear the 
operative field.

• Excellent conductivity - precludes procedures that use Standard monopolar electrosurgery.

5-%.MANMr.QLJ%.S.Q gg!I0.LA .N p.l^ .G iYQ N E
• Can be used in diagnostic as well as operative hysteroscopy.
• 5% mannitol can be used only with monopolar operative procedures.
•  Improve visualization when bleeding occurs.
•  Impose a risk of volume overload and hyponatremia from intravascular absorption (particularly > 2 L).

PANQEF&
• Intravasation of 5% mannitol causes increased extracelluar fluid causing oedema.
• 3% sorbitol has an added risk of hyperglycemia when absorbed in excess.
• Use of 1.5% glycine with caution in patients with impaired hepatic function because glycine is metabolized to 

ammonia.

DLXTRANlOiHYSKON) .
70% Dextran.

• A non-electrolytic, nonconductive fluid that can be used in all types of procedures.
• It is immiscible with blood and allows for excellent visibility during surgical procedures.
• It minimally leaks through the cervix and tubes.

DANGERS
• Allergie reactions / Anaphylaxis, Fluid overload, Disseminated intravascular coagulopathy, Damage of instruments 

PlSTENPiNG.SYSTEMS
• Various delivery Systems are designed to suit the many distending media and to accurately record volumes of inflow 

and outflow.
• Preventing excess absorption of hypotonic fluids is essential for patient safety.
• The simplest delivery System is a syringe that most often is used with high-viscosity Dextran 70.

MEDIA PEUy ERY SYSTEMS
• Hanging, gravity-fed Containers to deliver low-viscosity fluids can be raised or copipressed with a cuff. e.g. infusion 

drips: unreliable in estimating intrauterine pressures.
• Pump are used monitor pressure and volume for low-viscosity media: Their design creates laminar flow, which keeps 

the visual field clear.

SURG.ICALJNSJRU M E NT$: TYPES.&JJSiS,
•  Scissors - To incise a septum, excise a polyp, or lyse synechiae.
•  Biopsy forceps - To perform directed biopsy for pathologic review.
•  Grasping instruments - To remove foreign bodies.
•  Roller ball, barrel, or ellipsoid - To perform endometrial ablation and/or desiccation (This instrument is used with a 

resectoscope.)
•  Loop electrode - To resect a fibroid or polyp or endometrium (This instrument is used with a resectoscope.)
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• Scalpel - To cut or coagulate tissue. with high power density at its tip (This instrument is used with a resectoscope.)
• Vaporizing electrodes -  To destroy endometrial polyps, fibroids. intrauterine adhesions, and septa; also used for 

endometrial ablation (This instrument is used with a resectoscope.)
• Morcellator -  To cut and remove endometrial polyps or fibroids.

RECENTAPVANCES.
• Chip E-Vac System (Richard Wolf Medical Instruments Corporation, Vernon Hill. III) - incorporates a suction channel and 

a pump to aid in removing Chips of tissue during resection.
• MyoSure (Interläce Medical, Inc, Framingham. Mass) -  a hysteroscopic morcellator that removes submucosal fibroids 

up to 3 cm in diameter, with a unit that only requires cervical dilation to 6 mm.

Instruments: Rigid Hysteroscopes (Karl Stortz)

EN1RGY_SQURCES. -  MQNQPQLARC-AUJm
•  Double-armed electrode and a trigger device for use in hypotonic, nonconductive media, such as glycine.
•  It cuts and coagulates tissue by means of contact desiccation with resistive heating.
•  The depth of thermal damage is based on several factors: endometrial thickness; Speed, pressure, and duration of 

contact during motion; and power setting.
•  A thin electrode can cut tissue, whereas one with a large surface area, such as a ball or barrel. is best suited for 

coagulation.
•  often used with a resectoscope

Rigid diagnostic hysteroscope with both inflow and out flow ports

ENERGY SQURCE^SIPQLAR CAUI1BY
The Versa Point System (Gynecare, Inc. Somerville, NJ), uses bipolar circuitry for electrosurgery, which can be performed in 
isotonic conductive media.
THISSYSTEM.INCLU.P1S:

• a spring tip for hemostatic vaporization of large areas, a ball tip for precise vaporization.a twizzle tip for
hemostatic resection and morcellation of tissue, There is also a cutting loop similar to traditional resectoscopy, 
Bipolar resectoscopes have been designed by both Karl Storz (Tuttlingen, Germany) and Richard Wolf Medical 
Instruments Corporation (Vernon Hill, III).
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ENERGY SOURCES, - LASER TECHNIQUE?,
•  Potassium-titanyl-phosphate (KTP), Argon, Nd:YAG lasers, They all have different wavelengths, though the KTP and 

argon lasers have similar properties.

ANAETHES1A
• Severe pain and palient anxiety are among the most common causes of surgical failure.
• A Cochrane review Supports the use of local anesthesia as effective pain control during and within 30 minutes of 

completing hysteroscopy (Ahmad et al 2010).
• The same review did not show significant pain reduction with the widely practiced use of NSAIDs or opioids during or 

aftertheprocedure.
• Conventional panoramic hysteroscopy requires some form of anesthesia, while the smaller caliber flexible 

hysteroscopes require little to no anesthesia.
• For hysteroscopes of larger diameter, injectable local anesthetics combined with preoperative vaginal misoprostol 

(Cytotec, Pfizer, New York, NY) is usually sufficient.

TflElCALANAESLHESJA
• Studies have shown mixed efficacy with the use of topical anaesthesia.
• Aerosolized preparations of lidocaine may decrease cervical pain from tenaculum placement but do not decrease 

uterine Sensation (Davies et al 1997)
• A study comparing the addition of lidocaine with the saline distension media showed ro difference in pain score 

compared with saline alone (Shankar et al, 2004)
• Transcervical instillation of 5 mL of 2% mepivacaine lowered pain scores and decreased the rate of vasovagal reactions 

for women undergoing diagnostic hysteroscopy followed by endometrial biopsy (Zupi et al 1994).
• Topical anesthetics typically do not provide long-lasting relief but may be sufficient for the non-anesthetized patient 

as in Office hysteroscopy.

O FFICE HYSTEROSCOPY,
• Hysteroscopy performed in the Office setting.
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• Safely and conveniently performed with local anesthesia (paracervical block) or even intravenous sedation (conscious 
sedation).

BJLMEEUS
• Thescheduling is much easier, thestress is much less, and thecost much less.

OFFICE HVSTEROSCQPES
• As Instruments become thinner, Office hysteroscopy is replacing operating-room procedures.
•  One of the most recent hysteroscopic procedures is female sterilization (Essure, Conceptus, Incorporated, Mountain 

View, Calif), which can be performed in the gynecologist’s Office.
•  The 5-mm Office Continuous Flow Operative Bettocchi Hysteroscope (Karl Storz, Tuttlingen, Germany) has 

encountered success in the Office setting.
•  This System indudes a 2.9-mm rod lens System with an outer diameler of 5-mm.
•  The instrument has a sheath for irrigation and another for suction as well as a 5 F (1.6-mm) operative canal.

QFFJCEH.VSI.ERQS.CQPy
OPERATIVE HYSTEROSCOPY.

•  A hysteroscopy is described as operative when it involves an additional procedure such as a biopsy or treatment.
• If a medical condition is diagnosed straight away, such as a polyp, it may be treated at the same time of the diagnostic 

hysteroscopy.

OPERATIVE O .FFI££ijYSIEBQSCQEY.
•  The pain during hysteroscopy is usually proportional to the outer diameter of the hysteroscope and amount of 

cervical dilation.
•  Because diagnostic hysteroscopy is generally a short procedure with minimal blood loss, CO;, NS, and LR are all 

appropriate distention media choices.

INDIGATIQNS FOR OFFICE DIAGNOSTIC .HYSTEROSCOPY
• Abnormal uterine bleeding, Heavy or irregulär periods, Pelvic pain, Unusual vaginal discharge, Repeated 

miscarriage, Infertility, It can be performed with or without a local anaesthesia.

INDLCATIQNS FQR OPERATIVE HYSTEROSCOPY
• Endometrial malignancy, Asherman's syndrome, Endometrial Polypectomy, Myomectomy, Congenital Uterine 

malformations e.g.septum, Evacuation of retained products of conception in selected cases, Removal of embedded 
lUDs, Endometrial ablation.

ABNORMAL UTERINE BLEED.ING,
•  Hysteroscopy has nearly replaced Standard D&C for the management of abnormal uterine bleeding.
•  It allows for direct visualization and diagnosis of intrauterine abnormalities and offers an opportunity for 

simultaneous treatment.
•  Evaluation of the uterine cavity with diagnostic hysteroscopy is up to 88% effective in identifying polyps and 

submucous fibroids.

HYSTERQSCQPYfOR.AUB
• Hysteroscopic diagnosis of intracavitary abnormalities in women with AUB carries a sensitivity of 94% and specificity of 

89%.
•  This compares favorably with the accuracy of saline infusion sonography, which has a reported 95% sensitivity and 88% 

specificity.

Fluid management System: dolphin ii.
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• Impedance in uterine arteries increased in those who subsequently develop Pre-eclampsia and FGR
• Pooled LR for complications: For the development of Pre-edampsia( 5.0 with abnormal Doppler. 0.5 for normal 

Doppler,; For the development of FGR: 2.0 for abnormal Doppler and 0.9 for normal Doppler

ABNORMAL UTERINE ARTERY DOPPLER
• At 24 weeks Gestation Unilateral/bilateral Early diastolic notch and RI >95' centile, 77% sensitivity for predicting 

pre-eclampsia
• At 24 weeks Gestation Bilateral notching: RI >95,h centile for both arteries, Sensitivity of 58% for predicting FGR 

<10" centile H a r r in g t o n  e t  a l .  U S O G  7 :1 8 2 - 1 8 8 1 9 9 6

SUMMARY
• Abnormal Doppler. 10-15% at 20 weeks, -5%  at 24 weeks, Identifies 50% of those who subsequently develop Pre- 

Edampsia and 30% of those who subsequently have FGR, Sensitivities for severe disease requiring early delivery; 
80% for PE; 60% for FGR

PRQBLEMS-W1TH. UTERINE.ARTERY DOPPLERS
• Low risk population -  of no proven benefit (Irion et al. BJOG 1998; 105:422-429j
• Problems with interpretation: Small notches, Indices -  resistance or pulsatility?, Reliability of method of acquisition 

(V a le n s i s e  U S O G  1 9 9 8  1 2 :8 1 - 8 3 )

PQ PRLER AS A MONITORING TOOL
• Umbilical Artery, Middle cerebral artery, Ductus venosus, Other fetal vessels; Ascending aorta, Descending aorta, 

Abdominal aorta, Renal artery, Umbilical vein

TH^M!DDLLCEREBRALABIERY_(MM
• Reflects central circulation, Resistance falls with gestation, Measurements made:ln the mid-sagittal section. At the

Khare M. Paul S. Konje ) C. Variation in Doppler indices along the length of the cord from the 

intraabdomial to the placental insertion. Acta Obstet Gynecol Scand. 2006;85(8):922-8

Level of the lesser wing of the sphenoid, From the origin from the Circle of Willis; More useful in assessing high 
risk pregnancies

M.GAD INTERPRETATION
• Ratios:S/D or PI or RI
• Plot on a chart (do not give dinicians figures without a chart)
• In compromised fetus: EDF increases, Blood vessels widen, Volume flow increases

MCAP_A.5.AJy1QNlTQRIN ĴQQL
• Mainly monitoring of fetal: Anaemia, Growth restriction (FGR)

MLDP_LLCEREBRa l ..ARTERYTNJG.R
Should not be used in isolation -  combine with UmA .
Indications for its use: FGR -  with abnormal liquor volume, FGR - with absent or reversed end diastolic flow velocities 

on umbilical artery Dopplers, FGR and other abnormal indices e.g BPP

DOPPLER QF MIPPLE CEREBRAL ARTERY
• Doppler indices fall with advancing gestation
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• As FGR progresses. values fall faster and reflect centralisation of circulation
• At a late Stage, there is reversal with an increase in end diastolic flow velocities -  terminal changes (Konje et a.

2001. BJOG)
DQPPiiBJ3f-THE V m O-Ui_CIRC.U.LATIQN

• Reflect ventricular function and to a lesser extent, cardiac afterload
•  Shunting through the DV increases in compromised fetuses
•  Increasing hypoxaemia results in hypoxaemic cardiomyopathy with ventricular dysfunction
•  As severity intensifies, direction of flow in the ductus venosus reverses during atrial contraction causing pulsatile 

umbilical venous flow
p j jm s v E N o s u m o w

• Modulated by: DV diameter, Portal venous resistance, Increased Hct, increased DV shunt.. Humoral factors:PGs, NO, 
Adrenergic Stimulus

PATHOLOGIC VEN.0 g.S_P0PPLER
• Late sign of CV decompensation. Reflects decreased ability to handle venous return, Increase in RAP causes a- 

wave, Accentuated A-wave may be:Transmitted to DV., Transmitted to UV.; Precedes FHR decels, IUFD., Present in 
79/211 (37%) of preterm IUGR, Highly predictive of pH<7.2 (LR=4.2)

Bower et al. USOG 1992;2:261-265;

J . H a r r in g to n  e t  a l  E JO G  R e p  B io  1 9 9 1 ;4 2 :1 4 -2 0 . 

2  P a p e g e o rg h io u  e t  a l. U S O G  2 0 0 1 ;1 8 :4 4 1 -4 4 9
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ABU -  ENDOMETRIAL CANCER
• The diagnostic accuracy of hysteroscopy for endometrial cancer is also high with an overall sensitivity of 86.4% and 

specificity of 99.2%.
•  However, the use of hysteroscopy in endometrial cancer is well not established as there is concern that cancer cells 

could be spread into the peritoneal cavity.
•  Some consider MRI useful for evaluating intrauterine pathology, but MRI is a relatively expensive test.

1NFERTIUTY
Hysteroscopy is not often part of the rouline workup for infertility but it is as useful for evaluating the uterine cavity.
It increases accuracy in diagnosing the cause of intrauterine filling defects.
Intracavitry lesions are implicated as causes of infertility, and their removal may increase fertility.
Overall, pregnancy rates of 50-78% in previously infertile women have been reported after hysteroscopic polypectomy.
For patients with recurrent miscarriage and intracavitary fibroids, surgery increases rates of viable pregnancy outcomes.
The only randomized control trial comparing pregnancy rates after polypectomy versus no treatment in infertile women 
conduded hysteroscopic polypectomy prior to IUI increased the odds of pregnancy. with a relative risk of 2.1 (95% CI, 1.5-2.9).

ASHERMAN'5_SYNMQM£
Intrauterine adhesions (IUA) are often associated with amenorrhea or infertility.
Adhesions has been reported about 30% of women undergoing hysteroscopy following 3 or more spontaneous abortions 
treated with dilation and curettage.
Hysteroscopy is the gold Standard used to diagnose and treat these adhesions.
Benefits include visually directed lysis.
Filmy adhesions are often lysed by distention alone.
Dense adhesions often require cutting or excision with blunt, Sharp , e le c tro cau te ry , or laser techniques.

U lL R iN iilP IU M
Se p ta te  Uterus is the most common structural uterine anomaly, accounting for 35% of anomalies, and is associated with the 
highest incidence of reproductive failure.
Division of a uterine septum has historically been performed by laparotomy but is now most commonly performed via a 
hysteroscopic approach.
Edstrom reported the first hysteroscopic resection of a septumand Bret and Guillet were the first to recommend incising versus 
excising the septum.
Post operative complications are lesser with hysteroscopic resection for müllerian anomalies than with laparotomy approach - 
(20% vs 50% for dysmenorrhea).
Pregnancy rate is as high as 80%.

UTERINE POLYPS AND FIBROIDS.
Diagnosis of endometrial polyps via hysteroscopy is 94% sensitive and 92% specific.
For submucosal myomas, diagnostic hysteroscopy is 87% sensitive and 95% specific.
Only 16% of treated patients require further surgery.
Hysteroscopic myomectomy for submucus fibroids improves results and decreased pelvic adhesion rates.
In patients desiring to maintain fertility, hysteroscopic myomectomy is a reasonable Option,and minimal cauterization should be 
used to decrease damage to otherwise healthy endometrium.
When AUB is present, polypectomy has been reported to successfully alleviate Symptoms 75-100% of the time.
Initial hysteroscopy is estimated to successfully remove fibroids in 85-95% of cases, with additional surgery required in 
approximately 5-15%.

SI&BLUZAI1QN
Irreversible tubal sterilization can be accomplished transcervically with the Essure contraceptive tubal occlusion device and 
delivery System (Conceptus Inc, Mountain View, Calif).
The procedure is quick, with a total procedure time averaging 15 - 35 minutes (Conceptus Inc).
No need for abdominal incisions, recovery time is rapid, and successful bilateral placement at first attempt ranges from 83- 
94.1%.
A second attempt at placement may be needed, increasing successful placement to 96.7%.
Overall, the procedure carries a 4-year effectiveness rate of 99.8% (Conceptus Inc).
Good visualization of the tubal ostia, placement during the proliferative phase of the mensirual cycle.

Q IH ER Ü iF i
Removal of foreign body

• Hysteroscopy can be applied to remove an intrauterine device (IUD) under direct vision.
As an adjunct to Falloposcopy

• Fexible scopes can be used for this procedure
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CONTRAINDICATIONS 
Active cervical or uterine infection.
A large uterine cavity, ie, longer than 10 cm in length. 

•  >12-wkpregnant Uterus.

Severe medical conditions precluding surgery e.g., use of hypotonic media in patients with hyponatremia , use of glycine in 
patients with liver disease, use of sorbitol in patients with severe diabetes.

SUMMA8Y
Hysteroscopy is a safe and well-tolerated procedure that is performed for diagnostic or operative indications.
Diagnostic hysteroscopy is indicated in cases of abnormal uterine bleeding, suspected Müllerian anomalies, removal of foreign 
bodies, and when abnormal imaging findings need to be confirmed.
Diagnostic hysteroscopy cannot be performed in the selling of a viable intrauterine pregnancy, cervical or uterine cancer, active 
pelvic infection, or when the primary surgeon is inexperienced 
Most operative Office surgery can be done easily.
The procedure can be terminated and rescheduled for the operating room if the office surgery becomes complicated.

Hysleroscopic view o l a  normal uterine cavity. Hysteroscopic view of a  normal uterine cavity near menopause

Hysteroscopy showmg the tubal ostia.
Office hysteroscopy

Hysteroscopy
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Office Hysieroscopic view of intracavilry fibroid polyp.

Polyp in lower pari of uterus

Intracavitory uterine fibroids

Top of Uterus
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Excision of polyp at base.

Sterilization: Ensure procedure (conceptus)

Sterilization: Adiana procedure
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Diagnostic hysteroscopy is becoming a Standard part of Office gynecology, and so may be operative hysteroscopy in future 
With the proper equipment and patient selection and experience, the hysteroscopist can do diagnostic and operative 
hysteroscopy at the same time, resulting in a substantial savings of both cost and time for the patient and the physician.

PL-09
THE ROLE OF THE CARDIOTOCOGRAPHY IN THE MANAGEMENT OF HIGH RISK 
PREGNANCIES
Dr Olajuwon Alabi. MRCOG 
Consultant, Obstetrician and Gynaecologist 
Sr Nicholas Hospital. Lagos

•  Ultrasound- BPP and Doppler, Normal CTG, Computerised CTG, Fetal pulse oximeter, STAN- ST analysis, Fetal scalp 
blood sampling -  PH, Lactate

WHAT ISA  CARDIOTOCOGRAPHY (CTG)
•  It is a means of recording the fetal heartbeat and uterine contractions especially in the 3'“ trimester of pregnancy
•  The machine used, is called an electronic fetal monitor or a Cardiotocograph.
•  Developed by Dr Konrad Hammacher initially for Hewlett Packard

CQMEQ1S1&NIS.QF A CARPiQTQCPGRAPH
• Contains two transducers, one measures fetal heart rate and the second the uterine contractions
•  The transducers can be either external or internal
•  The external involves strapping sensors on the abdominal wall
•  The internal, requires some degree of cervical dilation (pressure catheter into the uterine cavity and scalp electrode 

to the fetal head).
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M EBEBE3ÄDQM
Should be printed on a paper
Both qualitative and quantitative descriptions uterine activity. Baseline fetal heart rate, Baseline FHR variability, Presence of 

accelerations, Periodic or episodic deceleration, Changes or trends of FHR patterns over time

MTEfflNE.ACTIVlTV
•  Frequency, Duration, Intensity. Resting tone, interval,

BASRUN-E f ü A L  HEART RATE
•  Approximating the mean FHR during a ten minutes window, excluding acceleration and deceleration and marked 

FHR variability, Normal rate is between 110 to 160bpm, Rate below HObpm is bradycardia, Rate above 160 bpm is 

tachycardia

BASEUNE FHRVAR!Aß!UTY
Fluctuations in the baseline FHR that are irregulär in amplitude and frequency
Absent: Minimal- less than 5 beat per minute, Moderate 6- 25bpm, Marked greater than 25bpm

ACCELERATIONS
•  A visually abrupt increase in the FHR. This is described as an increase from the onset of acceleration to the peak in 

less than or equals to 30 seconds.
•  The peak must be greater than or equal to lSbeats per min.
•  Before 32 weeks, a rise of 10 bpm is acceptable.

P EC ELEB A im
• Early deceleration, Late deceleration, Variable deceleration, Prolonged deceleration 

PATTERN..CLA$$jaCALLQN
• Normal or Reassuring: BHR 110-160bpm, Moderate variability. Absence of late and variable decelerations, Early 

deceleration may or may not be present
• Indeterminate or suspicious: Not indicative of hypoxia but needs continuous monitoring, One abnormality. 

ASNQRMA LQ R PATHOLOC1CAL
Indicative of abnormal fetal acid-base Status requires prompt evaluation and management 
Absence of variability with recurrent late or variable decelerations or bradycardia 
Prolonged bradycardia ie cord prolapse

CLINICAL IMPUCATIPNS
• Does CTG prevent cerebral palsy, perinatal death. Cochrane Review said no evidence to support this
•  However it is likely to increase instrumental delivery and caesarean section.
•  I believe this is in reference to low risk pregnancies.

LQW RISK.PRECN.ANCY
• Admission CTG, CTG not necessarily needed in labour

HIH-RiSK
• Previous CS. Myomectomies. Multiple gestation, Preeclampsia, IUGR, Ante partum haemorrhage, Diabetes in
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pregnancy. Prolonged ruptured Membranes, Induction of labour, Medical disorders. And many more 
The recommendation is to use a form of fetal monitoring method preferably an electronic monitoring System because, it is - 

• Reproducible, Objective, Accountable medical records 
Endocannabinoid research laboratory

PL-010
DOPPLER ULTRASOUND IN OBSTETRICS THE WHEN WHERE AND HOW
Justin C Konje
E n d o c a n n a b in o id  R e s e a r c h  G r o u p

R e p r o d u c t iv e  S c ie n c e s  S e c t io n . U n iv e r s i t y  o f  L e ic e s t e r

DOPPLER -  HISTQRJCAL M.ILESIOM S
•  Fitzgerald & Drumm. Umbilical artery studies 1977 BMJ, Eik-Nes et al. Fetal aortic velocimetry: Dupplex Scanner 

1980 Lancet, Campbell et al. Utero-placental circulation: Dupplex Scanner 1983 Lancet, Wladimiroff et al. MCA / UA 
PI ratio 1987 Obstet &  Gynecol, Kiserud et al. Ductus venosus velocimetry 1991 Lancet

BASICP.RINC.I.PLES
T I : time of omitted signal .
T 2 : time of returned signal.
T2 -  T I  = time difference or phase shift.
from phase shift the Doppler frequency is obtained.
AS TIME DIFFERENCE DECREASE THE DOPPLER FREQUENCY INCREASE.
Doppler ultrasound measures the movement of the scatterers through the beam as a phase change in the received signal. 

The resulting Doppler frequency can be used to measure velocity if the beam/flow angle is known.
If a second pulse is sent before the first is received, the receiver cannot discriminate between the reflected signal from both 

pulses and aliasing occur.
Example of aliasing and correction of the aliasing. (a) Waveforms with aliasing, with abrupt termination of the peak systolic 

and display this peaks bellow the baseline Sonogram clear without aliasing. (b) Correction: increased the pulse repetition 

frequency and adjust baseline (move down)

AD AS INS
So to eliminate aliasing The pulse repetition frequency or scale is set appropriately for the flow velocities
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FACTORS AFFECTI.NG THE SPECTRAL DOPPLER [MAGE
•  Power: transmitted power into tissue*
• Gain: Overall sensitivity to flow Signals
• Pulse repetition frequency (also called scale): low pulse repetition frequency to look at low velocities, high pulse

repetition frequency reduces aliasing*
• Gate size*
• Beam steering can allow improved beam/flow angle for better accuracy of velocity
• calculation*
• Live duplex/triplex spectral resolution constrained by need for B-mode/color pulses

OTHE.R FACTORS AFFECTING THE SPECTRAL POPPLERJMAGE
• Gate: sharpness of resolution*, Filter: high filter cuts out more noise but more of flow Signal*, Post-processing: assigns

brightness to output*, Settings appropriate for specific examinations assigned by set-up/application keys

GUIDELINES FOR A PRACTICAL APPROACH TO OBTAIN GOOD-OUALITY SPECTRAL IMAGES
(1) Set power to within fetal study limits
(2) Position the pulsed wave Doppler Cursor on the vessel to be investigated
(3) Adjust gain so that the sonogram is dearly visible and free of noise
(4) Use probe positioning/beam steering to obtain a satisfactory beam/vessel angle. Angles close to 90° will give 

ambiguous/unclear values. The beam/vessel angle should be 60° or less if velocity measurements are to be made
(5) Adjust the pulse repetition frequency/scale and baseline to suit flow conditions. The sonogram should be clear and 

not aliased
(6) Set the sample volume to correct size. Correct the angle to obtain accurate velocities. Use the B-mode and color flow 

image of the vessel to make the angle correction

IMIERPRETAT>C)N-Q.E..WA^EFQBMS
• The indices:A/B (or S/D) = Maximum systolic frequency (Least diastolic frequency), Resistance Index (PI) = (A-B)/A, 

Pulsatility Index (RI) = (A-B)/Mean
• End diastolic frequencies (EDF): End diastolic flow present, absent reversed
• Notch -  unilateral, unilateral (typical of uterine arteries)

IH _Em B lL IC_AL_AMERVlUMA)
•  Two arteries -  carrying blood from the fetus to the placenta
•  Flow in the arteries influenced b y : The resistance in the placenta, Ejection cardiac pressure, Intra-abdominal vascular

resistance, The length of the cord.
•  High resistance to flow at the outset of pregnancy
•  Resistance to flow falls with pregnancy
•  Resistance is downstream (from fetus to placenta)

NORMAL DEVELOPMENT OF DOPPLER OF UMBILICAL ARTERY 
ÜJyi.A.PQPPL&R.WAVEFORM

• Interpretation, Avoid using indices, End diastolic flow ( Normal), Present irrespective of whether it is reduced or 

not(Abnormal), Absent, Reversed,
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EFFECTIVENESS OF UMA DOPPLER IN MONITORING HIGH-RISK PREGNANCIES
Meta-analysis of 11 randomised studies shows that Doppler in high-risk pregnancies is associated with a reduction in : 

a. Antenatal hospitalisation (44% reduction) 
b Induction rate (20% reduction)
c. Emergency CS rate
d. Operative deliveries for fetal distress (52% reduction)
e. Admission into NICU
f. Perinatal mortality (OR=0.62)or 38% reduction Kooje et al. E J  Pennatol Medtcine 2008

C’OBP'f rr»au«ncy ott»ned < 
-veWKyu mcrtu ta  

H lim i mof» »Iqnoe gg flow doKticn 
• Higher ftmtiency t uu i

10 drK •*
«• i
fl l n . i H M M r
v. w o h  M O W
0 • n«K*v. m« iy«

ad 0»0 *0«

flow vodoclty • V

trinoOucer 
(froeuency f )

Oopplor fteouency (f rf;» 2 ft V. cot fr

lThr*t«t**uu«IW<vn lh » 1#> ■ « 4  K r  PiMlinn V  * »(«^ > 1 1 4  > t •> (,»» ad r%»
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(the angle q between the beam and the dcrertion of flow becomes smaller) This is of the utmost importance in the use of Doppler ultrasound

beam (A) is more alttned ttvan IB)

The been\/tk>w angle at (CJ is atmost 90' 
and theee is a very poor Doppler Signal

The flow at (D) Is away from the 
beam and therc is a negative Signal.
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DOPPLER VELQC1METRY
Tips on how to perform Umbilical Artery Doppler Ultrasound in monitoring of Fetal Growth Restnction 

UMBILICAL ARTERV DOPPLER PROBLEMS
• Length of cord -  50cm, Waveform varies from intra-abdominal to placental insertion, Reproducibility of 

waverforms is poor, Depending on the Site of interrogation. Ideal site(Reproducible, Easy to insonate)

Allasing of eolor dopplet Imaging and ariefarts of eolor 
Cotor Image show regton of afiascd flow (yellow arrows

Reduee colot gatn and irvcrease pulse rcpelition ftequency

WHERE SHOULD UMA DOPPLER BE OBTAINED?
• Three sites Free loop of the cord. Abdominal insertion of the umbilical cord, Placental insertion of the cord
• The fourth site (Khare, Paul & Konje, 2006):Around the bladder

Khare M, Paul S, Konje JC Variation in Doppler indices along the length of the cord from the intra-abdominal to the 

placental insertion. Acta Obstet Gynecof Scand. 2006. 85(81922-8 
FREE LOOP ?

• Used for most studies and by most in dinical practice
• Unfortunately these studies do not report on the site of insonation -  however, assumptions are made - free loop
• Easy to obtain -  important to ensure that the angle is appropriate

WHERE SHOULD AN UMA DOPPLER BE OBTAINED?
Sonesson et alJclin Ultrasound 1993; 21:317-324
Routine recordings for Doppler ...should take into account the recording site on the umbilical cord to reduce methodological 
sources of variance'
Abramowtcz et al. J Ultrasound Med 1989; & 19-21
When performing Doppler analysis of the umbilical artery, if abnormal values are obtained, one should be cautious and be certain 
that they originate from the placental insertion'

WHERE IS THE BEST PLACE TO OBTAIN DOPPLER WAVEFORM?
Possible sites: Placental insertion of the umbilical cord?, Free loop poorly defined?, Abdominal insertion of the cord?, Peri- 

vesical?
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THE UMBILICAL ARTERY DOPPIFR
• Best site: Perrvesical

• Why7 Easy to identify (commonly used to defined, number of vessels in the cord). Vessels not tortuous 
Single vessel on each side, Less likely to be affected by other factors

W H fB U H ERE ARE PROBLEMS WITH THE SAMPLING SITE OF THE LIMA

• Severe FGR and difficulties locating the cord insertions, Free loop compressed because of oligohydramnios, Twins

and uncertainty of which cord is being insonated (e g cords too dose)

IfcfLBlADDER SITE IS THE BEST OPTION 
ABC OF PERFORMING A DOPPLER

• Site of insonation -  best a well defined site
• Angle of insonation -  should approach zero for the best results
• Sample size should include the whole diameter of the blood vessel (to acquire low flow velocities)
• Settings -  Wall filter -  lowest to pick up low Signals (especially with AEDF/REDF)
• Setting the baseline -  not too low or too high

WHEN USING UMA DOPPLER FOR MONITORING
• When and how often to perform -must be determined by dinicians

_______  PROMOTING UNIVERSAL ACCESS TO MATERNAL AND NEWBORN HEALTH (SOGON 2011)

The Doppler Waveform

• Each case must be mdividualised - taking into consideration, gestational age, fetal growth. liquor volume, 
cardiotocograph, proximity to delivery etc.

A B SEN T/ R EDF -  VES.

WHAT NEXT? : Ensure that the vessel wall filter is not set too high (best 50-60 Hz). Angle of insonation -too high?, Fetal 

movements and breathing? Record Doppler during fetal apnoea -  uniform venous flow( to confirm this), Repeat Waveform 

from the bladder, AEDF or REDF Deliver if matured gestation, AEDF <34 weeks -  perform MCAD &repeat >2-3 days. REDF -  

plan delivery

DOPPLER AS A SCREENING TOOL
• Umbilical artery Doppler: No supportive evidence (for FGR or other adverse pregnancy outcomes). In early and late

gestation (Poor screening tool for FGR)
• Middle cerebral artery; No recognised role in screening
• Utenne artery Doppler: Most commonly used non-invasive screening test

THE UTERINE ARTERY (UA)
• In normal pregnancies:
• To mcrease blood supply to the uterus Spiral arteries undergo complex morphologica! changes

• Invaded by trophoblast which replace endothelium, muscular layer and neural tissue
• This results in the conversion of uterine arteries from high resistance loW-CaeatilY to !qw

, resistance high capacitv vessels
• Transformation completed between 20-24 weeks'
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THE UMBILtCAL ARTERY DOPPLER
• Best site: Perivesical

• Why?: Easy to identify (commonly used to defined, number of vessels in the cord), Vessels not tortuous,
Single vessel on each side, Less likely to be affected by other factors

WHERE THERE ARE PROBLEMS WITH THE SAMPLING SITE OP THE UMA
• Severe FGR and difficulties locatmg the cord insertions, Free loop compressed because of oligohydrammos, Twins

and uncertainty of which cord is being insonated (eg. cords too close)

THE BLADDER SITE IS THE BEST OPTION 
ABC OF PERFORMING A DOPPLER

• Site of insonation -  best a well defined site
• Angle of insonation -  should approach zero for the best results
• Sample size should indude the whole diameter of the blood vessel (to acquire low flow velocities)
• Settings -  Wall filter- lowest to pick up low Signals (especially with AEDF/REDF)
• Setting the baseline -  not too low or too high

WHEN USING UMA DTmE_RJFQR_M.O_NJTORI.NG
• When and how often to perform -must be determined by dinicians

__________  PROMOTING UNIVERSAL ACCESS TO MATERNAL AND NEWBORN HEALTH (SOGON 2011)____________

The Doppler Waveform

• Each case must be individualised -  taking Into consideration, gestational age, fetal growth, liquor volume, 
cardiotocograph, proximity to delivery etc

ABSENT/REDF-YES
WHAT NEXT? : Ensure that the vessel wall filier is not set too high (best 50-60 Hz), Angle of insonation -too high?, Fetal 

movements and breathing? Record Doppler during fetal apnoea -  uniform venous flow{ to confirm this), Repeat Waveform 

from the bladder, AEDF or REDF Deliver if matured gestation, AEDF <34 weeks -  perform MCAD Srepeat >2-3 days. REDF -  

plan delivery

DOPPLER AS A SCREENING TQQL
• Umbilical artery Doppler: No supportive evidence (for FGR or other adverse pregnancy outcomes), In early and late

gestation (Poor screening tool for FGR)
• Middle cerebral artery: No recognised role in screening
• Uterine artery Doppler: Most commonly used non-invasive screening test

THE UTERINE ARTERY iUA)
• In normal pregnancies.
• To increase blood supply to the Uterus: Spiral arteries undergo complex morphological changes

• Invaded by trophoblast which replace endothelium, muscular layer and neural tissue
• This results in the conversion of uterine arteries from high resistance low capacity to low

resistance high capacity vessels 
Transformation completed between 20-24 weeks'
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• Initially described as 2 waves • but this has been challengedßromem et al. J Portio/ Bacteriol 1967,93569-579 
Konje JC et al AMJOG. 2002

THE UTERINE ARTERY DOPPLER (UAD)
• Uteroplacental resistance decreases because of transformation1
• Means of assessmg the physiological adaptation • transformation of sub-placental artenes (spiral arteries)
• There is failure or incomplete perivascular and endothelial vascular trophoblastic invasion of spiral arteries AND
• Invasion is confined to the decidual Segment in of spiral arteries: Many vessels also become occluded by
• Fibrinoid material and exhibit foam cell accumulation and a perivascular mononuclear cell filtrate referred to as 

atherosis

THE UTERINE ARTERY DOPPLER (UAD)
• Failure of invasion will manifest as abnormal resistance at 24 weeks:Pre-eclampsial Fetal growth restriction;
• UAD can therefore be used for screening by identifying pregnancies with abnormal resistance by 24 weeks?

Absent/REDf

MeultAnalysis QLRandomised Controlles Trials Of Abnormal Urna Doppler And Pennaul Outcome
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UTERINE ARTERY DOPPLER
• Abnormality defined as.Presence of notchesL Raised Rl>0.58; Raised PI >1.2’ >95”' centile for gestational age 

SCREENING FOR PRE-ECLAMPSIA
• Pooled data - >20,000 women, In women with increased impedance @24 wks; Likelihood ratio of pre-eclampsia X6. 

In women with normal Doppler @24 wies; Likelihood ratio 0.5

SCREENING FOR PRE-ECLAMPSIA 
Better predictor of Severe Disease

• Steel et al. 1990: Sensitivity for pre-eclampsia vs gestational hypertension, 63% vs 39%
• Papageorghiou et al 2001 PET with FGR vs PET Only, 69% vs 24%
• Harnngton et al 1996: Bilateral notching at 24 weeks, 55% develop pre-eclampsia, 81% require delivering <35 weeks

SCREENING fflR  FETAL GRQWIH R ESTR O Q N
• Pooled Likelihood ratio (LR) for FGR is:3.7 where the impedance is high and 0.8 when it is normal
• Sensitivity of abnormal Doppler is greater for more severe FGR

SCREENING FOR PERINATAL DEATH
• Pooled LR for subsequent fetal or perinatal death: 2.4 for abnormal Doppler. 0.8 for normal Doppler
• Intimately related to; Pre-eclampsia, Fetal growth restriction, Prematurity

SCREENJNGJN THE FIRST TRIMESTER
• Few studies available for 11— 14 weeks

EHect of Site of irtsorvation on Doppler Waveform Patterns and Indices
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NORMAL PREGNANCY DEVELOPMENT OP THE UTERINE ARTERY

Normal Impedance In tue Ist Tnmestor

Normal Impedance In ihe 3rd Trimester

Uterine Artery Doppler Wavefomm

1. Bower et al B JO G 1993; 100:989-994;

2. Steel et al. Lancet 1007; 335:1548-1551

3. Gudmundsson et al. 2003;82:807-812UNIV
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Middle Cerebral Artery

Prediction CM FGR

Study/Authors Time o f study Definition o f 
abnormal Doppler

Mild complication 
(Sensitivity)

Severe
complication
(Sensitivity)

Harrington et al. 
1996

24 weeks Bilateral notches 22% BWT < 10!h 
centile (overall)

55% for FGR 
delivered <35 weeks

Albaiges et al. 
2000

23 weeks PI > 95,h centile 21% FGR overall 70% for FGR <10* 
centile and <34 week

Papageorghiou et al. 
2001

23 weeks PI > gs**1 centile 16% <10*h centile 
(overall)

74% for FGR <32 
weeks

SensitrvUy of Prcdictmg Pre-Edampsia by PI >95" centile at 11-14 wks compared lo  values at 22-24wVs
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Pulsatility ende* (left) and mean btood velocity (right) in the fetal middle cerebral artery with gestatron (mean. 95th and 5th centile»),

22 24 26 28 30 32 34 3$ 38 40 42
Wade Gestaciooal (S )

hat n>gt>i «tat, u matoi »o ot« ttCyucoi 6<T99Sj___________________________________

The Ductus venosut

3 .1« tl« nglit atnum, blood>S? 
tiom I\’C \s duected mamly io
torainc!. < ik. and tiom the 
SYC to vhe AV opening

2 ... lt i* shunted via flie
diivtus venosuv mio the 
inferior \ ena cava

\
1 Oxygeuated blood ui 
umbilical vcin is imdet 
incrca>cd ptevaue due to 
utenne contjactious ou 
placcnta...

4 Th« .* > retn- 
s lu u it s  i i k » I  ot th e  blood trenn 
pulmonary mu k to tlie acnla

5 Tl>e huigs aie collapsed 
shutting o!t uovt ot the 
pulmonary c iculation

6 Tbc left vent iclc ptunpN 
all the blood m o the aorta. 
to the l> d\ and
placcnta.
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Normal ductus venosus waveform at 25 weeks of gestation with Normal Doppler o f Ductus Venosus

positive flow during atnal contraction.

I A h I H w

yj
n  V > *r ,■ [ r '

4 5 , '

Normal Ductus venosus

Artory Voln
Velocity

Changes in DV Doppler from Normal to abnormal

The Fetal G radation
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CQNCLU51QNS
• DV doppler velocimetry Window on fetal CV homeostasis, May be used as a trigger for delivery of IUGR fetus., 

Useful > 29wks in minority (37%) of cases., *too little, too late* ??, "a test in search of a purpose*.
• No evidence that its' use improves outcome.
• Await TRUFFLE study results.

PL-011
THE PRINCIPLES OF ELECTROSURGERY IN ENDOSCOPIC SURGERY
MR O A. ODUKOYA
FMCOG, FWACS. FRCOG, MD, MBA, LLB (Hons)
C o n s u lta n t , H o n . S e n io r  C l in ic a l  L e c t u r e r  ( S h e f f ie ld )

N o r t h e r n  U n c o ln s h i r e  a n d  C o o le  N H S  F o u n d a t io n  T ru s t  S c u n t h o r p e  C M D  E K O  H O S P IT A L

Electrosurgery has revolutionized the practice of surgery during the past 70 years. This technology has enabled surgeons to 

minimize operative blood loss and decrease operative time, thus positively affecting patient morbidity and mortality.

Electrosurgery, however, remains one of the most hazardous surgical technologies available in the surgeon s armamentarium. 

This two hour program presents the basic principles of electrosurgery, identifies potential adverse outcomes related to 

electrosurgery, discusses how to identify patients at risk for electrosurgery injury, explores potential nursing diagnoses and 

expected outcomes related to electrosurgery, describes best practices to achieve favorable patient outcomes related to 

electrosurgery, discusses how to evaluate patient outcomes and suggests documentation protocols for electrosurgery.

PROGRAM CONTENT
• Basic principles and applications of electrosurgery
• Potential adverse outcomes related to electrosurgery
• Best practices to achieve favorable patient outcomes related to electrosurgery

At the completion of this program you will be able to identify the basic principles and applications of electrosurgery, 

describe the potential adverse outcomes related to electrosurgery, and discuss best practices to achieve favorable patient 

outcomes related to electrosurgery 
HISTORYOF HAEMOSTASIS
Cauterization was performed with heated rocks and metal. Hippocrates recorded the use of hot irons to control 

hemorrhage on the battlefield in the 4th Century BC.

Cautery (Prehistoric) - heated rocks 
and metal,
Ligature (2nd Century)
Staples (1826, France)
Von Petz (1921) Gl stapling device
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Galen (130-200 AD) described that veins and arteries contain blood and recommended the use of linen ligatures. Pare ( 1509­

1590) a French Army barber- surgeon. discontinued the use of boiling oil to stop bleeding and demonstrated the use of vessel 

ligatures. He was also the first to grasp blood vessels with a pinching instrument. Mention is made of sutures and ligatures in 

writings of the early 18th Century. Coagulation was still believed to be a result rather than the cause of hemostasis. Infection of 

wounds was believed to be the result of sutures until the method of infection transmission was discovered in the mid 19th 
Century.

Although described as early as 1825 in France by Antouine Lembert, Staples were not really usable as a surgical device at that 

time. A more advanced device was developed by Holtl in Budapest in 1908. The von Petz instrument for Gl tract stapling was 

introduced in 1921 and was used until more modern stapling devices were developed by the Russians in the 1940's-50's. The 

United States Surgical Corporation (USSC) introduced modifications of the Russian instruments in the late I960' s and 

subsequently developed new stapling Systems that are now part of every surgeons armamentarium..

BASIC PRINCIPLESOF ELECTRO-SURGERV 
PROPERTIES OF ELECTRICITY

— Electricity always.....
— Seeks ground as it attempts to 

return to earth
— Seeks path of least resistance
— When electrosurgical injury occurs, 

current takes pathway of least . 
resistance,

Current Flow of electrons during a
period of time, measured in 
amperes

Circuit: Pathway for the uninterrupted 
flow of electrons (must be 
complete to flow)

Cresistance: Obstade to the flow of
current, measured in ohms. 
(impedance = resistance) 

Voltage: Force pushing current through the 
resistance. measured in volts

Review definitions on slide.
Additional commentary for each slide may tnclude

• Current - the generator is the source of the current
* Circuit - explain the difference between an open (broken or interrupted) and closed (completed or 

uninterrupted) Circuit. Emphasize that the Circuit must be closed or completed for the current to flow. 

Describe the flow of current In a monopolar electrosurgical circuit (ie.generator .active
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clecirode . patient. return electrode ...generator)
• Resistance - the patient's tissue provides the resistance to the flow of the current.
• Voltage - emphasize that as the voltage goes up the surgeons control goes down This is particularly 

important when includina MIS in the program
Suggested DEMO: Light the light bulb

Electrocautery 
DC generated
Current does not enter patient 
Only heated wire comes in contact with 
tissue
Electrosurgery 
AC generated
Patient ineluded in the Circuit 
Current enters patient

I

Generator
Source of electron flow and voltage
Circuit
Generator
Active electrode
Patient
Patient retum electrode
Ground pathway
OR table, stirrups, staff members,
equipment
Impedance
Patient tissue which produces heat as 
electrons overcome impedance

Frequency Spectrum

60 Hz
i i

100 kHz
i

550 -1550 
kHz

I

54-880 
Mhz 

| |
1 1
Household
Appliances

1
Muscle and Nerve
Stimulation
Ceases

AM Radio
l

Television

Electrosurgery 
200 kHz - 3.3 Mhz

58

UNIV
ERSITY

 O
F I

BADAN LI
BRARY



PROMOTING UNIVERSAL ACCESS TO MATERNAL AND NEWBORN HEALTH (SOGON 2011)

PRINCIPLES OF ELEgROSURGERY
It is common knowledge that if an individual sticks a fmger into an electrical outlet. there will immediately be a 

shock, leading to a burn, and ultimately death by electrocution. The current coming from an electrical outlet is 110 volts 

oscillating at 60 Hertz, or cycles. per second from negative to positive poles causing neuromuscular Stimulation
If an electrosurgical generator can produce as much as 10.000 volts, why isn't the patient electrocuted during its use? 

(Pause and encourageaudience response)
Dr. Bovie realized that nerve and musde Stimulation ceases at 100,000 cycles per second (100 KHz) and that if you 

increase the frequency above this level, the heat generated from that energy can be used with little or no muscular Stimulation 

and no risk of electrocution. Today s electrosurgical generators operate safely at radio frequencies of 350 KHz or above.

Current Concentration & Heat

Current Concentration & Heat ►

GENERATOR
Active electrode
•inthewound
Patient
Patient return electrode is attached  

somewhere eise on the patient 
Current must flow through the patient to 

the patient return electrode

b ip o l a r

Active and retum electrodes in 

the instrument
Current flow confined to tissue 

between electrodes
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SUGGESTED DEMO: HIGH FREOUENCY LEAKAGE
This slide shows a bipolar Circuit. With the bipolar mode, the current flows between the tips of the bipolar forceps 

that are grasping tissue Because the current flows from one tip (electrode), through tissue, to the other tip (electrode) the 

Circuit is completed without entering any other part of the patient’s body. A retum electrode is not needed for a bipolar 

procedure. The tissue effect of bipolar electrosurgery is desiccation when forceps are used. Other Instrumentation is 

available that allows cutting during bipolar procedures
A benefit of bipolar electrosurgery is the use of lower voltage to push the current through the patient Because the 

active electrode forceps grasps only a small amount of tissue, the amount of tissue resistance is also small. Consequently the 

amount of voltage will also be small. As an example, for a tissue response generator, maximum output voltage during open

Bland 1
• Abi« to vapourtoe (cut)
• Minimal haemostaaia 

Bland 3
• Leas affectiv« at cutting 

but ha» maximum 
hacmostaais

The lim itingfactoris rate  
of haat production
| • High haat:________________

• rapM vapBuriMrtMn

• Low haat:
• er— f  a ct i f üli n

Tissue effecl with change ir» waveform

Circuit activation can ränge from 217 volts to 700 volts.
• In literature one describes complicated mechanisms at the site of the active electrode
• Simplified message as follows:
• Coagulation = dehydration or shrinking of cellular material: generally takes more time
• Cutting = explosion of cellular material by rapid steam development

ELECTROSURGICAL TISSUE EFFECTS 
PESICCATJQN

• Occurs when electrode in direct contact with tissue
• Efficient desiccation by "cutting current"
• Touching tissue with electrode results in reduced current concentration

VARIABLES IMPACTING TISSUE EFFECT
• Waveform, Power setting, Size of electrode, Time, Manipulation of electrode, Type of tissue, Eschar

GROUNDED ELECTROSURGICAL SYSTEMS
• Electricity seeks path of least resistance
• Many conductive objects from patient to ground
• Current selects the most conductive object to ground which may not be the return electrode

RM3EMLBETURN ELECTRODE (PRE)
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Low
♦ ----- --

Low

Thermal Spread/Charring High

Vo|tage Hjgh
♦

ELECTROSURGICAL TISSUE EFFECTS

Hold electrode slightly away from the 
tissue to cause a spark with 
vapourisation
Sparking with coagulation waveform

Cutting & Fulguration

DESICCATIQN
• Occurs wher. electrode in 

direct contact with tissue
• Effictent desiccation by 

'cutting curTent'
Touchmg tissue with electrode 
resutts in reduced cunent 
concentration
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• Function of PRE is to remove current from the patient safely
• A retum electrode burns when the heat produced, over time, is not safely dissipated by the size or conductivity of 

the patient retum electrode

POTENTIAL ADVERSE OUTCQMES RELATED TQ ELECTROSURGERV 
ELECTROSURGERY SAFETY CONCERNS

• Surgical Smoke, Pad site bum. Direct coupling, Insulation failure, Capacitive coupling

RESEARCH CONCLUSIONS
• Surgical smoke is not sterile
• Thermal energy (regardless of energy source) does not destroy viral DNA
• Known carcinogens have been identified in contents of smoke

EXAMPLES OF FIRES REPORTED TO ECRI 
Flammable Agents -  Best Practice

• Avoid pooling of prepping Solutions, Drape patient after vapours from flammable agents have dissipated

LNMRIES PÜETQJHE EFFECTS O F 
NON REM PAPS
Burns occur when impedance Increases at patient return electrode site resulting in high concentration of current.

RETURN ELECTRODE MONITORING 
VESSEL SEALING TECHNOLOGY 
VESSEL OCCLUSION SYSTEM
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Content ot surgtcal smoke

Biological Contaminants

Partides

Carbon ized tissue

Blood

otential Virus and bactena

Steam

Chemical Contaminants

Chemical Contaminants

Toxins (carcinogens) 
Acrolein 
Benzene 
Formaldehyde 
Toluene
Polycyclic aromatic 
hydrocarbons 
RAH

Head and Neck
Endotracheal tube

• Flash fire of eyelid
• Throat
• Facial hair

Drapes and sponges 
Bowel explosion 
Incision site
Flammable prep solution

fire

LIGATURE
• Can be used on vessel up to 7mm, Seals tissue bündle without dissection and Isolation. Minimal thermal spread. Little 

or no sticking, No foreign material left behind

SEAL SYSTEM 
Mechanism
Uses body Collagen to change the nature of the vessel walls by obliterating the lumen 
The Collagen and elastin within the tissue melt and reform to create the seal zone.

ASSESS PAP SITES
Choose: Well vasculansed muscle mass
Avoid; Vascular msufficiency, Irregulär body contours, Bony prominences 
Consider:lncision site /prep area, Patient position, Other equipment on patient

AVOID THE FOLLOWING PATIENT PLATE LOCATIONS
• scar tissue, metal implants. pacemakers, bony structures, monitoring electrodes, area of moisture concentration

ASSESS PRESENCE OF METAL PROSTHESIS AND OTHER IMPLANTS 
PATIENTS WITH PACEMAKERS
If the patient has an external or internal pacemaker, use electrosurgery with extreme caution

• Before using electrosurgery on a patient with a pacemaker, consult with the pacemaker manufacturer or fadlity 
cardiology department

• Use bipolar electrosurgery whenever possible
• Use lowest possible power setting

If the patient has an external or internal pacemaker, use electrosurgery with extreme caution. The electrosurgery generator can 
cause pacemakers ‘to enter an asynchronous mode or can block the pacemaker effect entirely" Before using electrosurgery on a
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patient with a pacemaker, consult with the pacemaker manufactureror facility cardiology department Bipolar electrosurgery is 
the preferred modality for the patient with a pacemaker because of lower voltages needed to push the bipolar current through 
the patient's tissue, Monitor the pacemaker patient's ECG throughout the procedure when electrosurgery is being used

PATIEN T  A SSESSM EN T
Assess skin Condition: Oily/dry, Dermatitis/rash, Scar tissue, and Patient assessment begins with an examination of the 

patient's skin condition Check the patient for the presence of oily and dry skin, dermatitis and rash, and scar tissue, Oily skin

Contact Quality Monitoring 
System in State of Alarm

Generator Oeacffraled

High Current
ConcentrationHigh Current

Concentration

Ideal

Dangerous
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REM -_T£CHNQLQGYRE1U R N _ELE C T R Q D L M 0 N IT 0 R IN G  
REM  Techno logy

Developed to protect against inadequate contact of return 
electrode
Pad site burns due to decreased contact area of return electrode 
site
REM -equipped generators monitor amount of impedance at the 
patient/pad interface
The System deactivates generator before injury occur if high 
impedance

Vesset Sealing Technology

Applies optimal pressure to vessel/tissue bündle 
Energy delivery cycle

Measures initial resistance of tissue and 
choose appropriate energy settings 
Delivers pulsed energy with continuous 
feedback control
Senses that tissue response is complete and 
stops the cycle

makes it difficult for the return electrode to adhere to the patient's skin, particularly if the return electrode used is a dry 

adhesive return electrode. This of course, could lead to possible return electrode dislodgment during the procedure Dry skin 

is low in moisture contact thus increasing the patient's resistance at the return electrode site Return electrodes should not be 

applied over areas of dermatitis and rash. The return electrode could exacerbate this type of skin impairment. Scar tissue is 

high in resistance and therefore should be identified pnor to placing the retum electrode. Excessive hair effects the patient's 

resistance and interferes with the ability of the retum electrode to adhere to the patient. The decision to remove hair must be 

based on the amount of hair at the site and the manufacturers recommendation concerning hair removal.
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VESSEL QCCLUSION SYSTEM 
Ligature .

Can be used on vessel up to 7mm 
Seals tissue bündle without 
dissection and isolation 
Minimal thermal spread 

• Little or no sticking
No foreign material left behind

SEAL SY.SIEM 
Mecbanism
Uses body Collagen to change the nature of 
the vessel walls by obliterating the lumen 
The Collagen and elastin within the tissue 
melt and reform to create the seal zone.

PATIENT RETURN E I EC T R Q D ES

If necessary, shave, clean, and dry the return electrode application site, Shave excessively hairy patients If using a contact quality 
momtoring System, shaving helps establish patient and return electrode interface. thus activating the System. On the other 
hand, if using a generator without a contact quality monitoring System, shaving is necessary to ensure good surface contact and 
conductivity. Always follow the manufacturer's directions conceming preparation of the return electrode site Manufacturer 

directions must be followed completely to ensure good return electrode adherence. Also, failure to follow the manufacturer's 
recommendations increases liability should an adverse outcome occur at the retum electrode site. Refer to package labelino and 
product inserts for 'product conditions for use" documentation.

ASSESS RETURN ELECTRODE SITE LOCATION
Düring the assessment the nurse looks for a potential site for return electrode placement as well as for vanables that may impact 
the retum electrode-patient interface. Find a site that is a well-vascularized musde mass. Avoid areas of high resistance such as a 
leg with vascular insufficiency, irregulär body contours and sites with protruding bony prominence Lastly, consider the incision 
site and prep area. The nurse should be able to access the return electrode site during the procedure. If it is too dose to the 
incision site, accessing the return electrode during the procedure may not be possible. Determine if the retum electrode will 
interfere with the prep site If it does, prep first and then apply the retum electrode Finally, determine the type of other

A SSESS P R ESEN C E Q F  M ETA L PR Q STH ESIS  A N P .P T H E B  IM PLA N TS

DETERMINE EXACT IMPLANT SITE
Presence of scar tissue around 
prosthesis creates an area of 
increased resistance

• Scar tissue is high resistance tissue
and may cause current to 
concentrate at adjacent points of 
low resistance tissue
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I Apply the return electrode so
that the current will flow between the 
active electrode site to the return 
electrode avoiding the heart and 
pacemaker
I Do not lay the active electrode
or cord across the pacemaker and its 
leads

equipment that will be used on the patient. As an example, if a warming blanket i$ placed on the OR bed between the patient and 
the bed, the return electrode will come into contact with the blanket if the return electrode is placed on the patient's buttock 
Heat generated from the blanket could be transferred into the retum electrode, thus increasing the patient's risk for a thermal 
injury.

Heart with leads and pacemaker

DIRECT COUPLING
When the electrode is activated in proximity or direct contact with a metal/ conductive instrument or object

• Laparoscope. ligating clip, etc,
• Contact site may be outside the field of Vision
• Metal instrument may be in contact with tissue outside field of view

WHY DO OPERATING THEATRE TEAM MEMBERS SOMETIMES GET BURNED WHILE HOLDING HAEMOSTATS?
Why do surgical team members sometimes get shocked while holding a hemostat? A hole in their glove. frequently blamed for 

this occurrence, is actually a result of the current penetrating the glove and creating a pinpoint bum.
The current applied to the hemostat that is damped to the bleeding vessel will travel to the tissue. seeking the return electrode 

and thus attempting to complete the Circuit. As the tissue is desiccated, the resistance rises. When the resistance reaches a point 

where the path of least resistance becomes the person holding the hemostat, the current will take that path. Scrubbed members 

of the surgical team frequently are touching the patient and are therefore putting themselves in Circuit.

H E IP F U L H IN TS T Q A V Q I£ H A £ M Q S IA T  BÜRN S
• Use lowest power setting possible. Aetivate low voltage (cut) waveform, Avoid touching the patient, Hold 

hemostat with full grip, Do not aetivate in open Circuit (avoid metal to metal arcing), Note: Surgical gloves do not 

insulate against RF current
The manufacturers of electrosurgical generators do not recommend that surgeons use the technique of ‘buzzing the 
hemostat". However, it remains a commonly employed method of achieving hemostasis and there are techniques that can 
reduce the potential for being shocked.
The techniques shown are for stainless Steel electrodes.

Excessive Hair

«
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Helpful hints:
• Grasp the hemostat with a firm grip over a large surface
• Do not activate in open Circuit -  the pencil should be in contact with the hemostat before activatmg
• Use the cut waveform because it is low voltage and will not produce large bursts of energy
• Use the lowest power setting possible
• Do not put yourself in the Circuit

VYHYlUSM EIQN EAlLUfiLINiUBlESOCCUR
Depicted in this side is an example ot the potential harm that could occur if the insulation on an active electrode is 

compromised. for example. cracked, worn down through frequent use, punctured by another sharp instrument, or 

compromised by high voltage. This small break in the insulation, negardless of cause, could result in current concentration and 

therefore an inadvertent Injury to surrounding tissue Of particular concern is that even penectly mtact insulation (regardless of 

whether the instrument is disposable or reusable) can be compromised by the high voltage associated with the coagulation

If necessary. shave. clean, and dry the retum 
electrode application site 
Avoid using flammable agents to clean the return 
electrode site.
Always follow the manufacturer's directions 
concernmg preparation of the return electrode site

current In other words, high voltage can "blow holes" in what was originally intact insulation.
The Chance for insulation failure increases if the generator is activated in "open Circuit." Please notice on the slide that 

the tlp of the active electrode is not touching or even in close proximity to the target tissue. The generator is trying to deliver 

energy to the target tissue. However, it is unable to do so because of the high impedance of air separating the active electrode 

from the target tissue. Consequently. there is an ‘open Circuit' Situation. Energy cannot travel through the intended Circuit. 

When this "open drcuit" Situation occurs, the generator reaches maximum voltage for the wave form selected, as it tries to 

complete the Circuit This ramping to maximum voltage increases the chance that the current will take advantage of a break in 1 

the insulation or blow a hole in the insulation as it attempts to complete the Circuit to the return electrode Since the coagulation 

current has considerably more voltage than the other waveforms (2,000 volts for cut vs, as much as 10.000 volts for coag) the

likelihood for insulation failure is greater when the coagulatmg current is selected •

• Choose;
Well-vascularized muscle
mass
Avoid:
Vascular insufficiency 
Irregulär body contours 
Bony prommences 
Consider
Incision site/prep ares
Patient Position
Other equipment on patient
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It is also important to remember that this may occur outside the field of Vision and may not be observed during the 

surgical procedure. Many times these injuries go unnoticed until they present themselves asa post-op complieations.
Suggested DEMO; Insulation Failure

CAPACITIVE COUPLING
Capacitor Two conductors separated by an insulator
Capacitance. The property of an electrical Circuit which enables it to transfer an electrical Charge from one conductor to 

another even when separated by an insulator 
Capacitive Coupling

CANNULA SYSTEMS
BURN HAZARDS IN MIS ELECTROSURGERY

• Burning the wrong structure, Inappropriate or inadvertent activation of electrodes out if view, Faulty insulation, 
Instrument to Instrument coupling (Direct coupling), Retained heat, Capacitive coupling

ASSESS PATIENT SIZEObese
• Multiple retum electrodes/adapter may be required Emaciated
• Site selection requires good nursing judgement Infant
• Less than 30 pounds
• Site selection requires good nursing judgement

The presence of obesity must be determined because adipöse tissue is high in resistance and will most likely require higher 
generator power settings. For some very obese patients, it may be difficult to get the patient into Circuit. When this occurs, follow

the manufacturer's recommendations. Some manufacturers provide step-by-step instructions on how to troubleshoot a 
generator alarm caused by excessive resistance secondary to obesity. One potential solution for extreme obesity is the 
application of two contact quality monitoring return electrodes. For this, you will need a special adapter

The emaciated patient presents a challenge because of the lack of good musde tissue and the bony prominences, The 
nurse must use good judgment when dealing with this type of patient.

Only a dual-section pediatric electrosurgery retum electrode made for use with an electrosurgery generator equipped 
with an adaptive contact quality monitoring System should be used on neonates, infants, and children less than 30 pounds. 
Because of the hydrophilic and superior adherence features. a low impedance hydrogel adhesive retum electrode is always 
preferable to a water based gel return electrode or dry adhesive return electrode. Always use electrosurgery on infants and 
neonates with caution. Power settings should be low.

If the patient cannot be placed in Circuit with a contact quality monitoring dual-section return electrode because tissue 
impedance is too low, the nurse should not use a single-section return electrode A single-section retum electrode does not 
activate the generator contact quality monitoring System, thus the generator is unable to shut down if impedance at the retum 
electrode site falls outside acceptable ranges. Consequently, the use of a single-section return electrode is extremely hazardous 
and must not be used because of the possibility of a return electrode site burn if the retum electrode-patient interface should 
become compromised. Also, a smaller return electrode is not a safer return electrode The smaller the surface area of the return 
electrode, the more Chance for current concentration and subsequent tissue injury. In such cases, use bipolar electrosurgery, 
rather than monopolar electrosurgery.

ACTIVE ELECTRQPES
• Remove unneeded electrosurgical pencils/ electrodes 

from the sterile field immediately
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Metal

Plastic

Hybrid

MECHANISM OF ADHESION 
CAUSES OF ADHESION

• It happens after various injuries: Surgery, inflammation, infection, Chemical treatment, cancer, radiological treatment 
and so on.

• Adhesion occurs in many cases of surgeries because of its invasive character 

IN QYNAECQIQQV ANP QBSTETRICS
PROCEDURES SUCH AS: Dilation and curettage, Caesarean section, Hysterectomy, Oophrectomy, Surgical treatment of 
endometriosis, Myomectomy, Other Ovarian surgeries, and Reconstructive tubal surgery

PROBLEMS OF ADHESIQNS
• Adhesions occur in the majority of women who had pelvic surgery.
• Problems indude, Infertility, Chronic pelvic pain, Dyspareunia, Vital organ damage, intestinal obstruction

SOLVING THE ADHESION PROBLEM
• Adhesiolysis: dangerous, expensrve, may not be effective
• Preventive measures: Surgical technique, Barriers: Seprafilm, Gynacare Interceed, Guardix sol 

G U M PIX SOL
• Contains Sodium hyaluronate and Carboxymethylcellulose, Viscous and lubricant solution, Residence tim e: 7-10  

days(Remains until healing occurs), Biocompatible, Bioresorbable, Allows tendon movement Good result of Anti 
adhesion

INDICATIONS
• Laparatomies:Abdominopelvic,Thoracic; Laparascopic adhesiolysis, Induding procedures in 

Gynaecology(myomectomy, hysterectomy, oophrectomy,etc); ? ? Others: Total mastectomy, Thyroidectomy, 
Laminectomy.etc

HOW TO APPLY
• Using the provided pippette or moist guaze....
• Apply to sites of potentially adhesiogenic tissues and organ structures.....
• to serve as temporary barrier separating opposing tissue surfaces.
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• Use electrosurgery with caution in bowel or in body cavities
• Inspect all active electrode cords for frays. cuts, or loose connections
• Use the lowest possible power setting
• Use short activations of the electrosurgical generator
• Do not activate in open Circuit when buzzing the hemostat (avoid metal to metal arcing)

Activate the ESU, ECU, or laser only when the active tip is in view, especially if looking through a microscope. Ukewise, 
deactivate the ESU, ECU, or laser before the tip leaves the surgical site. Some surgeons may elect to buzz the hemostat during 
surgical procedure. It is not recommended, and the hazards of such a practice probably cannot be elimmated Bums to the 
surgeon s hands are possible as well as metal to metal arcing, which in tum can become an ignition source. However, if the 
surgeon elects to buzz the hemostat, in order to avoid metal to metal arcing, do not activate in open Circuit when buzzing the 
hemostat- Before activation, the electrode should be in contact with the hemostat Activation using low wattage and the cut 
waveform will also reduce the potential for arcing, Also, firmly grasp as much of the hemostat as possible before activating the 
generator. This will disperse current over a (arger area and minimize current concentration at the fmger tips.

Metal Trocar 
CannulaElectrode insulation Fatfun

Bowel

Abdominal wall

Electrode Tip

Laparoscopc View

Activation of the ESU. ECU. or laser dose to gauze or surgical drapes is extremely hazardous, particularly in an oxygen 
enriched environment Coiling. bundting and damping of ESU active electrode cords should never be done. This practice may 
induce currents that could lead to shocks, fires, or injury to the patient or surgical personnel Always check biomed Stickers to 
ensure that they are current A generator with an out-of-date Sticker should not be used. Inspect all electrical cords for frays, cuts 
or loose connections. Frayed or damaged power cords or damaged outlets can result in excessive current being delivered to 
patients and/or staff members

ü lN IifQ L S A E E tm M S
RECOMMENDATIONS IN MIS TO REDUCE ELECTROSURGICAL COMPLICATIONS 
Inspect insulation carefully
Use : lowest possible power setting, low voltage waveform (cut), brief intermittent activation vs Prolonged activation, Bipolar 
electro-cautery when appropriate
Do not : activate in open Circuit, activate in dose proximity or direct contact with another instrument

R EC O .M M EN Q M LO.NS IN M IS TQ  RED U CE. E IEC T .R Q SU RQ IG AL C O M P L ICA TIO N S

Select an all metal cannula System as the safest choice. Do not use hybrid cannula (metal with plastic)
Utilize available technology e.g. tissue response generator to reduce capacitive coupling or active electrode monitoring 
System to elimmate concerns about insulation failure and capacitive coupling

SAFETY PBECADT1QNS
• The ESU should not be used in the presence of flammable agents (alcohol, and/or tincture based agents
• Avoid oxygen enriched environments
• Always use an insulated safety holster to störe active electrodes when not in use

The active electrode should be places in a clean, dry, nonconductive safety holster. in a highly visible area when not in use

APHESIQM
A band of scar tissues that forms an abnormal Connection between two tissues.
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ALPHA -  NEW APPROACH

ABHESIQN
A band of scar tissues that forms an abnormal connectKsn txrtween (wo trsures
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Mechanism of Adhesion
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PL-012
A COMMUNITY BASED APPROACH FOR SCREENING FOR OBSTETRIC FISTULA (OF) IN 
EBONYI STATE, NIGERIA
ONU F. A MBBS; OLADEINDE O B MBBS; & SUNDAY-ADEOYE I. MSC, FWACS, FICS 
A l l  f r o m  N a t io n a l  F is t u la  C e n te r , A b a k a l ik i , E b o n y i  S ta t e

OBJECTJVES
• This is a community based rapid assessment screening exercise meant to provide initial data on the magnitude of 

obstetric fistula in Ebonyi State.
• To raise awareness about the scourge of OF
• To help reduce stigmatization OF patients in the community

BACKGROUND
• Obstetric fistula is one of the most debilitating maternal health morbidities associated with enormous 

medical/psychological bürden.
• The true prevalence/incidence remains difficult to determine because of the Stigma associated with the condition.
• Recent National Demographic/Health Survey (NDHS) shows that estimated prevalence in the Southern zones to be 

.3% compared to .5% in the northern zones.

OBSTETRIC FISTULA IN EBONYI STATE
• Ebonyi State is located in the southeastern part of Nigeria.
• It was created in 1996 and has an estimated population of about 3million.
• It is composed of 13 local government areas (LGAs).
• Data from 2008 Nigeria Demographic/Health Survey'show the following characteristics among women of 

reproductive health age in Ebonyi.
• Literacy levels are low(S3%).
• 60% have heard of modern family planning method, 6% are using any method, 3% a modern method
• 76% attended antenatal care Services with the last pregnancy, 40% delivered their last child in a health facility, and

Table 1. Number of women screened/diagnosed with fistula and number of fistula repairs conducted to 
date at the South East Regional W F Centre, by LGA.

LGA No screened No diagnosed with 
fistula (%)

No who had surgery 
{Ap ri 12011)

1 27 10(37.0) 16

2 40 26(65.0) 43

3 39 26(66.7) 32

4 36 22(61.1) 47

5 58 33(56.9) 84

6 40 24(60.0)
1

55

7 32 16(50.0) 17

8 30 11(36.7) 12

9 57 22(38.6) 40

10 34 23(67.6) 3

11 60 35(58.3) 49

12 78 43(55.1) 70

13 28 15(53.6) 9

Total 559 306(54.7) 537
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Table 2 Charactensli« of women diagnoscd with futula

AGE NUMBER PERCENTAGE

15-20 15 4.9

21-29 33 10.8

30-39 78 25.5

40-49 62 20.3

- 118 38.6

Total 306 100.0

Table 3. Parity

P A R IT Y N U M B E R P E R C E N T A G E

1 77 25.2
2 36 11.8
3 34 11.1
4 37 12.1

5+ 122 39.9
Total 306 100.0

Table 4 Duration of fistula

N u m b e r  o f  y e a rs  w ith  f is tu la N u m b e r P e rc e n ta g e

<1 16 5.2

1-5 50 16.3

6-10 60 19.6

11-15 34 11.1

16-20 47 15.4

21-25 39 12.7

26-30 32 10.5

>30 28 9.2
T o ta l 3 0 6 1 0 0 .0
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46% reported a skilled birth attendant attended them to
• The median age at first birth is 21 years.
• In 2003 Ebonyi State University Teaching Hospital(EBSUTH) established a fistula repair uniL
• Between 2003 and 2007 about 120 women from different parts of the state and neighbormg States had free fistula 

repair surgery at this unit.
• About 80 other patients could not access care because of lack of funding of the unit

MOTHER AND CHILD CARE INITIATIVE
• In 2007 the Mother and Child Care Initiative (MCCI) Program was introduced by the wife of the govemor of Ebonyi 

state.
• MCCI focuses on matemal mortality and morbidities (e.g. fistula), breast and cervical cancer,, orphans and 

vulnerable children. widows, HIV/AIDS, rural girl child education.
• In Dec 2008 the Southeast Regional W F  Centre was established by MCCI to provide free treatment for all fistula 

dients irrespective of state of origin
• South east Fistula Centre has become the National Obstetric fistula Centre Abakaliki
• MCCI collected baseline data on reproductive health related issues (including obstetric fistula) from 13 LGAS using 

structured questionnaire
• Conducted rapid Community based Clinical assessment for Determination of the bürden of OF in 13 LGAS
• These baseline data were collected before the establishment of the South East Fistula Centre, Abakaliki

METHODOLOG Y
• Conducted by the Mother and Child Care Initiative between June and July 2008.
• Women with complaint of urinary incontinence were gathered at designated General Hospitals in each Local 

Government Area and a team of medical personnel conducted the clinical screening exercise.

CONPUCT OF COMMUNITY BASED ASSESSMENT
• Planning meetings for the community screening with various stakeholders including community leaders. religious 

leaders, media, women groups etc
• Coordination with Local Government Area chairmen
• Elaborate community sensitization and mobilization
• Assembling the team (1 fistula surgeon, 1 doctor, 2 nurses, 2 health educators, 2 drivers, 1 maintenance worker).
• Assemblage of equipment and consumables needed for the excercise

r esu lts

• The team examined 559 women, 306(55%) women were identified with OF.
• The median number of women at each screening event was 39 years
• Eighty percent (80%) had been living with the fistula for more than five years,
• The associated fetal wastage was 61.4%.
• Patients with long Standing OF have continued to present from previously screened areas
• The women without OF were diagnosed with uterine prolapse, cervical cancer and other reproductive health 

illnesses.

LESSONS LEARNED AND RECOMMENDATIONS
• Irvcrease number of screening points {> 1 session per LGA).
• Scheduling of Screening Events and more sensitization,
• Enlarged Screening teams.
• More effective Record keeping during screening.
• Shorter Interval between screening and repair(screening was june-july, repair started in Dec.
• Screening for other matemal morbidities like uterine prolapse may be useful.

CONCLUSION
• While the screening trips were successful in raising awareness and identifying women needing fistula repair, it is 

evident from current admissions to the Centre that many women did not come forward during the screening 
exercise.

• There is need to conduct a nationwide screening exercise to determine the magnitude of the scourge of OF in 

Nigeria.
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PL-013
GROUP PSYCHOLOGICAL THERAPY IN OBSTETRIC FISTULA CARE: A COMPLEMENTARY 
RECIPE FOR THE ACCOMPANYING MENTAL ILL HEALTH MORBIDITIES?
0  A Ojengbede', E Baba', I O Morhason-Bello1, M Armah', and D Buwa'
1  D e p a r tm e n t  o f O b s t e t r i c s  a n d  C y n o e c o lo g y , C o l le g e  o f  M e d ic in e A ln iv e r s i t y  C o l le g e  H o s p ita l , U n iv e r s i t y  o f  Ib a d o n , Ib o d a n , O y o  s ta t e ,

N ig e r ia

2  M in i s t r y  o f  H e a lth , J a b o  S o u th  S u d a n

INTRQDUCTIQM
• OF has been regarded as a neglected public health problem ravaging many women in silence and majority resides 

in developing countries
• Most women affected often present with twin tragedy of the morbidity and stillbirth as a consequence of 

prolonged, painful and sometimes catastrophic obstructed labour. This scenario culminotes In varying levels of 
psychological and emotional turmoil

• Worst still, their suffering is further compounded by deliberate isolation and stigmatization by their immediate 
families as well as the community they live due to their current predicament

RATIQNAL,E
• Previous researches have shown elsewhere that surgical correction of incontinence is not enough measure to 

manage any accompanying mental ill health precipitated by OF
• Evidence abounds that GPT has measurable therapeutic values in depressive illness, suicidal ideations, personality 

disorders and other mental illness irrespective of age and gender of the patients
• Previous researches have shown elsewhere that surgical correction of incontinence is not enough measure to 

manage any accompanying mental ill health precipitated by OF
• Evidence abounds that GPT has measurable therapeutic values in depressive illness, suicidal ideations, personality 

disorders and other mental illness irrespective of age and gender of the patients

RESEARCH OUESTIONS
1 Does Group Psychotherapy have any influence on mental ill health outcomes of OF patients?
2 To what degree is the impact of GPT on OF patients undergoing treatment?

Toblv 1. The pre and post group psychotherapy mental health assessmrnt among uotnen tut 
obstetne ftslulac In 60/

Mental ill lienlth »a iia lilr ' Pre GPT (°o ) Post-GPT (°o ) p-value»

Depression

-•4 43 (71.7) 26 (43.4) 0.002

<4 17(28.3) 34 (56.6)

Seif esteein

very low seif cstcciu 39 (65.0) 11(18.3)

Low seif cstccni 1! (18.3) 16 (26.7) <0.0001

Moderate seif csiccin 10(16.7) 33 (55.0)

Suicidal idealiou seif liarin

Severe 9(15.0) 0 (0 )

Moderate 10(16.7) 3 (5.0)

Mild 15(25.0) 13(21.7) 0.001

None 26 (43.3) 44 (73.3)

♦ Fischer cxact test used
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MATERIAL & METHODS
• A pre and post design conducted among women with 60 obstetric fistulas.
• Group Psycho-therapy involves group discussion by participants (9-12) on their peculiar problems through sharing of 

their experlences and coping strategies. Specifically, they were prompted to discuss the cause of their health challenge, 
the initial reaction of their family members and community to their urine leakage and how they have been able to 
internet and live within their community

o CPT was offered in batches before (he surgery and mental health assessment conducted before and after 
surgical procedure.

• Depression - a validated 28-item General Health Questionnaire (GHQ) (19). (< 4 is normal & >4 is MIH).
• Self-esteem and suicidal ideation/self harm were measured on a scale of 1 to 10 where 0 is no Symptom

• Suicidal ideation was interpreted as follows: score of 1-3 is mild. 4-6 is moderate and severe is 7-10
• Seif esteem was interpreted as follows: 0-2 as very low,3-5 as low, 6-8 as moderate and 9-10 is satisfactory

• Cross tabulation was performed to detect any changes in mental health mdicators used before and after the 
procedure The Statistical significance was at 95% confidence level. Analysis performed with SPSS 16.0 Software

5 .ESU JJ5
• The age ränge of the participants was 14 -50 years with a mean of 24 6years.
• The ränge of duration of OF to the time of presentation was 3 months to 27 years with a median of 3.4 years.
• Regarding their marital history, majority 28 (46.7%) are still married and lives with their husband while 23 (38.3%) 

are either separated or divorced, 8 (13.3%) are single and one (1.7%) of them is a widow

CONCLUSION
• In our study, we observed that the group psychotherapy offers opportunity for all participants to share their experiences 

and coping strategies. this fellowship promotes confidence and hope for all even before the surgery is performed
• Group psychotherapy is useful in OF mental ill health care, we therefore advocate for its use while awaiting surgical 

repair as it has the potential to reduce their accompanying mental ill health and subsequently facilitate early integration.
• We recommend more rigorous studies that will mvestigate the real potential of group psychotherapy in fistula 

management

PL-014
PREVALENCE AND THE ASSOCIATED TRIGGER FACTORS OF URINARY INCONTINENCE 
AMONG 5,000 BLACK WOMEN POPULATION IN SUB-SAHARAN AFRICA: FINDINGS 
FROM A COMMUNITY SURVEY
Oladosu A. Ojengbede’l .  Imran O. Morhason-Bello:, Babatunde O. Adedokun', Ngozi S. Okonkwo1, Charles O Kolade 
2. D e p a r tm e n t  o f  O b s t e t r i c s  & G y n a e c o to g y . C o l le g e  o f  M e d ic in e A J n iv e r s i t y  C o l le g e  H o s p ita l . U m v e r s i t y  o f  Ib o d o n , Ib o d a n , O y o  S to le  N IG E R IA  

2 . D e p a r tm e n t  o f  E p id e m io la g y , M e d ic a l  S ta t i s t k s ,  a n d  E n v i r o n m e n t a l  H e a lth , C o l le g e  o f  M e d id n e ,  Ib a d a n , O y o  s t a t e .  N IG E R IA

• Globally, it affects more than 50 million individuals and 25% to 30% of women (Boehnnger et al, April 2004)
• It affects over 13 million adult women in the United States. It is estimated to affect 30-40% of American women 

during their lifetime (Bush et al 2001)
• About 3.5 million adult women present with urinary incontinence in UJC surveys Show that 50-70% of sufferers are 

too embarrassed to seek advice (Granese et al 2008).
RATIONALE FQR THE STUDY

• At the moment there is no data on non-fistulous incontinence
• Usually reported as part of complications of fistula repair or pelvic organ prolapse
• The first attempt of community survey in Nigeria that captures all forms of urinary incontinence using International 

Incontinence Survey Tools was The Ibadan Household Urinary Incontinence Survey in 2009

OBJECTIVES
1. To determine the prevalence of urinary incontinence among adult women population
2. To describe possible trigger factors of urinary incontinence among same population

MATER!ALS_& M.EIHQD
• The Ibadan Household Urinary incontinence Survey: 5000 women (£18years) in both rural and urban LGAs using 

multi-stage random sampling technique were enrolled
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1 able 5: Relevant questions on l  nnarv incontinence

R e le w n t  q u esn o n s  u s c d fo r  th c  Ib a d a n  O m a n  J h c o n rm m c e  S u n e y  tT lB V I S t  -  E n g itsh  rranslauon

1 Havc von cver cxpenence lc.ik.ige of inuic before'’ (yes no)

2 If  yes are you cuncntlv expenenong lcakagc of unne'’ (yes oo)

3 How long havc you bccn leakrng unnc"’ ______________

4 Is your current unnc lcakagc associated witb coughing. laughing walking. hfl ins heavy objcct, 
sneezing chmbing Standing up deep breath and whistling urge to pass unnc or bcforc rcachmg 
bathioom (vcs no)

5 How bequem do you leak unnc’’ ____________________

6 When did you first notice unne lcakagc"1 (beforc pregnancv dunng pregnaney or deüverv)

7 Kmdly hst otbci complaum that you noticcd with your unnc lcakagc-1__________________
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Tabk- 2 PoemUfc diitributio« of chucal fraetirrt of uruurv uacocBmrocc *  diffnra» a#e povp 
fhov nbo rrporvd cunrotJv Irak in.? utiar

— \ r r , r r ,
Chrneal feature 15-24f«.)

(o-M>
2S-44{*»)
<72)

45- (N) 
(• - » )

Overall
<%)

Piccipliatia# factor
IS 1 44 4 48 5 432

.-hm# 618 292 152 US
Wa*m# ö!t 4 2 91 43
Uftm# brny loadt 59 1 4 91 43
Chm bin? 29 42 00 29
Sorem# 14 7 19 4 21 2 18 7
Deep btrathm? 29 00 30 1 4
Ulme Irak» oolv witb fall bladdei 235 1 38 9 51 5 38 1
Mo\m? from unm# to vu&dm? poutio« 29 14 30 1 > • •
Whiithn? 29 14 00 l 4
Otkri fratarei r --------1
L'nne Irak a fr» drops 909 899 606 83 0
These » ovuallv ored to chastfe 
uodrraeai

88 153 24 2 IS 8

So wsuataoo of bladdrs fu&artt 2 9 14 00 l 4
Associated frei) incoafmroce 0 0 00 6 1 l 4
Associated ftrxjurnl flatus 00 00 30 0 7
Skxn exconatioo 59 09 6 1 0 5
Usmatr» 7 tanrs daUv 11 50 0 1 45
Leak» arme before srachtn# the 
bafhroom

14 7 111 18 2 137
■ ■Dvsuna 20 5 11 1 91 144

j Senviix» of oxomptrtr voidm# "5 3 " 139 I 01 144
' Able to bold arme tili deine to uruutr 85 3 79 2 | 45 5 72 7
1 ejk' :aiiie diair.f 00 28 | 00 14

• This is a household Community survey conducted among 5001 women aged 18 years and above,
• A cluster multl-stage sampling was used to select eligible respondents.
• Information was obtained by an Interviewer administered structured questionnaire on; Soeiodemographicz, obstetric 

and gynaecological characteristics, leokage ofurine and trigger factors

SUMMARY OF KEY EINDINGS
• The mean age of the women was 33.2 years (SD=14.7).
• The proportion of women currently experiencing leakage was 2.8% (95% CI = 2.6 -3,0),
• The types of incontinence reported by women currently leaking indude stress incontinence (2.3%). urge 

incontinence (1%) and mixed (06%).
• Severe incontinence was reported in 0.5% of the women, 0.1% had moderate while 2.2% had mild incontinence
• Women with history of vaginal delivery only were about twice more likely (95% CI OR = 1.11 -  3.02); and those 

who delivered by other modes over four times more likely (95% CI OR =1.96 -  9.27) than nulliparous women to 
report currently leaking urine.
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CQNCLUSION & RECOMMENDATION
• This survey is the first and largest among indigenous black African population
• It revealed a lower prevalence of Ul eompared to other settings. and that the commonest type is stress Ul
• Mode of delivery is an important correlate of Ul amongst Nigerian women.
• We recommend more epidemiological studies in sub-Saharan African for better understanding of this disorder
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PL-015
INTRACERVICAL FISTULA (ICF): A PREVENTABLE SCOURGE
Oladeinde. O MBB: Sunday-adeoye I MSC, FWACS, FICS & Dimejesi I FWACS,FMCOG 
A l l  f r o m  N a t io n a l  F i s t u la  C e n te r . A b o k a l ik i . C b o n y i S ta t e

INTRODUCTION
• Obstetric Fistula (OF) is the product of prolonged obstructed labour in majority of cases and timely caesarean 

section is panacea for its prevention.
• Regrettably the incidence of Obstetric fistula following caesarean section appears to be on the increase in Nigena.
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Figure 1 age group of patients with in trjcervic.il frstula

< 2 0  2 1 - 3 0  3 1 - 4 0  4 1 - 5 0  5 1 - 6 0  6 i - 7 D

Figure 2 : Parity of patients with ICF

• About 20.000 new cases of OF is reported to occur annually in Nigeria
• ICF is a subtype of female urogenital fistula, an abnormal eonnection between bladder and cervix and it Is a 

supposedly rare and uncommon UGF

q b/e c jiv e

• To document the profile of women with ICF at National Obstetric Fistula Centre, Abakaliki

MATERIALS AND METHQD
• A prospective study conducted between Dec 2008 -  June 2011
• 875 patients with OF were treated during the period at National Obstetric Fistula Centre, Abakaliki.
• The relevant sociodemographic and clinical data were collected for 219 ICF patients and analysed

RESULTS
• Prevalence of ICF was 25%, Mean age and height of the clients were 36yrs and 1.49m respectively, Forty -six 

percent (46%) of study population had formal ANC, Forty- one percent (41%) had their initial labour process at 
home, labour lasted less than 24 hours in 58%

RESULTS
• The entire 219 patients had abdominal delivery, Fetal outcome: Stillbirth 157(71.7%), Live birth 62(28.3%), Despite 

catheterization. 81% leaked urine within 72 hours of Operation, Fistula repair was successful in 84% at first attempt

DISCUSSION
• Was the pathology the result of C/S or Prolonged obstructed labour?, All 219 ICF patients had abdominal delivery,
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Figure 3 : Places ICF panents laboured

Place oflabour

■ laboured at home ■ laboured in Hospital » laboured with TBA

Figure <J: Delivery outcome

Delivery outcome
livebirth

2 8 %

Labour was less than 24 hours in majority of patients. Majority started leaking within 72 hours of surgery, Pointing 
possibly to poor operative skill

CQNQ.USIQN
• The prevalence of Fistula following C/S in this study is worrisome and calls for more proactive measures to stem the 

tide.
• The activities of quacks, charlatans and other untrained personnel should be curtailed.
• SOGON should prescribe some minimal training and certification for medical practitioners who wish to perform 

caesarean section

PL-016
THEORIES OF URINARY INCONTINENCE CAUSATION: AETIOLOGICAL DESCRIPTIONS 
BY SUB-SAHARAN AFRICAN WOMEN
Imran Morhason-Bello‘..OIadosu Ojengbede1. Babatunde Adedokun', Stella Marns Okonkwo1, Charles Kolade1,

1 D e p a r t m e n t  o f  O b s t e t n c s  &  G y n a e c o lo g y , C o l le g e  o f  M e d ic in e A J n iv e r s i t y  C o l le g e  H o s p ita l , U n iv e r s i t y  o f  Ib o d a n , Ib a d a n , O y o  s t a t e

N IG E R IA ,

2 . D e p a r tm e n t  o f  E p id e m io lo g y , M e d ic a l  S t a t i s t k s ,  a n d  E n v i r o n m e n t a l  H e a lth , C o l le g e  o f  M e d ia n e ,  Ib a d a n , O y o  s ta t e , N IG E R IA . •

• Urinary incontinence (Ul) ts a common urologic disorder among women worldwide that afflicts more than 150 

million individuals with wide ränge of associated morbidities (1, 2)
• Untreated Ul can adversely affect women's work. daily lives, recreational and social activities, interpersonal
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relationships, and physical and psychologlcal health (3-5)
• Yet, many women underreport this highly sensitive medical morbidity. Studies have also shown few women that 

have Ul seek medical attention, despite awareness that treatment is available (6-8)
• Reasons for underreporting indude: women's perception of causes of incontinence, lack of opportunities for 

treatment, negative implication of such complaints on their social and matrimonial relationship (9-11).

Furthermore, the use of different case description of Ul, study designs and methods of data collection also 

determines the level of reporting of this disorder within a given population.

RATIONALE
• Many Nigerian women present with Ul concerns, as either a chief complaint or secondary concern.
• Recently, O/engbede et al reported a Ul prevalence of 2.8% among 5000 adult women participatmg in a large 

community-based household survey. Ul was found to be associated with previous history of vaginal birth(12).
• However, there is paucity of data on women's understanding of the cause of Ul from a social and cultural perspective

OBJECTIVE
•  To describe perceptions of the etiology ofUI among women in a Nigerian community and correlate these perceptions with 

demographic, social and biologic variables

MATERIAL & METHODS
• It was part of a multi-stage community survey conducted among 5001 women population in Nigeria tagged Ibadan 

Urinary Incontinence Household Survey (IUIHS).
• Analysis on perception of aetiological causes was conducted among 1955 respondents that knew that women could 

experience Ul.
■ The data were collected using Epidata Software to verify accuracy of skip patterns and data entry. Subsequently data 

were cleaned and exported into SPSS Version 15 for analysis. Responses to the respondents' percetved aetiology of
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urinary incontinence were grouped following a Classification previously reported (13).
• Response categories induded: pelvic floor/bladder related, uncontrollable factors, part of being female, 

personal/lifestyle factors and don't know'. Many women associated Ul with sexual behaviors (e.g., many sexual 
Partners, frequent sexual intercourse). therefore, we created a separate category for this response. History of 
miscarriage (reported mostly as induced?? abortions) was also prevalent and was grouped as an uncontrollable 
factor

• Some other reported causes (early marriage, superstitious beliefs) could not be grouped under any of the existing 
categories and were reported as Other perceived causes'. Three members of the research team examined all 
responses to achieve consensus on categorization for each Statement.

• Chi square tests were used to test associations between perceived aetiology and variables. Logistic regression analysis 
was used to determine significant predictors of the perceived causes of urinary incontinence.
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CQNguSIQN
• This study shows that despite the low level of awareness, Nigerian women expressed similar myriads of beliefs about 

possible causation of Ul that has been previously reported Poor knowledge exhibited could constitute a major 
obstacle to their health seeking behaviour.

• We recommend that practitioners seek Information from dients on their perception of ill health as it may determine 
their disposition to care. Mass mobilization of the populace to improve the awareness level and also to dispel any 
misconceptions of this burdensome disorder is critical to holistic care.

PL- 017
HELP SEEKING BEHAVIOR AMONG WOMEN CURRENTLY LEAKING URINE IN NIGERIA: 
IS IT ANY DIFFERENT FROM THE REST OF THE WORLD?
Okonkwo N.S1, Ojengbede O.A', Morhason-Bello I. O ', Adedokun B.O'.
1 .  D e p a r t m e n t  o f  O b s t e t r i c s  &  Gy n o e c o lo g y , C o l le g e  o f  M e d t o n e / U m v e r s i t y  C o l le g e  H o s p ita l , U n iv e r s i t y  o f  Ib o d o n . Ib o d o n , O y o  s t a t e  N IG E R IA

2 .  D e p o r t m e n t  o f  E p id e m io lo g y , M e d ic a l  S t o t i s t k s ,  a n d  E n v i r o n m e n t a l  H e a lth . C o l le g e  o f  M e d ic in e , Ib a d o n , O y o  S ta te . N IG E R IA

INJRQJ2UCTQN
• The international incontinence society recently defined incontinence as "any form of urine leakage" which 

captures the entire population who had either complained or is currently having urine leakage.
• The prevalence of Ul from previous studies was reported to be in the ränge 3-58% in the community.
• Recently, the perspective of an African community published by Ojengbede et al revealed that 7.2 percent of 

women ever leaked and 2.8 percent arecurrently leaking urine with stress Ul being the commonest variety.
• Previous studies have shown that women with Ul manifest their help seeking behaviors in different ways like any 

other medical morbidity. Reasons advanced for such behavior include fear of surgery, embarrassment or 
humiliation, poor knowledge and apathy of health worker.

• lack of convincing information and assurances that their health plight will be resolved, belief that the condition is 
notlifethreatening buta partof ageing process.failureofprevious treatment, impact onqualityof life and soon

• Help seeking pattern of women towards medical morbidities is influenced by several factors and these include: 
the general understanding and Interpretation of the disease itself; type and severity of medical condition itself, 
the available information on treatment opportunities, economic reasons, and the type of health care financing 
System that operates in such settings. The prevailing socio-cultural implications of a medical condition

• Nevertheless, the predictors for help seeking by women for Ul complaints are educational level, severity of 
the complaint, and impact of Symptoms.

• It is thus an irony that MDCS is reported in the African subregion.
• In developed countries while fear of birth, increasing maternal age at marriage and first pregnancy, fear of pelvic 

floor damage and genital prolapse in later years are implicated reasons, in developing countries on the other 
hand, the view that CS was the surest way to a live birth is believed to be a critical factor underlying their choice.

JUSTIFICATION
• This is necessary because, there are some health seeking behaviors peculiar to this setting. For instance, lack of 

specialist out of pocket' health care financing, socio-cultural taboos, poor access to quality Service and 

flourishing traditional medicine practice amongst others. In addition, the triage of poverty, ignorance and 

disease still rages in our setting.
• Health seeking behaviour with respect to Ul in Africa may differ from that in other parts of the world.

OBJECTIVES
AIM;The study therefore aims to determine the help seeking behaviors of women currently leaking urine in the
community

SPECIFIC OBJECTIVES:
1. The possible predictors that will influence seeking hospital care Services.
2. To describe reasons why women with Ul will not want to seek help.

MATERIALS 8. METHOD
• A large scale community based survey of 5001 women known as the Ibadan Household Unnary Incontinence 

survey (IHUIS) was carried out to determine the pattern of unnary incontinence among women in the city.
• Study Area -  Ibadan, The third largest city in Nigeria by population and the largest in geographica! area located
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Table 1: Sociodermographic Variables

Marital Status N=139 Location o f 
Residence

Married 95 (69.3%) Rural 56(40%)

Never married 30 (21.6%) Urban 83 (60%)

Separated or divorced 14 (10.1%)

Parity A ge (Mean 35.7 years (SD=15.8)

1 14 (10.1%) <40 years 88

2-4 57 (41%) >=40 years 51

5 and above 36 (25.9%)

Educational Status

No formal Education 14(10.1%)

Primary 26(18.7%)

Secondary 73 (52.5%)

Tertiary & Above 26(18.7%)

Figute 1: Proportion of th o »  that sought help

in the southwestern state of Oyo. Its population is 25550593 according to 2006 census results indudlng 11 local 
governmentareas.

• Study Instrument/ data Collection: Interviewer administered questionnaire containing questions on birth 
history; obstetrics and gynecological history, knowledge and history of urinary incontinence associated 
symptomatology and care and Support.

• [Questions were]; Have you ever leaked urine? Are you currently leaking urine for those who said yes. The women
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Table 2. reasons for failmg to seek care

REASON S FREQ UEN CY PERCEN TAGES

Normal and not life threatening 62 51.2%

Unaware of treatment options 22 18.2%

Too shy to disclose 3 2.5%

Afraid of complications during treatment 2 L7%

No Reason 27 22.3%

Figuren W liere ihey see* care

W h ered o  they seek care ?

■ Hospitals

■ Religious 
Organizations& 
Mission Hom£s

Table 3: Brvariaie and Regression analysrs

Var labt« SovgMCar« Ou-Squa«« P valv« 0*<M* Rater OoW wH

A<*
<•40 68 3933 0 047 0 6 0 176 - 2 04

»40 176

Level of E docatioo

Pnmary o< lower a  5
7998 0 00$ 4 049 1274-1J 88

Secondary or 
Mtgher

6 i

Type of Incontincncc

Severe
incont>nence

25
6083 0014 4 202 12)8 - u  2S

Mid
WKOnttne««
Location

78

Ovral 86 0487 0 48$
Urban
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reporting urinary leakage were asked the following questions: Have you ever sought help for the leakage of 
urine?' Ifyes, where didyou seek treatment’ and What treatment was given toyou?' Those women who reported 
they never sought help were asked the following: What was the reason whyyou have not received any care?'

• The household response rate was 95.7% while individual response rate was 98.9 %.

DATA ANALYSIS:
Secondary data analysis was done into SPSS Version 15 .Summary statistics such as means, frequencies and proportions 
were used to summarize variables. Chi square tests were used to test associations between categorical variables. Logistic 
regression analysis was done to determine significant predictors of outcomes. Ninety five percent confidence intervals 
were reported forestimates.
Eighteen (12.9%) of the women had ever sought help, 15(10.8%) at hospitals and 3(2.2%) at mission homes or 

religious organizations. The only treatment modality was drugs given to the women. In one of the cases that visited a 

hospital she reported the doctor told her 'it was normal'.

DISCUSSION
• Summarily, the findings in this study suggest that only a small proportion of women with Ul seek care. [Only 

12.9% have ever sought any form of help while 10.8 % did so amongst women that currently complain of Ul. 
Otherstudies have reported ratesof 20-50%

• The lower rates may be a general reflection of the poor help seeking behaviour from medical personnel among 
women from Sub-saharan Africa. The studies have shown that Nigerian women do consult spiritualists and 
herbalists fortheir medical problems and this practice has been documented forother morbidities.They may in 
the process suffer severe morbidities or even mortality before the eventually seek medical help.

• A single participant shared the experience that a health worker reassured her that Ul is a normal condition!. 
Though, a single participant shared this experience but it has far reaching implications on the general perception 
of the end-users on medical Service. Poor Professional knowledge could have catastrophic consequences that 
may limit opportunity for eure afterward. On the contrary to findings elsewhere, this study shows that women 
with lower or no education are more likely to seek help compared to those of higher education. The strong 
association of severity of Ul with help seeking is intandem with otherstudies.

• That Ul is not life threatening being the commonest reason in this environment being that Ul is not life 
threatening may either reflect a poor insight to the disease or is a reflection of the prevalent disposition to 
medical consultation in Nigeria. The misconceptions exhibited by this group of women needs to be addressed 
with adequate mobilization and education on the cause, implications and treatment of Ul with a view to 
reorienting them towards hospital consultation.

• Furthermore, it is possible that the reason why some women mentioned lack of funds may be due to the poverty 
line below which many live and the "out of pocket" health care financing System that Nigeria currently operates 
among the majority of the populace. This approach has limited the access of the average woman in the country 
who lives below poverty line to qualitative health care Service.

• This study has attempted to add more information on this subject. It is a community-based study and so reflects 
truly what obtains in the populace. In addition, this study is probably the first in sub-Saharan Africa and the 
perspective of this population of women has filled a gap in global knowledge in the literature.

• We advocate cautionary interpretation of the results presented because of skewed population towards younger 
agegroup> elderly. Further questions needed onreasons mentioned by those did not seek care. We do not have 
information on the outcome of care amongst those that have sought medical treatment. Represents the help 
seeking behavior of women in southwestern Nigeria. A CLARION CALLS FOR RESEARCH IN OTHER PARTS OF 
NIGERIA.

CONCLUSION & RECOMMENDATION
• The outcome of this study shows that very few women about 1 in 10 with current Ul have sought medical care 

and the barriers mentioned were similar to other settings except lack of funds.
• We suggest more research in this area to fully understand the context of these women's disposition to medical
, Service.
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PL-018
SEEKING AN EARLY INTEGRATION FOR FISTULA SUFFERERS THROUGH AN
ADVENTURE: IS DAY CASE SURGERY A REALISTIC APPROACH?
Ojengbede OA and Morhason-Bello IO
Urogynaecology u n it Departm ent of O bstetrics & Gynaecology, University College Hospital,

Ibadan

SUMMARV
• This is a case series of two vesico-vaginal patients that were successfully managed on outpatient care as an 

alternative approach, to ensure early access to care and integration to their family.
• The Two patients had simple uncomplicated mid-vagina fistulae managed with local infiltrative anaesthesia.
• We suggested the selection criteria and dinical guideline that can easily facilitated successful treatment by this 

choiceofcare.

CASE 1
• A 22-year-old Nulliparous Student was referred to the gynaecology dinic of the University College Hospital (UCH), 

Ibadan, Nigeria, on account of 4-year history of total urinary incontinence secondary to poly-trauma sustained 

from a road traffic accident (RTA).
• There was no faecal incontinence. While on admission for the trauma, her bladder was catheterized for 6-weeks 

then, and thereafter, she noticed involuntary leakage after its removal tili presentation. She had no other systemic 

illness.
•General physical examination was essentially normal except the limping gait noticed -  residual morbidity from 

RTA, Pelvic examination shows a wet perineum with ammonical odour and normal vulva. The vaginal length was 

normal with a defect on the anterior wall that admits a tip of finger. The cervix, Uterus and both adnexea were 

normal.
•The speculum examination in lithotomy position revealed a mid-vaginal W F  measuring 2 by 2cm with minimal 

scaring of the edges. The cervix was visualized and appears healthy. A diagnosis of simple mid-vaginal fistula was 

made.
•The pelvic X-ray shows a healed fracture site of the left Superior rami and the intravenous urogram was normal, 

Other routine preoperative investigations were performed, and all the results were normal.

CASE 2
•A 26 year old married para 2 ,1  alive woman was seen at gynaecological dinic with 2 year history of involuntary 

leakage of urine following prolonged obstructed labour. There was no morbidity and there was no previous 

attemptatrepair.
• Positive findings were in the pelvic examination (speculum and digital) which revealed a mid-vaginal 1cm by 2 cm 

with no fibrosis. The vaginal capacity was normal, cervix was central and the Uterus was ante-verted and normal 

size. A diagnosis of simple mid-vaginal fistula was made.
•She was counseled for surgery and the preoperative investigations were essentially normal.

MANAGEMENT PROTOCOL
• We obtained a written consent from both patients after a full explanation of the concept of day care management 

with an opt-out opportunity for conventional in-patient care. The protocol included presentation of the consent 
to patient on the morning of surgery in the theatre.

• A peri-operative nurse takes the vital signs and this is re-checked by the physician. The consent was revalidated 
before the Operation is commenced. Local infiltrative anaesthetic techmque was used for both cases

• A detail description of this anaesthesia and approach of surgical repair has been published elsewhere1 After the 
surgery, the urethral catheter was strapped to the thigh using 4-cm wide plaster and patients were observed at the 
recovery room for 4-hours. Thereafter, intravenous infusion discontinued and they were commenced on oral fluid 
intake initially clear water and later fluid diet

• They were counseled to drink minimum of 4-litres of fluids (water, tea, or pap) a day for the first 48-hours and later 
to Start normal diet. They were also trained on how to empty the urine bag connected to the catheter and 
measurement of her urine using 50-ml size syringe.

• Adequate output was described as at least 2 full syringes per hour. After 2 successful tnals by the patient, they were 
discharged home with oral medications - 1000mg of paracetamol 6-hourly for 48-hours, 625mg of Augmentin 
and 100 mg of vitamin Cthricea day.

• The patients were also counseled to report to the hospital if they noticed any of the followings: abdominal pain,
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reduction in unne volume per hour despite normal intake, leakage of urine or fever They were given a week 
follow-up appointment at the gynaecological dinic.

• At the first follow-up clinic, both patients had uneventful recovery with no complaints. The urethral catheter was 
normally placed with clear urine. The perineum was dry. Thereafter, they were seen agam at a week time. The 
urethral catheter was removed after bladder training at the clinic during the second visit.

• After a fortnight appointment and they weredischarged from the clinic following routine fistula counseling.

DISCUSSION
• To the best of our knowledge, this is the first reported experience of day case management of W F  using 

conventional surgical repair. Elsewhere, Shah has reported a favourable experience of day case endoscopic repair 
of fistula repair, an art that is not readily available in most developing countries where fistula is endemic“. The two 
patients presented attended a clinic Session prior to surgery and their next visit was on the Operation.

• The approach of one time visit' used has been previously advocated for simple cases of mid-vaginal W F  to 
reduce backlog challenges in busy centres15 In addition, it also reduces the financial bürden of transport, 
payment for clinic consultations and other consumables.

• The two cases reported by our team were successful and this is indication that day case management of W F  is 
feasible.

• However, the caveat is that the patient to be managed with this type of protocol would have to be carefully 
selected and we suggest the following criteria based on our experience; first, the fistula should be simple mid 
vagina fistula with no evidence of moderate to severe fibrosis.

• Second, the patient should be well motivated and not be coercised and lastly, there should be a facility for a 24- 
hour Service to respond to any emergency from such patient.

• Contrary to the inpatient admission care of fistula patient for 10 to 21 days post-surgery, this patient was 
managed as a day case. The immediate postoperative recovery was not demanding because of the anesthetic 
technique that was used.

• Although, postoperative nursing care could be tasking, as it is usually the benchmark of the surgical outcome. 
However. a well motivated patient with no other morbidities could perform this responsibility. This will require 
training the patient in the skills of emptying the urine for measurement.

• Furthermore, emphasis should be placed on early reporting of Symptoms that suggest an impending 
complications such as reduced urine flow (<100mls per hour). abdominal pain, fever, and leakage suggesting 
urine flow obstruction, infection and failed repair respectively. The two patients did not develop any complication 
and was continent of urine after catheter removal.

• Early Integration with family member right from the Operation day seems feasible in well selected simple fistula 
cases. The precautionary measure is to ensure that patient is willing, has support of her family and that there is 
available opportunity for medical assistance when the need arises.

• Apart from the elimination of incidental bills -  admission fees, feeding, and bed space charges, the patient is 
saved from the ordeal of cancelation of surgical Operation after admission. a peculiar problem of public health 
centres in Nigeria.

• From the dient perspective, we sought the view of these patients during their second visits. Excerpts of their 
Statements were as fotlows; "I am usually scared of surgery, I was happy that I did not pass through the other side 
of the world. I feel elated hearing the surgeon speaks with his colleagues in the theatre and his occasional songs. I 
feit more involved in finding solution to my health problem. I shall recommend this approach to anybody. The 
only chailenge I had was during the first few days of emptying the catheter but, parent supported me throughout 
my trying period"

• The second patient was full of praises and said: "I feel satisfied with this approach that has human face, I cook, eat 
and laugh with my families at home though I had some discomfort initially but it was not so serious. I am happy 
that I sleep in my house after the surgery"

CONCLUSION
Judging by the volume of fistula patient waiting to be repaired, poor funding and commitment to its eradication, fistula 
surgeon may explore this alternative Option for a well selected patient to reduce the financial bürden, waiting time and 
ensuring unhindered Integration to their family.
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PL-019
ANTEPARTUM HAEMORRHAGE AND PREGNANCY OUTCOME IN LAUTECH TEACHING 
HOSPITAL, OSOGBO, SOUTHWEST, NIGERIA.
DR. ADEKANLE
D e p a r tm e n t  a f O b s t e t r i a  &  G y n a e c o lo g y , L A U T E C H , O s o g b o , O s u n  S ta te  

INTRODUCTION
• Obstetric haemorrhage-leading cause of maternal death in Nigeria (APH)
• Prevention. early detection and prompt management.
• Reduce significantly morbidity and mortality assodated with obstetric haemorrhage.

MAILRJALS.ANP-MEIHQP
• Retrospective case-control study, B-years review of 36 cases (APH) and 76 control.

RESULTS AND DISCUSSION
• 2.358 deliveries.lncedence of 1.5%., Mean age- 30.5±6.8 years, 29.2±5.2years(p > 0.05), Mean parity- 1.9±1.4, 

1.511.3 (p > 0.05).

Table 1 Demographie*

VARIABLES NUMBER PERCENTAGES

AGE(YRS)

< 24 17 15.0

25-29 45 39.8

rr»iOrn 29 25.7

>  35 22 19.5

PARITY

NU LLI PARA 28 24.8

PARA 1 - 4 81 71.7

PARA > 5 4 3.5

BOKING STATUS
1

BOOKED 56 49.6

UNBOOKED 57 404

MODE OF DELIVERY

SVD 53 46.9

CS 60 53.1
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VARIABLES CASES 

N = 36

CONTROL

N=77

TEST STAT DF P-VALUE

PRE DEL PCV 27.6±5.0 30.9±5.3 t = 3.06 < 0.01

POST PCV 27.5±5.7 29.5±5.4 t = 1.83 > 0.05

LTH-BOOKED 12(33.3%) 44(57.1%) X2 = 5.56 1 < 0.05

UNBOOKED 24(66.7%) 33(42.9%) OR- 2.7 95%CI 1.2-6.1

BLDTX + 9(25.0%) 5(6.5%)

BLD TX - 27(75.0%) 72(93.5%) FISHER'S EXACT < 0.05

OR-4.8 95%CI 1.5 -15.6

SVD 13(36.1%) 47(61.0%) X2 = 6.12 1 < 0.05

CS 23(63.9%) 30(39.0%) OR-2.8 95%CI 1.2-6.3

HOSP STAV(DYS) 72.4 49.8 M-WU < 0.01

Table 2: C
om

parative analysis betw
een cases ar>d control
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Table 3: Comparative analysis between cases and Control

V A R IA B L E S C A S E S  

N = 3 6

C O N T R O L

N  * 7 7

T E S T S T A T OF P V A L U E

Mean Apgar 1 min 
S min

4.9*27
7.0*34

6.2*17
88*1.5

t = 4,04 
t = 3.90

< 0.001 
< 0.01

Apgar Score 
1 min < 6 

> 7
22(61.1%)
14(38.9%)

30(417%)
42(583%)

X2 = 3 64 i > 0.05

5 min < 6 
> 7

14(38.9%) 
32(61.1J6)

6(8.3%)
66(91.7%)

OR-7.0 
X2 = 14 85

i 95%CI 2.4-204 
<0.001

Mean BWT (kg) 26*0.7 3.2 *1.4 t = 2.16 <0.05

BTW 
< 2.5kg 
»  2 5kg

9(25.0%)
27(75.0%)

9(12.3%) 
64(87 7%)

X2 = 2.81 i >0.05

ICIJ ADMISSION
YES
NO

12(33.3%)
24(66.7%)

16(20 8%) 
21(79.2%)

X2 =2.07 i >0.05

B A B Y  A U V E  

B A Y  D E A D

2 8 (7 8 .8 % )

8 (2 2 .2 % )

7 2 (9 3 .5 % )

5 (6 .5 % )

Fiih tr'»  »uct 

OR • 4,4

< 0 .0 5

9 5 % C I 1 .3 -1 3 .6

Table 4: Multivariables analyses

VARIABLES . • S.E WALD P VALUE OR 95% CI

Age 0.025 0.043 0.331 0.565 1.025 0.942 -1.115

Unbooked/

Booked(ref)

0.893 0441 4.112 0.043 2.443 1.030 -  5.794

Abortion 

Yes/ No(ref)

0.336 0.425 0.623 0.430 1.399 0 608 -  3.220

Parity 0.102 0184 0.310 0.578 1.108 0.773 -1.589

PCV

< 30% / > 30% (refl 0.333 0.433 0.585 0.443 1.395 0.596-3.260

CONCLUSIQN
• Antepartum haemorrhage was found to be associated with poor maternal and neonatal outcome in this study and 

the major predictor was booking Status.
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PL-020
ASSESSING THE KNOWLEDGE OF RISK FACTORS FOR CONGENITAL ABNORMALITIES 
AND PRENATAL DIAGNOSIS AMONG PREGNANT WOMEN ATTENDING ANC IN 
SOUTH WESTERN NIGERIAr'JCH, 2011.
Oranye B.C.
Department of Obstetrki and Cynoecohgy

INTRODUCTION
• A congenital abnormality is a defect present at birth of a baby.
• Congenital abnormalities account for 20-25% of perinatal deaths'. About 2-3% of babies born have some type of major 

birth defect1.
• Prenatal diagnosis involves antenatal diagnosis of lethal handicapping conditions in utero, and prenatal therapy of 

such which may entail selective termination or in utero therapy depending on the individual case.

RISK FACTORS FQRCQNGENITAL ABNORMALITIES
■ Maternal age( >35years), Blood group/genotype of the parents. Inherited family traits, Maternal exposure to 

teratogens during pregnancy, Maternal disease before or during pregnancy, Mode of conception of the pregnancy, 

Mothers with previous history of birth of babies with congenital abnormality.

OBJECTIVES OF THE STUDY
• To assess the knowledge of risk factors for congenital abnormalities in pregnant women attending ANC
• To evaluate the pregnant women with risk factors for congenital anomalies.
• To determine the number of pregnant women who have given birth to babies with congenital anomalies in the past.
• To find out the number of pregnant women with risk factors or have had babies with congenital anomalies willing to 

undergo prenatal diagnosis and treatment for congenital anomalies.

JUSTIFICATION FOR THE STUDY
• The magnititude of distress women who give birth to abnormalities go through.
• Ignorance of risk factors and available treatment options for women
• Level of awareness of women of congenital abnormalities and prenatal diagnosis basis to introduce and intensify 

training of trainees in prenatal diagnosis skils.

LITERATURE REVIEW
• A study done in Greece by Mavrou et alJ revealed that the prevention of genetic diseases through prenatal diagnosis 

depends to a large extent on the awareness and acceptance of available methods by the public
• In Texas,US \ It showed that while 89% were aware that such tests are available. younger, black and less educated women 

were less likely to know about prenatal tests for birth defects.
•  Kitsiou-Tzeli et als in Greece in study found that women of higher education were over twofold more likely to attain a 

higher level of knowledge of prenatal diagnostic procedures as were those reported reading the populär press.

MATERIALS AND METHOD
• It was a cross-sectional, among consenting pregnant women attending the antenatal clinic of UCH, Ibadan between 

ApriltoJuly201L
• Sample sizeis 384,calculated fromConchran Samplesize formula.95%confidence interval.
• Data was collected by simple random sampling from pregnant women who meet the inclusion criteria via seif 

administered open/close-ended questionaires
• There were 326 respondents (making it 85% respondent rate).

CQNCLUSIQN
• The study showed that majority of the pregnant women knew about congenital anomalies and some of the risk factors 

to having babies with birth defects
• Many are also willing to undergo prenatal diagnosis which agrees with similar studies done in several other countries.
• The level of education.professionals,older women and the married are more willing to undergo prenatal diagnosis.
• The number of women who would allow selective termination/induced abortion for abnormal babies are few
• Women are unwilling to support or join an advocacy group to legalise abortion but will be willing to pay for prenatal 

screening.
• The research also shows good knowledge of prenatal diagnosis among the women influenced their decision to 

undergo prenatal diagnosis.
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REGQM.MENPAT.IONS
L  The need to set up preconception care/prenatal screening dinics to cater for women with risk factors who are 

comtemplating conception
2 Education of the pregnant women is neccesary about nsks for congenital anomalies
3 Physicians should develop skills of various prenatal diagnostic procedures and learn more on genetic counselling in 

Order to offer these women help.
4. The Feto-maternal medicine physicians should acquire equipments in their institutions and train young obstetricians 

in various prenatal diagnostic procedures and in-utero treatment
5. Public awareness on the dangers,burden, socio-cultura! and economic implications of having a baby born with 

debilitating and disfiguring congenital anomalies so as to make informed decisions about their reproductive health.
6 The need to set up advocacy groups to influence the government .policy makers and law makers on the need to legalise 

selective termination of babies with severe life-threatening conditions that will affect the life of the mother and impair 
the socio-cultural and intelectual health of the baby.

BEEEBEM CES
1. Prenatal diagnosis. web path mini tutorials.the internet pathology laboratory for medical education;the University of 

Utah Ecdes Health sc Lib[cited 2011 March 2nd]
2. Womens health Information,prenatal diagnosis by SOGQcited 2011 March 2nd].
3 Mavrou A.Metaxotou CTrichopolou 0  Awareness and use of prenatal diagnosis among Greek women: a national 

survey. Prenatdiagn 1998 Apr:18(4)349-55
C aseA P
4. , Ram adhani TA, Canfield MA, W icklund CA Awareness and attitudes regarding prenatal testing among Texas 

women of childbearingageJ GenetCouns.2007 Octl6(5):655-61. Epub2007 Aug 3.
5. Kitsiou-Tzeli S.Petridou ET.Karagkiouzis T et al.Knowledge and attitudes towards prenatal diagnostic procedures 

among pregnant women in Greece. Fetal diag Therp.2010;27(3}:149-55. Epub 2010 Mar 9.

PL-021
BARRIERS TO UTILIZATION OF MODERN METHODS OF FAMILY PLANNING AMONGST 
WOMEN IN A COMMUNITY SOUTH-SOUTH NIGERIA.
Utoo, BT , Swende, TZ. Utoo, PM

INTRODUCTION
• Family planning is an important component of reproductive health that affects the lives of women. their family 

members and the nation as a whole
• Studies have shown that high parity, short inter pregnancy intervals and extremes of age are associated with poor 

pregnancy outcome.
• Furthermore. the use of contraceptive methods by the women in the reproductive age contributes to the prevention of 

unwanted pregnancies and subsequent induced abortion.
• The development of more effective and acceptable modern methods of contraceptives that have fewer side effects has 

resulted to the improvement in contraceptive prevalence rate worldwide.
• Thestory is however not very encouraging in Nigeria4
• Several women who use any method of family planning depend on natural and traditional methods which have high 

failure rates.
• Studies done in different parts of Nigeria have enumerated several barriers to the utilization of modern methods of 

family planning.

OBJECTIVEOF THE STUDY
• This study is aimed at determining awareness, acceptability and barriers to the utilization of modern methods of family 

planning amongst the women in a community south-south of Nigeria,

M ATER IA LS A N D  M ETH O D
• This was a cross-sectional study using structured interviewer administered questionnaires to 145 pregnant women at 

the antenatal booking clinic in Sacred Heart Hospital. Obudu, Cross-Rivers State, Nigeria from June to September 2010.
• The antenatal booking clinic for new attendees is held twice in a week.
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Results fable 1 socio-demographtc data

F re q u cn cy P e rce n ta g e

A g e

20-25 52 16.0

26-34 191 58.6

35 and above 83 25.5

Total 326 100.0

M artta l statu«

Married 298 9 1 4

Single 28 8.6

Total 326 1 0 0 0

T ribe

Yoruba 242 74 2
Igbo 35 10.7

others 49 1 5 0

Total 326 1 0 0 0

O ccu p a tio n

Proffesional 71 21.8

Civil servant Business 66 20.2

Artisan 111 34.0

U nem ployed 31 9.5

Total 47 14.4

326 1 0 0 0

R elig io n

Christianity 240 73.6

Islam 86 2 6 4

Total 326 100.0

Le ve l o f e d u ca tio n

N o Form al 18 5 5

Pnm ary 12 3.7

Secondary 72 22.1

Tertiary 224 6 8 7

Total 326 100 0

Table 5 W illing ne« io  acccpt prenatal diagnosis

F req u en cy P ercentag e

W illin g n css  to  do p re n ata l d iag n o sis

Yes 199 61.0

No 93 2 8 5

No response 34 10.4

Total 326 1 000

W illin g n e ss  to  u n d erg o  in d u ced  ab o rtio n  if  b ab v  is ab no rm al

Yes 100 30.7

No 179 54.9

No response 47 14.4

Total 326 100.0

W illin g n e ss to  Support se le ctive  te rm in atio n  of a b n o rm al p re g n an cy

Yes 96 2 9 4

No 178 5 4 6

No response S2 16,0

Total 326 1 0 0 0

W illin g n e ss to  pay fo r p renata l d iag n o sis

Yes 170 5 2 1

No 104 31,9

No response 52 1 6 0

Total 326 10 00
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Tsble 2 Riilt factors for congenital abnormalrties

Variables Frequency Percent

Past delivery of Abnormal babies

Yes 28 8.6
No 238 73.0
No response 60 18.4
Total 326 100.0

Smoking and Alcohol intake

Yes 9 2.8
No 81 24.8
No response 236 72.4
Total 326 100.0

History of abnormal babies in the family

Yes 7 2 1
No 276 84.7
No response 43 132
Total 326 100.0

lllness before pregnancy

Yes 31 9.5
No 269 82.5
No response 26 8.0
Total 326 100.0

Tabie ^Know ledge of congerutal abnormalities & Prenatal diagnosis

Knowledge of congenital anomalies
Yes 201 61.7
No 96 29.4
No response 29 8.9
Total 326 100.0
Knowledge of environmengal toxins, drugs affecting pregnancy
Yes 191 38.6
No 96 29.4
No response 39 12.0
Total 326 100.0
Knowledge of prenatal diagnosi

Yes 168 51.5
No 125 38.3
No response 33 10.1
Total 326 100.0

Knowledge of inherited diseases/traits

Yes 186 57.4

No 104 319

No response 36 11.0
Total 326 100.0

Knowledge of maternal age affecting baby

Yes 125 38.3

No 169 51.8

No Response 32 9.8

TOTAL 326 100.0
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• Approximately forty dients are attended to per dinic visit The maternity unit records more than 1000 deliveries 
annually.

RESULTS
• Of the 145 respondents, 38.8% wereaged 21-25 years.
• Most (39.3%) had secondary and post-secondary (30.3%) level of education
• Distribution by occupation showed that civil servants constituted 22.8%, traders 22.1%, students 19.3% among others
• Most (44.1%) wereofparity lto 2 .
• Majority (98.6%) of the respondents knew at least one method of family planning
• Majority (62.2%) heard of the methods from medical personnel in the hospital.
• The commonest known methods included; Condom (35.2%). periodic abstinence (26.2%) and oral contraceptive pills 

(16.6%).
• Thosewhoaccepted the usageoffamily planning were 118(81.4%).
• Out of this, 85(72.0%) have ever used any method while 33 (28%) had not.
• Barriers to usage of modern methods of family planning were: concern of safety to health (25.9%), Husband's 

Opposition (24.2%). desire for more children (17.2%), Religious prohibition (13.8%), lack of money (10.3%) and fear of 
side effects (8.6%).

• There was a significant relationship between acceptability and utilization (p < 0.05).

PISCUSSIQN
• Access to safe, effective and affordable contraception is recognized by the world health organization (WHO) as a 

universal human right
• Most (33.8%) of the women in the study were aged 21-25years.
• This makes the need for utilization of family planning methods more eminent.
• Majority (98.6%) of the women knew at least one method of family planning.
• This finding is similar to several studies done in different parts of Nigeria
• The intensity of family planning enlightenment campaigns as well as Integration of family planning into the strategy of 

HIV/AIDS/STI prevention and control could haveaccounted for the high awareness'
• The commonest methods known were the condom. periodic abstinence and oral pills.
• The extensive marketing of the condom in response to the HIV pandemic might have been responsible for the increase 

awareness of the condom4 ***
• The oral pills like the condom are readily available over the counter at patent medicine Stores, Pharmacy shops, health 

facilities and as such are the second contraceptive method of choice for women of reproductive age, particularly young 
married or unmarried females and students alike1

• The natural and traditional methods of family planning are populär most probably due to the concern of women about 
the safety of modern methods as well as the fear of side effects of such methods on their health and future fertility.

• The finding of medical personnel in hospital been responsible for most of the information about family planning 
method is similar to findings in other studies in Nigeria

• There isneed to sustain efforts in training and retraining of all cadre of health personnel towards building their capacity 
in offering family planning enlightenment and Services to the communities.

• The acceptability of family planning methods in this study was high ((81.4%).
• This finding is similar to that of other studies in the country L‘.
• The high level of education of the respondents could haveaccounted for this,
• Studies have shown that well educated African couples are more likely to accept modern methods of contraceptives 

than less educated couples living in remote areas1.
• The myth that Family planning methods are not good for health of users needs to be corrected through dient 

education and enlightenment.
• Uncertainty about safety and side effects of contraception may be tackled by adequate screening of dients for pre 

existing health risk factors before the choice of contraceptive method is made
• The Opposition of male Partners to the use of family planning methods by the women again makes male involvement 

inevitable.
• Improving access to family planning Services can not be tackled successfully without poverty reduction and economic 

empowerment of women,
• Advocacy to religious leaders and faith-based organizations towards improving acceptability and allay fears by couples 

in using family planning methods due to religious prohibition is a crucial necessity.
• Also, family planning counseling aimed at promoting reproductive health of the woman as well as extending Services 

beyond family planning dinics, antenatal care clinics and VCT centres to involving postnatal /child wäre fare dinics is 
recommended.

CONCLUSIQN
• The study finds numerous barriers to utilization of family planning methods despite high awareness and acceptability
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by the women.
• These barriers were; concerns of the safety of the methods to Health, husband's Opposition, religious prohibition, lack of 

money, desire for more children and fear of side effects.
• Overcoming these barriers should be the concern of all stakeholders.
• Strategies to improving access to family planning methods should therefore indude; the involvement of male partners 

as well as traditional/religious leaders, economic empowerment of women and continuous research aimed at 
improving safety and reducing side effect profile of the methods among others.
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PL-022
BREASTFEEDING KNOWLEDGE AND ATTITÜDE AMONGST GRASS ROOT HEALTH
WORKERS IN A MISSION HOSPITAL IN NIGER-DELTA, NIGERIA
Utoo. BT, Ochejele S, Obulu MA

INTRODUCTION
• Childhood nutrition is essential to healthy growth and development into adult life.
• Human milk is recognized worldwide as the ideal nutrient for the human newborn child.
• It is highly nutritious providing all the necessary elements needed for infant health during the first six months of life and 

thereafter
• Breastfeedmg is beneficial both for the child and mother.
• It is cheap, clean, accessible and safe.
• It promotes newborn immunity and enhanced survival.
• Breastfeeding has also been shown to promote protection agamst pregnancy, development of breast cancer and 

encourages mother- infant bonding.
• The 1990 Innoncenti dedaration States that all governments should create an environment enabling women to 

practice EBF for the first 6 months of life and to continue breast feeding with adequate Supplement foods for up to 2 

years.
• Provision of creches, human milk bank and rooming-in facilities improve breastfeeding and bonding between mother 

and infant
• The knowledge or otherwise of medical and paramedical personnel could affect breastfeeding practice.

Ibrahim Ml and Okolo RU. Profile of contraceptiveacceptors in UDUTH, Sokoto, Nigeria. Nig Med Pract 1997; 
33(l/2):9-13.
Nwobodo El, Isah AY. Family planning practice in a Tertiary health Institution in North-Westem Nigeria Nig J 
Clin Pract 2009,12(3): 281-283.
Osakinle EO. Family planning practices among secondary school women teachers in Ekiti State, Nigena Int 
NGOJ 2010; 5(3): 65-67.
Monjok E, Smesny A, Ekabua JE, Essien EJ. Contraceptive practices in Nigeria: Literature review and 
recommendations for future policy decisions. Open access J of Contracept 2010; 19-22 
NPC, Nigeria demographic and health survey 2008. Federal Republic of Nigeria, Abuja, Nigeria 2008:63-89. 
Igwegbe AO, Ugboaja JO and Monago EN. Prevalence and determinants of unmet need for family planning in 
Nnewi, South-East Nigeria. Int J Med & Med Sc 2009; 1(8): 325-329.
Bagheri M, Nikbakhesh B. Prevalence of contraception usage and family planning Eur J Scientific Research 
2010; 44(3): 457-465.
WHO. Repositioning family planning in Reproductive health Services: Framework for accelerated aclion 2005­
2014. AF/RC 54/11 Rev 1.1-8.
Utoo BT, Mutihir JT, Utoo, PM. Knowledge, Attitüde and Practice of family planning methods among women
attending antenatal dinic in Jos. North- central Nigeria. Nig J Med 2010,19(2): 214-218
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Adeyemi AS, Adekanle DA, Komolafe JO. Pattern of contraceptives choices among the married women
attending the family planning dinic of a tertiary health Institution. Nig J Med 2008,17(1): 67-70
Chirdan OO, Zoakah AI. Health risk Screening practices of pharmacy and chemist shops in selling oral
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• There is paucity of studies done to assess the knowledge and attitude of health workers on breast feeding in Nigeria 

especially among health workers in secondary health carefacilities.

OBJECTIVEOF THE STUDY
• This study was therefore designed to assess the breastfeeding knowledge and Attitude of grass root health workers in a 

Mission Hospital in Niger-Delta, Nigeria.

MATERIAL &METHODS
• This cross sectional study was done at the Holy family Joint Hospital, Ikom, Cross River State, Nigeria from August to 

October2010.
A total of 36 health workers were randomly selected.
The data was entered into SPSS Statistical package Version 15.0 and analyzed

Out of the 36 respondents, 28(77.8%) were females and 8(22.2%) were males. Their average age was 25.56 + 5.7 years. 
One (2.8%) was a doctor, 10 (27.8%) were Nurses/Midwives and 25(69.4%) were Community Health 
Officers/Community Health Extension Workers.
All of the respondents were Christians with the Yala tribe as the most populär (36.1%) ethnic group. Human milk was 
approved by 97.2% of the respondents as the ideal nutrient for the newborn while 2.8% approved artificial milk All the 
respondents agreed that Colostrum and exclusive breastfeeding was beneficial to the baby However, 8.3% gave <4 
months as the duration of exclusive breastfeeding, another 8.3% gave > 6 months and 83.3% gave 4 - 6  months.
Only 36.1% knew that breastfeeding should last for a penod of 2 years. One third of the respondents could not name 
more than 2 compositions of breast milk and 75.1% did not know more than 3 advantages of breastfeeding Some 
mentioned mental retardation (11.1%), diarrheal disease (2.8%)and failure to thrive (16.7%) as dis- advantages of 
breastfeeding. Also maternal anemia (11.1%) and Stress(ll.l%) were mentioned.

DISCUSSION
• The study showed a high approval for human milk over artificial milk. Similarly, exclusive breastfeeding of infants and 

acceptability of Colostrums as a good source of nutrient for the newborn was 100%. This finding is encouraging 
considerirvg the erroneous impression some people have that breast milk alone do not provide sufficient nutrients for 
the newborn within the first 4 to 6 months. It is therefore not surprising that as high as 83.4% of the respondents knew 
the correct duration of exclusive breastfeeding. This finding was similar to other studies on this topic . Again the 
acceptability of Colostrums defeats the myth of its harmfulness to the newborn.

• It was however surprising that only 36.1% of the health workers knew that breastfeeding should be continued up to 24 
months. Similar knowledge gap has been identified by previous studies.

• One third of respondents could not name more than two composition of breast milk. Interestingly, 88.9% knew that 
breast milk contain water. This is in contrast to the erroneous belief by opponents of exclusive breastfeeding.

• If the health workers translate this knowledge to educating the mothers, the danger of diarrhea disease from 
contaminated water given to breastfeeding newboms would be averted Among the several advantages of 
breastfeeding, 75.0% could not mention more than three. However, 63.9% acknowledged that breast feeding 
encourages bonding between mother and child

• More than one third of the respondents agreed that breast-feeding was cheaper than artificial milk and 25.0% agreed 
that it was clean/safe and always available.

• Although not many of the health workers acknowledged these benefits, these facts should be emphasized to mothers 
so that they would be encourage appreciating the advantages of breastfeeding over artificial milk. It has been 
acknowledged that in the early weeks it can be a painful experience by some mothers.

• In this study only 16.7% of the respondents acknowledged this problem. Similarly, only 36.7% knew that viral infections 
such as HIV could be transmitted from motherto child through breast-feeding.

• This paucity of knowledge on transmission of infection to the infant is unacceptable in this era of HIV pandemic if the 
strategy of PMTCT of the infection in the post partum penod could be effectively achieved.

• Some health workers showed concern about the cosmetic effect of breast-feeding. Thus, 22.2% mentioned sagging of 
the breast as a disadvantage to breastfeeding mothers. However, none of the respondents mentioned 
cracks/engorgement of the breast as a disadvantage.

• As true as these problems may be, the health workers need to be educated so that they can properly counsel breast 
feeding mothers on care of the breast.

• The ignorance of the health worker in this regard may impact negatively on the mothers thereby affecting the practice 
of effective breast-feeding.

• Surprisingly, some of the respondents mentioned mental retardation. failure to thrive, and diarrhea disease as effects of 
breastfeeding on the baby.

RESULIS
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T A B lt Respondents knowledge of breast milk composition, advantages and disadvantages of Breastfeeding.

Composition N /36(%) Advantages of bfg N /36(%) Dis-advantages of bfg N /36(%)

Water 32(88.9) Bonding 23(63.9) Pain 6(16.7)

Protein 22(61.1) * Family planning 24(66.7) Cracks 0(0)

Fat 16(44.4) Prevention of diarrhea 6(16.7) MTCT HIV 13(36.1)

Antibodies 12(33.3) Cheap 15(41.7) Sagging breast 8(22.2)

Minerals 22(61.1) Availability 9(25.0) Mental retardation 4(11.1)

Carbohydrate 7(25.0) Cleanliness 9(25.0) Failure to thrive 6(16.7)

Others 11(30.0) Diarrhea 1(2.8)

• While, anernia, stress and change in lifestyle was mentioned as the negative impact of breast-feeding on the mother. 
Some of these concerns obviously do not have a scientific basis Studies have shown that medical and paramedical 
personnel who are not adequately trained to counsel mothers on breastfeeding may not enhance the optimal practice 
of breastfeeding due to knowledge gaps. The reportedly dedine in breastfeeding prevalence demonstrated by some 
studies done in different parts of the world may be as a result of this knowledge gaps

CQNCUJSIQN
• In conclusion. the study showed that there were some knowledge gaps about breast-feeding amongst the health 

workers.
• There is therefore the need to train and retrain all cadres of health workers about breastfeeding
• This effort will improve and promote breastfeeding practice which isa necessary strategy for child survival
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PL-023
COMPARISON OF PREGNANCY OUTCOME OF BOOKED AND UNBOOKED WOMEN AT 
UNIVERSITY OF NIGERIA TEACHING (UNTH), ENUGU
Aniebue, U U. and Ezenkwele, E P

INTROPUCTIQN
• Maternal mortality is a public health problem. Maternal mortality ratio in Nigeria exceeds 1000 per 100,000 live 

births.
•  MDGs were set up to improve the lives of the world's poorest citizens. MDGs 4, 5, 6 directly related to health. MDG 

5 aims to improve maternal health
•  MDG 5 health indicators: MMR and proportions of births attended by skilled health personnel
•  The four pillars of safe motherhood: Antenatal care, Clean and safe delivery, Emergency obstetric care and Family 

planning
• Three years after the MDG, the NHDS showed

• High MMR-from 300-1,200 per 100,000 live births.
•  60% received antenatal care
•  2/3 of births occurred at home.
•  17% of women had no assistance during delivery
•  Untrained persons assisted 26%.

Maternal complications and poor perinatal outcomes are highly associated with non-utlisation of antenatal and non- 
utilisation of delivery care Services.

QB1EOM
•  To determine the effect of sociodemographic characteristics on the booking Status of women
• To compare the maternal outcome between booked and unbooked mothers
•  To compare the perinatal outcome between booked and unbooked mothers

MATERIALS. ANP_METHOfi
• A case-based observational study from 2003 to 2006 in UNTH, Enugu
• 315 mothers who were delivered of their babies and followed up to 48 hours postpartum
• Their sociodemographic characteristics and maternal and perinatal outcomes were gathered

MEASUREMENTS
• Preterm Premature Rupture of Membrane, Antepartum haemorrhage, Multiple pregnancy, Antepartum IUFD, Pre- 

eclampsia, Mode of delivery, Preterm birth, 5" min Apgar score and Stillbirth

ANALYSIS
• Graphpad prism Software (version 5) and Epiinfo (version 3.5.1) were used for data analysis. Chi-squared test and 

students’ T test were used as tests of Statistical significance and Statistical significance was set at P<0.05

RESULTS
CQ..N.CLUS!QNyR.LCQMM£N_DATIQNS

• The study demonstrated the link between unbooked Status and adverse pregnancy outcomes.
• Health education of women through mass media using radio and television (airing interviews, jingles)
• Free antenatal care and delivery Services and all that is required to make this work.
• Provision of medical supplies and training and retraining of skilled health personnels to deliver EMOC to women.

PL-024
SOFTWARE FOR DIAGNOSIS OF BLEEDING IN LATE PREGNANCY
ADELAIYE, S. M'; Oladapo S.O‘; Dr Obiniyi A.A'; and S. B. Junaiduj 
O & G  D e p t  A B U T H  a n d  M a lh s  D e p t .A B U

LN 1  RODUCU ON
• There are 2+ billion web users, and over 4 billion people use mobile phones (increasingly these are web-equipped). 

Increased access to Computers and the Internet provides new opportunities. Computer-based diagnosis has the
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Potentials of: facilitating correct patient management, enhancement of referral for expert caredata storage, 
retrieval, analysis & reporting

•  Central to these Computer related value in dinical practice are: Appropriateness of Software developed; Its simplicity 
of use; and Its ease of deployment to the Internet
•Nigeria has one of the highest maternal mortality ratios in the world currently at 545 per 100,000 live births 

(NDHS, 2008).
• Obstetric hemorrhage contributes 23% of these deaths, one of which is bleeding in late pregnancy
• Increasingly majority are first seen by traditional birth attendants, midwives or doctors who are not conversant

with the causes, severity and the cdnsequence of these bleeding and are ill equipped to manage them 
Consequence of: Misdiagnosis of cases result in increased:, Cases of caesarean section, Number of premature births and its 
consequences, Use of blood transfusion and its consequences, Cost of Medical care, Maternal mortality,

• Poor health indices of the country: This initiative explores increased role for ICT in dinical practice, with a view to 

improving accuracy of diagnosis, which will enhance promptness & effectiveness of treatment; among the 

paramedics who are increasingly being used in the bid to reduce maternal mortality. This interest was generated by 
the presenter s recent training in Computer Science

MATERIAL AND METHOD 
Programs used to develop the Software

•  Fireworks, Visual basic
The serial no is automatically generated and can-b&used to search and retrieve patients records.

Fig 1: Booking Status

Fig 2. Age
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Fig 3: Educational Status
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Fig 4 : Marital Status
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Fig 5: Occupational Status

1 =unemployed
2 =student
3 = housewife
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Fig 6 : Parity
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Table I Sociodemographic characteristics o f booked and unbooked mothers

Variable Booked mothers(%) 
n=255

Unbooked mothers(%| 
n=60

P value

Age group

15-24 24(9.4) 6(10.0)

25-29 92(36.1) 22(36.7)

30-34 85(33.3) 22(36.7)

>35 54(21.2) 10(16.6) 0.88(ns)

Educational Status

None and primary 10(4.0) 12(20.0)

Secondary 66(26.2) 28(46.7)

Tertiary 176(69.8) 20(33.3) <<<0.01

Marital Status

Married 233(91.7) 49(81.7)

Single/
Widowed/
Engaged

9(3.6) 6(10.0)

Cohabiting 12(4.7) 5(8.3) 0.05
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Variables Booked mothers
(%)
n=255

Unbookcd mothers (%)
n=60

P value

Occupational Status

Unskilled 16(6.3) 1(1.7)

Skilied worker 16(6.3) 11(18.3)

Student/
housewife

83(32.7) 18(30.0)

Semi-skilled 61(24.0) 19(31.7)

Skilled/big business/ 
Professional

78(30.7) 11(18.3) <<0.01

Parity

0 75(29.5) 20(33.3)

1-4 148(58.3) 28(46.7)

>5 31(12.2) 12(20.0) 0.17(ns)

Tables 3 maternal and perinatal complications and outcomes in booked and unbooked mothers

Variables Booked m others(%) n=255 Unbooked
mothers(%) n = 60

P value

Pregnancy com plications

Preterm PROM 4(1.6) 4(6.7) 0.04

Antepartum haemorrhage 4(1.6) 5(8.4) 0.01

Multiple pregnancy 6(2.4) 6(10) 0.03

Antepartum IUFD 2(08) 7(11.7) <<0.01

Pre-eclampsia 3(1.2 2(3.3) 0.24(ns)

M ode of delivery

SVD 175(68.6) 32(53.3) 0.03

Pregnancy outcomes

Preterm birth 9(3.5) 12(20) <<<0.01

5' min Apgar score< 6 20(7.9) 9(16.1) 0.09(ns)

Stillbirth 10(3.9) 20(35.7) <<<0.01
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This slide shows the filled form and uploaded picture after clicking submit it is processed and the diagnosis generated

This is the diagnosis from the information given above after clicking on submit it would generate the diagnosis

IV r s o fM l D e tü ils ..
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This is a card with the diagnosis and picture of the patient which can be printed out and given to the patient when you dick
close

Medical B iagnosis

This is where you can edit and search details of patients and diagnostic information

DrtjJk
Administrator

-
T « t : v  A lt«

P*nM COftX KMOdl iftjcod Dn*wig [OagrH
Is ^ t  3 Dan -.<3 ttfK 'U O * » * 3 U© E2T

t*s u g r f ^ 2 1*3 »*o R .x»n
V#*»»«

l Yt» .»»»Pi
p s« r 3 »•» NO

3

3

I k I/ IooMO«

112

UNIV
ERSITY

 O
F I

BADAN LI
BRARY



PROMOTING UNIVERSAL ACCESS TO MATERNAL AND NEWBORN HEALTH (SOGON 2011)

This can be deployed on the Internet.

MredtogOrtaAi--------------------------------------------------------
f r *  out moro rtvrntoon  about C«Qnow br t f *  ooöon 
betow r *  ctdcffw buson <X

Cotor : l-S^KT- 3

By simply answering yes or no to the options and clicking ok a diagnosis is given as seen below

f r *  out rrtx*  rftxrratjon Jbout Woodr* 
botow and d ck  tho bwtton ( X

b r M tK tng Ü *  oooon
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CONCLUS1QN
•  This is a novel Software that is designed for use on a Computer System or the Internet; It could be used by a computer- 

literate person to have an idea of the likely cause of bleeding.
•  Obstetricians must take advantage of the opportunities presented by Computer /Internet in their effort to reduce 

maternal and perinatal mortality
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PL-025
MATERNAL MORBIDITY AFTER CHILDBIRTH AT A SECONDARY HEALTH CARE FACILITY 
IN SOUTHERN NIGERIA
Utoo B T , Musa J , Karshima JA

lhlIBQBU.CI! .QN
• Maternal health indices remain poor in developing countries despite efforts at improving them. Out of the 585,000 

women who die each year during childbirth, over 98% are from the developing world. In regions of the world where 
maternal mortality ratiosare low, SAMM is increasingly becoming important

• Maternal morbidity refers to complications that arise during the pregnancy, labour, delivery or postpartum period. 
Although MM is not uncommon, it has not been the subject of emphasis by medical experts in developing countries of 
the world. And yet for each woman that dies, 16 others suffer different forms of morbidity. The fact remains that 
maternal morbidity occurs much more frequently than maternal deaths.

OBJECTIVE OF THE STUDY
• In view of the scarcity of data on the extent of this public health problem in developing countries, this study was 

designed to review the incidence. types and determinants of maternal morbidity after childbirth in a secondary health 
care facility in Southern Nigeria.

MATERIALS &METHQP
• The study was done at the Holy Family Hospital, Ikom, Cross- River State, Nigeria. This 256-bedded health care facility 

provides health care delivery Services in the central senatorial district of the state as well as neighboring Cameroon's. 
The maternity unit has 40 beds manned by medical officers, nurse/midwives, CHEWs, mission trained auxiliary staff. 
Recently, resident doctors in Obstetrics and Gynaecology from the Jos University Teaching Hospital. The antenatal 
clinic. which holds twice weekly, attends to approximately 25 diente per booking visit. The hospital is equipped with an 
ultrasound machine, basic laboratory facilities and a functional operating theatre. Approximately 500 deliveries are 
recorded annually. Patients are sometimes referred from the primary health care facilities, maternity homes and 
occasionally from the numerous private hospitals to the health facility for treatment.

• Study design: This was a retrospective analysis of medical records of patients who were treated at the hospital from 

January 2004 to December 2010. Patients who where treated at the health facility for one form of post delivery 

complication or the other were induded in the study. Data was extracted from the delivery and admission register at the
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maternity unit. And where necessary, the general outpatient records were accessed. The Hospital management gave 
approval

•  Data analysis: Data collected include; initials, hospital numbers, age, occupation, religion, educational Status, booking 

Status, parity, mode of delivery, morbidity and duration of hospital stay. Data was analyzed usinc EPI INFO 3.2.2 (CDC 

Atlanta, Georgia USA) and presented as simple percentages in a tabular format. Chi-square was used as a test of 
statistics with p-value of S0.05 at 95%confidence interval considered statistically significant.

R£SUHS
• A total of 3,068 deliveries occurred within the 7 year under review. Out of these number, 124 (4.04%) suffered various 

forms of morbidities. Most (31.5%) of the women were aged 26 to 30 years. Most (49.2%) of them had secondary level 
of education. Housewives constituted 37.9%, Farmers 29.0%, Students 12.9%, Traders 11.3% and Civil Servants 8.9%. 
Majority (53.2%) were unbooked for antenatal care. Para 3-4 constituted 54.0%, 1-2 (28.3%) and primi-parous (17.7%). 
Hospital deliveries were 61.3%, Home deliveries 25.0% and others 13.7%. Most (83.9%) had spontaneous vaginal 
delivery, 4.0% assisted vaginal breech delivery. 4.0% destructive operations, 3.2% vacuum extraction and 1.6% 
laparatomy. Nurses/Midwives were responsible for 50.8% of the deliveries. TBA 22.6%, CHEWs 14.5%, M /012.1%.

• The leading morbidities were PPH (33.9%), retained placenta (25.0%), Hypertensive disorders (14.5%) and genital 
sepsis (13.7%). Women with formal education were more likely to book for antenatal care (p=0.000) and to deliver in 
orthodox health facility (p=0.007). The morbidities were significantly related to the level of skill of the birth attendants 
(0.001) and place of delivery (0.045). Majority (85.5%) of the patients were managed as in-patient for a week.

DISCUSSION
• The incidence of maternal morbidity after childbirth in the study was 4.04%. This is higher than the reported 0.38% in 

Scotland, but lower than the 6.45% in Niger Republic and 7.5% in Senegal" u. This Variation is a reflection of the 
differences in quality as well as utilization of reproductive health Services in the developed and developing countries. 
Women who suffered morbidities were aged 26 to 30 years, multiparous and with low level of education. These were 
similar to findings of other studies". More than half of the women were un-booked for antenatal care.

•  The booking Status of patients and place of delivery was significantly related to their level of education. Sustaining the 
campaign for women education and economic empowerment will promote utilization of reproductive health Services 
induding delivery in orthodox health facilities. Leading maternal morbidities following child birth were, Post-partum 
haemorrhage, retained placenta, hypertensive disorders and genital sepsis. The rate of occurrenceof retained placenta 
in the study is extremely higher than the findings in a study done at Ibadan, Southwestern Nigeria, where the incidence 
was 1.74% in unscarred uterus and 5.3% in scared uterus".

•  This could have been as a result of poor management of the third stage of labour which is possibly c reflection of the low 
level of knowledge of some of the accouchers about this concept. Placenta retention is a known cause of post-partum 
heamorrhage ". The incidence of genital sepsis was higher than the reported 1.7% in Ife, Nigeria". Although, the study 
at Ife was done at a tertiary health facility. Supervised delivery where appropriate antibiotic usage is achieved should be 
encouraged. The incidence of wound infection following caesarean section that was 1.6% is lower than the reported 
6.7% and 12.5% at two tertiary health facilities in Nigeria *  It is possible that the higher number of surgical 
operations done at this referral centres could have accounted for this Variation.

• Post partum psychosis is said to typically occur around the time of delivery and affects less than 1% of women The 
incidence in the study was however 1.6%. Episiotomy breakdown rate was 4.8%. The restrictive rather than routine use 
of this obstetric procedure will help in reducing the incidence of complications associated with itM ” . The significant 
relationship between maternal morbidity after childbirth, and accoucher observed in the study calls for intensive 
efforts in training and retraining of birth attendants. The employment of qualified medical personrel in public hospitals 
at all levels of health care delivery should be pursued with vigour. The midwifery Service scheme(MSS) of the Federal 
Ministry of Health (FMOH) in Nigeria to provide skilled birth attendants at the grassroots should be given the desired 
speedy attention. It has been shown that midwives in health facilities appear to detect more obstetric complications 
than TBAs. Immediate detection leads to immediate Care and low fatality rates1

• Barriers to the utilization of antenatal and obstetric Services which could involve, illiteracy, low socio-economic Status, 
culture and wrong perception of their health by women in our environment should be adequatel/ tackled by all stäke 
holders in the health sector This measure will discourage the attitude of women who book fcr antenatal care and 
yet prefer to deliver outside orthodox facilities *. It is also worthy to mention that. health Problems after childbirth 
should be anticipated and careful attention should be given to prevent them from occurring or reducing the severity of

morbidity".
C O N C LU SIO N

.  The incidence of maternal morbidity after childbirth observed in this study is high. The leading morbidities were 
haemorrhage, retained placenta, hypertensive disorders and genital sepsis.

.  Sustained campaigns towards promoling women education, economic empowerment. and utilization of reproductive 
heaM  Services offered by skilled birth attendants will reduce the incidence of morbidities especially in developing

countries.
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PL-026
THE WOMAN TRIAL: OVERVIEW AND PROGRESS
Bello FA, Aimakhu CO, Ogunbode 0 0 , Adeyemi AB, Oluwasola OA, Olayemi O, Fawole AO 
A l l  f t o r v  D e p a r t m e n t  o f  O b s t e t r i c s  a n d  G y n a e c o lo g y ; U C H , Ib a d a n

MATERNAL MORTALITY
Each year, world-wide about 530,000 women die from causes related to pregnancy and childbirth 

MALE RN AL _M Q RIA LUY 
MATERNAL MQ.RTAUTY;
Most deaths occur soon after delivery.

Causes of Maternal death

y  Other

y  Haemorrhage 

y  Infettion

y  Toxaerma/Eclampsia 

y  Unsafe abortion 

y  Obstructed Labour 

y  Malaria & Anaemia
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•  Coagulation occurs rapidly at the site of a damaged vessel. At the same time the fibrinolytic System removes the fibrin 
deposits that could cause permanent vascular occlusion. The coagulation and fibrinolytic System are believed to be in a 
state of dynamic balance, which maintains an intact vascular System. Düring fibrinolysis. plasminogen is converted into 
plasmin by tissue plasminogen activator. Plasmin binds to fibrin via its lysine binding sites to cause fibrinolysis.

•  Tranexamic Acid (TXA) is a synthetic derivative of the amino acid lysine. It has a very high affinity for the lysine 
binding sites of plasminogen. It blocks these sites and prevents binding of activated plasminogen to the fibrin

Inhibition of fibrinolysis by TXA
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surface, thus exerting its antifibrinolytic effect.
IX A jN ELEq iV E  SURGERY

• Antifibrinolytic agents are widely used in surgery to prevent fibrinolysis and reduce blood loss. A systematic review 

of randomised controlled trials of antifibrinolytic agents in surgical patients identified 211  randomised controlled 
trials including

•  20,781 randomised participants. The review showed that TXA reduced need to transfuse, and may reduce need for 
re-operation and mortality, with no evidence of adverse effects

Henry DA. Carless PA. Moxey AJ. O Connell D. Stokes BJ. 
McClelland B. Laupacis A. Fergusson D Antifibrinolytic use for 
minimising perioperative allogeneic blood transfusion (Cochrane 
Review). In: The Cochrane Library, Issue 3, 2008. Chichester, UK:

John Wiley & Sons, Ltd.

eAnONALE_F.0R.THE WOMAN (WQ RLPJylAIERNAI. . A NTI Fl B RINQjYTI.Q.TRjAL
•  Bleeding is a leading cause of postpartum mortality. Blood transfusion can be dangerous. Antifibrinolytics reduce 

blood loss after surgery
•  CRASH-2 trial of 19,500 patients: no unexpected adverse events associated with TXA reported. Trials in PPH too 

small to confirm or refute moderate effects. A simple, relatively cheap intervention like TXA could prevent deaths 
and morbidity associated with PPH

AIMS
• Primary outcomes: To quantify the effect o f tranexamic acid (TXA) on death and hysterectomy in women 

with clinician diagnosed PPH
•  Secondary outcomes: To quantify the effect o f TXA on

o Surgical Interventions 
o Blood transfusion
o Health Status measured using the EQ-5D scale 
o Thromboembolie events 
o Other relevant medical events
o Length of stay at hospital/time spent in an intensive care unit 
o Receipt of mechanical Ventilation 
o Status of breastfed baby/ies 
o Cost-effectiveness

MATERIALS.AND METHOP
• A multi-centre blinded randomized controlled clinical trial, involving 111 centres. Co-ordinated by the London 

School of Hygiene and Tropical Medicine
• Consenting women with primary postpartum haemorrhage are randomized to receiving either an intravenous 

injection of lg  of tranexamic acid or placebo. Outcome is monitored.
WOMAN TRIAL: Status at Sept 2011

EVENTRALES
ADVERSE EFFECTS

•  Less than 1% of women developed myocardial infarction, stroke or pulmonary embolism. No one had deep venous 

thrombosis. The data has not been unblinded or statistically-analyzed, however, thromboembolic phenomenon (an

Total Randomised 1916

Sites with Ethics Committee 
Approvals

111

Nigerian sites 42
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Pnmary cause of haemorrhage

■ Uterine atony

Surgical
trauma/tears
Placenta
praevia/accreta

■ Other

Total Women with Follow-up ■  1846

EVENT TOTAL %

Women who died 71 3.8%

Women with Hysterectomy 91 4.9%

Women who died after 
Hysterectomy

14 0.7%

Overall event rate 8.0%

Cause of death

■ 3leeding(n= 44)

Pulmonary embohsm |rt=5} 

Other |n=22)
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anticipated complication of anti-fibrinolytic use) does not appear to feature much in this series.

• The results and outcome of this study may proffer an affordable, safe treatment Option for the management of 
postpartum haemorrhage. This may limit use of blood transfusion, hysterectomy and mortality in these patients. Result 
analysis is awaited with interest.

REFERENCE
Women trial site: http://w w w .w om antrial.lshtm .ac.uk/

PL-027
QUALITY IMPROVEMENT OF ANTENATAL CARE SERVICES THROUGH THE USE OF 
STANDARD BASED MANAGEMENT AND RECOGNITION APPROACH IN SELECTED 
HEALTH FACILITIES IN AK WA IBOM STATE OF NIGERIA
Bright C. Orji1, Enobong U. Ndekhedehe2, William Brieger3, Gbenga Ishola1, Emmanuel Otolorin1
’ J h p ie g o  N ig e r ia ,  ‘ C o m m u n i t y  P a r t n e r s  f o r  D e v e lo p m e n t  ( C P D ) , ‘ B lo o m b e r g  S c h o o l  o f  P u b l ic  H e a l t h , J o h n s  H o p k in s  U n iv e r s i t y

BACKGROUND
• According to the 2008 Nigeria DHS: 58% of women receive some antenatal care (ANC) Services from a skilled 

provider. Most commonly from a nurse or midwife (30%) or a doctor (23%). Only 31% of women in the Northwest zone 
receive any ANC from a skilled provider compared with 87% of women in the Southeast and Southwest zones and 69.8% 
from Southsouth. More than one-third of women (36%) received no antenatal care.

• Quality of care received during ANC visits has remained sub-optimal: Only 54% of women took iron tablets or 
syrup during their last pregnancy; 10% took intestinal parasite drugs. 61% were counseled about the danger signs in 
pregnancy and childbirth. Only about half of women's most recent births were protected against neonatal tetanus
•  Jhpiego-EM project is strengthening delivery o f  MIP S erv ices  at 15 ANC clinics in 4 LGAs of Akwa Ibom State. 

Project s ta rte d  in  2007
•  Jhpiego is using a 2-pronged approach: Community directed interventions (CDI), and Use of Standards based 

management and recognition approach (SBM-R) to improve quality of Services in project ANC clinics

QUALITY IMPROVEMENT PRQ.CESS;
What is SBM-R

MEIHQPS
15 PHCs were selected from 4 LGAs

• The National EmONC performance Standards for PHCs was used to determine institutional compliance with set 

Standards. 16 of those Standards are related to Focused ANC, and each of the 16 Standards had between 2 and 

23 verification criteria, which had to be met before the Standard could be described as achieved.
• After each assessment, performance gaps were identified; analyzed and appropriate S o lu t io n s  were

Akwa Ibom State. Nigeria: Year Round Malaria Risk
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Jhpiego-ExxonM obil Pro ject 
Use ANC as a Delivery P latform  fo r MIP

Akwa Ibom State has 31 LGAs, Jhpiego works in 4

Baseline in 2007: MIP Indicalors during Last Pregnancy in Akwa Ibom State

S. AnylPTp IPT2or Slept under Slept under Slept under
more ITN ITN every ITN Last

sometime night Night

All Local Governments

Nigeria MIP Partnership Concept and Project Design

Training. Supervision i COMMUNITY
y M IP  s k ills  a n d

CLINIC ^ Mobilization. 
Commodities r

M IP
P e rfo rm a n ce

S ta n d a rd s

1

re s p o n s ib ilit ie s  
im p le m e n te d  

th ro u gh  com m unity 
d ir e d e d  

Intervention

d e v e lo p e d  a n d  
im p le m e n te d

Referrals. ^ -------
Records, r
PoAHharlrr660D3CK

I

F o c u s  o f  th is  

p re s e n ta t io n
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implemented as needed. In all, 1 baseline and 5 follow-up assessments were conducted at 3-monthly intervals 

between 2009 and 2011.

RESULTS
Findings: Compliance with Total EmONC and ANC Standards in Intervention Sites

•  At baseline. only 2 out of 16 Standards were achieved. These were: Asking clients for personal and social history

Standards Based Management and Recognition Approach

Set
Standards

1

Implement 
Standards 

2

4
Reward

Achievements

3
Measure
Progress

■ SBM-R is a collaborative 

process

■ Assessments are both external 
and internal assessments

■ Assessments lead to action 

plans
■ Plan implementation leads to 

measurable progress

■ SBM-R is a practical management approach for

improving the performance and quality of health 

Services.

■ It consists o f systematic, consistent and

effective utilization of operational performance

Standard as the basis for the Organization and 

functioning of these Services, and the rewarding 

o f compliance with Standards through 

recognition mechanisms.
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National Performance Standards for Emergency Obstetnc and Newborn care

THEMATIC AREAS PHC Hospitals

1. Focused Antenatal Care 16 16

2. Pregnancy Comphcatrons 20 25

3. Labor, Delivery, Postpartum, and Newborn Care 27 27

4. Postnatal Care for Mother and Newborn 23 23

5. Support Services 13 24

6. Information, Educalion, and Communication 10 10

7. Human, Physical, and Material Resources 26 26

8. Management Systems 14 14

9. Infection Prevention 25 34

Total Number o f  Standards 173 199

Example of an ANC Standard: Standard for deanliness

Performance Standard Verification criteria Scoring

(Y, N. NA)

1. The antenatal clinic is 
clean.

When visiting the ANC, observe for the absence o f 
stains o f blood, vomiting, sputum, dust, soil, trash 
and cobwebs in the following sites:

• Floors

• Walls —

• Windows —

• Examination tables —

• Countertops —

• Shelves —

• Trolleys —

• Bathrooms
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EXAMPLE_#2-
Standards for ANC equipment and infrastructure

The physical structure and 
furniture/

equipm ent in the ANC 
m eet set Standards.

Verify in the ANC d in ic  if:

• There is a sink with running water for hand washing by 
providers

• There are working toilets for providers

• There are working toilets for patients/dients

• There are plastic Containers with 0.5% chlorine solution 
for decontamination of soiled instruments in the 
procedure areas

• There are puncture-resistant Containers to dispose of 
sharps in the procedure areas

• There are Containers with leak-proof plastic bag for 
medical waste

• There is an instrument "clean-up" area with a sink with 
running water

Performance Improvement Framework

]
Get and Maintain Stakeholder Agreement

Consider
Institutional
Context

Mission
Goals
Strategies
Culture

Client and
Community
Perspectives

Dehne
Desired
Performance

Monitor and Evahiate Performance
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and Obtaining obstetric history \
• Standards that were consistently met overtime induded conducting: A rapid initial evaluation of pregnant women 

at the first contact, Receiving and treating pregnant woman cordiaily and respectively and taking medical history
OTHERS STANDARDS MET INCLUDE:

•  Conducting a general physical and an obstetric examination, Properly conducting an individualized care based on 

findings and protocols, evaluation of care and planning return visits. Managing uncomplicated, and moderate 

anemia according to the national guidelines while referring diente with severe malaria and severe anemia to the 

hospital for specialist care.
SAM PLEINTERV ENTION S

•  Orientation of Staff to focused antenatal care (FANC). procurement and distribution of HemoCue blood analyzers, 
VDRL and urihalysis test kits to facilities. Procurement of RDTs for malaria. Training of staff to use the test kits

•  Identification, training and deployment of volunteers as corpmunity directed distributors (CDDs) to distribute ITNs,

M ean  Total and A N C  SBM -R Scores in M IP  Project 

States in A kw a Ibom

Basel «ne Round-1 Round-2 Round-3 Round*4 Round*6

Assessments

■ Overall (N=173)

■ ANC (N = 16)

Note: All project inputs were focused on strengthening ANC as a platform for the control o f malaria in
pregnancy (MIP).

provide IPTp medications and refer clients to the ANC for other Services 

CQNGLUSIQN
• The systematic application of the national EmONC performance Standards can lead to an improvement in the 

quality of antenatal care Services over time. Identified performance gaps are analyzed and used to develop action 
plans in conjunction with facility managers and other stakeholders leading to implementati’on of Solutions that 
address the gaps. The authors recommend that more health facilities should use the Standards as a management 
tool for quality improvements of their facilities. Governments at all levels should use the tool for their oversight 
functions.
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Examples Of Persistent Gaps Across Health Facilities

• Standard: The provider provides HIV testing 
and counseling according to the national 

protocol:
• Standard: Assessing and managing clients 

according to HIV and Syphilis test results.

■ Causes of gap
No HIV testing and 

counseling or VDRL done 

due to

-  Lack o f HIV test kits
-  Lack o f VDRL test kits

• Standard: The provider requests laboratory tests 

according to the national ANC package 

• Causes of gap 

-  L a c k  o f :

•  E q u i p m e n t  to  e s t im a t e  h e m o g lo b in  

( H e m o C u e  B lo o d  A n a ly z e r s )

• R a p id  d ia g n o s t i c  t e s t  k i t s  ( H IV ,

M a la r i a )

• U r in a ly s i s  t e s t  k i t s  f o r  a lb u m in

• V D R L  k i t s  to  d e t e r m in e  S y p h i l is  S ta tu s

PL-028
MEDICAL STUDENTS1 CHOICES OF POSTGRADUATION SPECIALTY IN THE GAMBIA:
THE NEED FOR CAREER COUNSELLING
Mustapha BITTAYE1, Akin-Tunde A. ODUKOGBE', Akinyinka O. OMIGBODUN' Bintou Junaidi JALLOW1, Ousman NYAN’
1. O b s t e t r i c s  a n d  G y n a e c o lo g y  D e p a r t m e n t ,  K o d e  B u  U n iv e r s i t y  T e a c h in g  H o s p ita l ,  G h a n o P io n e e r  S tu d e n t  ( 2 0 0 9  / 2 0 1 0 )  -  M S c .  B io m e d ic a l

E d u c a t io n  P r o g r a m m e : F i r s t  o n l in e  M a s t e r  d e g r e e  c o u r s e  in  W e s t  A f r i c a .F a c u l t y  o f  C l in ic a l  S c i e n c e s  C o l le g e  o f  M e d ic in e , U n iv e r s i t y  o f  Ib a d a n ,

I b a d a n ,  N ig e r ia .

2 . D e p a r t m e n t  o f  O b s t e t r i c s  a n d  G y n a e c o lo g y ,

U n iv e r s i t y  C o l l e g e  H o s p ita l ,  Ib a d a n , Ib a d a n ,  N ig e r ia .

M .S c .  B io m e d ic a l  E d u c a t io n  P r o g r a m m e : F i r s t  o n l in e  M o s t e t  d e g r e e  c o u r s e  in  W e s t  A f r i c a . F a c u l t y  o f  C l in ic a l  S c ie n c e s , C o l le g e  o f  M e d ic in e ,

U n iv e r s i t y  o f  Ib a d a n , Ib a d a n , N ig e r ia .

3 . D e p a r t m e n t  o f  M e d ic in e ,  R o y a l  V ic t o r ia  T e a c h in g  H o s p ita l .

T h e  G a m b ia .

m m 2 L O Q N
□  Need to understand medical students' specialty preferences. Can affect their learning and academic performance. 

Helps ensure optimal spread of personnel across faculties. Factors affecting preferences are country -  specific, 

occur through medical socialization (Linzer et al 1994, Apker and Eggly 2004, Wright et al 2004), social and societal 

values (Gorenflo et al 1994, Lambert et al 1998, Saigal et al 2007), personality (Pawelczyk et al 2011), sex (Dorsey et 

al 2005). These preferences exhibited by medical school applicants also (Colwill 1992, McManus 1996)
□  Specialties differ by demands and long term commitment, intellectual ability, manual skill and work environment. 

Individuals vary by aptitudes, interests, abilities, and Personalities. Choices are first negatively derived -  careers 

rejected due to lack of desired attributes (Stern and Lint 2011). Second stage is that of conpromise (Schwartz 
2004). Early choices important (Colwill; Zeldow et al 1992). Guidance and counseling at thi; stage averts later time 

wasting (Edwards et al 1997, Stern and Lint 2011). Only few medical schools in developing countries have these 

Services

AiMAN.P_QBjKIIV£S
□  To determine career preferences of medical students at SMAHS, University of The Gambia lUTG), To determine 

factors influencing career decisions and to inform on the need for career counseling

MATlBlA.LS.MB.M£IhlQD
□ University of The Gambia, Banjul established in 1999. Has graduated 3 batches. Most lectu'ers are expatriates.
□  Study population -  202 students in premedical, preclinical and clinical dasses. Response ra:e 52.4%. Self- 

administered, structured questionnaire requesting sociodemography. specialty choice, factars affecting choice (in 

Likert ranking order) and opinion on establishment of career counseling Services. Done be:ween June and July 

2011. Ethical approval from Joint Research & Publication committee of SMAHS, UTG.

RESUUS
Sociodemography. Table 1.
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1. Mean age 24.1+5.0 years
2. Female: Male 54.7%:45.3%
3. Muslims: Christians 72.7%:27.3%
4. Gambians: Non Gambians 77.0%:23.0% p = 0.4136
5. Mean age of respondents' fathers 58.5+8.7 years
6. Mean age of respondents' mothers 49.2+9.3 years
7. Have a physician father 3.8%
8. High school attended

Public: Private Female 40.8%:66.7%
Male 59.2%:33.3% p = 0.0077

9. Mothers* educational level Female: Male
Nonformal 38.1%:61.9%
Less than High school 83.3%:16.7%
High school 63.2%:36.8%
More than High school 60.6%:39.4% p = 0.0217

piSCUSSION
• The Gambia needs to have own lecturers / spedalists. UTG medical students prefer surgery, obstetrics and 

gynaecology, internal medicine and paediatrics. Preference of females differs from that of males (Avgerinos et al 
2006, Mariolis et al 2007, Khade et al 2008). Female choice of OBGYN similar to a study in Jordan (Khade et al 
2008), different from that in Kenya (Mwachaka and Mbugua 2010)

• Male's lack of preference for OBGYN similar to study in Kenya (Mwachaka and Mbugua 2010), different from that in 
Nigeria (Makama and Ameh 2010). Long Standing Public Health school may account for the unusual third choice 
by males. Factors influencing choice are diverse (Zarkovic et al 2006, Saigal et al 2007) and gender -  specific (Khade 
et al 2008). Surprisingly, high income was not important. Mentor emulation very important to males

CONCLUSIQN
• Need for early career counselling and guiding of students to ensure even distribution of spedalists. Need for

Specialty Choices Table 2. Specialty Preferences Among Medical Students by Gender and Ranking of Choices

Fonakin=5$ 542® NWe { n*4$ 45..*«)
Idalln-K6) I;<al FrstCbwce SecondGiace IkdCbeic* letal Fu>t Chcice SecondClxice ThirdClioicc

Variable D U D #o II ». n c. u •• D D 9 u
Sorget? 569 13 :u 9 15.5 11 19.0 • %* • ft* v 55 4 9 m
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Obtfdnc $ and Gh naeedtir* : } “4.1 2i 56: 14 24.4 S 15.S ** 45. S * 6.5 31 22 v s 36.“
Pacdatrics 54 5S.6 i: 20“ 16 2 "6 6 103 21 45$ 4.2 11 22 v $ 10“
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Factors Influencmg Career Selection Table 3.

Factor (top three) Female Male p value

1. Focus on urgent care 65.5% 50.0% 0.1884

2. Intellectual content 56.9% 60.4% 0.5619

3. Interest in research 53.5% 45.8% 0.8909

4. Physician/patient interact 53.5% 33.3% 0.2233

5. Individual's competencies 48.3% 50.0% 0.7394

6. Lack of specialist there 43.1% 45.8% 0.5427

Factor (significant, p) Female Male p value

Duration of residency (being significantly not 25.9% 6.3% 0.0050

contributory)

Mentor emulation 24.1% 35.4% 0.0383

Table 4. Distribution o f responses on the need (or career counseling among students

Female

Yes

Male

Yes

1. Do you have career counselling unit in your university? 3.5% 6.3%

2. Do you think there is a need for career counselling in your 

medical school?

100% 100%

3 Have you ever received career counselling 29.3% 22.9%

students to avoid lime wasting in choosing careers. Encouragement of students by the government of The Gambia 

to choose less preferred areas.

PL-029
IDIOSYNCRASIES IN OBSTETRIC PRACTICE: ETHICAL ISSUES AND LITIGATION
Ogu RN, Azubuike U, Dick N, Enyindah CE, Okpani AOU.
O b G y n  D e p t ,  U n iv e r s i ly  o f  P o r t  H a r c o u r t  T e a c h in g  H o s p ita l , P o r t  H a r c o u r t

Ethics: Medical doctors have the Obligation to enhance the wellbeing of persons by acting positively on their behalf and, 
moreover, to maximize the benefits that can be obtained. (Beneficence). They are also obliged to minimize harm resulting 
from their care. (Non- Maleficence
Litigation: History taking is a fundamental Step in the management of patients and a history of allergic reactions is a part 
of a patient’s  past history. Violation of non-maleficence is the subject of medical malpractice litigation.
Contact dermatitis Contact dermatitis is part of everyday life and medical practice. Piaster reactions are seen in patients,
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however Information on health care givers Steps to mitigate the effects of this plaster reaction is rather scanty. Cutaneous 
reactions to plaster even though not life threatening constitute morbidity and causes undue discomfort. The issue of 
litigation in these cases should not be neglected; since the patient has every right to demand proper care and seek redress.

OBJ.ECJ.iyE
• To present the case of a multiparous parturient with cutaneous reactions (allergic cortact dermatitis) to plaster and 

highlight the ethical and medico-legal issues thereof.

MATERIALS A.N P M.ETHQDS
• Report of a rare case of severe allergic reaction to adhesive plaster seen in a booked patient who had elective 

repeat caesarean section. Pictures of the cutaneous reaction to plaster and review of the literature. University of 

Port Harcourt Teaching Hospital (UPTH).

CASEREPQRT
• Mrs MJ, 35-year-old para4 horticulturist, a B Ed graduate, who had an elective repeat caesarean section & 

bilateral tubal ligation for 3previous Caesarean sections at term. Good fetal outcome; 3.4kg female; Apgar 

Scores of 9 & 10.AII previous caesarean delivery were at the UPTH
• On the first Post op day, she complained of a rash. itching, and discomfort along areas of her body in contact 

with plaster. This was the 3 ” episode of such a reaction, the others were in 2007 & 2009; on the 5" & T  post 

op day respectively.
• On examination, an erythematous rash with blisters/bullae involved areas that had contact with adhesive 

plaster used in wound dressing, securing intravenous access & spinal needle purcture site.

MAN AG E_M£NJ
• She was re- evaluated, all offending plaster materials were thus removed from her and the use of topical 

corticosteroid and anti inflammatory creams were commenced. She subsequently did well and she was discharged 
home on the 4" postoperative day.

• Allergic contact dermatitis (ACD) is a delayed type of induced sensitivity (allergy) resulting from cutaneous contact 
with a specific allergen to which the patient has developed a specific sensitivity. Causes inflammation of the skin

Figure 1: Plaster reaction on Mrs. M J ’s hand Fi9u,e 2: Plas,er reac,ion on Mrs M i  s hand

Figure 3: Plaster reaction on Mrs. M J's hand Figure 4: Plaster reaction at site o f CS Wound
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Figure 5: Piaster reaction at site of CS Wound Ftgure 6: Deliberate eliciting of reaction

Figure 9: Site of spinal needle puncture

manifested by varying degrees of erythema, edema, and vesiculation
•  Adequate and detailed history taking is essential for the proper management of patients. This was the 3 episode 

of Mrs MJ’s reaction. It could have been more than a debilitating cutaneous reaction.
•  Alternatives to Piaster dressing: No dressing, gauze dressing (crepe bandage), Use of Staples and transparent 

dressing / Hypo -  allergenic plasters
•  Avoiding Medical litigation: Maintenance of high Standards in daily practice, continuous training, clear 

communication and a signed Patient's Informed Consent Form. Appropriate documentation of any procedure 
carried out

CQMOÜS1QM
•  Cutaneous skin reaction, though rare, is a possibiiity; Doctors should endeavor to listen to their patients. 

The necessity of a proper history taking can never be overemphasized. Medical ethics and possible litigations 

can be a bedrock for proper patient management.
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PL-030
INTRODUCING MODCAL CTS: A SELF PACED E-LEARNING COURSE FOR TRAINERS
E.O. Otolorin, FRCOG
Professor of Obstetrics and Gynaecofogy & Country Director Jhptego Nigeria

BACKGROUND
•  The great meta-analysis on online learning done by the U.S. Department of Education 

(http://w ww 2.ed.gov/rschstat/eval/tech/evidence-based-practices/finalreport.pdf) showed that 
blended learning led to better learning outcomes than purely online or face-to-face approaches. Hypothesized that 
the effects could be due simply to the fact that, being online, learners could access the material several times as 
opposed to a classroom setting where they would be exposed to the material only once

• In Nigeria, formal training in teaching skills has not been a pre-requisite for appointment to a pre-service 
education faculty position. Hence, many faculty staff have struggled to develop their own teaching skills, with 
varying results. This paper introduces a new Jhpiego e-learning product designed for self-paced learning by new or 
older pre-service school faculty.

learning, delivered via M odCAL® (Modified Computer Assisted Learning) fo r Training Skills, and individual 
coaching by a master trainer.

ModCAL' for Training Skills uses an interactive multimedia format to 

help learners become more effective pre-service faculty or in-service trainers.
ModCAL provides knowledge Updates, training skills demonstrations and 

exercises to develop training competencies.

and Asia, and may be used as a complement to both traditional and innovative training models.
■ Primary Modules: Principles of training, Effective facilitalion skills, Developing competency, Facilitating in the 

classroom. Facilitating in the clinical setting, Assessing competency. Supporting the learner and Managing training 
Module One: Principles o f Training (Definition of competency (Slide 4), Types of learning activities (Slide 6),
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Apprenticeship theory (Slide 9), Cognitive apprenticeship (Südes 11 and 12), Group dynamics. Additional information on job 
performance factors and use of Standards with training (Südes 14 to 16), OverView of the training process (Slide 17), Training 
approaches (Slide 21), E-Iearning or use of technology in learning (Südes 22 to 25)
Module Two: Effective FacHitation Skills (Positive learning environment, Use of audiovisuals, Facilitation process and 
Planning and Organization)
Module Three: Developing Competency (Summary of how knowledge, skills and attitudes are deve oped during training 
(Südes 3 and 4); Summary of common process for developing different types of skills (i.e., the same basic process applies to 
all) (Slide 10); Video demonstrations (Südes 13,15); Hyperlinks to tips for developing each type of skill (Slide 17) ÄCIinical 
decision-making, includes Video mini-lectures and tips for developing this critical skill (Südes 20 to 28))
Module Four: Facilitating in the Classroom (Includes a review of tips for types of activities and vide:> demonstrations) 
Module Five: Facilitating in the Clinic (Information on planning for clinical practicum, facilitating in the dinic for 
precepiors, documenting clinical experiences for training or in pre-service settings. Incorporates content from the WHO's 
Effective Teaching Skills manual. Video demonstrations and mini-lectures.)
Module Six: Assessing Competency (Information on formative and summative assessment (Südes 5 and 6); Information on 
use of case logs/logbooks, portfolios. record review, etc.; more detail on determining qualification; Assessment in clinical 
training (Slide 13) and Includes tools used for skill assessment in pre-service settings (Slide 18 to 25))
Module Seven; Supporting the Learner (Focus on using Standards, performance factors, etc.; more on transfer-of- 
leaming).
Module Eight: Managing Training; Preparing for components of training (Slide 5); Video demonstrations for getting 
started on Day One (Slide 14); Information on post-training debriefs (Slide 19) and Roles in training (S ide 20))
Practice and Assessment: After completion of ModCAL for Training Skills, practice and assessment may be provided in a 
variety of ways using the Training Skills fo r Health Care Providers, FaciUtator's Guide for guidance. Key training resources are 
also provided in the resources section of ModCAL ModCAL' for Training Skills is available on flash drive or may be 
downloaded at: http://m odcal.jhpiego.org/

Competency
Standardization

4

ModCal CTS

Knowledge
Assessment

4

Qurthlicd Jhp*og(
Trainer

—  «  —

Mentored 
Training Practice

Competency
Assessment
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* tastrucSonal Desrgn 
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133

UNIV
ERSITY

 O
F I

BADAN LI
BRARY

http://modcal.jhpiego.org/


PROMOTING UNIVERSAL ACCESS TO MATERNAL AND NEWBORN HEALTH (SOGON 2011)

What does a 'blended learning' approach mean? A blended learning approach combines a mix of training delivery 
meihodologies. Such as reading a manual, completing exercises and then attending a group-based course. Or completing some 
type of technology-assisted learning combined with another form of training or practice. Let’s what exactly is involved in a 
blended learning approach to the CTS, and how ModCAL fits into it. (provide handout of training pathway overview and talk 
through the following points). Trainer selection requires candidate trainers to be clinically proficient, motivated to train others 
and afforded the opportunity to use their new training competencies. (review competencies). Competency Standardization 
(Standardization of the related CLINICAt competencies-such as IUD insertion, or male circumcision...)is the first Step on the 
trainer development process. Although Standardization can be implemented in a variety of ways, its goal is always the same— to 
ensure that candidate dinical trainers are Mon the same page* about how to TEACH skills. This is especially important for 
psychomotor and dinical decision making skills.
Candidate trainers complete the Jhpiego Clinical Training Skills using a self-directed Modified-Computer Assisted Learning 
(ModCAL®) via flash drive. The ModCAL CTS provides flexible, high quality training via the Computer promoting the knowledge, 
skills and attitudes associated with the desired trainer competencies. After completion of ModCAL, practice and feedback in 
training skills is provided. It may be provided in a group, on-the-job, or during co-training.
Mentored Co-Training is the final Step in trainer qualification. Candidate trainers who have completed the ModCAL CTS are 
assigned to train with an advanced or master trainer, who will demonstrate and coach them in essential training skills. The 
candidate and mentor will work together to assess the candidate's training competency. New trainers having mastered the 
Jhpiego training core competencies will be qualified by Jhpiego.
This process of competency Standardization, completing ModCAL CTS, having an opportunity for practice, feedback and 
assessment of competency is Jhpiego's Version of a training of trainers, commonly called a TOT. The CTS course is the entry level 
process required in trainer development. Effective training Systems need many clinical trainers, and fewer advanced or master 
trainers who have additional skills.
Qualified trainers who have completed any advanced training module in any order will be considered an advanced trainer. 
Advanced trainers will be expected to mentor new trainers in the skills that they have mastered, while taking progressive 
technical leadership for training related projects. Once qualified, depending on interest and program needs, trainers may 
complete all the advanced training skills modules and qualify as a Jhpiego Master Trainer, (use a flipchart to graph out how the 
trainer focuses on training the provider, the dient-provider interaction. and dient safety, and how the trainer of THAT trainer, 
mentors and focuses on the new TRAINER, and their interaction with the provider, and with the client-provider and trainer 
interaction, and dient safety)
Lets look at more detail at how practice opportunities might be provided with the CTS.

K n o w le d g e Sk ills A tt itu d e s

F a c ilita t io n

•  Reading
• Exercises
•  Lectures

• Video demo
• Live demo

• Reading
• Self-reflection or 

P r o f e s s io n a l  ethics exercises

F o rm a tiv e

A sse ssm e n t

•  Quizzes
•  Case studies
•  Exams

• Practice on anatomic models
• Assessment in Simulation

A p p lic a t io n  and  

S u m m a tiv e  

A sse ssm e n t

Co-training, behavior modeling, assessment with tlients

Let's look at this another way...no matter which approach is used in trainer development, this table outlines the process of 
competency development, and the different ways to facilitate learner development, assessment and application of knowledge, 
skills and attitudes.
Grey shaded-may be met through technology-assisted learning-or in a group-based, traditional course. In Pakistan, faculty 
completed ModCAL on their own, in Tanzania, they used a group-based approach, and learner's completed ModCAL at 
Computer stations (with headphones) and would complete a module. then have a practical activity. If your program decides to 
use ModCAL in this way, ensure you apply the Jhpiego approach-knowledge transfer, then immediate application, rather than 
having learners complete all of ModCAL and then practice.
Formative assessment-whether done in a group-based practice Session, or in a one-day prep session before a co-training (if 
group-based practice not provided), training skills and learning needs should be assessed in Simulation before trainers co-train 
Application and summative assessment-your decision about if the trainer has achieved the competencies, occurs during co- 
training. This is also the critical time to model behavior, a power way to impact attitudes and behaviors.
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ljrS lQ Q j^ lilM O R E PETAILATTHEOPTIONSFO RPRQV|DINGPRACTjCEANDFEEPBACKFORIN:SERy|CETMjNERS:
• Co-Train a skills course with another trainer: Preferably you will have the opportunity to directly apply your skills and be 

mentored by an advanced or master trainer. Additional guidance on this experience is provided in your Learner's Guide. 
We are testing this in Swaziland, and are interested in obtaining additional input on what is required programmatically 
and in which type of circumstances this is effective.

• Attend a group-based practice session and then co-train a course. In some programs, you may come together for a 
group-based session to practice your skills and receive feedback before you co-train a course. This is the approach we are 
advocating until we obtain more input on moving directly to co-training.

• Co-train a whole-site or on-the-job training course with the mentoring of an advanced or master trainer. This is always a 
partof it.

If your program is interested in targeting co-training, and not conducting a group-based course before co-training, there are 
some important considerations. You need some means to assess training skills and the candidate trainers' readiness in Simulation 
before the co-train. Suggested tips are to: (review bullets). Please let GLO know if you are interested in testing this methodology, we 
would like to gather additional Information on how to make this approach successful. Now that we've talked about INSERVICE- 
trainer development, lefs look how you can use ModCAL CTS for Preservice faculty and tutors.
The classroom tutor educating physicians, nurses, midwives or any other cadre of health care provider share the need for the same 
fundamental set of competencies as the qualified inservice trainer. The SAME ModCAL CTS used to prepare your trainers can be 
used to prepare or strengthen these essential preservice providers. Once tutors have successfully completed the ModCAL and 
completed a period of mentored practice working with students in the classroom, skills lab and dinical setting, they can then be 
more fully prepared for their role using specific preservice learning resource packages such as Effective Teaching Skills, Student 
Performance Assessment or Learning Technology Development. Likewise, preceptors who are responsible for facilitating the 
development of competencies in the clinical facilities can also use the same combination of the ModCAL CTS and mentored 
training practice with students for this purpose.
CQNCLUSION:
Jhpiego's ModCAL® for Training Skills is a convenient learning resource package for the average pre-service school faculty 
who is in need of a self-paced update of training skills. The course can be taken online or downloaded for offline use. 
Candidates who successfully complete the course will be awarded a Certificate of Completion.

1. Plan a one-day prep session with group

of candidate clinical trainers

2. Assess training skills in Simulation

3. Review learning plan and identify

learning needs

4. Divide up the schedule
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'RESLRVICE OPTIONS:

Classroom Tutors and Clinical 
Preceptors require the same 

fundamental teachmg competencies as 
Qualified Inseivice Trainers

Training competencies specific to the 
education of new health care providers

ModCAL CTS with ETS

CTS
1. Pnnciples of Training 5 Faolitatinginthe Clinl 
2 Effective Facllitation Stalls 6 AssessngCompeter*

4 Faolitabna in tne Classroom 8. Managmg Training

E T S - In  Addition

■ Foundations of Educatmg Healthcare Providers
■ Develop Objectives for Learmng 
• Monitor and Revise Teachmg

PL-031
INCREASING ACCESS TO MNCH/FP SERVICES AT THE PRIMARY CARE LEVEL -  BUILDING 
ON THE MIDWIVES SERVICE SCHEME IN SOKOTO
SHORETIRE K A FWACS,
Senior Maternal and Newborn Health Advisor, TSHIP Sokoto

SO KOTOJyjAT E R N A ^ JjEO JM TA LH fA lTH . SJ T.UATj.Q ĵ_t Ĵ3H S.2QQg)
Maternal mortality rate =545/100,000 (national) higher than 800/100,000 in NWZ States. Skilied birth attendance =4.4%. 
Percentage of newborn who started BF in lhr= 38%. Percentage of pregnant women with iron supplement= 13%. Percentage 
of postnatal care (PNC) @ HF = 8.4%, SBA @ PNC-70%, CHEWs-14%, TBA-10% and Percentage of tetanus toxoid coverage=
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Figure 2: Antenatal attendance in the Facilities

3500

------Antenatal total attendant* - HF (Non-MSS)

7%.

MSS IN SOKOTO STATE;
Commenced in December 2009. About 140 midwives and 60 CHEWs posted to 9  LGAs. each LGA with a duster of one 
General hospital and 4 PHCs. A PHC has at least 4 midwives/CHEWs.Trained on life saving skills in maternal and newborn 
health, family planning. Supportive supervision and mentoring provided through NPHCDA, SMOH, SPHCDA, TSHIP etc. 
Supplies and Commodities fairly regulär and community mobilized for Service utilization

OBJECJiyES
To compare the antenatal attendance and delivery pattern in MSS facilities and Non-MSS facilities in the 9 LGAs of Sokoto 
MMERIALSAN D M EIHODS
Data collected over 18 month period from 39 MSS facilities and 39 Non-MSS facilities in same LGAs with similar structures, 
training and Support. Community sensitization and education is also similar. Comparisons made on antenatal attendance, 
deliveries and modern contraceptive uptake in these facilities
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RESUJJi
•  The facilities with the midwives have delivery rates approaching 400/month with a regulär increase over time and that 

of Non MSS facilities remain less than 130 deliveries/month, which is declining over time.
•  Skilied attendance in the PHCs have boosted antenatal attendance as more pregnant women in MSS communities 

utilize ANC (3000 vs 400) and FP (400 vs 200) Services.
•  There is evidence that the availability of committed midwives at the PHCs could lead to reduced morbidity as less home 

deliveries would occur in such community hence reducing the rate of unattended/poorly attended complications

comusioN
• MSS should be supported and expanded in all rural communities to make SBA readily available. Training of more 

midwives should be a high priority as more LGAs and the General hospitals serving as the referral centres need 
more skilled attendants to provide MNH Services

— Woman 15-49 years using modern contraceptives (Non MSS)

Figure 1: MSS midwives during training
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PL-032
NEWBORN TRACKING BY TRADITIONAL BIRTH ATTENDANTS (TBA) IN SOKOTO: A 
ROLE IDENTIFICATION
SHORETIRE K A, FWACS
S e n io r  M a t e m a l  a n d  N e w b o r n  H e a l t h  A d v is o r ,  T S H IP  S o k o t o  

IM G iTEP-SIA IES HIGH IMPACT PRQJECT<TSHIP}
ls a five-year project funded by the United States. Funded by agency for International Development (USAID) and 
implemented in Bauchi and Sokoto States. TSHIP's objective is to increase use of high impact interventions in two the States 
of Bauchi and Sokoto. Within the Project Objective, there are four Sub-Objectives. Strengthen state and local government 
capacity to deliver and promote use of high impact Maternal, Newborn and Child Health (MNCH)/Family Planning (FP)/ 
Reproductive Health (RH) interventions; Strengthen delivery and promotion of high impact MCH/FP/RH interventions at the 
primary health care facilities and establish essential referral levels; Strengthen roles of households and communities in 
promotion, practice, and delivery of high impact MCH/FP/RH interventions; and Improve policies, programming, and 
resource allocation at the state and federal levels.

SOKOTO MATERNAL & NEONATAL HEALTH SITUATION (NDHS 2008)
Neonatal mortality rate is 40/1000 (national) higher in NW and NE, Skilied birth attendance is 4.4%. Percentage of newborn 
who started BF in Ih r is 38%. Percentage of pregnant women with iron Supplement isl3%. Percentage of postnatal care 
(PNC) @ HF = 8.4%( SBA @ PNC-70%, CHEWs-14%,TBA-10%). Percentage of tetanus loxoid coverage= 7%. Three out of 5 
sick newborns likely to die in Sokoto. There is Poor HMIS

SQKQTOmQNAlALHEm^
Two third of neonatal deaths in Nigeria are caused by prematurity, infections and asphyxia (NDHS 2008,Save the Children 

2010). About 23,000 newborns die yearly in Nigeria (NDHS 2008,Save the Children 2010). Incubator care mainly in 2 Tertiary 

centres. Functional incubators in Sokoto -11 (10-UDUTH, 1-SSH). Neonatal complications can only be managed in UDUTH. 

Sokoto is yet to domesticate and implement the IMNCH Strategy developed for the country by save the children/Access, 

launched in 2007

OBJECTIVES OF THE INTERVENTION
To increase the coverage of immunization of children and postnatal visits soon after birth (within 72hrs) using the TBAs in 
LGAs with very poor statistics
To access the relevance and identify roles for the TBAs in promoting maternal and newborn health in these LGAs 
Participants: Traditional birth attendants (TBAs), Service providers from PHCs, and ward polio monitors

MATERIALS AND METKQP
TBAs (82) were identified by the ward development committees and recruited from the wards of 8 local government areas of the 
state with poorer health statistics. Training on maternal, newborn and child health needs in the community conducted: danger 
signs in newborn, cord care, Importance of antenatal care and facility-based delivery, complication readiness and referrals. 
Coloured-tracking cards cards for referral of newborns and mothers to health facilities given to the TBAs. Each TBA is linked to at 
least one primary health care facility for referral, Supervision and mentoring. Transport allowance of N2000 given monthly

RESULTS
•  Over a period of 9 months, aboutl0% of the expected newborns in these communities were tracked and the 

referral rates for newborns for immunization has increased and the postnatal care visits by nursing mothers have 
directly increased in these LGAs compared to the previous years when there was no data for such.

•  TBAs are essential resource for improving newborn and maternal health in communities lacking skilled attendant 
when properly trained and guided as mobilisers for health. The number of labour cases referred to the facilities by 
the TBAs also increased and less number of deliveries are delayed or conducted by the TBAs in these wards.

CQMCUiSlQMS
•  While home delivery remained the norm, early postnatal visits to the health facility have increased the detection of 

newborn problems, immunization coverage and postpartum complications. TBAs are essential resource for tracking 
the nursing mothers and newborns for access and utilization of MNCH Services.

•  Low resource States can define new roles for the TBAs to be a partner in MNCH especially in mobilization of newborns 
and nursing mothers
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Figurc 1: Cause* of neonaial deaths 

Estimated causes of neonatal death in Nigeria

■ preterm 25%

■ Asphyxia27%

■ wfectiom22%

■ tetanusS*
■ congenital 7M

■ Duirhta 4%
■ otherv 8%

Table 1: Referred neonates ffom the 8 LGAs

M o n th s N u m b e r  o f  n e w b o rn s  re fe r re d

January 234

February 84

March 340

April 266

May 226

June 279

July 682

August 534

September 475

Total fo r nine months 3 1 2 0  (a ll d e liv o re d  a t  h o m e )

Estimated num ber o f newborns 3 3 8 1 0  (6 9 %  o f  a ll n e w b o rn s )

Graphs-Referrals by LGA. Jan-Sept

January February March April M ay June July August September

i Sum o f Male (0  * 72 hrs) i Sum of Femaie (0  - 72 hrs)
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PL-033
PERCEPTION AND ATTITÜDE OF PEOPLE TOWARDS CAESAREAN SECTION IN ILE-IFE
Loto OM, Fasubaa OB, Odebiyi AI
O b a fe m i  A w o lo w o  U n iv e r s i t y  I l e  -I f e

INIP_QP.UCT.IQN
•  CS is often performed to save either the life of mother, baby or both.
•  However is plagued by several challenges which inlcude aversion to the procedure.
• Several reports has documented that CS aversion is common in our environment ( Briggs 1988, Okonofua 1992, 

Ezechi et al 2000)

• However majority of these studies in Nigeria are Hospital based studies thus lack generalisablity.
• As the influence of the larger society on the decision of a woman to accept or not to accept CS was not considered.
• This study was thus conducted to assesses the factors within the society that influences the non acceptance of at 

community level.

MEJHOP.QLOGY
• The study was carried out in lle-lfe, with population of 355,818.
•  Ile Ife provides a rieh mix of culture and religion that will help to explore the effect of these on the people's attitude 

to CS
• A cross sectional research design using a multi-stage sampling technique was used .
• Interviewer administered questionnaire (644 adults), FGD (8 sessions among pregnant women in both mission house 

and health facilities) and IDI ( staff of health facilities and women with previous) were used to collect data from 
sampled population .

• While quantitative data was analysed with SPSS vs. 16, qualitative data was analysed using the ZY index tables and 
thereafter triangulated with quantitative data.

RESUUS
•  Caesarean rejection rate : 49.8%, CS rejection rate among females: 59.4%, CS rejection rate among Males: 40.1%
• Factors associated with CS rejection: Low level of education : 87.5%, Polygynous type of marital relationship: 57.3%, 

Younger women not willing to accept CS when compared to older women, (X := 15.7, p < 0.05).
•  Factors associated with CS rejection: Muslim women were more likely to reject CS compared to Christians, (X '= 6.1. 

p < 0.05), Within Christian denominations, Pentecostals and protestants are more likely to reject CS than Catholics.
•  Though women of lower socioeconomic Status are more likely to reject CS than more affluent counterpart. but the 

difference was not statistically significant P>0.05

CQN.CmilQN
• This study confirms the finding of previous studies and traced its root to the community,
• Factors associated with CS rejection indude low level of education, low socioeconomic dass religion and polygyny.
• The rejection were as a result of fear of death, postoperative pain, hospital cost, reduced no of children and its not 

being natural.

RECQMMENPATIPNS
• Community Education and enlightenment, Female education, Free maternal health Services, Improved counseling 

Services during and after

ZY Index tables

Reason for not accepting CS Pregnant wom en at Orthodox 

M edical Facilities

Pregnant W omen in Spiritual 

Birthing Homes

Pains associated with CS + + + + + + + + + +

Cost of Operation + + + + + + +

Fear of Death + + + + + + + + +

Reduced number of Children + + + + + + + + +

Scar in The abdomen + ♦ + + +

It is not Natural + + + + + + + + + +
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PL-034
HEPATITIS IN PREGNANCY: A WAKE UP CALL
Nzeribe E. A', Maduagwu A. O* And Amajuoyi O. **
Department of Obstetrics and Gynaecology, Federal Medical Centre. Owerri
Department of Clinical Chemistry, Federal Medical Centre. Owerri

HEPATITIS
• Caused by hepatitis viruses A, B, C, D, E. Delta
• Transmission via sexual contact. blood transfusions, re- use of contaminated needleÄ syringes, and vertical transmission 

from mother to child during childbirth.
• Hepatitis B virus is more highly infectious ihan the HIV virus (50 to 100 times more infectious)
• The risk of vertical transmission -20%-90%
• Mother-to-infant transmission of HBV is largely responsible for the pool of chronic cases worldwide, although this route 

can be effectively and efficiently interrupted by the newborn HBV vaccination Programme (EUROGIN 2003)
• Without Intervention, a mother who is positive for HBsAg confers a 20% risk of passing the infection to her offspring at 

the time of birth
• More than 95% of people who become infected as adults or older children will stage a full recovery and develop 

protective immunity to the virus.
• However, this drops to 30% for younger children, and only 5% of newborns that acquire the infection from their mother 

at birth will clear the infection.
• This population has a 40% lifetime risk of death from cirrhosis or hepatocellular carcinoma.(53
• Infection is drastically reduced to 5%-10% by administering to the newborn hepatitis B vaccine (HBV 1) and hepatitis B 

immune globulin (HBIG) within 12 hours of birth, followed by a second dose of hepatitis B vaccine (HBV 2) at 1-2 months 
and a third dose at and no earlier than 6 months (24 weeks)

• With appropriate hepatitis B immunoprophylaxis, breast-feeding poses no additional risk for transmission from infected 
hepatitis B virus carriers

QBJECTIVES
• This study was to determine the seropositivity of hepatitis B and C viruses among antenatal attendees at the Federal 

Medical centre, Owerri and by extension the need for improved management options.

STUDY DESIGN
• This was a three year retrospective review of results obtained from hepatitis B and C screening among antenatal 

attendees within the period January, 2008 and December, 2010.

RESULTS
• Within the study period, of the 14,332 women who booked for antenatal care 32.1% screened for hepatitis B and C virus 

infection.
• Out of those screened, a seropositivity of 6.2% and 1.2% were found for hepatitis B and C respectively.

PIS.C.U.SSlONi;
• Uptake of screening for hepatitis viruses in pregnancy was low and this may stem from inadequate awareness created 

about the infection.
• Hepatitis B virus infection has been adduced more virulent than the Human immunodeficiency virus. The later is getting a 

lot more attention in view of maternal to child transmission despite the lower seropositivity of 4.4% at the centre during 
the study period and the higher virulence of hepatitis

• Screening programmes presuppose that confirmation and some treatment is possible
• HB immunoglobin and HBV vaccine is recommended(level A ) yet the former costs over N80.000 for a dose and is not 

readily available
• Routine prenatal screening of all pregnant women by hepatitis B surface antigen (HBsAg) testing is recommended.
• Yet in this study only about a third of ANC attendees availed themselves of the test
• Concerns about stigmalizalion and spousal rejection should be considered while offering the tests
• Hepatitis B infection is a preventable disease, and all at-risk individuals, particularly health care workers, should be 

vaccinated
• Routine prenatal HCV screening is not recommended; however, women with significant risk factors for infection should 

be offered antibody screening
• Route of delivery has not been shown to influence the risk of vertical HCV transmission, and cesarean delivery should be 

reserved for obstetric indications in women with HCV infection.(level B)
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RLCQMM^PAJjgNS
• Practitioners must create adequate awareness about hepatitis infection in pregnancy
• Advocacy for VCT of HBSag in pregnancy
• Adequate counseling and management preparedness

• To indude vaccination of spouse and counselling to reduce spousal rejection
• Advocacy for provision and subsidization of HBIg as was done for ARVs
• Develop protocols for follow up of Hepatitis B positive mothers
• Consider antiviral therapies like lamivudine, tenofivir to reduce viral load.
• Follow up multicentre prospeclive study to see the outcome of the pregnancies so complicated by hepatitis B

PL-035

OUTCOME OF AN INTERVENTION TO IMPROVE CASE MANAGEMENT OF ECLAMPSIA 
IN TERTIARY HOSPITALS IN NIGERIA
Safe Motherhood Committee of the Society of Gynecology and Obstetrics of Nigeria (SOGON)
SOGON Safe Motherhood Committee
Friday E Okonofua, Adetokunbo 0  Fabamwo, James T Akuse Innocent O Ujah, Hadiza S Galadanci, Eric I Archibong, Calvin M
Chama, Hyacinth E Onah .Rosemary N Ogu

P M C T M
• To present the findings of a multicentered research to investigate the effectiveness of an intervention aimed at improving 

the case management of edampsiajn six tertiary hospitals in Nigeria.

IM IBPm CIlQ M
• National statistics indicate that edampsia is the second most common cause of maternal mortality in Nigeria, accounting 

for more than 20% of maternal deaths.
• The improved and standardized case management of edampsia is one of the current unmet needs for emergency 

obstetrics care in Nigeria.
• A review of treatment methods usually employed by Nigerian clinicians indicates that many still use diazepam as first line 

regimen for the treatment and prevenlion of edampsia even though magnesium sulphate has been reported to lower 
the risk of maternal mortality as compared to other drugs

DESIGN & SEHING
• The study^vas a multi-centre intervention conducted by the Society of Gynecology and Obstetrics of Nigeria (SOGON)
• Design of the study: Prospective Intervention study
• Number of human subjects studied: 219

At a clinical significant effect of 10 percent or more over 12 months would be of interest. Assuming a survival rate of 60 
percent after treatment. with a significance of 0.05 and a power of 0.8, it was established that a sample size of 132 
patients would be required. However, 219 eclamptic women were recruited during the period, which further increased 
the power of the study.

• Location: Six teaching hospitals located in the six geo-political zones of Nigeria
• Jos University Teaching Hospital, Jos,
• Aminu Kano University Teaching Hospital, Kano,
• Lagos State University Teaching Hospital, Ikeja,
• University of Calabar Teaching Hospital, Calabar,
• University of Maiduguri Teaching Hospital, Maiduguri,
• University of Nigeria Teaching Hospital, Enugu.

TYP.ES. OF STATISTICAL ANALYSIS
• Simple statistics (Means, median, mode, Standard deviation and percentages)
• Chi square test (with Yates correction) were used to compare proportions and percentages, with the level of significance 

set at P<0.05.

POPULATION & METHODS
• Midwives & doctors in the hospitals were re-trained to more effectively manage obstetric emergencies, and to administer 

magnesium sulphate in accordance with the Pritchard protocol for the management of edampsia.
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Table 1: Socio-demogfaphic characteristics of women treated i o t  eclampsia in the participating hospitals

K an « * Jo. M a idu pan Calabar La^oa E nu fu Total

Number ot 

patienta 45 (2 0  S) 22 ( iö .i ) 57 (26  0) 46(21 0) 31(14.2) IS (8-2) 210

Pregnaacy 32 34 37 35 36 36 35

dural »on (30-3S) (22-40) (26-43) (20-40) (30-40) (34-42) (20U3)

Edampaia

irvekdcrvcc. 45/3.800 213 .& X 57.3400 462.080 3M .726 IS 1.850 210.15.064

N o  &  ( U ) (1.2) (0.7) (1.6) (2-2) (1 8 ) (1 0 ) ( H )

A p e IS 24 20 24 26 24 24

(1 4 .2 8 ) (1 5 -4 0 ) (1 5 -3 5 ) (1 5 -3 6 ) (1 7 .3 5 ) (20-34) (14^0 )

Parier:

Oaraö 3 6 (8 0 0 ) S (36 *) 43(75.4) 0 (0 .0 ) 23 (743 ) 8 (44 4) 118(43 3)

Para 1 3((S.7) 4 ( 1 S ^ ) 6 (1 0 4 ) 25(54 3) 5 (1 6 1 ) 5 (27.8) 48(210)

0 a r a 2 - 4 S ( l i l ) 7 (318) 3 (5 4 ) 15(30.2) 3(0.7) 5(27.8 ) 41(18.7)

Oara 5 - *<2-2) 3 (13 6) 5(8.8) 3 (6  5) 0  (00 ) 0  (0 0 ) 12(55)

• R m u Ib  a f f fr f i f f .M iJ  M i  n w n b m  and perconogei

IABLE 2: Mode of delivefy and dosage/duration of use of magnesium sulphate

P a r a m e t e r . K a n a J  O l N I  a » d  M gtar C a l a b a L a g o i E » - e - T o t a l

4 * 2 2 i r 3 1 I S 2 1 9

5 7 4 6

D e l i v e r y  m ^ c  
V a g i n a l  d e l i v e r y

2 t < 6 2  .2

>

t 3 ( i »  t

>

4  5 ( 7 1  ft, 1 0 ( 3  2  3

>

1 4 ( 7 7 . 1

>

Z f S s  -
( N o  a n d  U . )

>

C .  S  c e t i  o n  
( N o  a n d  U )

ft<2 0 . 0 ) d ( 2 7  3 > 1 1 <1 ft 3 , 3 2 < 6 f t  6 , 2 1  <6  7 .7

3

4 ( 2 2  2 , S S < 3 S  1 ,

D e l i v e r y  b c  f o r t  
A r r i v a l  in

S ( 1 7 . 8 ) 3  ( 1 3  Ä , »  < 1 1 , O  < 0 . 0 , O  < 0  ö , O  < 0 . 0 , 12 < 5 _S ,

K  o » “  i t a l
V a c u u m  F  o r e c y  
•

O  ( ö . ö ) ö  ( ö ö ) O  < 0 . 0 , 2  <3 1 , ö  < 0 . 0 , ö  < 0 . 0 , 2  < 0  f t ,

D o i e i  o f 3 4 3 4 l f t 14 3 4 3 4 2 4
M  g £ 0 4  ( p r a m i ) < 2 d - d 4 ) < - 4 - ^ 4 ) < 1 2 - 3 0 , < 1 4 . 4 4 , < 2 4 - 4 4 , < 1 2 - 4 4 , < 1 2 - 4 4 ,

D u r m l i o n  o f  u t e 3 2 2 4 & 6 3 0 2 4 2 4
o «  N C g  S O - *  i n  
k e o i i  r m e d i a n  i

< t * - 4 2 ) < 4 - 4 1 , < 1 - 2  6 , <4  4  1 , <2 0 - 4 0 , < S - 4 S > < 4 - 4 S >
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Table 3: Associated maternal and pennatal outcomes

P iram M rn Kino

45
Jo»
22

Vl n d u ju n

57
Calabar

46

Lago»

31

Emigu

16

Total

219

K o  &  %  of 
maternal daatks 
(Cas- fataltry) 3<«^> 0(0.0) 0(0.0) 3(6.3) 1(3-2) 0(0.0) 7(2.7)

Penn ata I 
rr.cn a lity
ratio 1000

213 94 113 132 129 76 129.S

Infant btrch 
«t ig fc t  (median & 
ranae)

3

2.6-3.S)

2.9

:<i-3-*.o>
2.5

(0.7-3.6)

3
(1 .2 -4 .4 )

29

(1 4-3.9)

32
(2.2-44)

3.0
(0.7-4.4)

Inc i de nee o f low  
binh « f i t h t  (<
2.3k5)

0 44

(0-0)

11 43 

(23.6)
6 32 

( U J )

9  62 

(14.3)
9 42
(21.4)

130

(33)

3626"

(1 3 2 )

Dvxatian of 
hosf'italcacon in 
da*/» (median &

-3££22_____________

“(4-14) 3(1-19) 3(2-12) ^(2-19) 6 (2 -13 ) 4(2-8) 32(1-19)

Table 4 : Maternal, perinatal and eclampsia deaths in study hospitals before and after Intervention

P a r a m e t e r K i n o J o . M . i d u ^ u r i C  ml a b  a r L i p o i E  n u  £ u T o t a l
4 S 2 2 5 7 4 6 31 13 2 1 9

E e l a m p a i a  c  aas 
f a t a l i t y  b e f o r e  
i  n t  CTN-snti o n v i  ( t )

2 7 .2 5 .6 2 2 2 6 .3 2 1 . 0 7 .5 15 .1

E e l a m p a i a  e  aas 
f a t a l i t v  a f t s r

6 .7 0 .0 0.0 6 .5 3 2 0.0 2 .7

i n t e r v e n ü  o n  14 ( 2 )
P  v a l u s i  ( c f .  1 v i .  2 ) - 0 . 0 0 t - 0  0 5 - 0 0 5 r » a - 0  001 - 0 . 0 5 - 0  0 0 1

U o a p  m a t e r n a l

m o r t a l i t v  r a t i o  
b e f o r e  I n t e r v e n t i o n 1 7 9 0 7 1 0 5 4 5 3 3 1 1 9 1 9 1 4 0 0 1 1 9 9 2

/ 1 0 0 ,0 0 0  ( 3 )

U o a p  M M R  a f t e r
i n t s r v e n t i o n  10 0 0 9 4 0 2 0 4 4 S 6 9 4 0 2 1 5 5 9 9 8 9 5 4

f 4 )
P  v a ' .u sa  ( e f .  3  v i .  4 ) - 0  0 0 0 - 0.000 n/a a/s 1» B p - o . o o p 1»' B

A a a o e i a t e d  p e r i n a t a l  
m o r t a l i t y  r a t e  b e f o r e  
i n t e r \ e n t i c n  1 0 0 0 2 1 6 125 1 3 4 1 5 0 1 3 0 9 4 1 41  5

( 5 )

A a a o e i a t e d  p e r i n a t a l  

m o r t a l i t v  r a t i o  a f t e r 2 1 5 9 4 1 1 3 1 5 2 1 2 9 7 6 1 2 9 .3
in t c rN - e n t io n  - 1 0 0 0

< « )
P  m '.UCI ( c f .  5  V I . 6 ) n a n a n a n .a n  b r » a n  b
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• Clinical records were collated in all cases of eclampsia treated in the hospitals one year after the commencement of 
intervention and compared with data before the Intervention.

MAIN OUTCOME MEASURES
• Eclampsia case fatality rates, maternal and perinatal mortality rates before and after the intervention.
BESULTS
• 219 cases of eclampsia were treated in the six hospitals over a 12-month period.
• Six maternal deaths occurred in three centers, with none in the remaining three centers.
• The mean case-fatality rate of 2.7% was significantly less than the rate of 15.1% before the intervention (P<0.001). Case 

fatality declined in five of the six participating hospitals.
• Overall maternal mortality ratio in the hospitals declined from 1199.2 to 954 per 100,000 deliveries, while perinatal 

mortality declined from 141.5 to 129.8 per 1000 births. However, these later differences were not statistically significant.

D&CU5S1QN
• The study evaluated the effects of magnesium sulphate in improving the clinical outcomes and reducing maternal 

mortality in the cohort of eclamptic women.
• Case fatality rate associated with eclampsia declined in five out of the six centres, and declined significantly overall.
• No deaths occurred in Jos, Enugu and Maiduguri, while only one maternal death was seen in Lagos.
• Despite the intervention, six maternal deaths occurred in Calabar and Kano. The women who died in these two States 

had not received antenatal care, and had been brought from the churches and their homes where they had intended to 
deliver.

• All were admitted in late labour with severe complications of eclampsia, and severe organ damage.
• Thus. we believe that interventions need to focus on increasing women's access to evidence-based intrapartum care and 

high level specialist care that would ensure earlier diagnosis of pre-edampsia and eclampsia, with resulting improved 
outcome and more effective clinical management.

CQNCLUiiQN
• An intervention to build the capacity of care-providers to use evidence-based protocol for the treatment of eclampsia in 

Nigeria was successful in reducing associated case fatality rate.
• Attention to high-level integrated clinical care is required to optimize the best available clinical practices for women 

suffering complications of eclampsia and to reduce maternal mortality in the country.
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• Federal Ministry of Health, Nigeria. National Essential Drugs List, 2010.
• Ekele BA. Use of magnesium Sulfate to manage pre-edampsia and eclampsia in Nigena: Overcoming the odds. Annals of 

African Medicine. Vol. 8, No. 2, 2009: 73-75.
• Ogu R, Bello Z, Omo-Aghoja L, Nzeribe E, Feyi-Waboso P, Okonofua FE. Magnesium sulphate for management of 

Eclampsia in low income countries. J Med Biomed Research. 2006; 5(1): 4-6
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PL-036
DECISION-DELIVERY INTERVAL (DDI) FOR EMERGENCY CAESAREAN SECTION IN 
UNIVERSITY COLLEGE HOSPITAL, IBADAN
By
T. A. Tsele And F. A. Bello 

INTROPUCJION
• Caesarean Section (CS) - surgical procedure with incisions on abdominal and uterine walls to deliver baby and placenta 

for safety and or emergency reasons.
• WHO recommends maximum CS rate as 15%1 per country
• Most countries exceed this rate2.
• High rates are associated with controversies in obstetrics3.
• Rates in US - 19704 = 5.5%. 1988 = 24.7%, 19905 = 30%,
• 2009 = 34% i.e. an increase of almost 500%

B.LASX^^.RJKCREiylENT_|N .GS RATE
• Repeat CS, Infertility and low parity, Medical conditions e.g. DM, PIH, Decrease in the rate of vaginal breech delivery, 

Decreased malernal and perinatal mortality, Non-reassuring CTG tracing, Fear of litigation, CPD from increasing birth 
weight, Society's low tolerance for pain, Maternal request.

DECISION-DELIVERY INTERVAL (DDI) » time between decision and delivery.
• International^ recommended interval is '30 mins'6.
• The '30 minute' rule originated from American Academy of Paediatrics and American College of Obstetricians and 

Gynaecologists7.
• Controversies are associated with this rule.
• DDI for EMCS useful for auditing and clinical governance of obstetric practice.
• The American Society of Health Care Risk Management (ASHRM) » EMCS be performed quickly, dependent on 

institutional capabilities using a smart and diligent obstetric team8,9.

_____________ PROMOTING UNIVERSAL ACCESS TO MATERNAL AND NEWBORN HEALTH (SOGON 2011)___________

• To determine DDI for EMCS in UCH, Ibadan.
• To determine effect of DDI on perinatal outcomes (especially if longer than 30mins).
• To determine factors causing delays in intervention.

ME.IHQPQ LQ.QY
• Prospective Observational Study
• All EMCS performed at the UCH, Ibadan between 01/09/2010 and 30/11/2010.
• Data entry pro-forma filled byan observer not working in labour ward

MA|N _QUJCQ M£ $_M E A$jJ R £ D_W jR E:
• Indication for the caesarean section, The decision-baby delivery interval. Presence of Paediatric resident, 1-min and 5- 

min Apgar scores, Newborn admission to special care baby unit .Perinatal death, Type of anaesthesia, Grade of the 
surgeon, Time of the day and day of the week when surgery was performed, Reasons for delay in decision - delivery 
interval beyond 30 min.

RESULTSQFSmpy
Düring the period of study. 01/09/2010 to 30/11/2010
• Total of 662 deliveries, with 327 cases (49.4%) of caesarean sections. EMCS were 250 cases (76.45%) and 77 cases (23.55%) 

were ELCS.
Demographie Characteristics (Table 1)
• Mean age 29.8 ± 0.64 (ränge 16 -  42 years)
• Mean parity 1.4 ± 0.18 (ränge 0 -  6).
• Mean gestation age at delivery 37.7 ± 0.5 (ränge 28 -  42 weeks).
• Booked patients were 98 (39.2%), 152 (60.8%) were unbooked.

Table 1: Summary of the frequency of the demographic variables 

TV PE..0L AN AESTH ESjA
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PROMOTING UNIVERSAL ACCESS TO MATERNAL AND NEWBORN HEALTH (SOGON 2011)

Table 1: Summary of the frequency of Ihe demographic variables

jCharacteristics [Frequency ^ercentage

Age (years)

< 20 10 4

21 -25 41 16.4

2 6 -3 0 86 34.4

3 1 -3 5 78 31.2

3 6 -4 0 33 13.2

>41 2 0.8

TOTAL 250 100%

Parity

0 118 47.2

1 51 20.4

2 37 14.8

3 24 9.6

4 13 5.2

5 6 2.4

6 1 0.4

TOTAL 250 100%

Gestation A ge (wks)

<28 5 2

2 9 -3 2 10 4

3 3 -3 6 45 18

01i£

120 48

>40 70 28

TOTAL 250 100%

Booking Status

Booked 98 39.2

Unbooked 152 60.8

TOTAL 250 100%

• 51 cases (20.4%) had general anaesthesia, 199 cases (79.6%) had spinal anaesthesia.

GRAPE OF SUBGE.QM
• Senior Registrars performed 125 cases (50%), Registrars 116 cases (46.4%) and Consultants 9 cases (3.6%), 

BAEDlMBiflAHÄEIENPANCE
• Paediatric Residents attended the 241 live cases (97.6%)
ADMISSLQJiJQ SPECIAL CARE BABY UNLT
• 39 babies (15.6%) - admitted, 211 babies (84.4%) - discharged to their mothers.

MAJOR INPICATIQNS F.Q B-APM SSJQN
• Birth Asphyxia -  13 (33.3%), prematurity -1 9  (48.7%), congenital anomaly 1 (2.6%)
PERINATAL MORTALITY (TABLE 2)

• Intrauterine fetal death -  9 cases and 12 perinatal deaths. Perinatal Mortality Rate of 48/1000 for EMCS. 
TIME QF DAY & DAY OF THE R E S
• Both did not influence DDL
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Table 2:lndications for Caesarean Section and distribution of Perinatal Death according to indications.

PROMOTING UNIVERSAL ACCESS TO MATERNAL AND NEWBORN HEALTH (SOGON 2011)

Indications No. ofCases Percentage Perinatal Death PNMR

Failure to Progress/Prolonged Labour 29 11.6 1 35.71

Failed vaginal birth after CS 16 6.4 - -

>2PreviousC/S 6 2.4 - -

Suspected Fetal Distress 34 13.6 - -

Severe Preeclampsia/Eclampsia 42 16.8 3 71.43

APH 34 13.6 2 58.82

Obstructed Labour 37 14.8 5 108.11

Malpresentation 14 5.6 - ■

Failed Induction of labour 12 4.8 - -

Multiple Gestation 6 2.4 1 166.67

Others 20 8

TOTAL 250 100% 12 48

Fridays were busiesi days with 42 cases (16.8%), Mondays were quietest with 26 (10.4%).

piscusaoM
• DDI, important for auditing and clinical governance of obstetric units.
• Study assessed clinical performance and feasibility of '30min DDI rule' in UCH.
• DDI ranged between 5mins and 810mins (mean= 120.4mins). Only 8 cases (3.2%) met the Standard, smaller than that of 

Livermore et al 200610, where 11.1% of 1000 EMCSs met the Standard

DISCUSSION
• Onah 200511, Helmy 200212 and Mackenzie 200213, DDI of 30mins, difficult to achieve in practice.
• DDI of 120mins, may not be incompatible with good perinatal outcome and not major factor for adverse neonatal 

outcome in EMCS.
• Tufnell 2001, no significant difference in admissions of babies born within 30mins compared to 50mins. 15.6% required 

SCBU admission and 48.7% admitted for prematurity.
• No significant correlation between DDI and Perinatal outcome using Apgar scores, SCBU admission and Perinatal 

mortality.
• The highest number of Perinatal death occurred al a DDI of 30-60mins

MAJQR CAU.S.I.QF-DELAYj/)̂ _LOGlSIiC-R£ASQNS-tZ2-8%):
• unavailability of CS pack, lack of drugs, difficulty in procuring essential materials, power outage, shortage of water supply, 

shortage of theatre consumables, faulty anaesthetic equipments, incomplete surgical instruments, shortage of
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Table 3: Decision -  Delivery Interval in UCH and distribution of pennatal death according to DDI

DDI (mins) N o .o f Cases Percentage N o .o f Deaths PNMR/1000

< 30 8 3.2 - -

30-60 39 15.6 5 128

61-120 126 50.4 2 16

121-180 37 14.8 4 108

181-240 17 6.8 1 59

241-300 8 3.2 - -

301-360 8 3.2 - -

361-420 2 0.8 -

>420 5 2 - -

TOTAL 250 100% 12 48

Mean DDI in UCH = 120.4 minsRange of DDI = 5 mins -  810 minsS.D. = 102.8 
CI = 120.4 ± 12.74 
X2 = 3.3, df = 8. P = 0.34

anaesthetic drugs, gases and consumables.
OTHERS ARE
• difficulty in procuring blood for surgery (12.8%),lack of theatre space (5.2%).

RKOMMENPAHONS
• Provision of essential materials and consumables.
• Efficient blood transfusion Services and voluntary blood donation be encouraged.
• Efficient and coordinated team work targeted at abolishing and minimizing delay.
• Health talks in the antenatal period on the possible need for a rapid recourse to operative delivery.
• Timely recognition ot a complication is the key element.

• The DDI for UCH, Ibadan is 120.4 mins, recommended DDI of ’30mins' currently not feasible.
• However, this study has not looked into whether categorising the level of urgency of the CS affected the mean DDI.
• Consequently, DDI of '30 mins' may not be applicable to all EMCSs but when faced with acute and catastrophic fetal or 

maternal conditions, expedited delivery is warranted and any purposeful delay is unjustified.

RELERENCES
• World Health Organization. Appropriate technology for birth. Lancet 1985; 2:436-7.
• Harish M Sejdev. The History of Caesarean section, e-medicine -February 2002.
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Table 4 Mean DDI according to the Main indications for CS

ndication No. o f Cases Range o f DDI Mean DDI

:ailure to Progress/Prolonged Labour 29 138 -  250 103.3 ± 17.3

Failed vaginal birth after CS 16 60-750 187.9 ± 91.5

>2 Previous C/S 70 -  206 140.7 t  54.8

Suspected Fetal Distress 34 43-195 100.6 ± 15.2

Severe Pre eclampsia/Edampsia 42 39 -  667 126.0 ± 33.8

APH 34 15-810 132.2 ± 55.0

Obstructed Labour 37 10 -170 79.2 ± 12.32

Malpresentation 14 35 -  428 166.2 ± 71.7

Failed Induction of labour 12 33 -  355 122.3 ± 52.1

Multiple Gestation 20 -  345 149.5±122.1

Olhers 20 3-499 159.6 ± 64.4

Total 250

•Table S  Mean DDI according to 1-min Apgar Scores and Neonatal outcome at S-mins

APGAR Scores

No. o f Cases

1-min

Percentage Mean DDI

5-mins

No. o f Cases Percentage

0 9 3.6 166.4 9 3.6

1 -3  (severe) 11 4.4 71.9 0.8

4-5 (moderate) 19 7.6 101.4 2.8

6-7(m ild) 60 24.0 121.8 2.8

8-10(normal) 154 61.6 143 228 91.2

TOTAL 250 100% 250 100%

• Notzon FC. Placek PJ, and Taffel SU. Comparisons of national caesarean section rates. N. Engl. J.Med. 1987: 316, 386-389.
• National Institutes of Health Task force in Caesarean child birth. Caesarean childbirth. Bethesda MD. US Department of 

Health and Human Services (NIH). 1981. Publication No: 82-2067
• Taffel SM, Placek PJ. Moien M. 1988 US Caesarean section rate at 24.7 per 100 births: a plateau? N Engl. J. Med 1990: 323: 

1099-1200.
• Hillemanns P, Hepp H, Rebhan H, Knitza R. Emergency caesarean section- Organization and decision delivery time. 

Geburtshilfe Frauenheilkunde 1996 Aug;56(8):423-30)
• Guidelines for Perinatal care, 5th ed. Elk Grove III. American Academy of Paediatrics and Ame-ican College of

151

UNIV
ERSITY

 O
F I

BADAN LI
BRARY



PROMOTING UNIVERSAL ACCESS TO MATERNAL AND NEWBORN HEALTH (SOGON 2011)

Obstetricians and Gynaecologists 2002.
• Veltman L, Grelyak A. Kradei EC. Risk Management Pearls for Obstetrics 2000. Chicago (IL): American Society of 

Healthcare Risk Management 2000.
• Rashid N.( Nalliah S. Understanding the Decision-delivery interval in caesarean births. Review artide leJSME 2007:1 (2): 

61-68
• L. J. Livermoreand R. M. Cochrane. Decision to delivery interval: A retrospective study of 1000 emergency caesarean 

sections. Journal of Obstetrics & Gynaecology 2006, Vol. 26, No. 4, Pages 307-310
• H.E. Onah, N. Ibeziako, A.C. Umezulike, E.R. Effetie and C.M. Ogbuokiri. Decision-delivery interval and perinatal outcome 

in emergency caesarean sections. Journal of Obstetrics and Gynaecology, May 2005; 25(4); 342-346
• Helmy W H, Jolaoso A S, IfaturotiO O, Afify S A, Jones M H. The decision-to-delivery interval for emergency caesarean 

section: is 30 minutes a realistic target? British Journal of Obstetrics and Gynaecology 2002; 109: 505-508
• I.Z. MacKenzie, Inez Cooke. What is the reasonable time from decision-to-delivery by caesarean section? Evidence from 

415 deliveries. BJOG. May 2002, vol 109, 498-504

P L -0 3 7

WHAT DO WOMEN KNOW ABOUT INDUCTION OF LABOUR7AN EVALUATION OF 
AWARENESS AND KNOWLEDGE AMONG ANTENATAL ATTENDEES IN IBADAN
Dr. O.O. Enabor 

LNIROPUCILQN
• Induction of labour (IOL) and cervical ripening(CR) remain important in obstetrics and research has focused on the 

efficacy of different methods e.g: misoprostol
• Limited information on women's awareness and knowledge about these methods which can be used for health education 

and communication with patients

Q ß m iY E
• An assessment among antenatal attendees at the University College Hospital(UCH), Ibadan:
• Awareness and knowledge about methods of CR & IOL

MAIER(A].S.ANP-MET±i.OQ§
• Study duration: Ist March-30th April 2009
• Cross sectional survey of antenatal attendees of UCH
• Sample size estimation using the Kish formula with prevalence of 21% for IOL used.
• 265 women recruited consecutively following informed consent
• Structured questionnaire(interviewer and self-administered)

M-ATERIALS.AN.D-MEIüQPi
• Socio-demographic variables
• Obstetric variables
• Level of awareness and knowledge of indications and specific methods for CR & IOL
• Information given about CR8<IOL in previous pregnancies
• Data analysis
• Frequency tables for socio-demographic and obstetric variables.
• Cross tabulations and x*square test for significant associations between categorical variables.
• Logistic regression for significant variables on x-square test ,
• P<0.05

RESULTS
Socio-demographic & obstetric
• Mean age: 31.4±4.4yrs, 67.8% in 26-34yrs age group
• 56.4% were nulliparous
• Mean gestational age was 25.1±9.3 wks
• 44.8% -gestational age of 27-40 weeks
• 26% had previous CR or IOL 
RESULTS
Knowledge and awareness-CR& IOL
• Awareness in 71% of respondents, Knowledge of method use-, Intra-cervical Foley's catheter: 13%, Intra-vaginal
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TABLE 1: SOCIODEMOGRAPHIC VARIABLES

VARIABLE PERCENTAGE

A ge group(yrs)

20-25 8.4

26-34 67.8

>35 23.8

Total 100.0

Tribe •

Hausa 2.3

Yoruba 79.3

Igbo 11.9

Others 6.5

Total 100.0

Religion

Christian 80

Muslim 20

Total 100.0

Occupation

Not highly skilled 57.0

Highly skilled 43.0

Total 100.0

Education

Primary 3.9

Secondary 12.5

Tertiary 83.6

Total 100.0

Marital Status

Married

Unmarried 4.7

Total 100.0

misoprostol: 25.2%, Intravenous Oxytocin-84%, Membrane sweeping: 21.7%

ß£SWIS
Knowledge:
• Low: (lmethod): 70.4%, High(>2methods): 29.6%

BEASQNä
• Safe vaginal delivery: 35.7%, Prevention of fetal death: 38.6%, Prevention of cesarean delivery. 11%, Reduction of patient 

load: 5%, Preparation for cesarean section: 3.9%, Prevention of postpartum hemorrhage: 2.9%

APVERSE EFFECTS;
. Fetal compromise: 16.0%, Increased labour pain: 51.3%, Prolonged labour: 5.9%

POSITIVE PREDICTQRS OF AWARENESS OF CR& IOL:
• Previous induction, OR: 6.70(1.41-31.88), p=0.02
• No significant predictor of knowledge of CR8dOL
• In 39.2% of respondents with IOL. Information given by health provider regarded as insufficient.

LIMITATIO.NS 
.  Sample size
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FIGURE L- KNOWLEDGE OF METHOD USED FOR CR & IOL

PERCEPTIONS OF INDICATIONS FOR CR & IOL
■ yes ■ no

safe vaginal fetal death cesarean section patlent load preparation for pph
dellvery cesarean section

--------------------------------------------------------------------------------------------------------------------- 1

• Non-randomization
• Appropriate translation of terms for non-English Speakers

CQNCLUS1QN
• Awareness of CR&IOL is high among pregnant women in Ibadan
• Knowledge of specific methods is sub-optimal
• Additional counseling during antenatal sessions may help with increased understanding and satisfaction with the birth 

process.
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PLENARY 1

TRAINING
OBSTETRICS AND GYNAECOLOGY 

RESIDENTS IN THE 
21STCEN TU RY
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PL-038

TRAINING THE OBSTETRICS AND GYNAECOLOGY RESIDENT IN THE 21ST CENTURY -  
THE ROYAL COLLEGE PERSPECTIVE
Justin C Konje
Head of School, East Midlands, South Deanery
Endocannabinoid Research Group, Reproduclive Sciences Section, University of Leicester

Q.UIL1NEQFPRESENTATIQN
• Training from the past to the present
• How Deaneries are organised
• Training process and supervision
• Trainees in Difficulties
• Limitations of Training Programme
• How will all this apply to Nigeria and the wider world?

THE GOLD GUIDE DEFINES RQLES IN TRAINING
• Trainees, Educational Supervisors, Clinical Supervisors, Training Programme Directors, Employers
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Specialty  Training Program m es

Curriculum Development and Delivery
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SUMMMY
Focus is on
• High quality training and robust assessment, Speciality curriculae. portfolios, PDPs etc,High quality supervision, 

Supervisor training, appraisal and feedback skills, Educational governance, Quality assurance in all aspects.
Basically, Current changes are all about quality assuring education and training.
Regulatory bodies set the Standards but have devolved the responsibility to Deaneries to check that local education 
providers meet the Standards. Deaneries therefore need to have robust monitoring and reporting Systems - a QA process

Quality assurance of training

Royal Colleges

School specific
Surveys
I xlt and olhers

Postgraduate Deaneries

Educationa contrac

Annt.nl review visits

from Speciality sc
Other reports

know as quality management. Currently Deaneries have different policies but this may change in the future . 
Deaneries collect Information from different sources about the quality of training posts- seeking triangulation 
PMETB trainee and trainer surveys 
Annual review visits to trusts 
Exit questionnaires

TRAINEES
• Take overall responsibility for their own training.
• Be familiär with speciality Curriculum, assessments and documentation
• Maintain a learning portfolio
• Engage in process of clinical and educational supervision
• NHS performance review and ARCP process

POSTGRADUATE SPECIALITY SCHOOLS
• Advise Postgraduate Dean on Speciality Postgraduate training
• Provide leadership in the Speciality
• Establish and oversee structures to deliver training
• Ensure quality of education and training meets PMETB/GMC Standards
• Recruitment and selection role
• Organise ARCPs

T.RAj N1NG. BRQG RA MM LP.IRECIQ.R
• Works in partnership with Deanery, College and NHS Trusts to deliver educational contracts
• Organises the specialty training rotation and sets global educational objectives
• Oversees quality control of the Programme
• Arranges trainee specialty induction
• Appoints and Supports AES / ACS for each placement
• Implements the ARCP
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• Facilitates remedial training
• Career management
• Responsible to the HoS/Postgraduate Dean

IHE.BOLLO.F_ XHEiHJNICAL AND EDUCAT1QNAI SUPERVISOR 
Pivotal to Postgraduate Education

CLINICAL SU.PER.V IS.Q8
• The Clinical Supervisor is:
• Responsible for ensuring that appropriate clinical Supervision of the trainees day-to-day clinical performance occurs at all 

times. with regulär feedback.

A GUIDE TO POSTGRADUATE SPECIALTY TRAINING IN THE UK 
(the 'Gold Guide”)
Clinical Supervisor
• The Clinical Supervisor should:
• Offer a level of supervision necessary to the competences and experience of the trainee and tailored for the individual 

trainee
• Be appropriately trained to teach, provide feedback and undertake competence assessment to trainees in the specialty
• A Guide to Postgraduate Specialty Training in the UK (the 'Gold Guide")

Key areas of responsibilities. This links to next part of the Session about the structure of the Programme
This session is not about ‘how’ to appraise or assess- assumption made that this has already happened?? If not- Teaching
Improvement, Assessment Course etc. etc

W H A L P P JM IM E S L m H L E B C M lH E R a iN iC A l SUPERVISOR?
• Approachable, Accessible/available, Spends time observing, Provides feedback, Show an interest in your career, Focused 

on education

WHATQUAUIIES AM-MPSIlMfPRTANJJ10_Y0 U . IN A GLlWlCAL_SUi3M SQ B?
• To be approachable and able to give the trainee some freedom in their clinical decision making.
• In a clinical Supervisor I value feedback, time spent observing me, and approachability for me to ask questions.
• Being accessible and understanding the job application System and what I am trying to achieve.
• A clinical Supervisor should be approachable, enthusiastic & take an active interest in furthering career development.

EPUCATIQNAL SUPERVISOR
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• An Educational Supervisor is responsible für overseeing training and documentation
• Confirm appropriate inductions
• Develop a learning agreement and educational objectives including plans for study leave
• Meet the trainee at the beginning, middle and end of a placement
• Conduci appraisal and to provide feedback
The revised PMETB definition of  educational Supervisor is:
*A trainer who is selected and appropriately trained to be responsible for the overall supervision and management of a 
specified trainee's educational progress during a training placement or series of placements. The educational Supervisor is 
responsible for the traigee's educational agreement

EDUCATIQNAL.SUPERVI.SOR
• The Educational Supervisor is:
• Responsible for making sure that the trainee receives appropriate training and experience through developing clear 

objectives based on the relevant specialty Curriculum.
• Responsible through the Postgraduate Dean’s Educational contract both for educational appraisal of trainees and also for 

the review of their performance based on Good Medical Practice.
A Guide to Postgraduate Specialty Training in the UK (the 'Gold Guide*)

BASEUNE STATEMENT FRQM GQ IP  GUIDE-
Comment from AS-1 think it would be worthwhile highlighting the differences between ed and clinical supervision. We 
could highlight the role of a year-long ed sup v. 4/12 clinical supervision and the ability to stay impartial to the clinical 
demands of the posts. Ed sup is special in the sense that all senior doctors are (by default if they have junior staff) clinical 
Supervisors.

LDUCATIONAL SUPERyiSQR
• The Educational Supervisor should:
• Undertake regulär formative appraisal with trainees
• Provide support in developing the learning portfolio
• Ensure that the trainee understands and engages in assessment
• Be the first point of call for trainee concerns/issues about training
• Ensure that appropriate training opportunities are available for the trainee to gain competencies and learn.

THE RQU.GH fiUlPE TO THE FOUNDATION PROGRAMME
• Produce a structured report at the end of the year to inform ARCP (including workplace appraisal)
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• Provide career advice
• Contact the TPD if concerns regarding training
• Role recognised in their job plan

How to be a good teacher, induding teaching methods. Certified to have attended Training the Trainers Course, Feedback -  
evidence from teaching and supervision

PL-039
METHODS OF ASSESSMENT IN OBSTETRICS AND GYNAECOLOGY
Case based discussions (CBD)
Direct Observation of practical procedures (DOPPS).OSATS
Nini-CEXs, Reflective Practice, e-portfolios and assessment -  what they are and how best to use them (RCOG specific) 
Electronic recording of training

H A L A B C P .P B O.C ESS
ARCP Annual Review of Competence Progression 
Applicable to:

Annual Review of Competence Progression

ARCP
A. Evidence
1. Assessment of performance e.g.

• workplace based assessments 
and observational methods

e.g. minl-CEX. DOPS. Video, CBD
• oxaminations
• structurod roport

2. Assossmont of oxperionco, o.g.
• portfolio/log book
• audit
• research
• critical Incidents

B. Annual Competence Review
'  Approprlately constituted panel considers 

evidence Outcomo

Clinical S u p e rv iso r  and/or TPD  meot 
with trainee to

Annual
Planning

review competence 
outcome with trainee

plan next part of training

1. LearninK ajjreement:
• alms fk  Intcndcd Icarning 

outcomes
• based on specialty currlculum

2. Advite on porlfolio
3. Rrßular frrdback (2 way)
4. Personal Development Plan
5. Tralner's structured report
6. Workplace based (NHS) appraisal

Clinical
Appraisal

Workplace 
based (NHS) 

appraisal

Annual 
Review of 

Competence 
Progression

Outcome

• Speciality trainees, LATs, FTSAs, Trainees OOP, Academic trainees, Clinical Lecturers, Academic clinical fellows 

QUTCQMiS_FQRARCP
• Satisfactory progress
• Further development needed but additional training time not required
• Inadequate progress additional training time required
• Released from training Programme NTN relinquished
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.'M'

dear improvement
pfeinlanguage tips (o improve K i constructive

L  l  expeded achievement without prejudice/bias

nuilBSI constructive criticismapplied
IHR»

dl perform iTPTnf »YKdl

notbyemail!fTPi JQUivJ  ; CICICII.

- - - r

future

Incomplete evidence submitted

Gained all compelencies, FTSTAs, Time out of Programme (OOP), Research, Career Break, Approved clinical training, Top 
up training (11/14)

PRSPABAJ1Q_N_F_Q.RARCP
• Documentation - 1, Curriculum vitae, PMETB Survey -  evidence of completion, Clinical experience -  logbook, Record of 

attendance at teaching in the last 12 months, Audits in the last 12 months, Evidence of attendance at the Trent Training 
Days, Documentation -  II, Education Supervisors report, 360 degrees appraisal -  Team observations (minimum of 10), 
Maximum unsatisfactory entries), OSATs (minimum of 3/procedure), CbDS, MiniCEX, Reflective practice, Preparation for 
ARCP, Documentation -  III .Clinical lecturers and Academic Fellows, Research -  progress, publications, MD, Presentations

FEEPMC.K
• An integral part of Teaching and Training!!
• Trainee and Trainer
• Should be honest, constructive, and provide advice for future development.
• Whai do students value when receiving feedback?
6AeRIERSTO.FEEDBA.CK
Receiving

fflVMiFEEPBACS 

Prepare to talk

Resolve & close 
Give the message

Reach understanding
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GIVINGEEEDbACK

Prepare to talk

Resolve & close Give the message

%  /
Reach understanding

• Uncomfortable with criticism, Seif worth may be diminished, Previous negative experience 
Giving
• Think the feedback is negative, Personality, Other person cannot take feedback, Previous negative experience, Not worth 

the risk

EEEPBAC.K^PREPAR.E TQ TALK
• Prepare message, Time and place, Signal message, Create atmosphere * •

• Ask the person for their view. They may already be aware of problems/issues.
• Try to comment only on things you have seen for yourself.
• Be clear and concise. Start with positives, then move to areas of concern. State dear objectives which are achievable.
• Avoid a character analysis.
• Don't go over the same material.

POSITIVE FEEDBACK .MODEL
• Ask trainee what went well
• Agree if appropriate and add other observations of good practice
• Ask trainee what could be better
• Agree if appropriate, add other improvements and refer back to ’misguided strengths' if necessary
• Agree next Steps/ actions for improvements. End on a positive note

POSITIVE FEEDBACK.MQP.Eti
• Ask trainee what went well
• Agree if appropriate and add other observations of good practice AND
• Ask trainee what could be better
• Agree if appropriate, add other improvements and refer back to ’misguided strengths' if necessary AND
• Agree next Steps/ actions for improvements. End on a positive note

FACTS, FEELINGS, FUTU.RE
• State the facts
• Ask the learner how they feel ( or what they think) about this feedback
• Offer the learner your perspective ( feelings and/or thoughts)
• Ask the learner to consider the feedback from a 3rd person perspective ( patient, colleague, junior etc)
• Agree plans for the future

FEiQßAQC^BEACH AN UNDERSTANDING
• Listen to response. If clarification is needed, try to use different words.. Check the person understands., Check you 

understand them

FEEDBACK --■RES.O.LyLAND-CLQSE
• Find ways to resolve issues, Offer suggestions, but wherever appropriate let the other person decide their own method of 

resolution., Summarise discussion, Document the Session.

FEEDBACK -  FOLLOW UP
• If possible, see the person practising that particular skill again, If it is not possible, ask how they are getting on with it.
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Change may not always be immediate.

SUMMABY
• Honest, constructive and provide advice, 2 way process, Framework, Follow up 

FEEDBACK
• 'Feedback is the breakfast of Champions', Ken Blanchard, Management and Leadership Consultant, Ken Blanchard is a 

global management and leadership author and presenter

TM lN EESJN-RlEflCUin
Doctors in difficulty-real or imagined?
• More recognition-360 deg assessments, More reporting of serious events, Better record keeping, Löss of team structure, 

Less pastoral Support, Increase in complaint culture and patient dissatisfaction

EARLY WABNING SIQNS
• never there', Low/inefficient work rate, Aggression/tears when confronted, Lack of flexibility, Lack of insight, Career/exam 

Problems, Non/poor engagement with WBA, High sickness rates

CQMMQN THEMES
• III health, Life events, Personality problems, Clinical performance issues, Poor relationship with other Staff, Poor 

Organisation, Substance abuse, Chaotic personal lifestyle, Lack of insight. All of the above

BUUY1NÖ
• 9/140 responders to end of Foundation survey, 1 trainee moved, Nurses - esp ward sisters, Other trainees / senior 

colleagues, No awareness of trust policies

THUNIE!ME.W
• May be self-referral, Usually complaint from clinical Supervisor or a result of assessments, Gather evidence, ?Location, ? 

Chaperone/observer, Make accurate and comprehensive records, Keep copies of all letters and e mails, Manage it yourself 
or refer on?

RESOURCES
• Referral to Occupational Health, Involve Head of School/TPD/Deanery, Referral to Training Support Unit. Junior Doctor 

Administrator, but please remember.., Confidentiality is key!,

CASE HISTORIES -  What would you do as a panel member?
CAS£_1
• Attended only 20% of formal teaching despite written advice 3 months previously
• Progress satisfactory
• Further development of specific competencies -  additional training time not required
• Inadequate progress -  additional training time required
• Released from training Programme -  NTN relinquished
• Inadequate evidence presented

8£ASL2
Did not complete all WBAs -  most of the assessments were completed in last 2 months of the year-long programme 
Did not complete all WBAs -  most of the assessments were completed in last 2 months of the year-long programme.
• Piogreü batisfatlory
• Further development of specific competencies -  additional training time not required
• Inadequate progress -  additional training time required
• Released from training programme -  NTN relinquished
• Inadequate evidence presented

CA$E 3
On paper', all the competences have been met by the trainee, but a corridor conversation with the clinical Supervisor 
highlights concerns over the trainee's abilities.
On paper’, all the competences have been met by the trainee, but a corridor conversation with the clinical Supervisor 
highlights concerns over the trainee's abilities.
• Progress satisfactory
• Further development of specific competencies -  additional training time not required
• Inadequate progress -  additional training time required
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• Released from training Programme -  NTN relinquished
• Inadequate evidence presented

CASE4

Did not engage with the appraisal process despite advice from the TPD advising the doctor to meet with their Educational 
Supervisor
• Progress satisfactory
• Further development of specific competencies -  additional training time not required
• Inadequate progress -  additional training time required
• Released from training Programme -  NTN relinquished
• Inadequate evidence presented

SUMMARY
• Role of ARCP and importance of appraisal as part of the process
• Case histories highlight need for early intervention!

PL-040
TRAINING THE OBSTETRICS AND GYNAECOLOGY RESIDENT IN THE 21ST CENTURY -  
WEST AFRICAN COLLEGE OF SURGEONS PERSPECTIVE.
Bissallah Ekele.
Chair.Faculty of Obstetrics and Gynaecology.
West Afncan College of Surgeons

OUTLINE
• History, Vision and Mission. Past Program and Assessments (O & G). Present Program and Assessments (0& G). Future 

Program and Assessments (O & G). Challenges and Conclusion.

THE COLLEGE
• Association of Surgeons of West Africa.1960 ,(UCH, Ibadan). Initiative of Prof Victor A. Ngu, WACS 1969 (Accra, Ghana), 

ASWA — — WACS 1973 (Benin. Nigeria)
'To promote, organize and conduct postgraduate education and training in Surgery. related disciplines and specialties in 
West Africa'
• First College examination = 1979, First Fellows (by examination)
Dr Oladele Olusanya (Oct 82); Dr A E Ehigiegba ( April 83);

PAST PROGRAM AND ASSESSMENTS 
(Before 1990)
• Very few training centres (< 12),
• Only one examination centre = Ibadan. Primary = Paper 1 (MCQs),
• Paper 2 (essay), PART 1 = Written.
• Clinical. Oral (all candidates),
• PART 2 = Casebook defence, General Oral

E B B E N ! PRPQRAM AN P -ASSESSMEMTS 
(1991-2011)
• More Training Centres (40), 35 Nigeria, 3 Ghana, 1 Gambia,
• 1 Sierra Leone (Implication for Examiners),
• More Examination Centres (5), 3 Nigeria, 1 Ghana, 1 Sierra Leone
• Training more structured with two additional outside postings, Radiology, istopathology
• Emphasis on the use of Logbook for appraisal and evaluation'Validity, Reliability, Fairness/Equity'
• Primary -  All MCQs (More coverage of syllabus*) 2002
• Part 1: Written Papers; Conference marking; proceed >70/150 - 2004, Clinical (Examiners not Trainers) - 2007, Structured 

Oral - 2010
• Part 2: Dissertation -.2010
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Casebook, General Oral (structured) - 2010

FUTURE TRAINING EB Q G R ^ .M P  .ASSESSMEttTS-fPOST 2011)
• New curriculum with core modules and subspecialist modules.
• MANDATORY pre-part 1 Basic Surgical Skill courses,
• Leadership/Management courses post part 1,
• Work-base assessment + LOGBOOK, College (Faculty) Centre coordinators

I-HE-EXA-M!NATION PRQPE6
• Part 1: MCQ. Essay Questions (SAQs)

Objective Structured Clinical Examination OSCE' Membership Award
• PART 2: Strengthen the dissertation

3-station exam -Dissertation, - Case book, - General oral, Fellowship Award

C HALLENGES
• TRAINEES -  Poor foundation,

Poor exposure, Voluntary & involuntary breaks (?strike actions), Counselling; Mandatory courses; Facilitators [NLG)
• TRAINERS - Little or no Supervision of trainees,

Trainers need update too!, Late Submission of Dissertation reports, Rededication; Examiners workshops (NLG1. Train-the- 
Trainers courses, Gentle reminders’ /  Sanctions

TR.AINING CENTRES- Infrastructural decay,
• Unfriendly training policies, New Scoring System for accreditation;lnvolve CMDs in College Activities + Advocacy
• REGULATORY BODIES & WAGES COMMISSIONS OF MEMBER COUNTRIES

New Fellows at Convocation 
(Feb 2008; Freetown, Sierra Leone)
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Important stakeholders, Appropriate placement of awardees

CQNCLUSION
• Program has been revised both in content and in structure to produce a 'complete' specialist.
• An expert in Obstetrics and Gynaecology; also strong in research and in the management of men and materials.
• With commitments from all the Stake holders we can overcome the identified challenges.
• We have started the process and sure to deliver the 21st Century specialist.

ACKN.QWLEPGEMENI
• Dr Alfred Ehigiegba , FWACS
• Prof Yao Kwawukume, FWACS
• Prof O Fakeye, FWACS; Prof OA Omigbodun, FWACS
• Mr Bolarinde Ola; RCOG - NLG (Chair: Mr V Chilaka)
• Ajayi OO, Quartey JKM, Adebonojo SA. Eds.
• Knife in hand -The History of the West African College of Surgeons (1960-2010) BookBuilders, Ibadan, 2010.
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PLENARY 2

ELIMINATING MTCT 
OF HIV BY 

2015
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PL-041
HIGHLIGHTS OF 2010 NATIONAL PMTCT GUIDELINES

Outline : Global trends in PMTCT, Nigeria’s efforts in PMTCT, Current national bürden of mtct, WHO 2009 Advice, Highlights 
of Nigeria's 2010 Guidelines

Where are we with MTCT Globally?

PMTCT Study Results and Guidelines Revision*
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N1G_ER1A:S.PMTGT GU iPJUm L2m .200_5,_2C>0?&2Q.1Q
• 2001 National PMTCT Guidelines: Mother: Sd NVP early in labour.Newborn: sd NVP <72 hours
• 2005 National Guidelines:
• 2007 National Guidelines: Mother: AZT from 14 weeks (sdNVP){AZT+3TC. for 7/7), Mother: CBV > 34 wks

(CBV+sdNVP) {CBV, for 7/7), Mother: (sdNVP) {CBV. for 7/7), Newborn: sdNVP * (AZT, for 6/52)

Zonal Disparities in Nigeria
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Rate of Mother-to-Child Transmission by Prophylaxis Regimen

KAAMT « T I  *dNVT CQV rx ».V I>  x tN V T  Hc~>
MTCT Prophylaxe» Regimen

Rapid advice: Use o f antiretroviral drugs for treatmg 
pregnant women and preventing HIV infection in 
infants
WHO web site:
httpy/www.who.int/hiv/ptjb/mtct/advice/en/index.h
tml

KEY POINTS OF WHO 2009 GUIDELINES

Key points of the new WHO guidelines

Everyone diagnosed with HIV infection should sta 
treatnient when their CD4 count falls below 350 
cells/mm3.
Everyone with TB should Start treatment with an 
etavirenz-based regimen regardless of CD4 count. 
Everyone with Hepatitis B coinfection that needs 
treatment should Start treatment with a regimen 
based on tenotovir and either 3TC or FTC. regardless 
of CD4 count.
Countries should plan to phase out the use of d4T in 
firsMine treatment as soon as teasible, and use 
either AZT or tenotovir instead.

About 40% of HIV* 
pregnant women 
Account for > 75% of 
MTCT risk
Account for >80% of
postpartum
transmission
Account for 85% of 
maternal deaths 
within 2  years of 
delivery
Have strong benefit 

from initiating ART 
for maternal health 
and PMTCT during 
pregnancy, 
labour/delivery and 
breastfeeding
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KEY POINTS OF WHO 2009 GUIDELINES

All pregnant women with CD4 counts below 350. or 
WHO stage 3 or 4 HIV disease, should Start ART 
without delay. tor lite.
Pregnant women who dont need ART tor their own 
health should Start taking prophylaxis as soon as 
possible atter week 14 ot their pregnancy.
Either three-drug ART or intant prophylaxis should be 
given throughout the breastteeding period it mothers 
do not need ART tor their own health.
HlV-positive mothers should breastteed tor one year it 
their child is HlV-negative or ot unknown Status, and 
tor at least two years it their child is also HlV-positive. 
in Order to maximise the benetits ot breastteeding.

What is in the 2010 Guidelines’

COVERAGE OF 2010 GUIDELINES
Goal and Targets of the 2010 - 2015 National PMTCT scale up plan 
Comprehensive approach to primary prevention of MTCT 
Benefits of prevention of mother to child transmission of HIV 
Implementation Strategies for the National PMTCT Programme 
Integration of PMTCT into MCH Services and Linkages with other 
Services
Process of setting up PMTCT Services
Minimum Capacity Requirements fcr a PMTCT site
Management and Coordination of the PMTCT Programme
Management of HIV in Pregnant Women and PMTCT
The Use of Anti-Retroviral Drugs in PMTCT
Management of HIV Exposed Infants
Standard Precautions
Community-Based PMTCT Services
Communication for PMTCT
Monitoring and Evaluation for PMTCT
Logistics and Distribution

PRE- & POST-TEST COUNSEUNG
• Unchanged: based on ’opt-out' approach.

PRE-CONCEPTION CLINIC
• Achieving safe conception, Family planning messages in the context of HIV, Couple counse ling and HIV testing, Couple 

education, Partner disdosure, ART adherence promotion. ART safety, Diagnosis and treatment of Ols such as TB, STI 
diagnosis and treatment, Discordant couple management, Management of abnormal menstruation/infertility, Information 
on Support groups, Sex education.

LABQMJ Q R m S I L E Q B m i  PMTCT SERVICES; Baseline & Follow-up
• Hepatitis B and C, Full blood count (FBC), Blood film for malaria parasites, Tests for sexually transmitted infections e.g. 

gonorrhoea and Chlamydia, Liver function lest. Renal function test, Lipid profile, CD4 cell counts, Viral load.
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HIV TESTING: Serial Rapid Testing

I I

RECOMMENDED RAPID TEST KITS

1. Screening test Determine Unigold Determine

2. Confirmatory test 
»

Unigold Statpak Statpak

3. Tie-breaker test Statpak Determine Unigold

F lin ih ilitv  r f i t o r ia  i n t  ART n t  A D V  nrnnhu lavic  in  W IV  in fo r toH  n ron n a n t w n m o n  (B o i-  W M O  XtfVH

C D 4  c e ll c o u n t a v a ila b le
C D 4  < 3 5 0  c e l ls /m m * C D 4  > 3 5 0  c e l ls /m m ’
A R T
R ego rc lle ss  o f  c l in ic a l s ta g e

A R T
lf  s y m p to m a t ic  
< S tage  3  o r  4 )

W H O  c lin ic a l s ta g e
S ta ge  1 A R V  p ro p h y la x is
S ta ge  2 A R V  p ro p h y la x is
S ta ge  3 A R T
S ta ge  4 A R T

lf fadlity for CDAcount is not available. the dient should be referred or dient* spedmen sent to the nearest centre with such facility.

GUNICAL SETH.NG1
Pregnant woman who is HAART- eligible but not currently receiving ARV prophylaxis 

MQIHER
• Initiate ART soonest, irrespective of gestational age.
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• Indude ZDV in the regimen whenever possible (avoid ZDV if haemoglobin is < 8g/dl or PCV < 24%)*
• If CD4 count is <  350 cells/mlregardless of WHO clinical stage
• WHO Clinical Stage III and IV regardless of CD4 Count 
PB£F.ERSLDRE_GJMEN;
• AZT+3TC+(NVP or EFV")

ALTERNATIVE REGIMEN:
TDF+ (3TC or FTC) ♦ (NVP++ or EFV**)
• '(Patients with HB< 8g/dl or PCV < 24%),
• Hepatitis B co infection
• "EFV  based regimen should NOT be used in the first trimester
• Closely monitor for hepatotoxicity and systemic toxicity ESPECIALLY women on NVP based regimen.

CUNICAl SETTING I CONTD.
Use of Antiretroviral drugs in first trimester of pregnancy 
CAUILCLN:
The use of antiretroviral drugs in first trimester of pregnancy requires caution:
Women already commenced on HAART; ZVD, 3TC and NVP and found to read to NVP in first trimester pregnancy:
• Stop the NVP and replace with PI " *
• ***Pls indude : Lopinavir/r, Saquinavir/r, Nelfinavir, Indinavir/r.
• "EFV  use in early pregnancy is associated with congenital malformations (Potential risk (probably <1%) of neural tube 

defect with EFV use in first month of pregnancy (before 6 weeks of gestation)]
• ”  Women on EFV based combination should be counselled and offered effective contraception after delivery to avoid 

conception while on EFV.

CUNICAL. S in iN ^±CQ N JP.
Special considerations on ART in PMTCT
Previous clinical or virological failure on NNRTI- containing regimen
• PI* + 2 NRTIs, ZDV + 3TC + Abacavir, ZDV + 3TC + Tenofovir

PREVIOUS SlNGLE^ p jEM V IR A PIN E
• < ömonths : PI* + 2 NRTIs
• > 6 months :NVP * 2NRTIs, EFV ♦ 2 NRTIs, ZDV ♦ 3TC + Abacavir, ZDV ♦ 3TC ♦ Tenofovir
All infants should receive daily NVP from birth until six (6) weeks of age (Irrespective of infant feeding practice).
Dose of daily NVP:
• Birth weight < 2,500g : NVP lOmg(lml) daily
• Birth weight > 2,500g : NVP 15mg(1.5ml) daily

PROPHYLAXjS_FOE^MJCT 
Clinical Setting I I :
Pregnant mother not eligible for HAART for her own disease
1. For facilities with capacity (on -  site or by linkage) to provide and monitor Triple ARV medication:
• Triple ARV prophylaxis is the preferred regimen:
• Triple ARV prophylaxis should be started from 14 weeks gestation or as soon as possible wher the woman presents during 

pregnancy. until one week after ceasation of breastfeeding.
Any of the these regimens may be used as appropriate
.  AZT + 3TC + LPV/r, AZT + 3TC + EFV. AZT + 3TC (or FTC) + EFV. AZT * 3TC *  ABC. TDF -f 3TC (or FTC) + EFV 
All HIV exposed infants must receive daily NVP for 6 weeks irrespective of infant practice 
Prophylaxis for PMTCT 
Clinical Setting I I :
Pregnant mother not eligible for HAART for her own disease CONTD.
2. For facilities with limited capacity (on -  site or by linkage) to provide and monitor triple ARV medication 
The following ARV prophylactic regimen is recommended:
• Zidovudine from 14 weeks gestation, Sd NVP at onset of labour, AZT+3TC during labour and delivery, AZT+3TC for 7 days 

post partum
A) For breastfeeding infants:
• Commence daily NVP until one week after ceasation of breastfeeding.
B) For non-Breastfeeding infants:
• Give daily NVP for 6 weeks only

____________________ PROMOTING UNIVERSAL ACCESS TO MATERNAL AND NEWBORN HEALTH (SOGON 2011)__________________
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BQSME_Q_F_PA.ILY.NVP FQR THfLLNEANI 
From birth to 6 weeks of age:
• Birth weight < 2,500g : NVP lOmg(lml) daily, Birth weight > 2,500g : NVP 15mg(1.5ml) daily 
From 6 weeks to 6 months of age: NVP 20mg(2ml) daily
From 6 months to 9 months of age: NVP 30mg(3ml) daily 
From 9 months to 12 months of age:NVP 40mg(4ml) daily

AR^P_ROPHYLAXIS FQR PMTCT CUNICA.LSfüüNGJll:
Mother receiving HAART at the time of current pregnancy
• HIV infected women receiving HAART who become pregnant should continue with the therapy.
Zidovudine should be a component of the regimen whenever possible [avoid if haemoglobin is < 8 g/dl or PCV < 24%;
In this case use TDF + 3TC (or FTC) + NVP (or EFV) as applicable]
• Efavirenz is contraindicated in the first trimester and it should be replaced with NVP.

ARy_PRQPmAX|S.FOR.PMTGT GL|NlGA!. SETTING !V;
HlV-infected mother who presents in labour
1. For facilities with capacity (on -  site or by linkage) to provide and monitor Triple ARV medication:
Mother
• Commence triple ARV prophylaxis during labour and continue until one week after all exposure to breast milk has ended.
• For details of regimen see clinical setting II.
• Clinically assess the mother for WHO staging of maternal disease
• Determine maternal CD4 count as soon after birth as practicable.

ARV PROPHYLAXIS FOR.PMTCT CUNIGAl SETTING IV:
HlV-infected mother who presents in labour contd.
2. For facilities with limited capacity (on -  site or by linkage) to provide and monitor triple ARV medication.
Mother:
• Intrapartum: sdNVP ♦ ZDV + 3TC as soon as diagnosis is made in labour.
• Post partum: ZDV + 3TC for 7 days
• Determine if mother is eligible (within 5 days of delivery) for HAART for her own disease, and follow appropriate 

guidelines including referral to ART Care Programme
ARV Prophylaxis for PMTCT Clinical setting IV:
HlV-infected mother who presents in labour contd.
Infant: Mother breastfeeding, not commenced on HAART:
• Give daily NVP to infants from birth until one week after all exposure to breast milk has ended.
• Mother breastfeeding (eventually commenced on HAART)
• Give daily NVP to infants from birth and continue until six weeks after maternal commencement of HAART.
• Mother not breastfeeding:
• Give daily NVP to infants from birth until 6 weeks of age.

A-8.y-PRQPHYL.AX!$_FOit„PMTCT CLlNjCAL 5.ETTlNG-y,‘
HlV-infected mother who presents after delivery 
Mother
• Determine if Mother is eligible for HAART for her own disease, and follow appropriate guidelines including referral to ART 

/Care programme
Infant:
• Mother breastfeeding, not commenced on HAART: Give daily NVP to infants from birth until one week after all exposure 

to breast milk has ended.
• Mother breastfeeding (eventually commenced on HAART): Give daily NVP to infants from birth and continue until six 

weeks after maternal commencement of HAART
• Mother not breastfeeding: Give daily NVP to infants from birth until 6 weeks of age.

ARV PROPHYLAXIS FQR.PMTCJ. CLN1CAL.5_EHING_Vj:
HlV-infected woman with active TB
• Delay ARV treatment until second trimester, if possible.
Treatment regimens: These are in decreasing order of preference:
• If treatment is initiated in second trimester, EFV (800mg) + 2NRTIs, ZDV + 3TC ♦ Abacavir, 2 NRTIs ♦ Ritonavir-boosted 

PI* (Saquinavir/r or Lopinavir/r), ZDV + 3TC * Tenofovir
Change rifampin to low dose rifabutin

Avoid ZDV if haemoglobin is < 8 g/dl or PCV< 24%
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ARy_PROPHYLAXIS FQR PMTCT CUNICAL SETTING VI:
HlV-infected woman with active TB 
Infant

• Give daily NVP to infant from birth until 6 weeks of age.
• Prophylactic INH from birth (5mg/Kg once daily) until six (6) months of age.
Dosage of NVP: See Clinical Setting IV above.

A R V_P_RQ P.H Y l. AX! S-LQB-P MJCT. GUN! C A i J E  H IN  G_yjL
HlV-infected women with indication for ART but required drugs are not available.
All efforts should be made to ensure that all HIV pregnant women who need ART have access to t either on site or by referral. 
Prophylaxis for Opportunistic Infections
• Co-trimoxazole Preventive Therapy (CPT):Prevents Bacterial & Parasitic infections (PCR Toxoplasmosis. Malaria), Indications:
• CD-4 <  350 c/ml
• WHO Clinical Stages 2,3,& 4  disease
• All HIE Infants ages >  6 weeks, Adult dose = 960 mg daily, Alternatives:
• Dapsone
• Atovoquone
Prophylaxis for Opportunistic Infections
• Tuberculosis: Cough of > 2 weeks duration be screened, At X-ray, abdominal shield be used
• Syphilis: All pregnant women be screened, Co-infection increases MTCT, Rx involves Penicillin & should be repeated after 

one week
Prophylaxis for Opportunistic Infections
• Candidiasis: Oral/vaginal infection treated with:
• Single dose fluconazole, Topical agents where possible, Amphotericine B is Ist trimester alternative
• Cytomegalovirus: Valgaricidor
• Herpes Simplex Virus: Acyclovir
• Varicela-zoster virusiAcyclovir or Valacyclovir, VZIG Immunoglobulin
• HPV: Topical Bi-chloroacetic Acid or Tri-chloro Acetic Acid, Ablative therapies

UNIVERSALPRECAUTIONS
• Proper handwashing, Use of protective barriers, Safe handling & disposal of sharps & solid wa«tes, Safe processing of 

contaminated instruments for re-use

POST EXPPSU.RE -P.RQPHYI.AXLS
• Occupational Exposure:lnitial Steps after needle-prick or mucosal exposure, Evaluation for PEP, Determination of risk &

ARV drugs for PEP:Low-risk = 2 ARVs, High-risk = 3 ARVs, Uncertain-risk = 2 ARVs
• Sexual Exposure: Assailant's HlV-status determination, Likelihood of HIV transmission, Counselmg, 2 or 3 ARVs, Follow-up, 

with re-testing at: 6 weeks, 3 months, 6 months
ACKNQWI.EPG EMEN.TS
• Federal Ministry of Health, National AIDS & STI Control Programme (NASCP), National Action Committee on AIDS (NACA)

WHO, APIN/Harvard PEPFAR

INCONCLUSION
In Nigeria, HAART has already been shown to reduce MTCT to 2.5%. If the national PMTCT coverage is raised from the current 
22% to the 90% level envisaged in the 2010-2015 National PMTCT Scale-Üp Plan, using the 2010 Guidelines, the country 
could achieve the 'Virtual Elimination' ot MTCT by 2015, as envisaged by the Joint United Nations Programme on HIV/AIDS 

(UNAIDS)!

_____________________ PROMOTING UNIVERSAL ACCESS TO MATERNAL AND NEWBORN HEALTH (SOGON 2011)__________________

PL-042
ELIMINATION OF MOTHER-TO-CHILD TRANSMISSION OF HIV: A JOINT 
RESPONSIBILITY
By, Prof Atiene Solomon SAGAY 
BSc, MBChB, FWACS, FRCOG(Lond)
Chairman, National PMTCT Task Team.Global impact of the HIV epidemic on children 
• 14.2 percent (370,000 of 2.6 million) of new global HIV/AIDS infections in 2009 
.  14.4 percent (260,000 of 1.8 million) of HIV/AIDS deaths in 2009
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• 7.5 percent (2.5 million of 33.3 million) of the persons living with HIV 
Over 90% of children acquire HIV through mother-to-child transmission (MTCT)

____________________PROMOTING UNIVERSAL ACCESS TO MATERNAL AND NEWBORN HEALTH (SOGON 2011)

• T--« *  cc<.*: >s .c *  a u  t . v f l  C W
itw h a  u i i m  Soutf» aHc j tr-C w  . • o4•Jjrrwa.

Score Board after nearty One Decade of Implementation
Nigeria

HIV+ pregnant women: 210,000

Coverage of ARV/ART for PMTCT: 22%

Estimated HIV incidence (modelled): 0.39%

Coniraceptive prevalence: 20%

Unmet need for FP: 20%

ANC at least 1 visit: 58%

Median duration of BF: 19 m

MTCT rate in 2009: 32%

New child infections 2009: 64 700

Sources: WHO Universal access report 2010, Nigeria DHS 2008, South Africa DHS 2003, UNAIDS analysis

The Global PMTCT Gap 
FROM PMTCT -TQ JbM KI
• 2009: UN dedaration of commitment for the Elimination of Mother to Child Transmission of HIV (E MTCT)
• (IATT) in February 2010 organized a global meeting in Geneva
• Global Fund in May 2010 organized meetings in Kenya and later in South Africa
• A global consultation was held in Geneva in November 2010
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6 0 %  -

Regional disparities in Nigeria

22%

0%
National

4 8 %

WHY?
3 8 %

Nigeria N igeria N igeria Nigeria Nigeria Nigeria
NC NE NW SE SS SW

regions and countries were advised to go and domesticate the concept of E-MTCT.

NQY, 201Q GEN EVA CQNSULTATLQM.QN ELIMINATION
Goal: "To eliminate new paediatric HIV infections and improve maternal, newborn and child su-vival and health in the

context of HIV"
IABgniEQBJjyiKE
• Follows similar sequence as ART guide, used in regional scale-up workshops (potential Standard, country situational 

analysis, programmatic capacity, possible targets, decide)
• Focuses on components consistent with the IATT PMTCT global strategy:
• Other areas to consider for targets: partner testing, family planning, infant feeding practice ANC. safe delivery indicators

Overall Targets

1. Reduce new paediatric HIV

infections by 90%

2. Reduce mother-to-child

transmission rate (MTCT) to <5%

Prong Targets and Indicators 
Prong 1:50% reduction in HIV incidence 

(+3 indicators)
Prong 2:Unmet FP to ZER(+1 indicator)
Prong 3:Vertical transmission < 5% (<2% 

around 6 weeks) (+9 indicators)

Prong 4:90% reduction in HlV-related maternal 
and infant and child deaths(+4 indicators)
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PROMOTING UNIVERSAL ACCESS TO MATERNAL AND NEWBORN HEALTH (SOGON 2011)

linked with and part of Safe Motherhood

what poes m tm iim iQ . pq
• Reduce HIV incidence among women of reproductive age by 50% between 2010 and 2015
• Reduce unmet need for family planning by 100% between 2010 and 2015
• Reach 90% of HlV-positive women and infants with ART or ARV prophylaxis according to the 2010 National PMTCT 

guidelines (providing lifelong ART for women with CD4 levels below 350mm3 or highly effective ARV prophylaxis from 14

Number of new child HIV infections due to mother to child transmission. by scenano. Nigeria

2010 Nigeria 2011 50_100_90 Nigeria 2011

2010 -  base scenano: 2009 Programme coverage maintained through 2015 
50_100_90 -  Intervention scenano: 50% reduction in HIV incidence, ehminate unmet need for family planning, provide ARVs or ART to

90% o f women in need FMOH / UNAIDS

weeks through the end of breastfeeding)
H iy.lNGl.PEN.GE - .PR.QNG.l
Based on surveillance data from Nigeria, including antenatal care sentinel surveillance and population based surveys, the 
country team created an incidence curve in Spectrum. That curve was used to define the HIV incidence and prevalence from

Number of new HIV infections among reproductive age women. by scenano, Nigeria

2010 Nigeria 2011____________________________  50_100_90 Nigeria 2011

S0_100_90 -iniervenlion scenario: 50% reduction in HIV incidence, eliminate unmet need for family planning, provide ARVs or ART to
90% o f women in need.

the Start of the epidemic until 2009 in Spectrum 
EMQHXU-NAIPS
The 50% reduction in HIV incidence and meeting unmet need for contraception will reduce the number of births to HIV- 
positive women from a projected 297,300 to 220,200
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PROMOTING UNIVERSAL ACCESS TO MATERNAL AND NEWBORN HEALTH (SOGON 2011)

Number o( women living with HIV giving birth (women in need of PMTCT Services), by scenano, Nigeria 

2010 Nigeria 2011 50_100_90 Nigeria 2011

2010 -  base scenario: 2009 Programme coverage maintained through 2015 
50_100 Intervention scenano: 50% reduction in HIV mcidence, eliminate unmet need (or family plannmg.

Percent of women receiving ARV or ART by regimen, by scenario, Nigeria

A R V  c o v e ra g e  a n d  regim en. Intervention s c e n a r io . Nigeria

O  Sngle dosenevrapne □  [X alA RV

□ Option A  • maternal □  Option B-tnpie prophylaxis from 14 weeks

■ Tnpie A RT started before current pregnancy □ Triple ART started durng current pregnancy * •

ln this scenario the 2015 regimen and coverage will result in 8% Iransmission rate

TQWAR.PS ELIMINATION OF.MT C m m f R I A
• Renewed Commitment for Elimination of MTCT (Global, Regional and National)
• Commitment to fully implement New Scale up (MTCT Elimination) Plan (2011-2015)
• Equity-focused Strategie analysis of current program performance to identify and overcome bottlenecks (routine program 

data, effectiveness study, etc..)
• Strengthened emphasis on Prongs 1&2 through better collaboration and integration of SRH, MNCH and HIV programs.
• Programming for E-MTCT will not occur in isolation and ealls us to get out of our comfort (Prong 3&4) zone
• Sustained funding for cost-effective interventions to Support elimination of MTCT and contribute to maternal health and 

child survival.
• National leadership, States and LGA buy-in, accountability and ownership (communities).

ACKNQWLEPGEMENTS
• FMOH/ SMOH, UNICEF. PMTCT Task Team, Donor Agencies, Other Implementing Partners, Private Sector.

180

UNIV
ERSITY

 O
F I

BADAN LI
BRARY



PROMOTING UNIVERSAL ACCESS TO MATERNAL AND NEWBORN HEALTH (SOGON 2011)

Estimated mother to child transmission rate (induding transmission during pregnancy, delivery and breastfeedmg), by scenario. Nigeria

M T C T t r a n s m is s io n  ra te , M g eria

40%

35%
30%

~  25%

|  20%
£  15%

10%
5%

0 %
2005 2006 2007 2008 2009 2010 2011 2012 2013 2014 2015

—♦— MT CT rate - 2010 ■ MT CT rale - interventions

2010 -  base scenario: 2009 Programme coverage maintained through 201S 
50_100_90 -Intervention scenario: 50% reduction in HIV incidence. eliminate unmet need for family planning. provide ARVs or ART to 90%

of women in need.

O.EARLY, BOLD ACTIQNS ARE REQ.g.lREp TO. ELIMINATE NEW H!V1NFECJJONSAM.ONGXMI1PMN.BY_20_15_.

• Nigeria is signatory to the Political 
Declaration on Intensifying efforts to 

Eliminate HIV and AIDS

• National Scale up plan targets 
elimination by 2015

• Governm ent is com m itted to 
increased dom estic funding, health 

Systems strengthening, decentralization  
& integration to increase access to 

Services

Elimmatmg Paediatnc HIV

PL-043
HIV DIAGNOSIS IN CHILDREN
Edna Iroha
DEPT OF PAEDIATRIC.CMUL/LUTH 
IDI ARABA, LAGOS

!.NIRODU_CIlQN
• Determination of HIV Status of children exposed to HIV during pregnancy, labour or breastfeeding is an important part of 

follow up Services in PMTCT programmes.
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• HIV testing and counselling should therefore be provided. (PITC).
• Progression of HIV infection in children is rapid with high mortality
• Mortality rate * 30% at lyear, 50% at 2yrs, 60% at 5yrs
• Early identification for initiation of treatment and care is imperative

EARLY INFANT A N B im ^ P JA fiM P iiS
• In the first 18 months of life, methods of HIV testing that rely on the detection of the HIV or its products (Virologie testing) 

are required for confirmatory diagnosis.
• As HIV antibody testing may not reliably confirm the true HIV Status of the infant or child
• Early diagnosis of HIV in these infants (0-12months) and children (12-18months) before they become ill is desirable for 

many reasons induding:
• Early introduction of ARV and other therapy for HIV infected infants.
• Tracking the effectiveness of the PMTCT Programme.
• Polymerase Chain Reaction (PCR)
• Measure viral nudeic acid, it is a confirmatory test that is not affected by the presence of maternal antibodies.
• DNA-PCR is done about the age of 6weeks using whole blood or dried blood spot (DBS) on Filter paper
• Breastfeeding infant who test negative should have a repeat test 6 weeks after complete cessation of breastmilk.

DIAGNOSIS jN CHILDREN A6QVE THE AGE QL12_MQ_NIHS
• Babies born to HIV positive mothers will have some maternal antibodies to HIV in circulation.
• Hence all of Ihem will test HIV positive for HIV antibodies at birth
• The maternal antibodies persist for variable periods after infancy until they finally disappear at 18months.
• Diagnosis of HIV infection using HIV antibody testing can only be made after 18 months.
• In breast feeding infant antibody testing should be carried out at three month after cessation of all breast milk.

Suggested Testing Algorithm for HEIs
fxoosed Infam Be w/ 9 Mont ns: bposed hfait Above 9 Moiths:

DrawDBS, initäte CTX S<rem With Rapid Test

« .p a r«

Povtve: WtieteCTX,
! NVP, -DBS

J obst« :

hegaUm* und chJctHnruXtrvjitf.'-c 
irrutt 6 w'ffcv CWdn Nrs»lhre

Rapid Testat 9 months orif A id 
bccomes Symptom e*

Positw. Child is tositive- 
Initiale ART, continue CTX

Seid Confirmatory Viroogc 
test'

Nê at ve out child is treaslleedng tx  has tresstfed in wst 6 weeks: 
Inrtatr/continue CTX, continue NVP, repeat rapid test 6 weeks 

ssation of brr K t fee ein« or K A id  becomes Symptome*

6 weeks after cessation of breastfeeding:

?t?fiilrr- mn ihila hasno»
n e iv?« o m pa vt t  %*v . 

CHIel.Nrt4twe.-:«i*CT>;

Rapid Test at9 months or rf 
Addbecomes Symptom atic

Negative:
Refc'b'

fu i her lestng 
butcontinue 

____ ART____

Positive:
Continue

ART

Be ow9 VoUhs: 
DrawDBS

fD esikst

Above9Moiths: 
Wth Rapid Test

Povlive:
DrawDBS

Positive: Chidis Positive -  
Initiale ART, Continue CTX
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PL-044
OVERVIEW OF PREVENTION OF MOTHER TO CHILD TRANSMISSION OF HIV (PMTCT) 
PROGRAMME IN NIGERIA
Dr Wapada Balami mni
National Coordinator, HIV/AIDS Division, FMOH
Presented at the Annual Conference of SOGON

Q U IL M
• Background Information, Mother-to-child transmission of HIV, National PMTCT Strategies .Progress made so far, Efforts at 

scaling up PMTCT Programme, Challenges, Immediate priorities

BACKGROUND
• HIV/AIDS pandemic is one of the most serious health crisis facing the world today
• A disproportionate bürden has been placed on women and children
• In 2009, 33.3million individuals were living with HIV globally
• 15.7M were women; 2.1M were children
• Over 90% HIV infection in children come from their mothers through vertical transmission 

HIV positive persons: 3.5million, HIV+ pregnant women(annual): 229,480
• Annual HIV exposed births: 57,000
• 58% of pregnant women attend ANC at least once; 45% attend at least 4 times
• 35% of births occur in health facilities, 62% occur at home.
• Nigeria is one of the 22 countries with high bürden MTCT
• Nigeria contributes 30% Of global bürden of MTCT

MOTHER. -TQ-CHILP TRANSMjSSIQN-Q f HIVtMTCD
• Pregnancy (5-10%), Labour and delivery (15%), Breastfeeding (5-15%), In the absence of Intervention the risk of 
transmission is between 25-40%

e R L V im Q j^ F R O M ^  OF HIV PROGRAMME
Indudes interventions designed to reduce the risk of MTCT to less than 2% (2002)
Goal
• To contribute to improved matemal health and child survival through accelerated Provision of comprehensive PMTCT 

Services
Targets
• At least 90% of all pregnant women have access to quality HIV counseling and testing by 2015
• At least 90% of all HIV positive pregnant women and their babies have access to efficacious ARV prophylaxis by 2015
• At least 90% of HIV exposed infants have access to early infant diagnosis Services by 2015

NAJIONAL P MTCLSJ.RATEGiES
• Four- pronged strategies/elements (UNAIDS)
• This strategy also provides the framework for the eliminalion of new HIV infections among children and to keep their 

mothers alive.
• Primary prevention of HIV infection in women of reproductive age group and their partners
• Prevention of unintended pregnancies among HIV positive women
• Prevention of HIV transmission from infected mothers to their infants
• Provision of appropriate treatment, care and Support to infected mothers their infants and families 

PROGRESS MADE $Q  FAR
• Low national PMTCT coverage;13% pregnant women accessing HCT( o 60% by 2011)
• MTCT was still unacceptably high, in view of current global plan to eliminate MTCT by 2015
• Only 33% of PHC in the country offer maternal Services
• Infrastructural decay at the PHC level
• Problem of integrating PMTCT into the existing reproductive health Services
• Weak monitoring and evaluation System

NATIONAL SCALE- UP PLAN TOWARDS ELIMINATING MTCT(2010-2015)
• Increased focus on PMTCT by Government (Political and Funding)
• Establish Midwives Services scheme to strengthen Service delivery at Primary Health Care level with Federal Government
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Progress made

2004 2010

Sites o ffering PMTCT Services 67 718

Pregnant wom en Counselled and Tested 18,554 907,387

Number wom en tested positive 31,577

HIV + pregnant wom en receiving'ARV Prophylaxis 645 26,133

HIV exposed infants receiving ARV Prophylaxis 516 14,573

Labs with Polymerase Chain Reaction(PCR) capacity 
fo r  Early Infant Diagnosis (EID)

20

Dried Blood Spot (DBS) collection sites - >200

Number o f HIV positive children on ART 20,401

4.000. 000

3.000. 000

2 . 0 0 0 .  0 0 0

1,000,000

0 I  I  I
2008 2009 2010 2011

■ p reg nant w o m e n  

co u n e le d /te ste d

Progress made

2008
(actual)

2009
(actual)

2010
(actual)

2011
(TARGET)

Pregnant women Counselled 605,875 804,113 907,387 3,165,166
and Tested (50%)

HIV + pregnant women 22,055 24,485 26,133 55,575
receiving ARV Prophylaxis (25%)

MDG funds.
• Re-programming of Global Fund R9 for PMTCT scale-up to Primary Health care Centers
• Mapping of HIV/AIDS Services

SCALING UP PMI CI-12)
• Update of PMTCT Guideline & Training Documents, Update of Integrated Infant Feeding Counseling Manual, Zonal 

Training of Trainers (TOT) on PMTCT, Zonal TOT on Early Infant Diagnosis (EID), Review of M & E Tools, Accreditation of 
Additional EID labs, Installation of SMS printers (120 printers procured up to date, 82 installed, 6 PCR Labs using SMS 
Printers now
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£H A U E N G £S

• Inadequate funding at all levels
• Poor coordination of Partners working on PMTCT
• Inequitable geographical distribution of health Services and variable quality of Services
• Inadequate Human Resource (Urban-Rural discrepancy; Capacity building and mentoring)
• Underutilization of malernal and newborn Services
• Need for stronger collaboration with the Private sector
• Improvement of Procurement and supply management Systems
• Improvement of the Monitoring and evaluation Systems

i m m e p .ia t l e b iq b l t i .es

• Increased collaboration with International Partners for well coordinated Technical & Financial Support
• Advocacy for increased domestic funding at State and Local Government levels (effective leveraging of resources)
• Health System strengthening with emphasis on integration of Services to improve Maternal & Child Health
• National Consultation on the Elimination of MTCT with all Stakeholders
• Increased engagement with Civil Society Organizations & Increased Community based activities for adequate demand 

creation
• Improve monitoring and evaluation Systems
• Support from everyone.

PL-045
PMTCT NATIONAL GUIDEUNES: INFANT FEEDING AND EID RECOMMENDATIONS
EDNA IROHA
DEPT OF PAEDIATRIC.CMUL/LUTH 
IDI ARABA, LAGOS

INTRODUCTION
• HIV can be transmitted via breastfeeding, the effectiveness of ARVs to reduce transmission and the benefits of 

breastfeeding to reduce morbidity and mortality from other causes, justifies an approach that strongly recommends 
exclusive breastfeeding for the first six months followed by the introduction of appropriate complementary feeding with 
continued breastfeeding to 12 months as the Standard for feeding HIV exposed infants

• These guidelines therefore recommend that health care providers should Support HIV positive mothers to breastfeed.
• Both mother and infant must however, receive ARVs for prophylaxis or treatment as appropriate.
• This strategy is likely to give infants the greatest Chance of HIV free survival.

QBJECTIVE.QF INFANT FEEPlNfi
• To ensure survival of infants of HIV mfected mothers., To reduce the risk of HIV transmission from mothers to their infants. 
Information on infant feeding, Nutritional requirement of the child, Standard of care for HlV-free survival, Risks and benefits 
of breastfeeding, Risks and benefits of formula-feeding, Cost of infant formula feeding, Increased risk of HIV transmission with 
mixed feeding in the first six months of life, Child spacing, Psychological Stimulation of the child, Social and cultural factors. 
Breast issues.

S3ÄNfiAR£LQE-LA6.LQfJjl^L^PQ5£PiNfAN3$
• The recommended infant feeding method for HIV positive mothers is exclusive breastfeeding with ARV intervention.
• However, exclusive formula feeding while avoiding all breast-milk is supported where the former is not feasible or is the 

choice of the mother.
• Appropriate infant feeding is critical to child survival and the natural food for the infant is breast milk.
• In the context of maternal HIV infection, infant feeding becomes complex.
• HIV infection may be transmitted through breast milk from the mother to the child and the risk aporoaches 45% in the 

absence of any intervention
• Not breastfeeding has the benefit of zero HIV transmission but carries the risk of morbidity and mortality from 

malnutrition or diarrhoea.
• HIV positive mothers are faced with two choices to take for the wellbeing of their infants:
• Breastfeed while receiving ARV intervention to make breast milk safer, Or
• Avoid all breast-feeding and give commercial infant formula

.NATIQN.ALTA$K TEAM_QN_PMJCIRJCQJy1MEN[^TLO.N^J^JdlV.ANP_)NFANTFEEDJ.N.G
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Timing of MTCT. Breastfeeding Population, No ARV: Breastfeeding Accounts for as Much as 40% of All MTCT

Early Antenatal 
(<36 wks)

Early Postpartum 
(0-1 mo)

f
Late Antenatal 

(36 wks to labor)

I L a te  P o stp a rtu m

i  r
i-6 mos 6-24 mos

o% 2 O ° 0 4 0 % 6 0 % 8 0 %  1 0 0 %

Proportion o f  infections

The risk of HIV transmission through breastmilk over 24 months

Cumulative rates of late postnatal HIV infection (> 4 wks)

0  O * w t o 6 m o  u p  to 12 mo B itte r  12 mo

1. Exclusive Breastfeeding for all HIV infected molhers while receiving ARVs as ART or prophylaxis to the mother-infant pair is
recommended.
• However, vvhere HIV positive mother opts for infant formula she should be supported to make it safe.
2. Which breast feeding practices and for how long
• Mothers known to be HIV infected (and whose infants are HIV uninfected or of unknown HIV Status) should exclusively 

breast feed their infants for the first 6 months of life, introducing appropriate complementary foods thereafter, and 
continue breastfeeding for the first 12  months of life.

• Breastfeeding should only be stopped once a nutritionally adequate and safe diet without breast milk can be provided.
3. When mother decide to stop breastfeeding
• Mothers known to be HIV infected who decide to stop breast feeding at any time should stop gradually within one month. 

Mothers or infants who have been receiving ARV prophylaxis should continue prophylaxis for one week after 
breastfeeding is fully stopped.

• Stopping breastfeeding abruptly is not advisable.
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O
_3
oJS
<

25

20

15

10

5

0

Timing of transmission and ARV Intervention
■ Mean ♦/■ ränge

IU IU+
ARVs

IP IP+
ARVs

14
1

T
1 1 .6

l  7 31 if 5.5

1
36 ?

BF
to 24 mths

q i NiGAL sen iN g s
CLINICAL SETTLNG-l
Mother receiving ART for her own disease:
• Exclusively breastfeeding from birth. Introduce complementary foods at six months, Continue with breastfeeding tili the 

infants reaches 12 months of age, The infant receives daily NVP for first 6 weeks of life only.

CLIN l_C.ALSE.IIi NQ. 2
Mother receiving prophylactic ARVs beyond the postpartum period:
• Exclusively breastfeed from birth, Introduce complementary foods at six months. Continue with breastfeeding until the 

infant reaches 12 months of age, Continue with the ARVs until one week after cessation of all breast milk, The infant 
receives daily NVP for the first 6 weeks of life only.

CUMKALSETTIN6 3
Mother receiving prophylactic ARVs for just one week after delivery:
• Exclusively breastfeeding from birth, Introduce complementary foods at six months, Continue with breastfeeding for up to 

12 months, The infants receives daily NVP until one week after cessation of all breast milk

CLINICAL SETTING 4
Mother who never had any previous exposure to ARVs before birth:
• Exclusively breastfeed from birth, Introduce complementary foods at six months, Continue breastfeeding to the end of 12 

months, The infant receives daily NVP throughout the period until one week after cessation of a l breast milk.

CL1MCALSEIIML5
Mother receiving ART or ARVs as prophylaxis who chooses not to breast feed
• Exclusive formula feeding from birth, Introduce complementary foods at six month of life, The infants receives daily NVP 

for the first 6 weeks of life.

C LINICAL SETTINQ $
When antiretroviral drugs are not (immediately) available
• Exclusive breastfeeding from birth, Introduce complementary food at 6 months .Continue breastfeeding for up to 12 

months, Every effort should be made to accelerate access to ARVs for both maternal health and also prevention of HIV 
transmission to infants.

N.B
• Breastfeeding may still provide infants born to HlV-infected mothers with the greatest Chance of HlV-free survival
• Need to avoid the misconception that mothers can only breastfeed if they have ARVs
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aiN ICALJJTIlN G_7  
When the infant is HIV infected
• If infants are known to be HIV infected mothers are strongly encouraged to exdusively breastfeed for the first six months 

of life and continue breastfeeding as per the recommendations for the general population that is up to two years or

Proposed Exiended Simplified 
Infant NVP Dosing Recommendations

(dosing required to susiain exposure in infant of > 100 ng/ml with least dose changes)

Birth -6 weeks
• Birth Weight < 2,500 gram 10 mg/daily
• Birth Weight >2,500 gram 15mg/daily

2^6 weeks to 6 months 20mg/daily

.>6 to 9 months 30mg/daily

>9 months to end of BF 40mg/daily

beyond.
• The new recommendations have great potential to improve the mother s own health and to reduce mother-to child HIV 

transmission risk to 5% or lower, from a background transmission risk of 35% (in the absence of any interventions and with 
continued breastfeeding).

• They offer the potential for all countries to virtually eliminate paediatric HIV. Combined with improved infant feeding 
practices. the recommendations can help to reduce both child mortality and new HIV infections.

• PMTCT can also act as a gateway to improved reproductive, maternal and child health Services at primary leveland, in turn, 
bolster progress towards achieving the health-related Millennium Development Goals of reducing

• under-five mortality rates by two thirds, decreasing maternal mortality rates by three quarters, and halting and

Matemal ARV prophylaxis studies antepanum and postpartum (Dual or triple ARVs/ARf) 
Between aoe 4-6 weeks and 6-7 months HIV transmission rates
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• reversing the spread of HIV/AIDS by 2015.

CtiÄLkENGES
• • Continue Programme scale-up, while introducing more effective interventions, CD4 Screening and ART availability at 

primary care and MCH settings, Increased funding and human resource Support, More effective monitoring of progress 
and quality, Rapid adaptation of new recommendations, More effective follow up and interventions postpartum, Attitüde 
of health care givers

WAY FORWARD
• Successful implementation of the new guidelines will depend on:
• universal, voluntary HIV testing and counselling for pregnant women;
• availability of CD4 testing and ARVs at primary care level and antenatal facilities where most matemal-child health care 

takes place, and not just in specialized clinics;
• improved follow-up of pregnant women antenatally and of mothers and HlV-exposed infants after birth;
• ability to provide prophylaxis to the mother or baby throughout breastfeeding,
• Ability to provide infant feeding counselling and support;appropriately trained staff
• Involvement of all stakeholders in the PMTCT Programme

ACD ĴQ-WLE DGEMfNIS
• FMOH, UNICEF, PMTCT Task Team, Donor Agencies, Other Implementing Partners, Private Sector

____________________ PROMOTING UNIVERSAL ACCESS TO MATERNAL AND NEWBORN HEALTH (SOGON 2011)___________________

HIV AND INFANT FEEDING

PL-046
THE ETHICS OF IN-VITRO FERTILISATION (IVF) IN NIGERIA
Dr. Richard Ajayi
FRCOG, FWACS

OVER-VIEW
• Why is the subject important?, Introduction to medical ethics., Examine ethical arguments on IVF, Present data from two 

surveys on ethical considerations on IVF in Nigeria, Condusion.

WHY IS.THIS SUBJECTJMPORTANT?
• The award of the Nobel prize for medicine for 2010 to Prof. Bob Edwards has established IVF as the treatment of infertility.
• There are now over 4 million children born worldwide as a result of IVF and this expansion in the application of IVF is 

being seen in Nigeria with some dinics reporting the birth of over 1000 children from IVF.
• The requirement for children in the Nigerian culture is such that most couples become desperate and this leaves them 

open to exploitation.
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Clinical pregnancy rat es per embryo transfer achieved in The Bridge Clinic from 1999 - 2010
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EI HICALABUSES OF IVF INTHE.PßESS
• Nadya Suleiman; the infamous "octomom' who had all 14 children born by IVF performed by the same fertility specialist. 

Dr. Michael Kamrava. who has since transferred 7 embryos into a 49 year old woman
• Dr. Cecil Jacobsen of Virginia who substituted his sperm in place of the father's and fathered scores of children to 

unsuspecting mothers
• 66 year old single woman who gol pregnant by IVF in Ukraine using donor eggs
• 60 year old Canadian, Ranjit Hayer, gave birth to twin boys prematurely in 2009
• 70 year old Indian mother, Rajo Devi and her husband Bala Ram, gave birth to their first child making her the world’s 

oldest new mother

ETHICAL .ABUSES QF IVF
• 70 year old Indian grand mother of 5. Omkari Panwar and her husband, became world’s oldest mother after giving birth 

to twins while trying for a male child through IVF
• Designer baby syndrome in America where people use PGD to select genotypic and phenotypic traits including the sex of 

the child.
• There has been a case involving surrogacy in the Nigerian press......

m L W A R m c iLCQM M im E -  i m
• The committees’ terms of reference were:
• 'to consider recent and potential developments in science related to human fertilization and embryology; to consider 

what policies and safeguards should be applied, including consideration of the social, ethical and legal implications of 
their developments; and to make recommendations.

THE WARNOCK REPORT - 1984 (BMJ: 289:1984)
Made recommendations on.
• The setting up of a licensing body and the functions of the body.
This lead to the setting up of the Human fertilisation and embryology authority (HFEA) and the passing of the Human
Fertilisation and Embryology Act in 1990.

THE HUMAN FERTILISATION AND EMBRYOLOGY A.CT - 1990
Alongside the creation of the HFEA, the 1990 Act ensured the regulation, through the licensing of the following:
a) The creation of human embryos outside the body and their use in treatment and research.
b) The use of donated gametes and embryos.
c) The storage of gametes and embryos.

AMENDMENT$J O IH EH FE.ACT.IN 2008
The main new elements of the 2008 Act are:
• Ensuring that the creation and use of all human embryos outside the body - whatever the process used in their creation - 

are subject to regulation
• Ban on selecting the sex of offspring for social reasons
• Requiring that clinics take account of 'the welfare of the child* when providing fertility treatment. and removing the 

previous requirement that they also take account of the child’s ’ need for a father’
• Allowing for the recognition of both Partners in a same-sex relationship as legal parents of children conceived through the 

use of donated sperm, eggs or embryos

Pope Be.nedict XVI .in June 2006

......’ The human being has the right to be generated, not produced, to come to life not
in virtue of an artificial process but of a human act in the full sense of the term: the 
union between a man and a woman".

■ Never before in history has human procreation, and therefore the family, which is its 
natural place, been so threatened as in today’s culture. Procreation must always take 
place within the family."

■ They need to be aware that true love is only that which comes from the union of a 
man and a woman."

■ A true family comes from the union of two people from different sexes *........ Pope
Benedict XVI in June 2006
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Clinical pregnancy rate* per embryo transfcr in gold Standard women (women less than or equal to 35 years, stimulated with not more than 225 
IU daily. treated with ejaculatod sperm. normal uterus. Ist IVF attempt and had more than 6 eggs injected) from 1999 to 2010.

WHYJ S J H IS SUBJECT IMPQRTANT?
• The evolution of IVF worldwide has been chequered with controversies which in some way introduced doubts about IVF 

but the presence of a regulatory framework has always helped to restore public faith in the treatment.
• There is no such regulatory framework in Nigeria to control the expansion of IVF technology.
• The objective of this presentation is present the resulls of two studies on Ethical considerations on IVF in Nigeria -  The first 

study presents the views of gynaecologists and the second study presents a more broad based perspective of diverse 
stakeholders.

PEFINITIQNS ANP QRISINS;
• Ethics: Set of principles of morals, rules of conduct. Characteristic Spirit and beliefs of community, people, System. From 

Greek: ethos - nature/disposition/habit
• Morals: Concerned with goodness or badness of character or disposition, regulation of general conduct. From Latin: 

Moralis -  custom or habit.

MEPICAI ETHICS - e m U .E S
• Autonomy -  the patients right to seif determination including the right to refuse or choose their treatment.
• Beneficence -  a practitioner should always a d  in the best interest of the patient.
• Non-maleficence -  first do no harm.
• Justice -  Concerns the distribution of scare health resources and the decisions about who receives treatment.
• Dignity -  the patients (and the person treating the patient) has a right to dignity.
• Truthfulness and Honesty -  explaining the procedures and getting informed consent.
These values do not give answers as to how to handle a particular Situation, but provide a useful framework for understanding
conflids

' TestTube Baby - The First Birth

TEST-TUBE 
BABY GIRL

Oaüji Ülitl pt

I S A  GIRL
• THE BißTüQF LOUI5E BROWN -1978
• Received with mixed emotions. Pride in the technological achievement Pieasure at the new method for treating infertility, Unease at the apparent 
uncontrolled advance of Science and its implication for humanity.

Negative images in the lay press
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ISLAM
• Islam Supports IVF when natural procreation fails, the 
treatment is seen as the couples duty and the Islamic laws 
forbid adoption
• IVF and ET are only permitted between husband and wife, a 
third party is not permitted, that is. no sperm donation, no egg 
donation and no surrogacy.
• Even when the man dies posthumous artificial insemination 
is not allowed.
• Any medical procedure that involves a donor is considered 
adultery.

BADO.NALE
• We decided to get a stakeholders perspective on ethical issues in IVF in Nigeria and we have carried out 2 studies to 

achieve this.
• The first was an initial survey of gynaecologists’ views following a questionnaire which we administered at the SOGON 

2010 annual meeting in Abuja
• The following slides will present the results of that survey

IVF in Nigeria: The Way Forward Abuja SOGON 2010 Questionnaire

1. With the current population statistics o f over 150 million people and 
the resource constraints, is IVF a good  idea in Nigeria?

Yes No

2. There is a religious argument against IVF. Do you agree with this? Yes No

3. Do you think there needs to be a benchmark pregnancy rate below which 
IVF clinics should not be licensed to provide Service?

Yes No

4. Do you think sperm donation should be allowed? Yes No

5. Should sperm donors be paid? Yes No

6. Is it okay to pay sperm donors between =N = 5,000 and = N = 10,000? Yes No

7. Do you think egg donation should be allowed? Yes No

8. Should egg donors be paid? Yes No

9. Is it okay to pay egg donors between = N=100,000 and =N=200,000? Yes No

10. Do you think embryo donation should be allowed? Yes No

RESULTS OF IVF SURVEY
• 102 gynaecologists participated in the study, with the modal age of the participants being 40 years.
• 73 (71.6%) of them were male, 23 (22.5%) of them were female and 6 (5.9%) did not state their genders.
• The distribution of their religious preferences was 82 (80.4%) Christians, 16 (15.7%) Muslims and 8 (0.07%) belonged to 

neither category.
• The mean number of years of practice as a doctor was 16.9 years and as a gynaecologist was 8.3 years.
• The overwhelming majority (99%) conduded that IVF was necessary even in an economy like ours with 1% having a 

contrary opinion.
• 86 (84.3%) of the participants supported oocyte donation, 15 (14.7%) were against egg donation and 1 (1%) was non- 

committal.
• 47 (46.1%) participants feit that oocyte donors should be paid, 50 (49%) feit otherwise and 3 (3%) were non-committal.
• 29 (61.7%) of 47 participants in Support of paying oocyte donors feit they should receive between N 100,000 and N200.000 

and 18 (38.3%) feit otherwise.
• Correlation between Support of oocyte donation and religion which was significant (.388) at the 0.01 level •

• 67 (65.7%) participants supported embryo donation and 34 (33.3%) of them did not.
• 47 (70.1%) of those in Support of embryo donation feit that the donors should be compensated.
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IVF in Nigeria: The Way Forward Abuja SOGON 2010 Questionnaire

cc Should embryo donors be compensated? Yes No

2. Do you think surrogacy should be allowed? Yes No

3. Should Surrogates be paid? Yes No

4. Should IVF be extended to single women looking to have children? Yes No

5. Should there be an age limit for intending recipients who require ovum 
donation?

Yes No

6. Should 55 years old be the maximum age limit for intending recipients who 
require ovum donation?

Yes No

7. Should IVF be extended to same sex (female) couples? Yes No

8. Should IVF be extended to same sex (male) couples? Yes No

9. Should there be a restriction on the maximum number of embryos that are 
transferred at a time?

Yes No

10 Should a maximum of three embryos be transferred at a time? Yes No

Results of IVF Survey
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R e lig io u s  a r g u m e n t s  a g a in s t  IV F  f o r  th e  

m a n a g e m e n t  o f  in fe r t il ity

In favour Against

• ln response to the religious 
arguments against IVF, 79 (77.4%) 
did not Support these positions and 
23 (22.5%) agreed that some 
aspects of IVF were unethical on 
religious grounds
• There was a correlation 
between the latter category and the 
Islamic participants which was 
significant at 0.01  level and an 
apparent although weak correlation 
between the same category and the 
Christian participants.

84 (82.4%) of the participants supported gestational surrogacy, 15 (14.7%) of them did not and 1 (1%) of them was non- 
committal.
There was a strong correlation between religious preferences and the Support of gestational surrogacy which was 
significant (.465) at the 0.01 level
43 (42.2%) of the participants approved of treatment of single women and 55 (53.9%) discouraged this with 4 (3.9%) 
refraining taking a Position.
57 (55.9%) participants feit that couples had the right to select the sexes of their offspring with IVF and 41 (40.2%) were of 
a contrary opinion.
The other emerging ethical issue of treatment of same sex couples was predominantly discouraged by 89 (87.3%) and 84 
(82.4%) of the participants against treatment of male and female same sex couples respectively.
11 (10.8%) and 14 (13.7%) of the participants encouraged treatment of male and female same sex couples respectively.
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• 82 (80.4%) of the participants 
supported semen donation and 19 (18.6%) 
did not
• 38 (37.3%) agreeing that donors 
should be paid; 58 (56.9%) disagreeing on 
payment of sem'en donors, 3 (3%) of the 
participants were lon-committal and 3 
(3%) did not have a Position.
• 23 (60.5%) of 38 participants in 
Support of paying semen donors feit that 
they should be paid a stipend of between 
N5.000 and N10.000 while 15 (39.5%) feit 
otherwise.
• Correlation between Support of 
semen donation and religion which was 
significant (.389) at the 0.01 level
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• There was no significant correlation between religion and age with neither tolerance nor intolerance of treatment of same 
sex couples.

• 80 (78.4%) participants supported the transfer of more than 3 embryos
• 26 (25.5%) advocated for single embryo transfer (sET).
• 17 (16.7%) participants feit that spare embryos should be discarded and 83 (81.4%) feit that they should not
• 77 (75.5%) of the participants agreed with the Option of cryopreserving spare embryos while 20 (19.6%) did not.
• 44 (43.1%) participants advocated for the use of embryos for research and 52 (51%) disagreed with position
• 91 (89.2%) participants feit that sperm donors should remain anonymous to the couple and 64 (62.7%) feit that the dinic 

should not inform the offspring of the donors identities on any account.
• 64 (62.7%) participants advocated for disclosure of information of egg donors to the offspring at a later date.
• 30 (29.4%) and 29 (28.4%) participants feit that information on egg donors and sperm donors should be made available to 

the couple and children at a later date.
• The majority, 89 (87.3%) and 83 (81.4%), concluded that embryo reduction was necessary if the risks of the pregnancy to 

the mother and the other embryos respectively outweighed the benefits of continuing the pregnancy

METHQBQLQGY
• The second survey was a think-tank session which was organised to deliberate on ethical considerations in the practice of 

IVF on the 15th of June 2011
• In attendance were a diverse pool of participants i.e. religious clerics (a catholic priest, an anglican vicar, two pentecostal 

pastors and an islamic deric); medical practitioners (fertility specialists, gynaecologists, a psychiatrist, pathologists, quality 
managers, nurses), lawyers, sociologists, lay men and women, people who have had successful IVF treatment, people who 
currently require IVF and representatives of the media.

• 10 ethical issues were considered over a 4 hour period with moderation of the event by a neutral party

ETHICAL ISSUES CQNS1PEREP
Is in-vitro fertilisation (IVF) ethical?
• Is intra-cytoplasmic sperm injection (ICSI) ethical?, Is gamete donation ethical?, Is the use of donor gameles without the 

spouse/partner’s consent ethical?. Is surrogacy ethical?, Is treatment of couples infected with the human 
immunodeficiency virus (HIV) ethical?, Is treatment for the purposes of sex selection ethical?, Is treatment of unmarried 
couples ethical?, Is treatment of single women ethical?, Is treatment of same sex couples ethical?. Question i  and 2: Is in- 
vitro fertilisation (IVF) ethical?, This is a fundamental question of whether it is right to carry out extra-corporeal (outside 
the body) fertilisation in couples with infertility with the main issues here relating to the disposal of spare embryos as well 
as the dignity of the embryo., The issue here is that the sperms used in ICSI ordinarily cannot fertilise the eggs themselves 
and the argument is that we are breaking a natural barrier and are forcing the fertilisation of eggs by the abnormal sperms 
which could ultimately have consequences on the development of the future generation

SUMMAKg-OLPiSCüSSiQMS
Response to questions 1 and 2
• The Anglican Church's position is that there is a 14 day window period following fertilisation when the human embryo 

should not be considered as a person. This was informed by the Warnock Committee’s Submission in 1984 and adopted by 
the HFEA and on these grounds IVF is considered ethical as well as legal to the English church and state.

• The Catholic position was that IVF, although humanely understandable and scientifically possible, was unethical on the 
grounds of the following; babies were meant to be born within the unitive and procreative good of marriage, the discard 
and inadvertent destruction of embryos and adjunct procedures such as embryo cryopreservation which impinge on the 
intrinsic dignity and inalienable rights of the embryo to life immediately it is formed.

SUMMARY-0£P!SCUSSiQN$
• The Islamic position is one where couples may seek medical Intervention, if natural conception fails, as long as the laws of 

Sharia are adhered to.
• The gynaecologists submitted that IVF is ethical on the grounds that women in our society have been stigmatised on 

account of the scourge of infertility and IVF has given families the opportunity and satisfaction of procreation.
• The need for legislation, statutory regulations and enforcement of compliance by IVF practitioners was discussed for the 

empowerment and protection of patients’ rights. Furthermore a call was made for a determination, in Nigeria, of the rights 
of the embryo to life and when the embryo should be considered a person by Nigerian

QUESTION 4: IS THE USE QF DONOR GAMETES WITHOUT THE SPOUSE/PARTNER'S CONSENT ETHICAL?
• This is a major issue here in Nigeria because we have couples with abnormal gametes requesting for treatment with donor 

gametes and not wanting their partners to know. We've brought this up as it is a very common occurrence and we would 
like to discuss this from a Nigerian perspective

____________________ PROMOTING UNIVERSAL ACCESS TO MATERNAL AND NEWBORN HEALTH (SOGON 2011)
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SUMMARYOF PISCUSSIQN.S 
Response to questions 3 and 4
• The overwhelming majorily of the group conduded that gamete donation is ethical once it is established that the couple 
have no chance of achieving a pregnancy with their own gameles.
• On the issue of the need for the partner’s consent to gamete donation divergent views were put forward. Although the 
majority still submitted that gamete donation without the partner’s consent was unethical and out rightly illegal because it 
infringes on the rights of the partner; some members of the group argued that the woman was within her rights on the 
grounds of autonomy to seek treatment with donor gametes with or without her partner's consent and others submitted that
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this issue was a minefield with neither righl nor wrong answers especially in a country like Nigeria where polygamy is very 
common.

SUMMARY OF_DISCUSSIQNS 
Response to question 5
• On the surrogacy debate, the derics unanimously concluded that surrogacy was unethical and adoption was preferable. 
They argued about the moral challenges the commissioning couple face with having to pay the Surrogate for carrying their 
baby; in the minefield of gamete donation as it may overiap with surrogacy was elucidated, the rights of the Surrogate as the
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• The Islamic position on this is clear and there are 
many issues to consider here su:h as:
• Procurement of the donor gametes
• Psychological adjustment of the children into the 
family
• Anonymity of the donor
• The relationship of the donor to the child

Question 5: Is surrogacy ethical?

The United Kingdom s position Dn this issue is that it is 
difficult to enforce a surrogacy arrangement as the 
birth mother is the legal mothe' of the child. We 
would like to examine the implications of this in the 
Nigerian context.
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Question 6: Is treatment of couples mfected with the human immunodeficiency virus (HIV) ethical?

The issue with HIV infection are the life expectancy of the 
couple; the risks of transmission of the virus to the child and 
the risk of infection of the attending staff as they carry out 
procedures in the centre

Question 7: Is treatment for the purposes of sex selection ethical?

Is Y our Baby  B oy or G irl ?
Am ULTRASOUNO EXAMINATION W ILL TELL VQU. [

Tr.«. , h n o » « j  .» »a<j «« *> r.
Tr»* «i mW o» hvm to M  M ri W tcu

j  » v  tc*ee«i.ar>j

S e x - S e le c t io n  A b o rt io n s
Is it right to choose the sex of your child? We would like to discuss this within the Nigerian context where a higher 
premium is placed on bearing male children.

'legal parent- of the child and the psychological as well as emotional development of the child.
• The medical practitioners concurred on the complexity of the surrogacy arrangement and the issues therein. However they 
conduded that surrogacy is not unethical but the legal and social implications must be addressed to protect the rights of the 
commissioning couple, the Surrogate and the child.
• The legalities of the "birth mother" as the mother of the child were discussed from the UK context which clearly States that 
surrogacy arrangements cannot be enforced by law regardless of genetic contributions to the child. For these reasons 
surrogacy arrangements should be purely altruistic and not based on financial remuneration.

RESPQMSEIP QUESTION $
• The Islamic position on treatment of couples with HIV is unequivocal. It is considered unethical for a couple with HIV to 
procreate as long as there is a risk of transmission of the infection to the child; the Catholic position on IVF as an Option for 
infertility management was reiterated but the advances made with the use of anti-retroviral drugs were buttressed as 
enabling couples infected with the HIV virus to have children naturally. The medical practitioners conduded that treatment of 
couples with HIV was ethical as Science has enabled procreation at minimum risk of transmission of infection to the child. The 
need for proper counselling of sero-discordant couples was buttressed.

RESPQNSE TO QUESTION 7
• The unanimous Submission was that sex selection for social reasons was unethical even though some cultural groups in 
different countries place a high premium on a particular gender for example in Nigeria preference is for male children.
• The group submitted that with emancipation of women in Nigeria many of the inhibitory socio-cultural practises which 
prevailed have slowly given way to the more progressive rights of the woman. However the group conduded that sex 
selection for medical reasons, such as the prevention of sex-linked diseases, is ethical.

QUESTIOJ)JAilIREATMENI_aF_UNMARRIEP GQUPLES ETHICAL?
• There are some countries where the treatment of unmarried couples is unacceptable because of the belief that a child 
should be born into a 'matrimonial union”. With globalisation and the adoption of Western ideals we are starting to receive 
such requests and would like to discuss this within the Nigerian context

RESPONSE TO QUESTION 8
• This was unanimously considered to be unethical.

RESPONSE TQ QUESTION 9

V o n  ««»«• l o l d  I tu *  *>•')« *«> tm c< ll.>  t o l y  
T h o » o  I a  n o  w o l t l i i q .
**»» v n e y  n o « l  co * iflrl** r.:> u llly  g u . n n n  1 o p <1
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Question 9: Is treatment of single women ethical?

There is an increasing population of single "career" women 
in Nigeria loday who want to have children by IVF with or 
without donor gametes. We believe this is a pertinent issue 
to be discussed from a Nigerian perspective

Question 10 : Is treatment of same sex couples ethical?

In the United Kingdom, for example, it is acceptable for same sex couples to have children and we 
have had similar requests in Nigeria. We would like to discuss this further.

• The position reached was that we recognise the fact that there are many single mothers who have successfully brought up 
their families and that even within marriages, especially polygamous ones; the mother plays a significant part. However it was 
difficult to support a position that challenges the sanctity of the matrimonial union and the unanimous position was that it 
was unethical to treat single women.

BESPmSQOJ^UESILQN_I0:
• On the treatment of same sex couples, the general response was that it was extremely unethical and unacceptable in the 
Nigerian context. The need for both a maternal and paternal figure in a child's life was buttressed to protect the child's 
psychological as well as mental development.

!N CONCLUSIQN,,
• This presentation has highlighted some ethical issues with IVF in Nigeria as well as well thought out opinions on these 
ethical issues.
• As usual with discussions on ethical issues, we are in that ubiquitous quagmire.......with no right answers.
• There are many justifiable perspectives but we need one perspective.
• That perspective needs to be driven by SOGON and it needs to be enforced by law.
• At the SOGON Conference last year, we gave a presentation on the way forward for IVF in Nigeria.
• Following that presentation we were invited to submit a paper on our recommendations for the regulation of IVF in 
Nigeria.
• This has been done and we hope to get some feedback on this important issue.
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PL-047
INNOVATING TO SAVE LIVES AT BIRTH
Harshad Sanghvi, M.D.
Vice President and Medical Director, Jhpiego
Senior Associate. Department of International Health. Bloomberg School of Public Health

ARLAS.WEVyQBK.INI:
• Reproductive health and family planning
• Maternal/child health
• Infection prevention
• Infectious disease: Cervical cancer, HIV/AIDS, 
Malaria, TB

The problems that we face cannot be solved by the 
same level o f thinking that created them.

Albert Einstein

Coverage at scale 
Quality at scale 
Impact at scale

IN N O yA m G JH E.FUT.URE
• What is the future that we want to create?
• What is happening now?
• Why is there a difference?
• What do we need to change?
• How do we nurture change and accountability?

3 Decades of Developing and Scaling up Innovative Global Health Solutions
Past New

Program approaches Task shifting 
Single visit approach 
Community based PPH prevention

Opt out versus opt in strategy for HIV testing 
Accelerated Saturation initiative for Male 
circumcision

Clinical Interventions Surgical contraception under Local 
anesthesia
Visual inspection for detecting cervical 
cancer

Provider initiated testing and counseling 
Simplified Eclampsia t'eatment

Communication
Technologies

Reproline Applications of mobile technoloqies

Biomedical Technologies or 
Devices

Laparoscopy TL Protein test
High BP detector for community use 
Point of care diagnostics 
E-Partogram

Human Resource Issues in Africa 
Of 46 African countries, 36 have critical staff shortages.
An increase of about 200% is needed to meet 2010 level of need. 
Possible Solutions:
Double training output
Make a serious commitment to task-shifting/sharing 
Revamp HR policies including retention and reward
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How Have We Done: Skilied Birth Attendant Regional Estimate

Percentage o f births with skilled birth attendant by
four regions

1 0 0  

80 

60 

40 

20 

0

Sub-saharan North Africa/West Sourth& South Latin America & 
Africa Asia/Europe Asia Caribbean

79.3 81.4

42.5 44.3

----- 1------ ----- 1------ ------ 1------

Met Need for EmOC Services

NEED MET FOR Africa % Asia % LAC %

Basic EmOC Facilities 

4 facilities per 500000 population

6-35 5-76 0-53

Comprehensive EmOC 

1 facility per 500,000 population

122-193 31-304 164-242

%  M et need fo r  obstetric complication 8-23 5-19 19-92

MMR per 100,000 690-1100 380-740 150-450

POSTPARTUM HEMORRHAGE: THE SITUATION

TREATING PPH : THE PRICE QF DELAY
• The sooner treatment Starts, the better the survival rates
• Treatment is relatively simple if instituted immediately
• Uterotonics, bimanual compression, aortic compression

• PPH accounts fo r more maternal deaths 
than any other cause.

• More than 50% women deliver without a 
skilled birth attendant

• Emergency treatment for PPH is often many 
hours away from where women give birth

• We cannot predict who w ill experience PPH 
on the basis of risk factors.

• The primary cause of PPH is uterine atony.
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How can.ensure immediacy of treatment where many births are occurring at home
Delayed’ treatment, especially beyond 2 hours, requires intensive care for shock, DIC. renal shutdown, respiratory failure. electrolyte 

Htsiurbance. sepsis. pneumonia, and multi organ failure: Even in best Centers, mortality is high

How can ensure immediacy of treatment where many births are
occurring at home

APPRÖAC HES-FQR .REP.UCjN.G_MAIEB.NAL .MORTALITY. F ROM 
PPH
• Prevent and treat anemia
• Restricting episiotomy
• Infection prevention practices
• Prevention: AMTSL wherever there is skilled birth attendant
• Prevention at homebirth CBD/misoprostol
• Treatment: basic emergency obstetric care mostly

PREVENTING. PPH: MISSING J.hj£-Q„PLQ8LU M IY IQ_MAXjMZ-E 
OKA CQST-EFFECTIVE INTERVENTION
• Correct practice of AMTSL
• 16% of facility births
• Harmful practices in third stage:
• Fundal pressure 10 %
• Cord traction without countertraction 33%

PQT£NCY_QF. RQ3DNiCS.LSHAN A
• Ergometrine: active ingredient ränge 0 -127%
• None of the ergometrine samples met specifications (active ingredient level
• 55/56 had active ingredient level below specified levels (< 90%)
• One ampoule showed 120.7% active ingredient
• One ampoule showed 0% active ingredient rpossible counterfeit drug
• Oxytocin: active ingredient ränge 22.9-100.7%
• 26% of oxytocin ampoules met specifications (90-110%)
• 74% of samples did not meet specifications: active ingredient levels below specification levels (<90%)
• 4% of oxytocin was expired

COMf̂ W lIY  ßAS.EPJTLSIBiBÜILQ.N^EMSQPROilQLMRAL IMPACT PN MQRTAUTY
• 18,761 pregnant women were dispensed misoprostol by FCHVs with no significant adverse events or misuse or incorrect use
• Proportion of deliveries protected by a uterotonic rose from 10.4% to 72.5%; largest gains were among the poor, illiterale and those living

DOING IT RIGHT: TECHNOLOGIES THAT CAN EXPEDITE CARE FOR PPH WHERE IT OCCURS

N eed Potentia l Technology

PPH detection Brass V  drape, Pad

Prevention M isoprostol, Nasal Oxytocin

Treatm ent M isoprostol, Hydrostatic (cond om ) tam ponade

Safe Transfer Antishock Garment

Retained Placenta Intra umbilical Oxytocin

Training and retain ing skills Im proved  Simulators and train ing Systems

between 90-110% of specified level)
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Technologies to make it simple to do the right thing

On Track to Reach the MDGs Nepal Matemal Mortality Study 1998 & 2009

in remote areas
• Institutional deliveries mcreased from 9.9% to 16.0%
• MMR among 13.969 misoprostol users was 72/100.000; significantly lower than among non-users (304/100 000). as well a$ the national
level of 281/100,000

1998 2009

MMR 539 247

PPH 37% 19%

Eclampsia 14% 21%

% birth with SBAs 17% 19%

HQW-CAN WE PETECT ALL THE PS£ECLAM.PSlA.6LEQB£lJ.B.ECQMESJIpEJKREATEf*l.l.NG
• Take testing for hypertension and proteinuria to women in their homes
• Reagent modified to yield sharp color change when there is 0.3g/l protein;

C8P..M.ISQPR0SIQL:_INPQJ^ES1A,_NEPAL,̂ AFGHAN1STA.N
• CBD of misoprostol is safe, acceptable, feasible and 
programmatically effective
• Universal covcragc for uterotonic protection against PPH is • 
possible if we are willing to trust. educate and support non-literaie 
community volunteers
• Women have a right to be protected against PPH even if they 
choose to or are forced by circumstances to have homebirth
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OPPORTUNITY
More than 2 million nurses and other trained 
health Professionals in peripheral level facilities or 
in the community in 30 countries who are being 
called upon to provide care on day of birth without 
sufficient capability

Focus on what a woman and newborn need on the day o f birth 
and what health worker is already in place w ho could provide that care

Saving lives at birth

Helping Mothers survive PPH
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HELPING BABIES BREATHE

HBB in Tanzania

Characteristic
Number of 

Infants Prior 
(n=6298)

Number of
Infants Post Significance 

(n=7277)

Po la ti\/o  R ic k  R oH i ir t in n  D R
Mortality/1000 
Live Births .13.4/1000 6.3/1000 P=0.0001

Fresh Stillbirths 
/1000 Births 18.7/1000 17.9/1000 NS

5 Minute Apgar 
Score < 7 53/1000 45/1000 P=0.02

Massive unmet need for early detection of PE Source DHS

Country %  Unmet need fo r  BP 
Check

% Unmet need fo r  Proteinuria Check

Bangladesh 53.1% 70.5%

Bolivia 24.5% 50.9%

DRC 38.8% 57.8%

India 52.5% 56.8%

Indonesia 13.9% 63.0%

Kenya 22.8% 38.9%

Malawi 28.6% 81.3%

Mozambique 48.7% 73.9%

Nepal 43.8% 77.7%

Zim babwe 14.0% 39.8%

• The test Strip prepared by marking an end of a piece of filter paper with the reagent.
• Use: Pregnant woman who is instructed to void urine on the test area of the Strip and report if a color change from yellow to blue occurs.
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Simplifying the technology for Community use

Feit Tip vs Shutter-Ball Tip Pen

CQN££5MS
• Lack of uniformity in reagent Delivery (felt- 
tip filtering back Chemicals)
• Drying-out when cap !eft off

Frugal Engineering

Screws, Bottle Caps... 
"Righty Tighty, Lefty Loosey“

• ADVANTAGES
• Uniformity in reagent delivery
• Shutter-ball protects reagent from environment
• Ease of use
• Holds larger volume of reagent

Most people assunie cap is sealed 
and can't be opened

Validation of POC test in ANC Clients, Rural Nepal

Compared to Esbach (>.30 vs. <.30)

POC (N=578)
Point Estimate and 95% CI

Dipstick (N=578)

Sensitivity 93.9 (79.8, 99.3) 48.5
Specificity 76.0 (72.1. 79.5) 89.5

PPV 19.1 (13.4, 26.0) 21.9
NPV 99.5 (98.3, 99.9) 96.6

Eibach t c i t  i i  the qualitativ« S t a n d a r d . Dipstich test is  the S ta n d a rd  of c a re  (trece or 1« vs. 
negative): Point of Care (POC) seif-lest is new
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<» J h p ie g o ! BIOENGINEERING 
IN N O V A T IO N  

'&  D E S IG N
JOHNS HOPKINS

B IO M E D IC A L  E N G IN E E R IN G
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'HW* J y c ta
t :

E " : r c /  ?• Ej  •« *
OTOW/Oe» -%»■>-*» n_r-*C *W i

l- c r ^ - x y
»xccr

Jhpiego

Laerdal

CBID

Jhpiego-CBID Innovation Pipeline

JHPIEGO-CBID-Laerdal Jhpiego-CBID

Green incinerator

Prolein Test: marker pen platform POC diagnosis of fever

BP device Platform technology for antibody tests eg pregnancy test

Mamanatalie, HMS Platform technology for Serum tests eg hep b, Syphilis

Fetal wellbeing Monitor Noninvasive anemia screen

Hemostatic tamponade Hypothermia device for birth asphyxia

Antenatal Screening POC tests Improved cryoablation

E-Partogram MC device: circumsafe

Improved Seal: neonatal resuscitation CSF device

POC detection of G6PD defeciency

PPIUD training model Biodegradable syringe

Important Note

Maternal and newborn survival is  *: aboul the besl 
care that exists. it is about the best care you can take to 
the majority of women (even if they have births at home)
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••t-cs Conceoe
» • .n i- « “  i :  . ' j - j

w eve ETOCOQ 6-5 •«»
* -» y ;

Jhp iego

Laerdal

C B ID

Jhpiego-CBID Innovation Pipeline

JHPIEGO-CBID-Laerdal Jhpiego-CBID

Green mcinerator

Protein Test: marker pen platform POC diagnosis of fever

BP device Platform technology for antibody tests eg pregnancy test

Mamanatalie, HMS Platform technology for Serum tests eg hep b, Syphilis

Fetal wellbeing Monitor Noninvasive anemia screen

Hemostatic tamponade Hypothermia device for birth asphyxia

Antenatal screening POC tests Improved cryoablation

E-Partogram MC device: circumsafe

Improved Seal: neonatal resuscitation CSF device

POC detection of G6PD defeciency

PPIUD training model Biodegradable syringe

Im portant Note

Matemal and newbom survival is r ;0  r about the best 
care that exists. it is about the best care you can take to 
the majority of women (even ifthey have births at home)
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IMPLICAIIONSOF STANDARD PRACTICE
• Failure to implement Standard practice may result in litigation and allegation of medical negligence
• Avoidable ’luxury' in developing countries

BARRiiBSJQ-Ey.lDE.NCE-_BASED P ECISION M AK! NG
• Lack of access to the evidence. Poor understanding of the principles of evidence-based health care, Lack of guidelines, 
Lack of support and motivation from senior colleagues

BRINGING THE EVIDENCE CLOSER TO THE PATIENT 
• Development of clinical guidelines

BARRIERS TO EVIDENCE-BASED DECISION MAKING

Aware Accept Decide Do (recall, adhere. agree with patient) Done

• Widespread dissemination/promotion of clinical guidelines to all levels of health care
• CLINICAL GUIDELINE DEVELOPMENT IN DEVELOPING COUNTRIES
• Clinical guidelines well integrated into clinical practice in industrialized countries for and shown to improve clinical 
practice (Grimshaw and Rusell, 1993)
• Use of guidelines in developing countries is not populär
• Introduction of clinical pr.actice guidelines in developing countries as a 'potential behavioural change strategy' has been 
reported to be effective (Dumont et al, 2005)

CLJ N jC AL _G_U! D E LlNEjXVELQ P M EN LlN-QEVSiQElbl.C -CQ.UMTE1E5.
• Clinical guidelme development is a major endeavour
• Usually undertaken by major professional/international bodies (WHO, AMCOG, RCOG, SOGC etc)
• Professional associations in developing countries must take up the challenge: Local input into guideline development will 
engender a sense of ownership, Will enhance its acceptance and utilization
• Support and mentorship necessary

SUMMARY
• Poor quality of care makes substantial contribution to poor maternal and perinatal outcomes in Su-Saharan Africa
• Evidence based decision making is an urgent imperative
• Promotion of clinical guidelines for improving reproductive health care is an urgent imperative

\
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PL-040
WHO GUIDELINE DEVELOPMENT PROCESS
Femi Oladapo
Maternal and Fetal Health Research Unit. Department of Obstetrics & Gynaecology,
Olabisi Onabanjo University; Centre for Research in Reproductive Health, Sagamu, Nigeria.

OUTLINE
• Introduction -  What is a WHO guideline?, WHO guideline for guidelines. The GRADE methodology. Guideline 
development process for PE/E, Post-pubtication activities

AWHQ-GUlPiUNEISu,
• ’ ..any document -  regardless of title -  that contains recommendations intended to assist providers and recipi-nts of health 
care and other stakeholders to make informed decisions.
• recommendations may be for clinical interventions, public health activities, or government policies,"
• implies a choice between different interventions that have an impact on health and that have ramifications for resource 
use

WHO.GUID E.UNf_FQAGUJ.DiLIN.ES
• Since 2007, WHO‘s process of producing guidelines have changed: The GRADE approach is a key component of this 
process
• This approach ensures that WHO guidelines are consistent with internationally accepted best practices, including the 
appropriate use of evidence

DJFFERENCES
• Process'is more explicit
• Uniform and transparent System of grading quality of evidence
• Specifies strength of recommendations: Strong: Do it or don't do it. Weak: Probably do it or probably don't do it
• Makes it easier for users to assess judgements behind recommendations 
The GRADE approach
Grades of: Recommendation, Assessment, Development and Evaluation wvAv.gradeworking-group.org

T HEGFADLAPPROACH - RATIONALE
• Any decision should consider whether incremental health benefits is worth additional costs
• Systematic reviews of effects of health Intervention provide essential, but not sufficient Information for making well 
informed decisions
• Costs. feasibility and applicability are also important
• Such judgments guide subsequent decisions 
The GRADE approach * difference
• Clear Separation of the two issues:
1) Quality of the evidence (High, moderate, low, very low) :methodological quality of evidence, likelihood of bias, by outcome
2) Strength of recommendation: Strong or Weak: Quality of evidence is only one factor

QUALI.TY_01iyi.DEN.CE
• High, further research is very unlikely to change our confidence in the estimaie of effect
• Moderate, further research is likely to have an important impact on our confidence in the estimate and may change the 
estimate
• Low, further research is very likely to have an important impact on our confidence in the estimate and is likely to change 
the estimate
• Very low, any estimate of effect is very uncertain

DETERMINANTS.QF.mE-STR£NGTH.QF.REC.QMMENDATIQN
• Quality of the evidence
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Sctting up WHO Stccring group and Scoping of thc 
document

-—  Ü B !  ■ . .
Sctting up Guideline Development Group and Extemal

l

&

L

r

Management of Conflicts of Interest

Formulation of the questions (PICOT) and

Evidence retrieval, assessment and synthesis 
(systematic review(s)

GRADE - evidence profile

* 1 Z Z I
Formulation of the recommendations (GRADE)

Incbdbif exp Seit comkJet Jtkwi of :
© ßentfits and harms 

© Valu« and preferences

_________ @.1

Dissemination, implementation

Evaluation of impact

Plan for updating

Initial guideline approval

• After completion of 1 and 2

• With draft of 4

• With plan for 3, S-9

Final guideline approval 

•after completion of 6 

•with plan for 7-9

• Balance between desirable and undesirable effects
• Values and prefer&nces
• Costs (resource use)

iMPU.CAJjQNS_OL^SlRmQlR-£C0MMENPAT!ON
• Patients: Most people in this Situation would want the recommended course of action and only a smcll proportion would 
not
• Clinicians: Most patients should receive the recommended course of action
• Policy makers: The recommendation can be adapted as a policy in most situations

! M PL!C^lOM JDf_A-lW iAKlRECQM  MEN DAT IQ.N
• Patients: The majority of people in this Situation would want the recommended course of action, but many would not
• Clinicians: Be prepared to help patients to make a decision that is consistent with their own values/decision aids and 
shared decision making
• Policy makers: There is a need for substantial debate and involvement of stakeholders
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Quality of evidence across studies

Prioritized outcomes l o r  PE/E guidelines

Outcom es Average scores

1 M aternal death 8.8
2 Eclampsia 8.6

3 Recurrent seizures 8.3

4 Severe m aternal morbidity 8.8

5 Perinatal deaths 8.5

6 Adverse effects of interventions 7.8

7 Adm ission to neonatal intensive unit 7.9
8 Apgar scores 6.9

\ 7 V 7
Qu Qu Qu
ali all ali
ty:
Hi

ty: ty:
LoM

od
ergh w

at
e

WHO PE/E Guideline Process

WHO^off. \ v c  E c * * ':  E x x n

D r o h r g  o f Qverons L  o x c o nts

Be'efoS/Mam* V c v e i C051

Setting up of who Steering Group

Stokehofder (Electronic) ConsuBotion

finol lecommendohon Expert Ponef 
Meeting

fubScation

• C ' ' *  C o ' s j - r  r  o f s * c m n
• ; r v '3 of s . * r  0*5 L  o.*-c y ~ i

• O ^ t k r v e s  
• Vruot yoKU c ysu-ox*

•A ~ ee~ *'*  or. rtcomfrenoo^ofts 
•  impjenve'.rofcr. s s .«  i  upotft

•iärtcommtriöo?lo^jin
Seo^erce* 20! l

• ;* e.v: »*:•£..cor*
•G5ADE *00*55
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WHO recommendations lor 
Pravontion and treatmont of 
pro-eclam psia and oclam psia

&

&

WHO recommendalions for prevention and 
treatment of pre-eclampsia and eclampsia 

Evidence base

PlSSEMINATJg^
• Through WHO Offices, UN H4+ , Bilateral agencies, Professional organizations, Partnerships, National, regional and global 

meetings, Joint Statements.
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Post poblication

WHO recommendabons for
Prevention and treatment of pre-eclampsia and eclampsia

S U M M A R Y  O F  R E C O M M E N D A T I O N S

Introductlon

Hypertensiv© oisoroers of pregnancy are an 
imposant cause of s©vere morokaty. »oog- 
term asao iity  ana aeatn among Dom motrers 
ana tneir DaDi©s. in Amca ana Asia. neany on© 
tentn of an matemai oeatns ar© associatea wttn 
nypertensive aisorasrs of pregnancy. wnereas 
on© cjoarter or mat©mai oeatns in Latin America 
nav© D©©n associatea wttn tnose compicatJors. 
Among m© nypertensive oisoroers tnat compi- 
cate pregnancy. pre-©ciampsia ana ©ciampsia 
stana out as major causos of matemai ana 
permatai m orttKy ana moroiaity. Tn© matonty 
of oeatns q m  to pr©-eciampsia ana ©ciampsia 
ar© avowaw© tnrougn tn© Provision of Dmefy ana 
©n©c0v© car© to tn« women present mg witn tn©s© 
compiicaiions. Opömtzng neaitn car© to prewnt 
ana tr©at women wtm nypertensive asoroers is 
a n©c©ssary Step tcMaras acmevirg tn© Misen- 
nium Development Goals. WHO nas oeveiopoa 
tn© present ©vtasnce-Dasea r©comn»naations 
wnn a view to promoting tn© Dost possiö© cirucai 
pracoces for tn© management of pro ©ciampsia 
ana ©ciampsia.

Gukdeline development methods
T r»  proceoures usea in m© aeveiopment of 
tnes© guoeanes. wwen ar© ouamea m tn© w h o  

H anoooo* for g u ta o irw  ow & opm en t'. rvow©a:
(0 KJ©nnncaaon of questions reiatea to cim cai 
practic© ana neaitn po»cy K x  wrten answers wer© 
neeoea: (V) retnevai of upto-aat© resoarcn-Dasea 
©vwence; p i) assessment ana syntnosts of tn© 
evweoce: (Tv> »ormiiatwn of r©comm©oaations 
witn mputs from a wwe rang© of stak©nok»rs; 
ana (V) formutation of pians for aisseminaoon. 
Implementation. impact evamaoon ana upaanng.

• WHO Handboi*  k r  gitöak» drm kfirrr.l Ganra. 
Wert! H M » Crgancaöcr. 7006

Tn© soenanc ©vioenc© for tr»  recommenaa- 
oons w as syntnestzea using tn© Graang of 
Recommenaaaons Assessrront. Development 
ana Evaluation (GRADE) rr»tnodo»ogy. For ©acn 
pres©*ect©a crracai guesDon. ©vtoence pronies 
wer© preparea Dasea on 19 upto-aat© system- 
aöc reviows. Tn© final recommeoaations were 
formuiatea ana approvoa Dy an mtematonai 
group of »p e rts wno pamcipatea in tn© w h o  
Tecnmca Consutaoon on tn© Pr©vention ana 
Treatn»nt of Pre-eciampsia ana Eclampsia, new 
in Genova. Switzertana. on 7-6 Apn 2011. Tn© 
»p e rts also öontmoa important kroMeoge gaps 
mal neeoea to d© aaaressea tnrougn pnmary 
rosearen ana a©veiop©a a »st of pnorrty researen 
questions-

The recommendatlons
Tn© w h o  Tecnmcai Consuitation mao© a total 
of 23 rocomrronaaöons. For ©acn rocommonaa 
Don. tn© quaiity of tn© supportirg ©vxjenc© was 
graaea as very low. low. mooerate or ngn. Tnen. 
takirg mto account tn© quaiity of tr»  ©vioenco 
ana otner tactors flnciuamg tn© vaiues ana prefer- 
©nces. tn© magnftua© of effect. tn© Daianc© of 
Denonts versus asaovantages. resourc© us© ana 
feasiDiity of ©acn recommeoaaöoo). tn© experts 
markea tn© recommenaatons as ©itner weak or 
strong. in aoaition. in oroer to ©nsure tnat ©acn 
recommeoaaoon w ii d© unoerstooa ana usea 
in practic© as m accoraanc© wtm its inteooea 
meanmg. tn© »p e rts mao© severai remancs. 
wnicn ar© notea Deiow tn© recommenaations m 
tn© fu  oocument. in cas© of any oouot aoout tn© 
meanmg of ©acn recommenoaüon. m© roaoer 
is referrea to tn© remancs m tn© fu i version of 
tn© guioeunes. Tn© 23 recommenaaoons are 
presentea Deiow in two sets: intervenoons tnat 
are recommenoea ana mterveotions tnat ar© not 
recommenoea.
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RH h e  WHO Reproductive Health Library

SiJrch

fftihome

Adofestttt «iu»l and 

relaxe

Gynttcoiogj. irtlHtily and 
cancers
KV

bprcvng efocai pOCti» 
Ite-tofn btatt)

Prejnartj J*vj cUdtoth

Se«uafly transmfled 
ttecfcw

Anticonvulsant therapy for eclampsia

Magr*SJUT s :he cnjg cf ehe«» fo» Ihe treairrert of werter *tih 
eclimpw The Anten ofBttfmert should normly rot eiceec 2- tan 
fieyond delr*ry or th« las* cowulsien. whch«i cccirs las! Eiher 
mtratwjus er rtranuscuUf roule can oe usw for mamienaflee tnerapj 
Ciiical mwwofing ofrespiiton. irre ouiput ar»d temtoo refexes ts 
essertiai. wWe sê m frcrcenng is 'jv*c«<ary and statt rot be uud

-  See fi-: Phl cj<wwsary

* tr « r # t  »c«tan t u  t «  l«fl n t ;n t -  m e tta  t \  * 
futf. Senil t r r t

He* Bi PHL V̂ Orecoomendaions AnüMm̂ sani therapy Early vokrmeeipVDor. 
fcf imSucton of latoor for edampsia fet p r w t o n  cf

moibidrty and mcitatty 
m »tty pretwn rtfarts

Highlights RHl lesouic« Wlio w« an

BWHO recorrmervjat*)r« fcr 
pwmtion and ummim of pr*

»ciarrota arri tdunpsa

r r t  ̂ 5fCS
Compiete kst cf tnrang vdecs in
PHL

-  Ata* RHl
-  RUfc« fernes and Partners
-  P r i  r firjnfs* Ci

0 \?w syst err at e rê ews 
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PL-050
PRE-ECLAMPSIA/ECLAMPSIA IN NIGERIA: BÜRDEN AND COMMON PREVENTION AND 
TREATMENT MODALITIES
Bissallah Ekele,
Dept. of Obstetrics and Gynaecology,
College of Health Sciences,University of Abuja, Abuja.

BÜRDEN
• PRE-ECLAMPSIA (NIGERIA)
• Few community-based studies. 5-15% in Western literature. A third of obstetric in-patient admissions in most tertiary 

centres are HDP (PE).
• ECLAMPSIA -  A  common obstetric emergence
• One of the top three major causes of maternal mortality. Northern Nigeria it alternates with Hemor’ * •

PRE-ECLAMPSIA
• Etiology still not known, Disease of theories, Prediction is difficult, Prevention is difficult. Agents that have been tried: 

Calcium supplementation, Low dose aspirin, Vitamins (C and E), Fish oil

MANAGEMENT OF .PRE-EC LAMPSIA
• Monitor the mother and the fetus and aim to gei to at least 34 weeks, if all is well.
• Fetal monitoring during conservative management should be by US serial measurement of growth and amniotic volume . 

?Fetal Kick chart!
• Bed rest
• Anti-hypertensive (Nifedipine, Alpha-methyldopa)
• Anticonvulsant: Magnesium sulphaie, Diazepam.
• Delivery = ‘Cure'
• Choice of mode of birth (Induction or CS) depends upon dinical circumstances and patient preference.

TREATMENT OF ECLAMPSIA
• Support of cardio-respiratory functions
• (A B C D)
• Control of convulsions [Mag Sulphate; Diazepam; ???Lytic Cocktail]
• Control of hypertension [Hyralazine; others later]
• Delivery [Vaginal or C/S]
• What is the Optimum time for stabilization in an eclamptic patient before a caesarean section?
• Management of co-morbidities and complications
• (Very important in our setting and may determine final outcome)

TREATME_NTOF.ECLAMP_SIA
• Management of Co-morbidities
• Malaria (? Empirical) = Antimalaria; Sepsis (lungs or genital) = Antibiotics, Hypoglycemia = Parenteral/NG tubefeed, 

Aspiration pneumonitis = Supportive, Pressure point sores = Nursing care
• ICU or HDU Care (cost permitting)

SUMMARY
• PE/E common in Nigeria. Eclampsia is major cause of maternal mortality.
• Prevention of pre-eclampsia is still difficult
• Prevention of eclampsia is more feasible with prompt and proper treatment of pre-eclampsia.
• Principles of treatment of PE/E have not changed; magnesium sulphate is the anticonvulsant of choice but co-morbidities 

must be properly treated for best feto-maternal outcome!

WHQ. REGQMMENDATIONS FOR PREVENTION AND TREATMENT QF PREiECLAMPSiA AND ECLAMPSIA 
Interventions that are recommended

RECQM MEND AT I Qj^NO,J.
In areas where dietary calcium intake is low, calcium supplementation during pregnancy (at doses of 1.5-2.0 g elemental 
calcium/day) is recommended for the prevention of pre-eclampsia in all women, but especially those at high risk of 
developing pre-eclampsia

_______________PRQMOTING UNIVERSAL ACCESS TO MATERNAL AND NEWBORN HEALTH (SOGON 2011)_____________
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• Quality of evidence: Moderate, Strength of recommendation: Strong

_______________PROMOTING UNIVERSAL ACCESS TO MATERNAL AND NEWBQRN HEALTH (SOGON 2011)

RECOMMENDATION N Q J
Low-dose acetylsalicylic acid (aspirin, 75 mg) is recommended for the prevention of pre-eclampsia in women at high risk of 
developing the condition
• Quality of evidence: Moderate, Strength of recommendation: Strong 

RECOMMENDATION NO. 3
Low-dose acetylsalicylic acid (aspirin, 75 mg) for the prevention of preeclampsia and its related complications should be 
initiated before 2 0  (+0) weeks of pregnancy
• Quality of evidence: Low, Strength of recommendation: Weak

MffiMMENDMlQbLNO.4
Women with severe hypertension during pregnancy should receive treatment with antihypertensive drugs
• Quality of evidence: Very Low, Strength of recommendation: Strong

RECOMMENDATION NQ_5
The choice and route of administration of an antihypertensive drug for severe hypertension during pregnancy, in preference 
to others, should be based primarily on the prescribing clinician's experience with that particular drug, its cost and local 
availability
• Quality of evidence: Very Low, Strength of recommendation: Weak 

RECOMMENDATION NO. .6
Magnesium Sulfate is recommended for the prevention of eclampsia in women with severe pre-eclampsia in preference to 
other anticonvulsants
• Quality of evidence: High, Strength of recommendation: Strong 

RE-COMMENDAHP.N NQ, .7
Magnesium sulfate is recommended for the treatment of women with eclampsia in preference to other anticonvulsants
• Quality of evidence: Moderate, Strength of recommendation: Strong

RECOMMENDATION. N Q. .8
The full intravenous or intramuscular magnesium sulfate regimens are recommended for the prevention and treatment of 
eclampsia
• Quality of evidence: Moderate, Strength of recommendation: Strong 

RECOMMENDATION NQ. 9
For settings where it is not possible to administer the full magnesium sulfate regimen, the use of magnesium sulfate loading 
dose followed by immediate transfer to a higher level health-care facility is recommended for women with severe pre­
eclampsia and eclampsia
• Quality of evidence: Very low, Strength of recommendation: Weak 

RECQMMENPJAI!O.N-N_Q,10
Induction of labour is recommended for women with severe preeclampsia at a gestational age when the fetus is not viable or 
unlikely to achieve viability within one or two weeks
• Quality of evidence: Very low, Strength of recommendation: Strong

RECQMM_ENPAT!QN_N01.11
In women with severe pre-eclampsia, a viable fetus and before 34 weeks of gestation, a policy of expectant management is 
recommended, provided that uncontrolled maternal hypertension, increasing maternal organ dysfunction or fetal distress are 
absent and can be monitored
• Quality of evidence: Very low, Strength of recommendation: Weak 

RECOMMEM)ATjQN_NQ,. 12
In women with severe pre-eclampsia, a viable fetus and between 34 and 36 (plus 6 days) weeks of gestation, a policy of 
expectant management may be recommended, provided that uncontrolled maternal hypertension, increasing maternal organ 
dysfunction or fetal distress are absent and can be monitored
• Quality of evidence: Very low, Strength of recommendation: Weak

R EC O M M EN D A T IO N  N O , 13
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In women with severe pre-edampsia at term, a policy of early delivery is recommended
• Quality of evidence: Low, Strength of recommendation: Strong

R EC O M M EN D A T IO N  N O . 14

In women with mild pre-eclampsia or mild gestational hypertension at term, induction of labour is recommended
• Quality of evidence: Moderate. Strength of recommendation: Weak

RECQMMENPATIQN N g, 15
In women treated with antihypertensive drug antenatally, conlinued antihypertensive treatment postpartum is recommended
• Quality of evidence: Very low, Strength of recommendation: Strong

RECOMMENDATION NO. 16
Treatment with antihypertensive drugs is recommended for severe postpartum hypertension
• Quality of evidence: Very low, Strength of recommendation: Strong 
Interventions that are not recommended

RECQMMENDAT!QN NQ, 17
Advice to rest at home is not recommended as an Intervention for the primary prevention of pre-eclampsia and hypertensive 
disorders of pregnancy in women considered to be at risk of developing those conditions
• Quality of evidence: Low, Strength of recommendation: Weak

B£QQ,MMiN PAHQN_.NQa. 18
Strict bed rest is not recommended for improving pregnancy outcomes in women with hypertension (with or without 
proteinuria) in pregnancy
• Quality of evidence: Low, Strength of recommendation: Weak 

RECOMMENDATION N.O. 19
Restriction in dietary salt intake during pregnancy with the aim of preventing the development of pre-eclampsia and its 
complications is not recommended
• Quality of evidence: Moderate, Strength of recommendation: Weak

RECOMMENDATION NO. 20
Vitamin D supplementation during pregnancy is not recommended to prevent the development of preedampsia and its 
complications
• Quality of evidence: Very Low, Strength of recommendation: Strong 

RECOMMENDATION NQ, 21
Individual or combined Vitamin C and Vitamin E supplementation during pregnancy is not recommended to prevent the 
development of pre-eclampsia and its complications
• Quality of evidence: High, Strength of recommendation: Strong

R E C O M M EN D A T IO N  N O , 22

Diuretics, particularly thiazides, are not recommended for the prevention of pre-eclampsia and its complications
• Quality of evidence: Low, Strength of recommendation: Strong

RECOMMENDATION NO. 23
The use of corticosteroids for the specific purpose of treating women with HELLP syndrome is not recommended
• Quality of evidence: Very low, strength of recommendation: weak
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PL-051
UNLOCKING THE SKILLS FOR FISTULA CARE IN NIGERIAN TEACHING HOSPITALS
O. A. Ojengbede

SITUATION IN TEACHjNG HOSPITALS
Clogged beds, Choked or space, Bereacratic challenges, High costs, Overburdened System 

SITUATION |N TEACHIN<LHQSE1IAIS
Significant Skills. Research opportuniyies. High dass Support Systems, Post-menopausal phase: one-third of life span, One 
of 13 pillars of RH

MENOPAUSE
Peri-menopause

Transitional phase from onset of menopausal symptoms/period following menopause, Duration: 4 or more years 
Post-menopause

Onset 12 months after last period 
Menopause

Last menses. Definitive after 12 months, Retrospective diagnosis 

SITUATION !NJ1ACHIN_G_H0.S.P!IALS
• Willing and committed enthusiasts/champions. Wide catchment areas, Expanding access and quality of car

______________PROMOTING UNIVERSAL ACCESS TO MATERNAL AND NEWBORN HEALTH (SOGQN 2011)______________

PL-052
FROM TRAINING TO SERVICE DELIVERY -  CURRENT PLANS BY THE FEDERAL 
MINISTRY OF HEALTH FOR OF SERVICES
Dr. C. O. Isokpunwu
D e p u ty  D ire c to r  a n d  N a t io n a l C o rd in a to r  O b s te tr ic  F is tu la  P ro g a m m e  F M O H  

A t  th e  R o u n d  F a b le  D is cu ss io n  o f t h e  S O G O N  C o n fe re n c e , 2 5" N o vem b er, 2 0 1 1

IMIBQPmiflM
• Obstetric fistulae (vesico vaginal and recto vaginal fistulae) are serious reproductive health problems for women in 

the developing world
• The typical VVF patients are usually young, illiterate, poor and powerless rural girls who
• have been given out in marriage and became pregnant at very young age,
• had no benefit of antenatal care up to the time of delivery
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• had labored at home for days without going to hospital.
• Available data from the NDHS have shown that VVF cases are prevalent in all the zones
• The highest rates are seen in the North-East and Northwest Zones of the country,
• The lowest rates persist in the South-West and South-East of Nigeria.
• According to data from the 2008 NDHS, the maternal mortality ratio for Nigeria is 545 per 100,000 live births;. The 

2011 lancet series report puts it at 487/100,000 live births. Even at this. Nigeria still has one of the highest rates in 
the world.

• About 4 maternal deaths occur in Nigeria per hour, 90 per day, and 2,800 per month totaling about 34,000 deaths 
annually, with wide regional and local variations.

• It is also estimated that for every maternal death, at least 30 women suffer short to long term disabilities such as 
obstetric fistula

• It is estimated that Nigeria accounts for 40% - 50% of the worldwide fistula prevalence.
• Prevalence estimations ränge from as low as 150,000 to as much as 1,000,000 cases.
• The incidence is estimated at probably 20,000 new cases a year, although recent studies put estimates at 

approximately 12,000 new cases per year.
• Approximately 2,000 - 4,000 fistula repair surgeries are being carried out yearly in Nigeria.
• At this rate, it would take 250 years to dear the backlog assuming no new cases occur.
• While 70% of potential Fistula Surgeons are in the tertiary hospitals, less than 30% of repairs are done in these 

hospitals.
• Fistulae can often be prevented by the insertion of an in-dwelling catheter (for 4 to 6 weeks) to relieve pressure on 

the bladder following prolonged obstructed labour.
• Estimates of between 40% and 95% of small fresh fistulae heal spontaneously with Foley’s catheter insertion for 4 to 

6 weeks
• Yet not many doctors and nurses are aware of this even as more cases are reported to occur in hospitals
• It is against this backdrop that the FMOH in collaboration with Office of the Senior Special Assistant to the President 

on MDGs embarked on a National Training on Obstetric Fistula Repair for Doctors and nurses in O&G nationwide.
• This National Training Programme would also help develop a pool of resource persons as master trainers for Step 

down training in their various health facilities and across the six geo-polrtical zones.

GQAL Q F THE TRAINING
• The goal of this National Training Programme was to build the capacity of medical Doctors and Nurses in 

management of VVF.
• Increase the capacity of fistula repairs in Nigeria

Q.PJECTIV.ES-QF T.Hfc.TRAlMlMfi
• To improve capacity of doctors and Nurses on management of VVF across the six geo-political zones in Nigeria.
• To update doctors and Nurses on best practices in general management of VVF
• To manage/repair VVF with limited resources
• To generate pool of trainers

CRITERIA FQ.R SELECT.IQN QFJ1RAINE.ES
• For the teaching hospitals and FMCs, a Consultant in O&G with not more than five years post-qualification while 

that of the General Hospital is an experienced Medical officer with at least 5 years post qualification having interest 
in fistula repair

• Nurse/ Midwife who have interest and pasion for VVF management
• The training manual adopted was the internationally approved global competency based state of the art guidelines 

developed by FIGO/ ISOFS
• The trainers adapted a team approach where the doctors were trained along with the nurses and all attended 

lectures together. The timetable was engaging and took the whole day.
• The training took place in Katsina, kano and Ebonyi States.
• a team approach where the doctors are trained along with the nurses and all attend lectures together was adopted.
• Each session of the training lasted for 14 days and trainees were trained in batches of 4- 6 teams
• A total of 8 training sessions took place, 2 at Kano, 3 at Katsina and 3 at Abakaliki.

TRAM S.ES_M REJjR.AWN FRQM THE FOLLOWINGJM I!L g jJ .0 i!) i:
UCTH, Calabar, Bauchi FMC Azare, ATBUTH, Bauchi, FMC Abeokuta, FMC, Lokoja, FMC, Ebuta-Metta, UPTH,
PortHarcourt, FMC Keffi, FMC Owo, FMC Ido Ekiti, UMTH, Borno, FMC Owerri, UITH, llorin, UBTH, Benin City, ISTH Edo
State, National Hospital, Abuja, JUTH, Jos, AKTH, Kano, FMC Bida, FMC, B/Kudu, FMC Nguru, FMC Katsina, FMC Gusau,
Zamfara, NAUTH-Nnewi, FMC Makurdi, ABUTH,Zaria, UATH, Gwagwalada, UDUTH, Sokoto, Gezawa GH Kano, GH,
Daura -  Katsina, GH, Funtua ,Katsina Kofan Gaiya Fistula Centre, Zaria, GH, Kankara -Katsina State, GH. Ogoja
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QU.TCQME 0F THE TRAINING
• A total of 45 Doctors and 52 Nurses were trained
• A total 552 patients were repaired and rehabilited during the training.
• This is the single largest repairs in the history of Fistula treatment at a given time in Nigeria.
• The Training and treatment were free

OPPORTUNITIES
• Skills and confidence of the trainees were built on Fistula management
• The surgeons (Trainers) had opportunity of learning from one other the different approaches to obstetric fistula

8 6  wrvn#/i r e p m re d  i n  Tu se s s ia n  o f  t ra in in g  in  K a ts/n a

surgery.
• Trainees have formed a network where they could get technical assistance in obstetric fistula care. 

W_HmSJ_HE_NE.XT_SXEP?
• Mobilization of resources for repairs in the facilities
• Retraining of the trained doctors and nurses
• Train additional Doctors and Nurses on Fistula repairs
• Monitor and evaluate the work of the trained Doctors and Nurses at their facilities
• Encourage FTHIs to Support Fistula activity through waiver of fees for obstetric fistula patients
• Recognition of the training for CME
• Development of a curriculum to make Fistula surgery a subspecialty in O & G

PL-053
OPPORTUNITIES FOR FISTULA REPAIRS AT TERTIARY HOSPITALS
P a n e l  D is c u s s io n  - 'U n lo c k in g  t h e  S k i l l s  a t  T e r t ia r y  H o s p ita ls  f o r  F i s t u la  R e p a i r s "

PRESE.NTATJON OUTLINE
• UNFPA and the fight to end Obstetric Fistula (OF) in Nigeria
• Treatment of Obstetric Fistula-Critical to the end fistula campaign
• What opportunities are available for fistula repairs at the tertiary hospitals?

UNFPA AND THE FIGHT TO END OBSTETRIC FISTULA IN NIGERIA
• In 2003, UNFPA and Partners launched a global campaign to end fistula- goal is to make OF as rare in the
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developing world as it is in industrialized world.
■ Main component is to Support national programmes to eliminate fistula through:

• Enhanced political and social environment for the reduction of maternal mortality and morbidity
• Integration of fistula interventions into ongoing safe motherhood and reproductive health policies, Services and 

programmes including training of doctors/surgeons, nurses and social workers

Ü^£PA_ANJ3JHLE15idT_TO..END OBSTETRIC FISTULA IN NIGERIA
• Main component is to Support national programmes to eliminate fistula through:

• Increased national capacity to reduce maternal mortality and morbidity
• Increased access to and utilization of quality basic and emergency obstetric care Services
• Increased access to and utilization of quality fistula treatment Services
• Increased availability of Services to assist women with repaired fistula to re-integrate into their community

• The campaign focuses on three key areas: P r e v e n t io n ,  tre a tm e n t and r e h a b i l i t o t io n

T R E A T M E N T  O ^ ^ m T L C A L J OJ H E J ^

• Experiences from the 'fistula fortnight” clearly shows how treatment can serve as an entry point for leveraging 
commitment/resources to the broader causes of maternal health, RH and gender equality

• Provision of OF treatment highlights, de-mystifies & recognizes it as being curable hence contributing to Stigma 
reduction, open discussions at policy and community levels.

W H A T  O P P O R T U N IT IE S  A R E  A V A IL A B L E  F Q R  F IS T U L A  R E P A IR S .A I T H E I E R T |A R Y J iQ S m A LS?
Appropriate surgical set-up 
Adequate post-surgery follow-up
Integration of OF treatment into young doctors traineeship 
Quality assurance 
Strong training opportunities 
Linkages to maternal health programs 
Opportunities for better data collection and research n

m

L o n g  q u e u e  o f  f i s t u la  v ic t im s  a w a i t i n g  s u r g e r y

PL-054
UNLOCKING THE SKILLS FOR FISTULA CARE IN NIGERIAN TEACHING HOSPITALS 
TEACHING HOSPITAL -  SKILLS IN SITU; HOW ACCESSIBLE?
A. Ojengbede

Where are we? Where are the skills? Are they readily available? What is the attitude towards fistulae care in the 
teaching hospital? What are the barriers to teaching the skills in the teaching hospitals?

SU-UATIO N J  NAEACJILN^ JHOS^IJA LS
Clogged beds, Choked theatre space, Bureaucratic challenges, High costs, Overburdeneo System 

SITUATION !N TEAC HING HOSPITAL?
Significant Skills, Research opportunities, High dass Support Systems Post-menopausal phase: one-third of life span, One 
of 13 pillars of RH

SLIU.ATLQNJNJEACHING HOSPITALS
• Training at the teaching hospitals to be encouraged
• Subsidized treatment/ free care
• Social mobilization for access/utilization
• Willing and committed enthusiasts/champions to be supported
• Wide catchment areas (regional centres)
• Expanding access and quality of care
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PL-055
INSTITUTIONAL CAPACITY TO REPAIR OBSTETRIC FISTULA: A SITUATIONAL 
REPORT FROM SUPPORTED FACILITIES (A P R ESEN TA T IO N  M A D E  A T  SO G O N  
CO N FEREN C E , P R E M IE R  H O TEL, IB A D A N , N IG E R IA  N O V EM B ER  22-26, 2011)
Dr Adamu Isah MD. MPH 
D e p u ty  C o u n try  P ro je c i  M a n a g e r

THE-FJSIU1A CARE PRQJECT
Global Project, supported by USAID; Implemented by EngenderHealth; Nigeria Program launched in Sokoto in 2007; 
Supports 9 fistula repair facilities spread across 5 geo-political zones in Nigeria.
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WHAT.WE.P.0
Prevention, Repair and Rehabilitation/Reintegration of Client Thru: Capacity Building, Quality Improvement, 
Advocacy/Community Engagement. Family Planning, Research

ACHimM iNTS_SO_FAR-.,
From May 2007 -  Sept 2011. Close to 7,000 dients repaired with 82% closure rate, 3 Surgeon trainers trained, Total of 32 
doctors and 74 nurses trained , 45,292 women counseled on FR About 14,000 Couple Years of Protection achieved

OTHER ACHIEVEMENTS..,
Thru Collaboration with many partners:

• Revival of National Obstetric Fistula Working Group
• Review of National Strategie Framework for Elimination of Obstetric Fistula 2005-2010 -ongoing
• Commencement of Repairs in Ebonyi, Bauchi; Kwara, Cross River coming soon
• Developed Strategies for Reduction of Fistula in Nigeria
• Global Prospective Study on Determinants of Post Operative Outcomes of Fistula Surgery
• Cosr5tudy
/■

ST RAT EG Y_ RECQM M E NDAJ | ON S
A- Increase the capacity to treat women who present with fistula. B- Implement strategy for conservative (catheter) 
treatment, C- Set goals to reduce the occurrence of obstructed labor, D- Reintegrate fistula dients post-repair, E- 
Document learning and progress

CHALIENGES
Brain shift Vs Brain drain

Only 35% are available to provide Services induding those that provide: full time, active routine repairs, part time -  on 
invitation during pooled efforts, those expected to Start repairing soon (newly trained), those who work at Level 1 
facilities*. WHY IS THIS SO??

O PIN IO N SJ^ O M ^ M N ERS
Methodology

• semi-structured questionnaires issued to 28 partners from supported States during ‘Providers’ Network Meeting'
• Questions on number of fistula surgeons that ever worked in their facility and those currently working and perceived 

needs
• Why are fistula surgeons leaving and ways to curtail the drain
• Which fistula repair facilities in Nigeria the participants know
• Whether any linkage exist among the centers Outside the Provider Network Meetings and other activities organized 

by FC

PREUMINARY RESULTS:
On average, 3.5 surgeons worked in the facilities but this dropped by 50% to 1.75 over time. The Partners believed that at 
least 4 surgeons are needed on average, Most important reason for the drain are. Educational advancement, Seeking 
Greener Pasture, Poor Motivation, Change in Government. Poor Remuneration, Unnecessary transfer by SMOH, Poor 
relations with facility managers

HQW  TQ STOP THE DRAIN?
• Group 1: Welfare/Motivation/Incentives with calls for unified salary for Federal/State Govt Institutions
• Group 2: Training Opportunities/Career Advancement with calls for university post graduate certification in fistula, 

incorporation of fistula in residency programs
• Group 3:lmprovement of working environments and recruitment of more surgeons

QUESTjON:.H.QW-DOES SOGQN-CQMES in ???
Knowledge of Fistula Repair Sites in Nigeria

Group 1: Mainstream, state owned repair centers -most famous (Katsina, Sokoto, Kano, Zamfara and Ebonyi. EC WA Jos 
barely mentioned

Group 2: New, state owned centers such as Jigawa, Zaria, Bauchi alongside new upeoming centers-Kwara and Cross 
Rivers also populär among participants

Group 3 : Federal Institutions such as UITH, UCH, ABUTH, AKTH, UDUTH were not mentioned by any of the participants!

QUESTION: HOW CAN WE TAP/UNLOCK THE POTENTIAL IN THESE TEACHING HOSPITALS?
Other relevant findings...

Environmental Scanning 2010 revealed opportunities at UTH
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Adequate manpower, Training facilities, Research Opportunities 

QdALLENQES
Minimal caseload of fistula clients, Inadequate training in fistula surgery, High Cost of Surgeries, Competing priorities 

SMQOESTlQNSmQM-SJA .KEHOLDERS
Waive fees for surgery and bed space. Devote one a day a week for fistula surgery, Construct separate Ward/Theater for 
fistula. Etc

I WILL A P P
Undergo training in fistula surgery, Participate in mass repair campaigns 

Suggestions from stakeholders

OUR PRAYERS
• Greater Collaboration with SOGON and the Teaching Hospitals in Order to unlock the potential in the teaching 

hospitals
• Appropriate recognition and opportunities for educational and career advancement for Fistula Surgeons
• Closer working relationship between secondary and tertiary hospitals in Nigeria in areas of fistula management
• Inclusion of fistula in both under and post graduate training programs for doctors and nurses

Pl-056
A GIANT MUCINOUS CYSTADENOMA OF THE OVARY COEXISTING WITH 
PREGNANCY AT 21 WEEKS -  A CASE REPORT
E r h o t i e m w o r n o n  A .  R . ,  B e l l o  S . .A . ,  H a s s a n  M „ S a d i q  M .

D e p a r t m e n t  o f O b s t e t r i c s  a n d  G y n a e c o lo g y  A b u b a k a r  T a fa w a  B a le w a  J n i v e r s i t y  T e a c h in g  H o s p i t a l  ( A T B U T H )  B a u c h t

E m a i l :  d r _ e r h a t ie @ y a h o o .c o m  ( C o r r e s p o n d e n c e  t o  D r  E r h o t ie n w o m o n  A . R . D e p a r t m e n t  o f  O b s t e t r i c s  a n d  G y n e a c o lo g y

A b u b a k a r  T a fa w a  B a le w a  U n iv e r s i t y  T e a c h in g  H o s p ita l .  B a u c h t )

ABSIBACI
• Mrs. CP was a 35 year old house wife; who was pregnant for the sixth time at 16 weeks of gestation on admission on 

Ist September, 2009. She complained of rapidly increasing abdominal swelling and pains for four months. She was ill 
looking, with gross distension of the abdomen.

• Ultrasonography showed a giant multi-septated ovarian cyst with a viable foetus at 16 weeks.
• At primary staging laparotomy, five weeks later, she had a stage Tb tumor of the ovary, for which she had a left 

ovariectomy of a giant cyst, measuring 1 0 0  x 1 0 0  cm in perpendicular diameters, and a contra-lateral cystectomy for 
a 20 x 20cm homologous synchronous cyst Histology revealed bilateral mucinous cystadenoma of ovary. She 
aborted two weeks latter and had evacuation of the uterus by vacuum aspiration before discharge two days later.

• She was unique because she had an ovarian tumor in pregnancy which is a rare occurrence. She never had functional 
cysts that are most commonly found ovarian masses in pregnancy. Neither did she have a germ cell teratoma nor a 
dysgerminoma which are the varieties of ovarian tumors that commonly persist beyond 14 weeks of pregnancy. There 
were no degenerative changes seen! The timing of surgery at 21 weeks was not optimal as foetal wastages have been 
shown to be minimal at 1 6  weeks of gestation.

• She had disappointments because she planned and wanted the pregnancy in order to balance the sex ratio of three 
girls and two boys in the family. Later in the disease she had the threat of an impending death because of the rapidity 
of growth and huge size of the abdomen.

• There was a delay of five weeks because the admitting unit extensively evaluated her before she reached the final 
oncologic unit where definitive treatment was offered.

• The surgeon has the belief that the most important critical factor in successful management is prehensile surgical 
skills and bravery.

m & o w . Q ü m

• Tumours coexisting with pregnancy increase the maternal, perinatal morbidities and mortalities'. They are commonly 
breast tumours followed by leukaemia, lymphomas, melanomas, gynaecological (cervical, ovarian), before bone 
tumours in that order'. Their management is controversial because of difficulty establishing diagnosis, whether or not 
to terminate the pregnancy, whether or not to institute chemotherapy and its Potentials for embryopathy, and risk of 
early meiastasis because of increased vasculature of pregnancy!.
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• Ovarian tumors in pregnancy is a ra rily l. Luckily they are usually functional follicular or corpus luteum cysts that grow 
to average sizes of 3-5cm and rarely attain 11cm. ’ When ovarian mass persists beyond 1 4th weeks of pregnancy, it 
suggests a dermoitz cysts or mucinous cystadenoma and they usually attain average sizes. They are vulnerable to 
complications like rupture. haemorrhage, torsion, infection, impaction in the pelvis, obstruction of labour, and least 
but most importantly, malignant changesl.

• The commonest malignant ovarian disease in pregnancy is a dysgerminoma and then sex cord stromal cancers. But 
they also attain average sizes. The giant size of the case reported (with a possibility of a multiplier effect of the crucial 
issues of management of tumors in pregnancy like chemotherapy, torsion, malignancy etc), the age of onset at 
35years, the rapidity of progression over only four months, make her unique for reporting.

&EEQBI
Mrs. CP was a 35years old full time house wife, married to a Policeman with a co wife. She was para 5+*, 5 alive with 3 
females and 2 males. Her last confinement was 2years before. She presented on 1 September, 2009 in the A/E department of 
the hospital with complaints of not seeing menses for five months and abdominal swelling and abdominal pains for four 
months. She knew she was pregnant but the rapid swelling of the abdomen was unusual. She never sought care any where. 
She came to hospital when the swelling and pains became unbearable. She had no history of similar swellings in family nor 
that of breast or colonic cancer. She had no history of use of: ovulation induction drugs nor past irradiation of the ovaries. 
She breast fed all her children. She never used the oral contraceptive pills. She had all her deliveries by spontaneous vaginal 
delivery. She had not been hospitalized before, nor any past surgery done. She was cohabiting effectively with husband, a 
Policeman and with the co-wife.

THERE-WAS.N-QTHING ElS E QF NQT£ in  THE. SYSTEM IC REVIEW.
On examination she was conscious, well orientated in time place and persons; not pale, not jaundiced and not cyanosed. Her 
vital signs were:
Pulse -76 beat per mm 
BP- 130/90:mmHg.
Respiratory rate —24 beats per mm 
Temperature - 367°c
Abdomen: Grossly distended without caput medusa. Shifting dullness was positive, fluid thrill was positive, liver, spieen and 
kidneys were not palpable. Bowel sounds were present

EERVA0INAAM
The vulva was normal on inspection. Digital examination was gently done and cervix was soft and os closed. The uterine size 
could not be delineated in order not to rapture any masses.
C a rd io v a scu la r  S y s te m : She was dyspnoeic at rest. There was no bilateral pedal oedema. Her heart sounds I & II were 
heard.
R e s p ira to ry  S y s te m s : This was essentially normal. Other Systems were essentially normal.
Impression: Ascites in pregnancy was made to rule out ovarian mass.
Investigations revealed:
Full blood count PCV-30%, WBC - 3200 per microliter, Neutrophils —70%, Lymphocytes - 30%. Monocytes - 0, Eosinophils - 

0, Basophils - 0, Anisocytosis ♦. Macrocytosis +, Microcytosis ♦+, Hypochromasia +, ESR 90mm fall in 1 hr 
Liver function test

Total protein 6.4g% normal =(6.2-80), Albumin 3.9g% (2.8-4.0), Total bilirubin 1 6.6micromol/litre - up to 1 7, Conjugated 
37 micromol/litre - up to 4.6, AST (SCOT) 11. micromol/litre - up to 1 2, ALT (SGPT) 6 micromol/litre - up to 1 2, Alkaline 
phosphatase 88 micromol/litre (67— 1 70)

ELECTRQLYTES.d-_jJ.REA
Sodium 1 30mmol/l normal in bratket (1 34— 1 46), Potassium 3.6mmol/l (3.5—5.5), Chloride 97 mmol/l (92-106). 
Bicarbonate 24mmol/l (26—3 1), Urea 6.0mm,/I (1.7-9.1), Creatinine 94mmol/l (72—1 26)

Urinalysis
PH 5.5 
Bilirubin +
Protein 
Urubilinogen 
Ascorbic acid

Blood = Hepatitis B surface Antigen - Non reactive, HIV test = Non reactive, Mantou Test: Non reactive, Chest &  X-ray: The 
heart is not enlarged, Abdomen - Relative gasslessness of the abdomen with no focal lung lesions seen. The rib cage was 
normal. Ultrasound Scan 1/9/09. Uterus showed a live singleton foetus with gestation age 16/52 + 2/7

Negative

Sugars
Ketone
Blood
Nitrite

Negative
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Pelvic adnexa contains a giant multi septated cystic mass which extends from the pelvic region to the epigastrium.
The impression was normal viable singleton foetus at 1 6 weeks with a giant abdomino pelvic ovarian cystic mass.
Tumor specific antigens were not available. The patient was stabilized on sedatives and haematinics and then prepared for 
primary Staging laparatomy on 6" October, 2009.

With the Standard operating table in its lowermost level, by the knee of a 1.65m surgeon, the patient was put in supine 
Position. General anaesthesia was administered. Routine cleansing and draping done, The surgeon had to Step on a fifth of a 
meter platform, and fully stretched his hand before the knife could reach the summit of the abdomen. A  midiine incision 
from xiphoid Stenum to symphysis pubica was made; and carried to the peritoneal cavity. Findings were noted. Peritoneal 
cavity was irrigated and aspirate fluid collected for cytology. Yet the mass could not be delivered. We started infolding, 
tucking-in and kneading-in the margins of our incision towards the button of the mass. By the time we went beyond the 
diameter of the mass, the superior pole glided over the xiphoid Sternum and delivered. The inferior pole of the mass bore 
the weight and eventually feil over the left pelvis of the patient with the impact of the weight shaking the entire patient and 
operating table. The pedicle was triply damped and excised. A  cystectomy was done for the right ovary. The masses and 
aspirate were sent for histology and cytology, which both turned out to be beningn mucinous cystadenoma of the ovary. 
With the removal of the masses, the patient was like a canoe. The margins of the incision were apposed and sutured in two 
layers. There was good healing on the seventh day of Operation and patient was discharged to the gynaecologic out clinic.

P IS C U S S IQ N
The findings at Operation were: - uterine size equivalent to 21 weeks gestation; a left sided giant cystadenoma (100cm x 
1 0 0 cm in perpendicular diameters; and a contralatral synchronous homologous multicystic ovary (2 0 cm x 2 0 cm) for which 
she had left ovariectomy and a right cystectomy.
She aborted perhaps for several reasons: -  the stress of surgery; irritation of the Uterus and trigger of a Fergusson’s reflex, 
rapid decompression of the abdomen following removal of the masses, and severe emotional disturbances. She had several 
disappointments: - she planned for and wanted the pregnancy in order to balance the sex ratio of three girls to two boys in 
the family. In the course of the disease she had a Sensation of an impending death became of the rapidity of growth and 
giant size of the abdomen.
The surgical team adopted this innovation from first principle as they had never had a prior experience before. They were 
bold.
The giant size of this tumour in pregnancy had not been described previously' .  There were no degenerative changes seen! 
Otherwise ovarian tumours in pregnancy are crucial because of the degenerative changes like torsion, haemorrhage, 
infection, infarction, ebstruction and malignancy which they could undergo, with the additional multiplier effect which the 
huge size could confer. Bilaterality in ovarian mucinous cystadenoma is of the Order less than 5%; and synchronous, 
homologous bilaterality certainly is a very rare disease. The therapy offered this patient is considered optimal because the 
mass appeared beningn, though bilateral; the capsules were intact; masses were cystic; no peritoneal inplants or 
excrescences; and no ascites and no areas of solidity. It was a stage 1b disease of the ovary. There was no need for a primary 
induction chemotherapy. Most gynaecologic oncologists would consider the therapy optimal. There is overwhelming 
evidence that foetal wastages are least if surgery is done at 1 6  weeks when the placenta would have taken over the essential 
functions of ovary in pregnancy.
There was a delay of five weeks because of the uncertainties in establishing diagnosis. First the medical team was brought in 
and then the general surgeons. The admitting unit finally transferred the woman to the oncology unit for the definitive care. 
Could anything eise other than, optimal timing of surgery, surgical dexterity and bravery, contribute to the success in 
management of this patient?

REFERENCES
• Disai JP  Creasman WT, (2001) Cancer in pregnancy In: Disai jP  Creasman WT, (eds) clinical Gynaecologic oncology 

chp. 1 5 pg 511— 559 Morsby publishers.
• Barber HRK, and Brunschwig A , (1 968). Carcinoma of the bowel: radiation and surgical management and pregnancy. 

Am J obstet Gynaccol 1 00;926
• Beischer HA. (1971) Growth and malignancy of ovarian tumours in pregnancy. Aust NZJ obstet Gynaecol 11:208
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PL-057
PRIMARY POST-PARTUM HAEMORRHAGE: A FIVE YEAR REVIEW AT THE FEDERAL 
MEDICAL CENTRE, ABEOKUTA (2004-2008)
Awonuga D. O, Aikhuele E. H, Hunyinbo K. I, Ogunme S. A . N.
I n s t i lu t io n a l  A f f i l i a t i o n :  F e d e r a l  M e d ic a l  C e n t r e ,  A b e o k u t a

IN IftQPUCTION
• Post-partum haemorrhage is the most common cause of maternal mortality and accounts for one-quarter of 

maternal deaths worldwide'.
• Although five years are left before the target date of 2015 at which the Millenium development goal of reducing 

maternal mortality by 75% was set for. it is now dear that this will not be met in Nigeria’ .

1NIRQPU.CTION Hl
• The World Health Organization (WHO) currently defines primary post-partum haemorrhage (PPH) as blood loss in 

the first 24 hours after the birth of the baby equal to or in excess of 500mls\
• Risk factors associated with primary post-partum haemorrhage indude primiparity, previous third stage 

complications, anaemia, pregnancy induced hypertension, grand multiparity and multiple pregnancy among others4.

Q B iE O M S
To determine:

• The incidence of primary postpartum haemorrhage.
• The pattern of clinical presentation at Federal Medical Centre, Abeokuta.
• The associated aetiological risk factors.

MATERIALS A N P .METHOPS
• A  r e t r o s p e c t i v e ,  c a s e - c o n t r o l  s t u d y  o f  a l l  p a t i e n t s  w i t h  p r i m a r y  p o s t - p a r t u m  h a e m o r r h a g e  b e t w e e n  t h e  p e r i o d  o f  

J a n u a r y  1, 2 0 0 4  t o  D e c e m b e r  3 1 ,  2 0 0 8  w a s  c a r r i e d  o u t  a t  t h e  F e d e r a l  M e d i c a l  C e n t r e , A b e o k u t a .

•  I n f o r m a t io n  w a s  o b t a in e d  f r o m  c a s e  n o t e s  a n d  t h e  a d m i s s io n  r e g i s t e r s  in  t h e  w a rd s .

• T h e  r e c o r d s  o f  t o t a l  d e l i v e r i e s  w i t h in  t h e  p e r i o d  o f  s t u d y  w a s  a l s o  c o l l a t e d  a n d  u s e d  i n  t h e  a n a ly s i s

MATERIALS A.NP M ETHQBSJi
• R e l e v a n t  I n f o r m a t io n  e x t r a c t e d  f r o m  t h e  c a s e  f l i e s  i n d u d e  t h e i r  a g e ,  p a r i t y ,  p r e v i o u s  h i s t o r y  o f  p r im a r y  p o s t  p a r t u m  

h a e m o r r h a g e ,  t h e  m o d e  o f d e l i v e r y ,  I d e n t i f i e d  c a u s e ( s )  o f  h a e m o r r h a g e ,  e s t im a t e d  b lo o d  l o s s  a n d  m e a s u r e s  i n s t i t u t e d  to  

a r t e s t  h a e m o r r h a g e .

• D a t a  o b t a in e d  w e r e  c o l la t e d ,  a n a l y s i s  w a s  c a r r i e d  o u t  a n d  r e s u l t s  p r e s e n t e d  in  f o r m  o f  t a b le s  a n d  b a r  c h a r t s .

RESU.LT.S. !
• Total of 3362 deliveries during the study period.
• 132 cases of 1°PPH were documented in the period under review; however, only 114 case files (86.4%) could be 

B o o k in g  S ta tu s  o f p o t ie n t s  w ith  p r im a r y  p o s tp a r tu m  h a e m o r rh a g e  a n d  C o n tro ls

______________ PROMOTING UNIVERSAL ACCESS TO MATERNAL AND NEWBORN HEALTH (SOGON 2011)______________

B O O K IN G  S T A T U S C A S £ S ( % ) C O N T R O l( % )

BOOKtO 26(22 8) 82(74.5)
UNBOOKfD 88(77 2) 28(255)

TOTAl 114 110

A g e g r o u p  d is t r ib o t io n
A G E(YEA R S) CA SES(% ) C O N TRO L (%)

15-19 11(9.6) 22(20)

20-24 26(22.8) 19(17.3)

25-29 37(32.5) 38(34.5)

30-34 26(22.8) 19(17.3)

35-39 11(9.6) 11(9.6)

40-45 3(2.6) 1(0.9)

TOTAL 114 110
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P a rity  d is tr ib u tio n  o fp a tie n ts

PARITY CASES(%) CONTROl(%)
1 1*167) 18(164)
2-4 29(25.4) 31(28.2)
5* 66(57 9) 61(55.4)
TOTAL 114 110

M o d e o f  d e h ve ry  chart

x>

« w m f  ( < r ; r ? .  V » « "  I W M M
( V n - i  ( V i m >  t » l a n  « 4 i m  0 » r « ! " - i

M«*T

retrieved for data analysis.
• A study of 110 cases of randomly selected Controls was done to further emphasize the risk factors for primary 

postpartum haemorrhage.
• Incidence of l “PPH - 1 in 26 or 3.93%
• Average blood loss in cases of PPH -  1350mls (500-4900mls)
• Control- 200mls (80-450mls)

LI M iJAT IQJ4 S_0 F_ST_UDY
• Small study group
• Poor care of Hospital records and some cases of missing case records of patients.
• Visual estimation of blood loss generally underestimates blood loss: a biochemical assessment would be more 

appropriate.
• The incidence of primary postpartum haemorrhage is 3.93% or 1 in 26 live births.
• Uterine atony is the commonest cause of 1°PPH in booked patients.
• Retained placenta is the commonest cause of 1°PPH in unbooked patients.
• Most cases of l ’PPH were unbooked.

R E C Q M M E N P A T IQ N S
• Traditional birth attendants and health workers in peripheral units who handle significant number of deliveries in the 

Community should be trained.
• The initiative of the Federal Ministry of Health in establishing the Midwives* Service Scheme (MSS) is a very welcome 

idea which needs to be supported and nurtured to grow.

REFlREjjCES
• World Health Organisation (WHO). The prevention and management of post-partum haemarrhage. Report of a 

Technical Working Group, Geneva WHO/MCH/90:1990;7.
• W.H.O. The World Health Report 2005. Attending to 136million births every year.2005. Make every mother and child 

count. Geneva: The World Health Organization, 2005: 62-63.
• Ogunbode O. Anaemia in pregnancy. Tropical Journal of Obstetrics & Gynaecology. 1991; Vol. 12. Suppl 1.19-25.
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PL-058
HYSTERECTOMY FOR BENIGN GYNAECOLOGICAL CONDITIONS AT THE FEDERAL 
MEDICAL CENTRE, ABEOKUTA —  A FIVE (5) YEAR REVIEW
Omoya S.O, Awonuga D.O, Hunyinbo K.l, Alao M.O.

In s t i t u t io n a l  A f f i l i a t io n :  F e d e r a l  M e d ic a l  C e n t r e ,  A b e o k u t a .

INTRODUCTION
Hysterectomy is the commonest major gynaecological Operation in the United States of America and the United Kingdom 
it is less commonly performed in Nigeria due to cultural and other reasons \  However, it still constitutes a significant portion 
of major gynaecological Operation in the country 
1- Mayonda I. 2003, 2-Ezem BU et al 1981.

QBJECTJVE
• To determine the frequency, indication and outcome of hysterectomy at the Federal Medical centre, Abeokuta. 

M EJHOPQLQGY
• A retrospective descriptive study.
• The theatre records of all patients who had hysterectomy for benign conditions during *.he study period (January 

2003 and December 2007) were collated and the names compiled.
• The record was further checked with the inpatient record. The case files were retrieved.
• Total number of cases per year were noted.
• Information extracted from the record indude: Patients biodata, route/ type of surgery, type of incision, indication for 

the surgery, uterine size at surgery, obstetric history and morbidities associated with the procedure.
• Data obtained were collated and analysed.
• The result was presented in tables and chart

Y e a r ly  f r e q u e n c y

2001 2004 2 00 5 2006 2 00 7 To ta l

O l U M 25 29 26 30 24 134

N o .o f c * m %

2 1 3 0 20 14.93

31-40 50 37.31

41-50 W 44.78

51-60 4 2.98

Total 134 100

Indication
N o. o 4  p jt im i %

M rois

o*d «itK prmura ty'i'pbxm 7 522
O U B i« 10*»

"v *lt T S  22

Co m b tncd  fittut*« to%v»f u 1 0 .7 *

P o «  m rt v f> tu u l  b l n a n g  - u h  AOroO 1 0 7*

Ute>o-V»g.r\ *  pnsTapi« 10 7*0

T o o l

Parity/N o . o f  liv in q  ch ildren
P a r it y N o . o f  p a t ie n t % N o . o f  Irv in g  c h .ld f fn N o . o f  p a t ie n t %

0 S 3 .73 0 8 5 9 7

1 7 5 2 2 1 14 1 0 4 5

2 16 11.94 2 18 1 3 4 3

3 33 24.63 3 38 2 8  36

4 38 2 0 3 6 4 34 2 5 3 7

i S 35 2 6 1 2 i 5 22 16.42

T o ta l 134 100 T o ta l 134 1 0 0

Route/Type o f  su rgery
T y p * N o .  o f  

p a t ie n t
%

1 A b d o m in a l  H y s te re c to m y  To ta l 1 1 2 8 3 .S 8

- S u W o ta l 12 8 9 5

2  V a g in a l  H y s te re c t o m y 10 7 4 7

1 3 4 1 0 0

T yp e  o f  In c is io n  (a b d  H y s te re c to m y )
T y p e  o f  I n c i s i o n N o .  o f  p a t i e n t %

M ld lt n c 8 0 5 9 .7 0

P f a n n c n s t le l 4 4 3 2 .8 3

T o t a l

“  4 9 2 . S 3
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U l t r in e  s iz e  a l  s u r g e r y

S i x e  o f  u l e r u s  d t  s u r g e r y  

( W e e k s )

N o .  o f  p a t ie n t %

Normal 14 10.45
S 14 14 10.45
15*20 54 40.30
>20 52 38.80
T o t a l 1 3 4 1 0 0

P o s l  o p . m o rb id it ie s

RE SU LT
• There were one hundred and forty two cases of hysterectomies for benign conditions in the hospital during the study 

period of 5years from 1“ January 2003 to 31° December 2007.
• One hundred and thirty four case files were available for review
• Retrieval rate was 94.4%

LIM JTATjO N _OF. T H E_S T UDY
All the case files could not be retrieved., Retrieval rate of 94.4%., The study population is small.

CQN.CLUSIQN
• Symptomatic uterine fibroid constitutes the commonest benign indication for hysterectomy at Federal Medical 

Centre, Abeokuta.
• Abdominal hysterectomy constitutes the bulk of the hysterectomy performed with vaginal hysterectomy mainly 

employed in cases of uterovaginal prolapse.

BKQ.M MENPATIQN
• Increased use of vaginal route for hysterectomy especially with uterine size <14 weeks, in view of reduced morbidities 

associated with it.
• Strict adherence to aseptic technique during surgery to reduce infective/febrile morbidities.

REFERENCES
• Mayonda I. Total or subtotal abdominal hysterectomy for benign gynaecological disease. Review in Gynaecological 

Practice. 2003;3:26-31.
• Ezem BU, Otubu JA. Hysterectomy in the Hausa/ Fulani Population in Nigeria. Int J Gynecol Obstet. 1981; 19:145-149.
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PL-059
INTEGRATION OF VIA INTO STAFF MEDICAL EXERCISE AS PREVENTION STRATEGY
Babatunde O. Akinwunmi**; Olutosin A. Awolude"; Olubukola A. Adesina“; Femi Akingbola1; Isaac F. Adewole'1
4D e p a r t m e n t  o f ö b s t e t r i c s  a n d  G y n a e c o lo g y , U n iv e r s i t y  C o l l e g e  H o s p ita L  Ib a d a n , N ig e r ia .  'U n i v e r s i t y  o f l b a d a n  H e a l t h  C e n t r e

BACKGROUND
• Cervical cancer is the second most common gynecological cancer in the world and the most common cause of cancer 

deaths in the developing countries
• Screening for causative agent and pre*malignant stages have resulted in a dramatic decline in cervical cancer deaths 

over the past four decades in wealthier nations.
• However this is not the case in many developing nations especially sub-Saharan Africa.
• A key reason for continuing high mortality in the developing world is the shortage of efficient, high quality screening 

programs in these regions.
• In countries where resources are limited, recommendations include screening every woman in the target group once 

in her lifetime at about the age of 30 years using cheaper, less-technical but equally effective methods like Visual 
inspection with acetic acid (VIA).

• Because studies showed that the risk of progression from moderate to severe pre-cancerous lesions is 32% within 10 
years and longer with mild lesions

• Cervical cancer most often develops in women after age 40 and is most frequent among women in their fifties and 
sixties

RATIONAL FOR THE STUDY
The relatively poor public awareness and confidence on "Visual Inspection with acetic acid" as a screening tool for cervical
cancer in some communities in this environment and the yet unmet desired reduction in cervical cancer bürden in Nigeria.

S J U-DY  OBJECT.IVES
General Objective

• To evaluate the sensitivity of VIA screening in detecting cervical lesions and to validate its’ effectiveness as a 
screening tool for communities with relatively low resources with the aim of detecting the lesions at the earliest 
stages.

Specific Objectives:
• To evaluate the acceptability and effectiveness of VIA in a tertiary Institution in Nigeria.

MATERlAL$_ANP_MiT.HQJTS
• Visual Inspection with acetic acid (VIA) screening was conducted for 629 eligible and consenting members of staff 

and spouses of the male staffs at the University of Ibadan between April, 2011 to June, 2011 as part of routine annual 
staff medical exercises.

• A  10 stem questionaire was administered to all the eligible and consenting participants
• The VIA was done by trained nurses with the application of 5% acetic acid solution on the cervix and then 

examination under bright Vision.
• The participants were also counselled and linked to University College Hospital cervical cytology Programme for 

follow up.
• Fifty-four women reported for subsequent pap smear out of which 49 results were available for analysis.
• The data was analysed using SPSS Version 15 and a chi-square test was done to check the level of significance.

RESULTS
• The mean age of the participants was 42.76 ± 8.75 s.d.The youngest participant was 19 years old while the oldest was 

bb. .
• Sixty-nine (11.5%) were Nulliparous, 344 (57.3%) had between one and three children and 187 (31.2%) participants 

had four or more children
RESJJ1TS

• Of the the 629 that had VIA:
• 553 (87.9%) had normal result
• 76 (12.1%) had various forms of abnormalities .

• Contact bleeding 14
• Acetowhite 20
• Malignant lesion 2
• Other suspicious lesions 40

PAP-.SMEAR..REmiS.
• Forty-nine out of the 54 Pap Smear cytology results were available: 31 had normal VIA and Pap smear, 12 people had
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normal VIA but abnormal Pap smear result. 12 had abnormal VIA and abnormal Pap smear result, 4 had abnormal 
VIA but Negative Pap

• Though, the proportion of participants with abnormal VIA results increases with parity and number of living children 
from 8.7% among Nultiparous women to 11.0% among those with 1 -  3 children and 13.4% among those with 4 
children and above, this is not statistically significant (p=0.53).

• There was similar trend with age (p= 0.095)

• The prevalence of abnormal VIA result among University of Ibadan staffs and their spouses es shown in this study is 
12% and this has a direct relationship with their age and their number of children.

A C K N P W L E P f iM E N T S
• My sincere gratitude to Prof. I.F Adewole -  The Vice Chancellor, University of Ibadan.
• My teachers and mentors who showed me the way to make this a reality.
• To the Nursing staffs who recruited most of the participant and to all the participants.
• To GOD Almighty who made this study possible above all.
• My co-authors
• The staffs of APIN Plus/Harvard PEPFAR Program
• Management of University College Hospital, Ibadan,

Nigeria
• The Patients
• Organisers of SOGON 2011

Table 1: Some Demographie Profile of subjects

CHARACTERISTICS FREQUENCY PERCENTAGE

AGE 112 18.0
< 34 yrs 263 42.2
35- 44 yrs 248 39.8
> 45 yrs

PARITY 69 11.5
0 344 57.3

1 -3 31.2
> 45 yrs 187

Table 2: VIA Results.

VIA RESULT FREQUENCY PERCENTAGE

Normal 553 87.9

Abnormal 76 12.1
Total 629 100
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PL-060
ASSESSM ENT OF A STRUCTURED CHECKLIST FOR DETECTING GESTATIONAL 
DIABETES
Fawole AO; Ezeasor C; Bello FA; Roberts OA; Awoyinka BS; Tongo O; Adeleye J

INTROP.U.C.ÜQN
• Gestational diabetes is carbohydrate intolerance of variable severity with onset or first diagnosed during the index 

pregnancy.
• (Freinkel N et al( 2000]
• In Nigeria, prevalence of diabetes mellitus in pregnancies are generally less than 3 per 1000 deliveries.
.  [Wokoma FA et al, 2003]
• In Ibadan, the incidence rate of diabetes in pregnancy was 0.74 per 1000 deliveries per year.
• [ Oladokun A et al, 2003]
• In Enugu the prevalence of gestational diabetes is 1.7%
• [ Ozumba et al, 2004]
• Infants born to mothers with gestational diabetes mellitus are at risk of both biochemical and structural anomalies 

[Kelly I et al. 2005]
• Maternal mortality is as a result of increased incidence of ketoacidosis, hypertensive disorders of pregnancy, 

postpartum haemorrhage, increased in abdominal delivery etc.
• In University College Hospital, Ibadan, one Step model of diagnosis is the approach.
• Women with such risk factors as obesity, previous history of unexplained stillbirth etc, are subjectd to OGTT.
• However, identification of these women using risk factors is not done in a formal structure.
• In the USA (ACOG) universal screening approach is adopted using glucose challenge test [ Diana RD et al. 1997],
• Women are referred for an oral glucose tolerance test if the plasma glucose concentration one hour later is greater 

than 140mg per dl or 7.8mmol/L [Diana et al. 1997].
• Universal screening detected prevalence of gestational diabetes 2.7% significantly more than the 1.45% detected in 

the risk factor screened group (P<0.03) [Graffin ME et al, 2000]
• However, WHO and American Diabetic Association adopted a one Step model of diagnosing GDM [WHO, 1990].
• The most important risk factor or strongest predictor of gestational diabetes is the previous history of gestational 

diabetes [Nwah et al, 2001].
• According to WHO recommendations, fasting glucose levels is said to be normal at values less than 6.1mmol/L 

(<110mg/dl) and values greater than or equal to 7mol/L (> 126mg/dl) indicate diabetes mellitus while two hours 
postprandial of less than 7.8mmol/L (<140mg/dl) is normal and values greater than or equal to 11.1 (>200 mg/dl) 
indicate diabetes mellitus [ WHO, 2006 ]

• Initial treatment is dietary. Insulin may be commenced if initial fasting blood glucose is greater than or equal to 
8mmol/L or when the fasting blood sugar is consistently greater than 6mmol/L despite diet therapy [Culme et al. 
1999 ].

RATIONALE. FOB T H E-SlUDy
• This study was aimed at determining the effect of formal indusion of these risk factors in the routine antenatal 

protocol on the rate of diagnosis of gestational diabetes.
• The thoroughness of using these risk factors in identifying these women with GDM at UCH, Ibadan.

OBJECTIVES
Main Objectives

• Overall goal was to determine the effectiveness of a structured checklist of risk factors in identifying pregnant women 
at risk of gestational diabetes mellitus at the University College Hospital, Ibadan.

• To audit existing protocol for diagnosis of gestational diabetes mellitus.

MEIHOß&LQGY
• This analytical cross-sectional study was implemented in two phases.
• During phase 1, conducted between 2006 and 2007, women (537) with risk factor at booking (identified using the 

checklist) were subjected to OGTT.
• A pre-tested structured checklist designed to identify women with risk factors for GDM was employed retrospectively 

to screen medical records of pregnant women (549) managed during 2003/2004 (phase2).
• In both periods, women were selected by systematic random sampling.

STATl$TICA.l- ANALYSIS
• Data was analysed with Statistical package for the Social Sciences (SPSS Version 18).
• Frequencies were obtained and Chi- square was used for bivariate analysis. The level of significant was set at P<0.05.
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R.ES U U S
• The socio-demographic characteristics of the participants were similar(Table 1), and not statistically associated with 

acquisition of GDM (table 2).
• Thirty five (3.3%) women had gestational diabetes mellitus. Twenty six (4.8%) were in group A while 9 (1.6%) were in 

group B.
• There was increase in identification of women with history of GDM in the first degree relation (4 fold), women with 

history of previous unexplained stillbirth. women with recurrent pregnancy losses and macrosomia in the index 
pregnancy which were statistically significant (table 3).

• Overall, using the checklist, 134 (25.1%) women in group A had OGTT done while only 56 (10.6%) performed OGTT in 
group B.

• Note that 322 and 107 women are qaulified for OGTT in group A and B respectively.
• There was statistically significant difference between acquisition of GDM and BMI, unexplained stillbirth, previous 

history of GDM and previous macrosomic baby (Table 4).
• Previous history of GDM was the only risk factor that independently predicted gestational diabetes mellitus. Table 5.
• Complications were equally distributed except for the significant increase in abdominal delivery in group B ( Table 6)

T a b le  I . S o c io d e m o g ra p h ic  F e a tu re s  o f  t h e  P a r tic ip a n ts .

S o c io - d e m o g r a p h ic A +  B G r o u p  A G r o u p  B

C h a r a c t e r i s t i c s N  <%) N  (% ) N  (% )

A g e

1 5 -2 0 19  (1 .8 1 ) 7  (0 .7) 12  (1 .1 )

2 1 - 2 5 1 2 5  (1 1 .8 ) 6 6 (6 .2 ) 5 9  (5 .6)

2 6 - 3 0 4 2 3  (3 9 .8 ) 2 0 9  (1 9 .7 ) 2 1 4  (2 0 .1 )

3 1 -3 5 3 5 8  (3 3 .7 ) 1 7 6  (1 6 .6 ) 182 (1 7 .1 )

3 6 - 4 0 121 (1 1 .4 ) 6 0  (5 .6) 61  (5 .7)

> 4 0 14  (1 .6) 8  (0 .8) 9  (0 .8)

M e a n  a g e  (  ±  S D ) 3 0 .4  (±  5 .2 ) 3 0 .3 + 4 .5 3 4 .4  + 4 .5

E t h n ie  g r o u p

Y o ru b a 8 8 6  (8 3 .2 ) 4 3 4  (4 0 .8 ) 4 5 2  (4 2 .4 )

Ig b o 74  (6 .9) 3 5  (3 .3) 3 9  (3 .7)

H a u s a 21  (2 .0) 1 6 ( 1 .5 ) 5 (0 .5)

O th e rs 8 4  (7 .9) 41  (3 .8) 1 4 3  (4.0)

O c c u p a t io n

C iv il  S e rv a n t 4 8 1  (4 5 .2 ) 2 2 7  (2 1 .3 ) 2 5 4  (2 3 .8 )

T r a d in g 2 7 8  (2 7 .0 ) 121 (1 1 .4 ) 1 5 7  (1 4 .8 )

H o u s e  W ife 1 1 7  (1 1 .0 ) 6 4  (6 .0 ) 5 3  (5 .0 )

S tu d e n ts 1 0 0  (9.4) 5 7  (5 .4) 4 3  (4 .0 )

A rt is a n s 6 2  (5 .8) 3 7  (3.5) 2 5 (2 .3 )

Y o u t h  C o r p e r s 2 *  <2 3> 1 8  (1.7) 6  (0 .6 )
C le r g y 3 (0 .3) 3 O

E d u c a t io n  S t a t u s

P rim a ry 2 8  (2 .6) 2 6  (2 .4) 2  (0 .2)
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T o b te  2 :  tn f lu e n c e  o f  S o c io - D e m o g ra p h ic  F e a tu re s  o n  t h e  T o b te  2 :  tn f lu e n c e  o f  S o c io -D e m o g ra p h ie  F e a tu re s  o n  th e

P re s e n c e  o f  G D M  (G ro u p  A & B  c o m b m e d  to g e th e r )  P r e s e n c e  o f  G D M  (G ro u p  A & B  c o m b in e d  to g e th e r )

T ob te  3  A u d i t  o f  t h e  U s e  o f  R i s k  F a c to r s  in  Id e n t i fy in g  W o m e n  w ith  G D M

Risk Factors Group A Group B Relative
Risk

95% CI P-Value

N(% ) N (% ) Lower Upper

Previous history in First Yes 29 (5,5) 8(1.5) 3.72 1.72 12.92 0.0003
degree relation No 496 (94.3) 522(98.5)

Previous unexplained Yes 29 (5.7) 1(2.4) 0.424 0.218 0.824 0.007
stillbirth No 488(49) 526(97.8)

Recurrent pregnancy Yes 30(5.7) 9(1.7) 3.42 1.64 7.14 0.000
losses No 495(94.1) 520 (98.3)

History of previous Yes 10(1.9) 0(0) - - • 0.09
congenital anomaly No 516(98.1) 529(100)

Maternal weight > 90 Yes 26(4.9) 32(5.9) 0.83 0.50 1.38 0.48
No 500(96.1) 593(94.1)

Heavy glycosuria Yes 4(0.8) 2(0.4) 2.05 0.38 11.14 0.45
No 522(99.2) 527(99.6)

Previous macrosomic Yes 20(3.8) 13(2.4) 1.58 0.79 3.14 0.19
baby No 506(96.2) 516(97.6)

Previous history of GDM Yes 20(3.8) 14(2.6) 1.46 0.75 2.87 0.26
No 506(96.2) 515(97.4)

Macrosomia in index Yes 3 (0.6) 14(2.6) 0.22 0.06 0.76 0.008
pregnancy No 523(99.4) 515(97.4)

Unexplained Yes 2(0.4) 3(0.6) 0.68 0.11 4.07 1.000
polyhydramnios No 524(99.6) 526(99.4)
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Table 4: Relationship between each fisk factor and acquisition of GDM.
Risk Factors Group A Group B Relative

Risk
95% CI

N (%) _N (% ) Lower Upper
Positive History in first Yes 2(5.7) 35(3.4) 995(96.6) 1.68 0.42 6.75
degree relative No 33(94.3)

Unexplained still birth Yes 4(11.4) 38(3.7) 3.14 1.16 8.50
No 31(88.6) 992(96.3)

Recurrent Pregnancy losses Yes 2(5.7) 37(3.6) 1.59 0.40 6.41
No 33(94.3) 993(96.4)

Previous history of congenital Yes 1(2.9) 9(0.9) 3.10 0.41 20.51
annomaly No 34997.1) 1021(99.1)

Maternal weight >90kg Yes 4(11.4) 54 (5,2) 2.24 0.84 32.02
No 31(88.6) 976 (94.8)

Heavy Glycosuria Yes 1(2.9) 5 (0.5) 5.19 0.84 32.02
No 34(97.1) 1025 (99.5)

Previous Macrosmic baby Yes 4(11.4) 29 (2.8) 4.04 1.-51 10.77
No 31(88.6) 1001(97.2)

Previous history of GDM Yes 28 (80.0) 6 (0.6) 121.29 57.04 257.94
No 7(20.0) 1024 (99.4)

Macrosomia in current Preg. Yes 1 (2.9) 16(1.6) 1.11 0.26 12.49
No 34 (97.1) 1014(98.4)

Unexplained polyhydramnios Yes 0(0) 5 (0.5)
No 35 (100.0) 1025 (99.5)

BMI >25 Yes 28 (80.0) 639 (63.2) 2.27 1.00 5.15
No 7 (20.0) 372 (36.8)

TABLE 5: Multivariate Logistic Regression of Independent Predictors of Gestational Diabetes

Risk Factors 95% C 1

Odds Ratio Lower Upper P-Value

Previous Unexplained Yes 5.31 0.79 35.56 0.085
stillbirth No 1 - -

Heavy glycosuria in index preg Yes 3.20 0.04 244.51 0.599
pregnancy No 1 - -

Previous history of Yes 0.33 0.03 3.51 0.355
macrosomia No 1 - -

Previous history of Yes 950.49 25071 3603.55 0.000
gestational diabetes No 1 - -

BMI > 25kgm'2 2.15 0.51 8.99 0.296
1 - -

P lS -0 !i$ !Q N
• The incidence of GDM, when a structured checklist was used (group A) was 4.8% while the incidence in group B 

(without checklist) was 1.6% (comparable to a study done in Nigeria by Ozumba et al) P<0.05.
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• BMI was not considered at all as a risk factor in group B [ 107 Vs 345 ]
• This means that two hundred and thirty eight (44.9%) participants may have been missed.
• When subjected to multivariate logistic regression analysis, previous history of gestational diabetes mellitus was 

noticed to be the strongest predictor of GDM.
• This finding is similar to the finding by Nwah et al who explored risk factors for gestational diabetes among Asian 

women.
• Graffin et al' in his study again compared the use of universal screening versus risk factor based screening (selective 

screening).
• He conduded that universal screening revealed a prevalence of 2.7% which was significantly more than the 1.45% 

detected in the risk factor based screening group (P < 0.03).
• The incidence using risk factor based screening is even high than that of the universal screening.
• More complications are noticed in group B than A  .
• This justifies the importance of identifying women with GDM in Order to initiate appropriate management and 

reduce these complications
• Our audit confirmed that fewer women are currently being identified (56 Vs 345)
• A significant proportion of women with GDM are being missed.

KNQW.IEP5S -C.QNTR18UT1QNS
• A checklist of risk factors for gestational diabetes mellitus should be inculcated in our antenatal protocol so as to 

ensure thorough identification of women with GDM.
• Healthcare providers should have high index of suspicion in identifying any of these risk factors especially previous 

history of gestational diabetes mellitus.
• Healthcare providers should ensure proper counseling so that all the pregnant women with these risk factors, have 

oral glucose tolerance test done.

PL3-061
HYSTERECTOMY FOR BENIGN CONDITIONS AT THE FEDERAL MEDICAL CENTRE,
ABEOKUTA (A FIVE (5) YEAR REVIEW)
Omoya S.O, Awonuga D.O, Hunyinbo K.l, Alao M.O.
D e p a r t m e n t  o f  O b s t e t r i c s  a n d  G y n a e c o lo g y  F e d e r a l  M e d ic a l  C e n t r e .  A b e o k u t a .

!MLRQP_UCIIQN
Hysterectomy is the commonest major gynaecological Operation in the United States of America and the United Kingdom 
it is less commonly performed in Nigeria due to cultural and other reasons '. However, it still constitutes a significant portion 
of major gynaecological Operation in the country 
1- Mayonda I. 2003, 2-Ezem BU et al 1981.

Q M C I1V E
To determine the frequency, indication and outcome of hysterectomy at the Federal Medical Centre, Abeokuta. 

MET HO.PO.LOGY
• A retrospective descriptive study.
• The theatre records of all patients who had hysterectomy for benign conditions during the study period (January 

2003 and December 2007) were collated and the names compiled.
• The record was further checked with the inpatient record. The case files were retrieved.
• Total number of cases per year were noted.
• Information extracted from the record include: Patients’ biodata, route/ type of surgery, type of incision, indication for 

the surgery, uterine size at surgery, obstetric history, hospital stay and morbidities associated with the procedure.
• Data obtained were collated and analysed.
• The result is presented in tables and chart

RESULT
• There were one hundred and forty two cases of hysterectomies for benign conditions in the hospital during the study 

period of 5years from 1" January 2003 to 31" December 2007.
• One hundred and thirty four case files were available for review
• Retrieval rate was 94.4%
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Yeafly distribution
Y e a r 2 0 0 3 2 0 0 4 2005 2 0 0 6 2 0 0 7 T o ta l

N o. o f cases 25 29 26 30 24 134

.Indication
I n d ic a t io n N o .  o f  p a t ie n t %

Fibro id  w ith  m enorrhagia 94 70.15

Fib ro id  w ith  pressure Sym ptom s 7 5.22

D U B 14 10.44

O varian mass 7 5.22
C om bined  fistu lae  w ith  necrotic low er uterine 
segm ent

1 0 .74

Post m enopausal b leed ing  w ith  fibroid 1 0 .74

Utero-Vaginal prolapse 10 7.49
T o ta l 1 3 4 1 0 0

A ge (yrs) N o. o f  cases %

21-30 20 14.93

31-40 50 37.31

41-50 60 44.78
51-60 4 2.98
Total 134 100

Parity/No. of living childten

P arity N o . of 
p atien t

% N o. o f  liv ing  
ch ild re n

N o. o f  patient %

0 5 3.73 0 8 5.97

1 7 5.22 1 14 10.45

2 16 11.94 2 18 13.43
3 33 24.63 3 38 28.36

4 38 28.36 4 34 25.37

>5 35 26.12 >5 22 16.42

To tal 134 100 To tal 134 100

Route/type of surqety
Type No. of patient %

1.Abdominal Hysterectomy- Total 112 83.58

-Sub-total 12 8.95

2. Vaginal Hysterectomy 10 7.47
134 100

Type o  fIncision (abd Hysterectomy)

Type of incision No. of patient %

Midiine 80 59.70

Pfannenstiel 44 32.83

Total 124 92.53

Uterine size at surqery
S ir e  o f  u tc ru s  a t  s u r g c r y  (W e e k s ) N o . o f  p a tie n t %

Normal 14 10.45
S 14 14 10.4S

15-20 S4 40.30

>20 52 38.80
T o ta l 1 34 100
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P o s t  o p  M o rb id it ie s

intestinal injury, 1. 
4%

post op heamorrhage, 
2.7%

postop morbidities

paralytic Heus, 2,7%

i febrile morbidty 

I paralytic Heus 

i post op heamorrhage 

I intestinal injury

LIMITATION O E..THE STUDY
• All the case files could not be retrieved, Retrieval rate of 94.4%, The study population is small.

CQNGIU SIQN
• Symptomatic uterine fibroid constitutes the commonest benign indication for hysterectcmy at Federal Medical 

Centre, Abeokuta.
• Abdominal hysterectomy constitutes the bulk of the hysterectomy performed with vaginal hysterectomy mainly 

employed in cases of uterovaginal prolapse.

RECOMMENDATION
• Increased use of vaginal route for hysterectomy especially with uterine size <14 weeks, in view of reduced morbidities 

associated with it.
• Strict adherence to aseptic technique during surgery to reduce infective/febrile morbidities.

R.EFERENCES
1. Mayonda I. Total or subtotal abdominal hysterectomy for benign gynaecological disease. Review in Gynaecological 

Practice, 2003;3:26-31.
2. Ezem BU, Otubu JA. Hysterectomy in the Hausa/ Fulani Population in Nigeria. Int J Gynecol Obstet. 1981; 19: 145-149.

PL-062
CONTRIBUTION OF MALE FACTOR TO INFERTILITY IN A TERTIARY HOSPITAL IN 
SOUTH EAST NIGERIA —  ANALYSIS OF 512 SEMEN SAMPLES
Esike Chidi O. U*. Ukwuani Edith 0 \  Umeora Ugochukwu O .E z e o n u  Paul O*.
• D e p a r t m e n t  o f  O b s t e t r i c s  a n d  G y n a e c o lo g y , F e d e r a l  M e d ic a l  C e n te r .  A b a k a l ik i ,  E b o n y i  S to re

iNTRQOU-CIlQM
• Infertility. a world-wide problem.
• Occurs in 10-15% of couple.
• A  great cause of psychological distress and morbidity co
• Male factor infertility - abnormality in any of the components of the semen parameters(WHO,1999)
• A significant contributor to infertility.
• Extent of contribution of male factor to infertility varies in different regions of the world and even in different parts of 

the same country.
• This work therefore aims at finding the extent to which male factor contributes to inferti ity in our Center.

MET HQD.QL0.QY
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• Five hundred and twelve (512) semen samples of male Partners of infertile couples managed in our centre from 2007 
to 2010 were analysed using WHO criteria.

RESULTS
• Eighty two (16%) males were azoospermic.
• Fifty (9.8%) had all the Parameters -  count, morphology and motility normal. Majority, 222 (43.4%) had all the 

Parameters abnormal (the OAT syndrome).
• One hundred and sixty five males (32.4%) had normal count.
• Ninety four or (18.4%) normal motility.
• Ninety six (18.8%) normal morphology.

•

RIS.CUSa.QN
• Only 50 (9.8%) men had all the semen parameters normal. This is low and disturbing.
• Majority, 222(43.4%) had all the parameters abnormal ( the OAT syndrome).

• These could be attributed to:
• -High incidence of STi.'s. -fuelled by culture, - Activities of quacks.
• Only 50 (9.8%) men had all the semen parameters normal. This is low and disturbing.

• Majority, 222(43.4%) had all the parameters abnormal ( the OAT syndrome).
• These could be attributed to:

• High incidence of STi.'s. -fuelled by culture, - Activities of quacks.
• Azospermia in 82(16%) men. High and disturbing.
• Could be attributed to:

• Chromosomal abnormality. Found in2.1 -8.9% of men attending infertility clinics
• Azoospermia associated with karyotypic in 15 % of cases out of which 90% were 47XXv(Klinefelter‘s syndrome) 
(Bhattacharya,2007)

• High incidence of:
• Childhood mumps-orchitis,
• STi’s
• Activities of quacks (BIH with bilateral vas transection)etc.

• Compares to 16.8% found by Adams in Sudan .
• Higher than the 4.3% by Igberase in the more urban and enlightened Warn and Ibekwe et al in the same locality.
• 347 or 67.8% had oligospermia against 17.5% in the study by Adams in Sudan and65.1% by Igberase in Warri. 

Attributable to the factors highlighted above.
• Asthenozoospermia in 418(81.6%) of our sample, 30.7% (Adams)and 63.8%(igberase,20008)
• Teratozoospermia 416(81.3%), Igberase,2008(66.1%)

CONCLUSION
• Male factor infertility a very significant cause of infertility In our environment.
• Should never be omitted in the evaluation and treatment of the infertile couple.
• Need for a well designed IEC Programme
• Let me condude thus!
• WHO criteria for SFA good.
• Whose bench mark?
• What is the normal SF value for Nigerian men?
• What is it in your own area of practice?

PL-063
NUTRITION TO ENHANCE FETAL HEALTH AND NEONATAL WELLNESS: A 
BACKGROUND DISCUSS
Dr M.A Salisu
MBBS, MPH. MSc (Psychology), FMCPaed
Lecturer/Consultant Paediatrician, LASUCOM, Ikeja (SOGON 2011, Premier Hotel Ibadan)

NUTRIENTS;
• Carbohydrates, Fiber > Protein >Fat, Essential fatty acids > Minerals, Macrominerals, Trace minerals > Water > Vitamins 

>Other nutrients, Antioxidants, Phytochemicals, Intestinal bacterial flora
• It is clear from experimental data that nutrition influences fetal growth in late gestation
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The 8 week old embryo The fetus at 18 weeks The fetus at 36 weeks

• The mechanisms by which this occurs are currently not clear
• Fetal nutrition is the main regulator of fetal growth in late gestation.
• Fetal growth in late gestation is normally limited by maternal size and capacity to supply nutrients to her fetus 

(maternal constraint).
• The influence of maternal nutrition on fetal growth depends on :
• relative efficiency of the fetal supply line the timing and balance of changes in maternal nutrition indirect effects of 

altered maternal nutrition on fetal endocrine Status and Substrate balance.
■ The mammalian fetus grows at the end of a long and sometimes precarious 'supply line',
• This line links maternal diet at one end with fetal tissue nutrient uptake at the other.
• The supply line indudes:maternal diet maternal metabolism and endocrine Status, uterine and umbilical blood flows 

and placental transfer
• Nutrition is the major intrauterine environmental factor that alters expression of the fetal genome and may have 

lifelong consequences.
• This phenomenon, termed "fetal programming," has led to the recent theory of “fetal origins of adult disease.’
• This theory suggests that alterations in fetal nutrition and endocrine Status may result in developmental adaptations 

that permanently change the structure, physiology, and metabolism of the offspring
• This thus predisposes individuals to metabolic, endocrine. and cardiovascular diseases in adult life.
• There is growing evidence that maternal nutritional Status can alter the epigenetic state (stable alterations of gene 

expression through DNA methylation and histone modifications) of the fetal genome.
• This may provide a molecular mechanism for the impact of maternal nutrition on both fetal programming and 

genomic imprinting.
• Promoting optimal nutrition will not only ensure optimal fetal development, but will also reduce the risk of chronic 

diseases in adults.
• The “Barker Hypothesis' States that conditions during pregnancy will have long term effects on adult health.
• It is also known as the 'fetal programming hypothesis' or 'Thrifty phenotype'
• The word 'programming' illustrates the idea that during critical periods in early fetal development, there are 

persisting changes in the body structure and function that are caused by environmental Stimuli.
• This relates to the concept of developmental plasticity where our genes can express different ranges of physiological 

or morphological States in response to the environmental conditions during fetal development.
• If the mother has an inadequate diet then it Signals the baby that the living condition ir the long term will be 

impoverished.
• Consequently the baby adapts by changing its body size and metabolism to prepare for harsh conditions of food 

shortages after birth.
• Physiological and metabolic processes in the body undergo long term changes as a result of restricted growth.
• When the living environment switches from the condition of malnutrition to a society of abundant supply of nutrients, 

this exposes the baby to a bountiful environment that goes against what its body is desgned for and this places the 
baby at a higher risk of adult diseases later in adulthood.

• By the same token, if the fetus growing in the womb of a healthy mother is exposed to prolonged famine after birth, 
the infant would be less adaptive to the harsh environment than low birth weight babies.

• Associated risk of lifelong diseases includes cardiovascular disease, type-2 diabetes, obesity, and hypertension.
• Babies born lighter in weight appear to have an increased rate of mortality than babies born at a heavier weight.
• After birth, neonatal nutrition is affected primarily by: food intake and the functional integrity and capacity of the 

gastrointestinal tract.
• A  neonate’s nutritional requirements are modified by: muscle activity, thermoregulation and stresses of various kinds 

and degrees
• Functional deficits of the gastrointestinal tract have been circumvented by a more aggressive use of intravenous 

nutrition.
• Both intravenous and enteral nutrient mixtures have been substantially improved in the quantity of all nutrients and
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have been modified qualitatively toward compositions that are closer to those of human milk.
• These nutrient mixtures now produce plasma nutrient concentrations that approximate those of a healthy, breast-fed 

infant.
• Functional deficits of the gastrointestinal tract have been circumvented by a more aggressive use of intravenous 

nutrition.
• Both intravenous and enteral nutrient mixtures have been substantially improved in the quantity of all nutrients and 

have been modified qualitatively toward compositions that are closer to those of human milk.
• These nutrient mixtures now produce plasma nutrient concentrations that approximate those of a healthy, breast-fed 

infant.
• The natural food at birth is the breast milk
• Science continues to find that there is more to breast milk than "FOOD"
• Sometimes however, non breast-milk alternatives become imperative either as full replacements or adjuncts to breast 

milk
Prompt and appropriate Identification of this need and necessary intervention will ensure and enhance nutritional well being 
of the newborn.

______________ PROMOTING UNIVERSAL ACCESS TO MATERNAL AND NEWBORN HEALTH (SOGON 2011)______________

PL-064
THE STUDY OF THE FIRST CONSECUTIVE 35 PLANNED HYSTERECTOMIES AT THE 
SPECIALIST HOSPITAL (NOW UPGRADED ATBUTH) BAUCHI, NIGERIA
Erhatiemwomon, A.R., Isah H., Bello S.A., Mohammed F. S., Igbele T. M.
Department of Obstetrics and Gyneacology Abubakar Tafawa Balewa University Teaching Hospital. Bauchi 
dr_erhatie@yahoo.com

ABSTRACT
CONTEXT: The literature is replete with hysterectomies done across the country but little is known about this centre 
undergoing a transition to a teaching hospital Status.

OBJECTIVE: To study the characteristics of women who had hysterectomies especially those with morbidities and mortalities.

DESIGN: A retrospective, descriptive study of the first 35 women admitted for hysterectomy at the Specialist Hospital Bauchi 
under a single Consultant unit.

METHOD AND MATERIALS: The case notes for the 35 women were cross checked against the gynaecologic in-patient and 
theatre registers for agreement of data. No exdusion criteria was used. The ages, tribes, occupation, marital Status, parity, last 
confinement, last menstrual period and their presenting complaints were noted. Major outcome measures were mortality, 
morbidities and those who were discharged without any complications. They were followed up in the clinic for 5 months to 2 
years for complications. The pattern of outcome according to age, parity, indications, and extent of surgery was studied in a 
tabular manner. The total admissions made into gynaecologic ward during the period of study of 22 months were noted.

RESULTS: There were 4212 admissions into gynaecologic ward giving a hysterectomy rate of 0.83%. Indications for 
hysterectomy were genital tract malignancy 12 (34.29%), uterine fibroid 10 (28.60%); utero vaginal (UV) prolapse 8 (22.86%); 
obstetric hysterectomy 4 (11.43%); and dysfunctional uterine bleeding (DUB) 1 (2.86%). Of the genital tract malignancies, 
ovarian cancer constituted 75% (9/12) and two died of relapsed disease following primary Staging laparotomy and delayed 
induction chemotherapy. They were both stage IV diseases. One case of endometrial cancer in stage IV also died following 
surgery. 8 women had surgeries for UV prolapse; 3 by abdominal route because of concurrent pelvic pathologies of whom 2 
(67.0%) had complications of vault prolapse and mild cerebrovascular accident. All 5 who had vaginal hysterectomy (62.50% 
of all UV prolapse) had no complications. All obstetric hysterectomies (11.43% of all patients) had no complaints following 
hysterectomy. Majority who had hysterectomy for uterine fibroid survived with out complications (90% of the group). The 
only one who died had no blood for transfusion after surgery.
The age and parity do not appear to be risk factors for hysterectomy.

CQNCLUSjQN;
4 women died in the series with a mortality rate of 11.43%. 50% of this mortality (2/4) occurred in ovarian cancer group. 
Genital tract malignancy on the whole contributed 75% of all mortalities.
The recorded 10% mortality rate in uterine fibroid resulted from lack of blood for transfusion. This study showed 100% 
success rate with vaginal hysterectomy. While those who had the abdominal approach had 67% (2/3) complication rate. The 
level of evidence from a retrospective, descriptive, non analytical work of this nature is noted. However ovarian cancer
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remains the major cause of mortality world wide. The 5 years survival rate remains less than 30% in spite of the use of the 
platinum based agents and the laxanes.
Implications for all is that ovarian cancer is a scourge to which all resources should be directed. Can it be prevented? 

KEY .WORPS:
Vaginal hysterectomy, abdominal hysterectomy, obstetric hysterectomy, dass of hysterectomy, mortality, morbidity. 

INTRODUCTION
Hysterectomy, from the Greek words hystera ektomia, is the surgical removal of the uterus usually performed by the 
gynaecologist’. It is the most commonly performed gynaecological procedure"’ it has emerged as a definitive management 
Option in a wide rage of conditions, sucfc as genital tract malignancies, benign lesion of the uterus, genital prolapses, 
menstrual abnormalities and uncontrollable post partum haemorrhage. It can be performed by laparotomy (in which case it 
can be emergency obstetrics or elective) in either case it can be total when the cervix is removed along with the corpus or 
sub total (supra cervical) when the cervix is left behind'.
Vaginal hysterectomy is the removal of the uterus entirely through the vaginal canal and has advantages of less 
complications, shorter healing time and shorter hospital stay over the abdominal route. In recent times, laparoscopic 
surgeries have been done in over 8 0 % of dassical gynaecologic operations' because of obviojs reduction in trauma, shorter 
hospital stay, faster recovery, lesser pain, and more rapid return to functions *.
In spite of these advantages of laparoscopy in well selected patient's populations, the dassical traditional hysterectomies by 
open surgery remain the gold Standard in management of gynaecologic disorders'. This abdominal approach is very often 
applied in circumference of anticipated complications. When compared with the laparoscopic technique the abdominal 
(laparotomic) surgery causes shorter Operation time with fewer rate of major complications though with slower healing *. 
The laparotomy route is not without complications such as haemorrhage, injuries to adjacent organs, trauma. infection, vault 
haematoma, vault prolapse, burst abdomen, nerve injury and in severe cases mortality \
The outcome of dassical hysterectomies (laparotomic and vaginal) have been profusely documented in our couniry 
‘ "  ” , but little is known about this centre that is undergoing transition to a teaching hospital Status. Against this 

background, a study of the first consecutive 35 hysterectomies done under a single Consultant was carried out between April 
2 0 0 8  and February 2 0 1 0  with the aim of characterizing the women who had the dassical hyst?rectomies especially those 
who had morbidities or mortalities.

M.ETH 0 D
The first consecutive 35 hysterectomies done by the Consultant following his appointment with the hospital in April 2008 
were kept and formed the source of data for the study. No form of exdusion criteria was usec. The data in the women's case 
notes were cross checked against the gynaecologic ward register and that of the theatre to ensure agreement of data 
recorded. A  descriptive retrospective survey was carried out over 22 months between April 2C08 and February 2010.
The ages, tribes, occupation, marital Status, parity, last confinements, last menstrual period. presenting complaints, 
indications for Operation and the dass of hysterectomies were documented.
The outcome measures were mortalities, morbidities and successful operations. This is shown in table I under results of 
study.
Over the same period the total admissions made into the gynaecologic ward was noted. We looked at our obstetric 
hysterectomies against the denominator of gynaecologic admissions and so a rate of hysterectomy could easily be 
calculated. The impact of age, parity, indications for surgery, and dass of hysterectomy on the outcome of hysterectomy was 
assessed in a tabular manner and proportions were deduced from them. These are shown in tables II, III, IV and V  under 
results of the survey.
The women were all followed up on outpatient basis for a variable period of 5 months to 2 years after surgery.

RESUUS
All the case notes were found and they agreed with the data in the gynaecologic and theatre registers. Only one woman was 
cost to fellow up.
The mean age of women was 44.69 years. (ränge 25-80 years). Table II sh’ows the distribution of outcome according to age 
groups. 13 out of the 35 women (37.14%) were in the age bracket 41-50 years, while 10 representing 28- 57% were in the 31- 
40 years bracket. The 2 elderly women had vaginal hysterectomy for UV prolapse without complications. Age does not seem 
to be a risk factor for mortality in hysterectomy.
The majority of the women, 24 of the 35 (58.57%) were Hausas while the Fulani and Bajara were each 2, representing (5.71%). 
2 women never specified their tribes (5.71%). 3 of the 4 mortalities (75.0%) were Hausas. This may be because they were in 
majority. other tribes were Toroso, Badija, Jarawa and Barabu. All the women were married and full house wives by 
occupation except one who was a widow.

Table III shows the impact of parity on outcome of hysterectomy. 2 women were nulliparous. One of them had surgery for 
huge uterine fibroid and had no blood for transfusion post operatively. The second had a Stage IV endometrial carcinoma,
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apparently in-operable case and died after surgery. 9 out of 35 (25.71%) belonged to the para 9-12 group and none died 
with only 2 having complications. Similarly 18 of the 35 (51.43%) were para 1-5; and 2 of them died and one had morbidity. It 
may be hard to say that parity may be a risk factor for mortality in hysterectomy. Other cofounding variables like fitness for 
radical surgery may be the key factor.
13 of the 35 women (37.14%) were currently menstruating at the time of surgery though with irregulär menses and 
oligomenorrhoea while 12 out of 35 (34.29%) were in variable periods of menopause ranging from 2 years to 40 years. The 4 
cases of obstetric hysterectomies they were having term pregnancies at the time of surgery. 6 never knew their last menses. 
25 of the 35 women (71.43%) had their last confinement ranging 1 year to 40years. Data were not available in 8 women and 
2  were nulliparous.
The presenting complaints were related to the indications for surgery. UV prolapses complained of protrusion per vagina, 
uterine fibroids, presented with abdominal swellings and pains, and ovarian tumours presented with abdominal swelling and 
discomfort. The obstetric hysterectomies were all in labour after which labour ceased and bleeding per vagina noticed.
Table IV shows the impact of indications for surgery on the outcome of surgery. Genital tract malignancies were the 
commonest indications for hysterectomy in this series with 12 out of the total 35 giving (34.29%) 4 of the women had 
morbidities of whom 3 died giving mortality rate in the group of 3/12 (25.00%).

Ovarian carcinomatosis constituted 9 of the 12 that is 75.00% of the genital tract malignancy and contributed 2 of the 4 total 
mortalities in the whole series. Ovarian cancer caused 50% of the deaths. The next common indication for surgery was 
uterine fibroids accounting for 10 of the total 35. that is (28.57%). Only 2 had morbidities out of whom one died. There were 
8 UV prolapses. 3 were treated by total abdominal hysterectomy because of concurreni pelvic pathologies while the 
remaining 5 had vaginal hysterectomy. There was 100% success rate with the vaginal hysterectomy while complications rate 
in the abdominal approach was (66.67%). The complications were vault prolapse. mild cerebrovascular accidents and wound 
sepsis, though they recovered subsequently. There was also 100% success rate with the obstetric hysterectomies. Indications 
were ruptured uterus and couvelliare Uterus. It is striking that no cases of hysterectomy was done for cervical cancer.
Table V shows the impact of the dass of hysterectomy on the outcome of hysterectomy. Only one case of supracervical 
(subtotal) hysterectomy was done for the couvillare uterus and she survived. 19 of the 35 women had type I hysterectomy i.e. 
(54.29%). Only one women died of lack of blood for transfusion. The mortality rate in type I hysterectomy groups was 5.26%. 
2 women had dass II hysterectomy (5.71% of total). Mortality rate in the group was 0.0%. 8 of the 35 women had radical 
hysterectomy (43.75% of the whole) and 2 died in the group giving a mortality rate of (28.57%). 10 of the 35 women 
(28.57%) were planned for primary Staging laparotomy (9 ovarian cancer and 1 endometrial cancer). The 9 ovarian cancer 
had 8 radical surgeries while 1 had type I hysterectomy. The endometrial cancer was inoperable.
The total admission made into the gynaecologic ward during the survey was 4212 giving a hysterectomy rate of 0.83% of 
total admissions.
The ovaries were conserved in the obstetric hysterectomies (4) and type l hysterectomies (19) group. A total of 23 out of the 
35 cases; giving an ovarian Conservation rate of 65.71%.

DISCUSSIQN
The mean age in this study is 44.69years (ränge 25-80 years), with 65.71% in the age bracket 31-50 years; while the mean 
parity is 4.17 (ränge 0-15), with 57.15% in the bracket para 0-5. Overall it would appear age and parity do not constitute risk 
factors for hysterectomy. This is because mortality was reported for both the young and the old. Morbidities were also 
reported for high and low parities. Looking at the group, hysterectomy was done for fibroids in 53% (perimenopausal group) 
41-50 years and in 90% for the age group 31-50 years. Without regards to parity, outcome was successful in 90% of them. In 
the malignancy group, Operation was done for 9 out of the 12 representing 75.00% in premenopausal years (35 -  50 years), 
while only 3 women (ovarian cancer, endometrial cancer, and endometrial hyperplasia atypia) that is 25.0%, were post 
menopausal. Mortality occurred in 70% premenopausal and 30% postmenopausal and all mortalities were low parity (100%). 
The UV prolapse were all successful regardless of age and parity except those who had abdominal surgery with 70% 
morbidity rate (all being postmenopausal and high parity).

It may be plausible to say that low party and young age may be risk factors in malignancy group; except that, because of 
design of this study, no Statistical analysis was done. Age, and by extension parity in developed n3tions, had been found to 
be risk factors in hysterectomy." Although long term all case mortality morbidity rates for hysterectomy is usually small, the 
women younger than 45 years as in this study have relatively higher rates believed to be due to hormonal effect of 
hysterectomy and prophylactic oophorectomy."

Ovarian Conservation rate in this study was 65.71%. The women were essentially having beningn esions (uterine fibroids, UV 
prolapse, obstetric obstetrics; and DUB). Of the 34.29% who had their ovaries removed, only one complained of 
postmenopausal Symptoms of hot flushes, and these abated with reassurance and sedatives. Thee was no need for 
hormone replacement therapy. In some surveys of patients who had hysterectomy for ovarian cancer, ovarian Conservation 
rate of 20% ' was noted. This contrasts greatly with our Conservation rate of 65.71%. This is most probably because our 
malignant group constituted 34.29% of our total raw population. We studied a predominantly beningn population. Point 
further, since the mean age of this study is 44.69% a state of surgical menopause expectedly would have been created in

249

UNIV
ERSITY

 O
F I

BADAN LI
BRARY



PROMOTING UNIVERSAL ACCESS TO MATERNAL AND NEWBORN» HEALTH (SOGON 2011)

QFTHEHYSTERiCTQMYWOMjN

S /N * | e T r ib e O c c u p a M a r i u l P a r i t y L a s t  C o n -  I m p P r e s e n t ln g  In d lc a t lo n s C la ss O u tc o m e

H o n S t a t u s f in e m e n t C o m p la ln t s S  M 0

1 2 5 »UIAN1 H /W M a 3 *  3  a ltv e P r o t r u s io n  p v « S  N i l N U

2 6 5 f lA A N I H /W M a 1 2 »  3  a l iv e 2 0 y r s 1 7 y rs p r o t r u s io n  p v  “ • « « - , C V A  W o u n d N U

S e p s is

3 52 »U tA N I H / W M a P a ra  6 »  6  a ltve A b d o m in a l  0 » i w C A I I I S  N IL N IL

s w e ll ln g , 

n « k  s w e l l in g
4 4 5 BADUA H / W M a 5 »  5  a l iv « 1 7  v e s 6 /5 2 P v d t s c h a r g e  w « *w «  

r ^ n x i i
1 S  N IL N U

5 3 5 HAUSA H /W M a 3 * 0  3  a l iv e 1 6 y a 2 /5 2 A b d o m in a l  w e n n * 1 S  N U N U
s w e l l ln g  » « m d *

6 4 5 MAUSA H /W M a 2 * 0  1 a l i v * 2 S y r s lV f I r r e g u lä r  O -a rn »  CA 1
*  B u r s t N i l

m e n s e s
a b d o m e n

7 3 8 1AAAWA H / W M a 5 »  4 a lt v e 12y r s 3 9 / 5 2 l a b o u r  p a m  Arpture w * S  N IL N IL

8 57 HAUSA H /W M a 2 * 0  2  a l- v r 2 5 y r s 2y r s A b d o m in a l  w e n n * 1 S  N IL N IL

s w e f t i «

9 3 1 ■AAAIU H / W M a 3 * 0  a l l  a l iv e 3 9 / 5 2 l a b o u r  p a in  w - t 1 S N U N IL
uw»«*

10 6 0 MAUSA H /W M a 5 »  3  a l iv e 2 0 y rs » reg u lär E rd o m e t r ia l  ( r o o m n r u l 1 5  N U N IL
sam p Sn g  w itn  t iy p e rp tau a

b fp e rp la s la  «Kh atyp ia

11 4 0 MAUSA H /W M a 2 *  1 a ltv e lO y r s 4 /1 2 I r r e g u lä r  O U B  

m e s s e s l y r s

II S  N U N U

12 45 MAUSA H / W M a 3 * 0  2  a ltv e 2 3 y r s A b d o m in a l  O v a r ia n  C A II I S  D ted l y r ,  6  m onth»

d iK o m f o r i , la te r  o l  re lap te d

consiipatlon d ise a se

13 30 KAUSA H/W Ma 0*0 Nuflipara l a s t Abdominal Uterine 1 N i l N i l  • Died
m on th sweHing lyr Fibtoids

14 42 KAUSA H/W Ma 2*01 altve 1/52 4m Uterine 1 
infertility Fibröds

s N U  N i l

15 80 HAUSA H/W Ma 10* lOalrve 30yrs 10m  iPotrusion pv UV Vag. 5 N U  N U

protaps« Hyst.

16 42 S A A R A H/W Ma 12*08aüve 13yrs 1/12 Abdominal Uterine II S N U  N U

sweling wvxm
20/7

17 50 HAUSA H/W Ma 3*2aüve 20/ts iom Protrusion UV Vag. S N U  N U

PV prolapse Hyst

18 35 BAJAM H/W Ma 10 6 aFw 4vrs 3/52 1»V Weedmg« Uterine 1 5 Nil Nil
15/7 Fibcoids

19 40 KAUSA H/W Ma 1*0 none altve 35yrs r r t f i / a r Abdominal Cbanan ca m 5 Prtm»-» Inducton
sweing chemotrerjpy not 

started untH ddease
reiapsed and died

20 40 H/W Ma 10*0 7alw 5m Thö Abdominal w*"* 1 NIL Nil NU
month pains

21 30 KAUSA H/W Ma 3» 3alve Protrusion Vag. s NU NU
PV Hyst.

22 50 KAUSA H/W Ma 8* all Kw 14m 14m Abdominal OnrimCA ||| s Had biadder
pains ln|ury NU 

Repaired 
3 layer

23 50 KAUSA H/W Ma 7*07a*rve 12m 2m Abdomina! «*•** 1 
discomfon ft,od‘

s Nil Nil

250

UNIV
ERSITY

 O
F I

BADAN LI
BRARY



PROMOTING UNIVERSAL ACCESS TO MATERNAl AND NEWBORN HEALTH (SOGON 2011)
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TABLEII IMPACT OF AGE ON OUTCOME OF HVSTERECTOMY

Age(years) Frequency Women without 
complications

Morbidrties Mortalities

< lOyrs 0 0 0 0

10-19 0 0 0 0

20-30 5 4 0 1

31-40 10 8 2 1

41-50 13 10 3 1

51-65 5 2 3 1

> 65* 2 1- 1 0
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TABLE III: IMPACT OF PARITV OF OUTCOME OF HYSTERECTOMY.

Parity Frequency No of women wlthout 
complications

Morbidities Mortality

0 2 0 2 2

1-5 18 15 1 2

6-8 5 4 1 0

9-12 9 7 2 0

13-15 1 1 0 0

> 16 0 0 0 0

TABLE IV IMPACT 0F INDICATION FOR SURGERY ON OUTCOME OF HYSTERECTOMY.

Indications Frequency No of Women Morbidity Mortality

1. Uterine Fibroids 10
without complication

9 1 1
2. Genital Tract

Malignancy 12 8 4 3
• Ovaria n CA 9 6 3 2
- Uterine Sarcoma 1 1 0 0
- Endometrial CA 1 0 1 1
• CervicaICA 0 0 0 0
- Endometrial 

atypia 1 1 0 0
3. UV Prolapse

- With Coexisting 3 1 2 0
pelvic pathology 

• Without pelvic 
pathology 5 5 0 0

4. Obstetric 
hysterectomy 
- Ruptured uterus 3 3 0 0

- Couvelliare 1 1 0 0
uterus 

5. DUB. 1 1 0 0
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TABLE V IMPACT OF CIASS OF HYSTERECTOMY ON OUTCOME OF HYSTERECTOMV.

Type of Hysterectomy Frequency Women without Morbidities Mortality

- Subtotal 1
complications

1 0 0

hysterectomy 

- Vaginal 5 5 0 0

hysterectomy 

+ Posterior repair 

- Total abdominal 

hysterectomy

i. 19 15 3 1

ii. 2 2 0 0

iii. 8 5 1 2

iv. 0 0 0 0

v. 0 0 0 0

- Primary Staging 10 6 1 2

laparotomy 

- Planned primary 1 0 1 1

surgery but 

inoperable

more than one woman seen in this study with postmenopausal problems. The age at menopause has been shown to drop 
by 3.7years when the ovaries are removed than when preserved N The black race is well known to have low risk for post 
menopausal Symptoms because of the dark skin and the sun being vertically overhead for most part of the year.
Indications for hysterectomy in this study were genital malignancy (34.29%), uterine fibroids, (28.60%), UV prolapse (22.86%), 
obstetric, (11.43%) and DUB (2.86%). The indications for surgery would seem related to the extent (dass) of the 
hysterectomy. All the beningn indications for surgery had a dass I or II hysterectomy (uterine fibroids; UV prolapse with 
concurrent pelvic pathologies; obstetric cases had dass I hysterectomy; while other UV prolapses had vaginal hysterectomy 
and the DUB, a dass II hysterectomy). The radical hysterectomies were done for the malignant cases except one malignant 
case a 45yars old who had a dass I hysterectomy because it was an early stage ovarian cancer (serial no. 6 table 1 ). She did 
very well through out the follow up. The commonest reasons for hysterectomy generally is uterine fibroid and of genital 
cancers represent only 10% '\The reason for this contrast is probably the taste of the surgeon towards ovarian cancer and 
genital malignancy which influence the pattern of referral of cases to his unit. It is noteworthy that not one case of cervical 
cancer was seen in this study. We do not have an organized screening Programme for cervical cancers, neither do we have 
an organized health education Programme - two interventions that can lower the incidence of cancer of the cervix in the 
community. Moreover, It is a disease of high parity (In this study 42.85% were parity greater than 5).

Complication rate of 22.86% was observed. This included CVA, vault prolapse, wound sepsis, burst abdomen, anaemia, 
bladder laceration and hot flushes. These were all in the abdominal laparotomic group and occurred in the early stages of 
this study. These complications could be related to age, background medical disorders, concurrent pelvic pathologies and 
indications for surgery. The CVA was jointly managed with the physicians with good outcome. The burst abdomen was in 
obese woman and she had an immediate repair with good result. The vault prolapse was in the UV prolapse group treated 
per abdomen. She had modified McCall posterior culdeplasty. She eventually developed wound dehiscence. She spent good 
time before finally being discharged home in one of the outlier States. This study shows impressive results with vaginal 
hysterectomy (100% success rate) compared to 66.67% complication rate in those treated abdominally. A  recent Cochrane 
review recommends vaginal hysterectomy over other variants where possible “ The result of obstetric hysterectomy in this 
study is also very impressive. 100% of them were alive and well without complications. Three of them had uterine rupture 
while the fourth had couveliare Uterus. This result does not Support most series where case mortality run into two digits1'. 
Our success may be due to the skill of the surgical team, antibiotic coverage and intensive post operative management.
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There were 4 mortalities in this series, giving a mortality rate of 11.43%. 50% of this figure occurred in the ovarian cancer 
group and becomes 75% if all genital tract malignancies are evaluated. Short term mortality (usually within 40 days of 
Operation), associated with hysterectomy is reported variously as 0.1 -  0.6 percent it becomes several times higher when 
performed in pregnancy, cancer and other complications The mortality rate of 11.43% is far higher because our leading 
complication for surgery is malignancy rather than uterine fibroids. The endometrial cancer was a stage IV disease which was 
inoperable. She died shortly after laparotomy without Staging. The two ovarian mortalities were stage IV cancers who had 
primary staging laparotomy though (suboptimal) and had delays in procuring cytotoxic drugs for the induction 
chemotherapy. Subsequently they both had relapsed disease and died. Ovarian cancer is a leading cause of mortality all over 
the world The five year survival rate remains less than 30% inspite of the use of cisplatin based agents and the taxanes
U M » »  .

The problem in our centre today is how to manage our genital tract malignancies. Ovarian carcinomatosis is seen by us as a 
dread of gynaecology. Implication of this research to all, is that all resources of those at stäke should be directed to fight this 
scourge. Can it be prevented? The level of evidence from a retrospective, descriptive. non analytical work of this nature is 
noied.

CONCLUSION
The commonest indication for hysterectomy was genital tract malignancies which was seen at an earlier ages than before; 
and the mortality rate was high in spite of efforts made.
When hysterectomy was done for beningn lesions, results were usually good. Efforts should be made to provide resources 
and personnel to ensure availability to and access by the patients to facilities.
We feel there are cervical cancers in the community. A  programme of sensitization, education on cervical cancer, as well as 
an organized Programme of Screening will bring the disease to the fore as well as reducing it.
A  call is made for a comprehensive look at ovarian carcinomatosis. The current approach at tertiary preventions may not be 
sufficient. Since the disease has no known preclinical stage, our efforts may be focused on primary prevention of a disease 
that is a calamity too much to bear.
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PL-065
ASSESSMENT OF THE RISK APPROACH TO THE REDUCTION OF MATERNAL 
MORTALITY IN NORTH-CENTRAL NIGERIA
Ochejele S, Obulu M A., Hwande T S, Ijiko E B., Ochogwu M O.. Onoviran O O., Irowa O,

INTROPUCJ IQN
• Maternal risk is the probability of dying or being seriously injured during pregnancy.
• One of the primary goals of antenatal care is risk assessment.
• The concept of risk assessment is based on the following:

• certain groups of women have a higher likelihood of maternal death than other women:
• health workers can identify these women;
• and if they loc'ate these women, health workers can prevent deaths.

IH£ JÜSK AEERQACH
• ln the past, women were screened to determine who was at high risk of developing complications.
• Criteria, referred to as the 'four toos" were used to screen women for this purpose.
• Women who were: too young (less than 15 years); too old (greater than 35 years); too often (birth interval shorter 

than 24 months); and/or too many (greater than five pregnancies),

THE RISK APPRQAChb2
• Other types of epidemiological research look at risk factors as a means of untangling aetiologies.
• Obstetric risk factors are often used as a screening device to assist in patient management.
• Maternal risk factors have been studied primarily for their value in predicting or preventing unfavourable perinatal 

outcomes.
• High attention paid to identifying 'high risk" women during pregnancy.
• No published studies linking risk factor identification with reduced maternal or perinatal morbidity or mortality.

s • The effectiveness of the formal risk-approach strategy to the reduction of maternal mortality and morbidity has not 
been systematically examined in trials.

QBJKIYE
• The objective of this study was to predict the risk of death using the age distribution, parity and booking Status of 

women who had maternal deaths in four health facilities in Makurdi.

MEIäQP-QLÖGY
• This was a 6 month prospective, cross sectional study of maternal deaths from 1“  January, 2011 to 30 " June, 2011

255

UNIV
ERSITY

 O
F I

BADAN LI
BRARY

http://www


PROMOTING UNIVERSAL ACCESS TO MATERNAL AND NEWBORN HEALTH (SOGON 2011)

using the emergency obstetric care register.

R.ESULTS
• The relative risk for women aged 20-34 years (low risk pregnancy) was 0.9

PiSOJSSIQN
• The main finding of this study is that all pregnant women are at risk of maternal mortality irrespective of their risk 

categorization.
• Socio-demographic risk factors are poor predictors of direct maternal mortality.
• Majority of women that died were aged 20-34 years or booked.
• These women were not at risk since their relative risks were less than 1.
• This finding shows that, contrary to the expectations in routine obstetric practice, majority of maternal deaths occur 

in the low risk group.
• This finding is in agreement with findings from other studies
• Several studies have revealed that age, parity, education of mothers, obstetric factors, unavailability of health facilities 

and trained health personnel, and socio-economic factors, are associated with an increased risk of maternal death
• Most of the previous studies did not consider the absolute numbers of maternal deaths in the low risk group.
• Further research need to be conducted to develop better screening Parameters and to understand the role of social 

risk factors in maternal mortality.

This study has shown that all pregnant women are at risk for maternal mortality.
Since all the causes of these deaths are treatable, we recommend a population-based approach for the reduction of 
maternal deaths rather than the copventional risk approach.
This approach will indude counseling all pregnant women on the danger/warning signs of obstetric complications, 
birth preparedness and complication readiness to avert delay in women with obstetric emergencies.
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Table 1: Maternal Mortality by Age

A g e N u m b e r o f 
d e live rie s

N u m b e r of
M atern a l
deaths

M atern a l 
M o rta lity  ra tio  
/1 0 0 ,000  
d e live rie s

%  of
d e live rie s

% o f
M atern a l
d eaths

R e la tive  R isk 
o f  m a te rn a l 
death

<20 104 1 952 7.45 5.26 0.7
20-24 327 4 1,223 23.41 21.05 0.9
25-29 477 4 839 34.15 21.05 0.6
30-34 286 6 2,098 20.47 31.58 1.5
35-39 117 3 2,564 8.36 15.79 1.9
40 and above 24 1 4.167 1.72 5.26 3.1
Missing 62 - -
Total 1,397 19 1,360
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Table 2: Maternal Mortality by Parity and Booking Status

Parity Number of 
deliveries

% of deliveries Number of
Maternal
deaths

% of Maternal 
deaths

Relative Risk of 
maternal death

1 370 26.49 4 21.05 0.8
2-4 828 59.27 8 42.11 0.7
5- Above 199 14.24 7 36.84 2.6
Total 1397 100 19 100
Booking Status
Booked 1000 71.58 10 52.63 0.7
Unbooked 397 28.42 9 47.37 1.7
Total 1397 100 19 100
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PL-066
CONTRACEPTIVE IMPLANTS: REASONS FOR CLIENTS USING THEM BEYOND THE 
RECOMMENDED DURATION IN JOS, NIGERIA
Mutihir JT., Nyango DD., Ocheke AN.
Department of Obstetrics and Gynaecology, Jos University Teaching Hospital, Plateau State. Nigeria

INIBQRUniPN
• Contraceptive implants are long term hormonal methods of contraception meant to be used for a maximum of 60 

months for Norplant and 36 months for Implanon.
• Forgetfulness has been determined as reasons for extended use in some centres
• Others have found movement to places where such Services are unavailable
• Implants being out of stock and high Cost of removal have been advanced as other causes of extended use elsewhere
• Implants

0BJECT1VES OF THE STUPY WEfPQ-PJIEfiMINE
• The percentage of clients using Implants for extended periods
• Reasons why clients used implants longer than the prescribed duration in our own se:ting
• Any failures or adverse effects with the prolonged use

M.ETH.O.POLQ.GY
• This was a prospective study of all consecutive clients requesting for removal of implants who had used them for 

longer than the prescribed duration
• Consent was obtained from the clients for the study
• A  pre-tested questionnaire was given for clients to fill out after the removal
• Data was fed into the an Epi-Info' Statistical Software and analysed for percentages and means
• Period of study was September 2005 to August 2011; a 6-year period.
• A  total of 906 clients had implants removed within the period of study (6 years)
• One hundred and fifteen (115) clients qualified for recruitment into the study (12.7%)
• Norplant was used by 47 (40.9%) and Implanon by 68 (59.1%)
• Norplant was used for an average of 85.9 months and Implanon for an average of 39.8 months
• Age ränge was between 24 and 55, with a mean of 38.4 ± 6.6 years.

• The rate of Extended use among users of Implants is high (12.7%)
• The main reason for Extended Use of Implants was that clients had no problems with them
• Other Reasons: No reason for doing so' and 'Forgetfulness'
• No pregnancy was recorded

Implants Removed

____________ Type of Implant Removed_____________________ Number (%)_________
68 (59.1)_______________
47 (*0.9)_______________

Total 115(100.0)

Im p lanon  (S ingle Rod) 
N o rp la n t (Six Rods)
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Contraceptive use Prior to this Implant

Reasons for having the implants removed at the time

Reason for getting 
the im plants 
removed

Frequency (%)

Had reached tim e 
for removal

79 (68.7)

W anted another 
pregnancy

15 (13.0)

W anted to  rest 12(10 .4 )

Had lost husband 4 (3.5)
Husband wanted it 
removed

3 (2.6)

Had no need fo r it 
again

1(0.9)

Had reached 
m enopause

1 (0.9)

Contraceptives 
use before 
Implant

Frequency
(%)

Injectables 37(32.2)
Oral pills 79 (76.5)
Intra-uterine
Device

15 (13.0)

Nor plant 11(9.6)
Condom male 7(6.1)
Safe period 5 (4.3)
Other 1 (0.9)
None (First 
Timers)

20(17.4)

Educational level o* Client«

Level of 
Education

Frequency
(%)

Tertiary 50 (43.5)
Completed
secondary

8 (6.9)

Completed
primary

11 (9.6)

Attempted
secondary

21 (18.3)

Attempted
primary

12 (10.4)

none 6 (5.2 )
Not stated 7(6 .1 )

Whether clients would like to use implants again in the future

W illingness to use
im plants in the future Frequency (%)

Yes would like to use 76 (66.1)

No, would not like to use 34 (29.6)
Not sure of further use 5 (4.3)
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Clients' Wishes foc More Children in the Future

Wishes to have more children Frequency (%)
Yes( want more children 42 (36.5)
N o , d o n 't  w a n t  m o r e  c h i ld re n 7 2 (6 2 .6 ) *

Don't know (Not sure) 1 (0.9)
(*0ver 60% of clients were using Implants as an alternative for permanent
contraception!)

Reasons for extending use of implants

Reason fo r use the 
implant fo r longer 
period

Frequency (%)

Had no Problems w ith it 55 (47.8)
No reason fo r doinq so 16(13.9)
Forgot removal time 11 (9.6)
Implants not available 6 (5.2)
Cost o f removal too 
high

6 (5.2)

Had reached 
menopause

2(1.7)

Clinic staff to ld  me to  
keep it

2(1.7)

Lost hand card 2(1.7)
No staff to  remove it 2(1.7)
Lost husband 1 (0.9)
O ther reasons 12 (10.4)

What clients liked most about the Implants

W hat clients like most

about the implant Frequency (%)
Easy to use 62 (53.9)

Low risk of pregnancy 21 (18.3)

Fewer side effects or problem s 15 (13.0)

Long acting contraceptive effect 13(11.3)

Nothing in particular 2(1 .7 )

O ther reason 2(1 .7 )

• Adverse effects were not documented 

CONCLUStON & RECOMMENDATIONS
• Possibilily that implants may be active for longer periods than suggested by manufacturers
• This calls for further research into serum levels of the hormones after the recommendeC duration of use!
• In the meantime, there is the need to reiterate removal of implants at expiration during follow-up visits.
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PL-067
CASE REPORT: RIGHT AMPULLARY ECTOPIC PREGNANCY FOLLOWING BILATERAL 
TUBAL LIGATION USING SPRING CLIPS
Dr. G. O. Obajimi MBBS, MHS, FWACS
Consultant Obsteirician & Gynaecologist, Reddington Multi-specialist Hospital. Victoria Island, Lagos.

INTRODUCTION
• Pregnancy is unlikely to occur in women who have undergone sterilization. However when it occurs, there is a 

substantial risk that it will be an ectopic pregnancy.
• Tubal sterilization is highly effective but can fail. Available evidence suggests that sterilization fails in 0.13-1.3% of 

sterilization procedures and of these, 15-33% will be ectopic pregnancies.
• A  case of right unruptured ampullary ectopic gestation following tubal sterilization with dips 6 years prior to 

presentation.

CASE REPORT
• In August, 2011, a 35 year old woman, gravida 5, para 3‘‘  (4 alive) presented at the gynaecology clinic with a 

complaint of lower abdominal pain of 1 week duration and bleeding per vaginaam of 3 days duration.
• The abdominal pain was of sudden onset, localized to the right lower quadrant. intermittent and of dull intensity.

CASE REPORT
• The bleeding was irregulär, moderate with passage of minimal blood dots. She was unsure of her last menstrual 

period and denied missing any period.
• She had 3 previous caesarean sections in 2000, 2002 and 2005 respectively. A bilateral tubal ligation was done 

post-partum in 2005 using spring dips at caesarean section. There was no history of intercurrent medical illness.

CASLB iEQ RI
• Examination revealed a young lady, in stable clinical condition. She was neither pale nor icteric. Her pulse rate was 

84 beats per min and blood pressure was 110/80 mmhg.
• Abdominal examination revealed right iliac fossa tenderness with significant rebound tenderness. There was an 

old pfannesteil scar from previous surgeries.

CASE REPORT
• A vaginal examination revealed a posterior, soft cervix with a closed external os. There was marked cervical 

excitation tenderness on the right. The uterus was marginally bulky measuring about 10 weeks size. The pouch of 
douglas was flat and tender.

• A blood pregnancy test done was positive and a pelvic Scan revealed an anteverted bulky uterus measuring AP 
47mm and LS 96mm. The endometrial plate was thickened measuring 8.9mm with no defined intra-uterine 
gestational sac. The was a complex echogenic mass seen in the pouch of douglas. The left ovary had a solitary, 
simple cyst measuring 68 x 52mm.

CASE REPORT
• Her packed cell volume was 34%, Retroviral screening for HIV 1 &  2  was non-reactive and urinalysis was essentially 

normal.
• A diagnosis of right slow leaking ectopic gestation was made and she was counseled for exploratory laparotomy.
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Consent was obtained for right total salpingectomy, repeat lefi tubal ligation ana ovarian cysteaomy
• She had exploratory laparotomy and intra-operative findings were: right unruptured ampullary ectopic gestation, 

normal looking right ovary, left simple ovarian cyst measuring about 70 x  60 mm, bilateral spring ciips at botn tubal 
cornu.

• A right total salphingectomy was done; repeat left tubal ligation using the Pomeroy technique was carried out 
alongside left ovarian cystectomy.

CASE.REP.QR_T
• Her post operative condition was satisfactory and she was discharged on the 3 " post operative day on antibiotics and 

analgesics. Her packed cell volume on discharge was 33 %.
• She was seen for follow up 1 week after the surgery.
• A review of the procedure was done with the couple and she was discharged from the clinic.

P ISCUSSIQN
• Tubal rings and tubal dips are mechanical meihods of tubal ligacion applied to the fallopian tubes .
• The spring clip or Hulka Clip was developed in Chapel Hill, Norm Carolina by Dr. Jaroslav Hulka.
• Other types indude the F i l s h ie  c l i p  that is made of titanium anc silastic.

CM LREPQ BI
• The Spring clip is placed across the narrow muscular or isthmic segment of the fallopian tube ciose to the uterus.
• When the clip is compressed, the spring locks the dip lightly across tne tube.
• Because of its narrow width (7 mm), the tubal dip damages the least amount of fallopian tube of any tuoai ligation 

method.

CASE REPQRT
• Various studies have examined the cumulative probability of ectopic pregnancy for all methods of tubal sterilization.
• Peterson et al in 1997 found a 10 year cumulative probability of 7.3 per 1000 procedures. However the probability 

varied substantially according to the method of sterilization and the woman's age at the time of sterilization.
• Sterilization by bipolar tubal coagulation before the age of 30 years had a probability of ectopic pregnancy that was 27 

times as high as that among women of similar age who underwent postpartum partial salpingectomy( 31.9 versus 1.2 
/ 1 0 0 0  procedure.)

CASE_RE.PQ.RT
• Ectopic pregnancy after tubal sterilization is not rare particulariy among women sierilized before the age of 30 years. 

Partial salpingectomy is associated with the lowest probability of ectopic gestation, however up to 40 percent were 
likely to have regrets. Wilcox,1991.

• This patient was 29 years at the time of sterilization.
• Spring clip sterilization is associated with higher raies of ectopi: pregnancy but more likely to be successfully reversed 

by tubal anastomosis with subsequent pregnancy rates of 76% 1 year following reversal.

CASE REPORT
• Herbert et al 1997, found that women who were under 30 at t.ie time of sterilization were nearly twice as likely as 

older women to have a subsequent ectopic pregnancy.
• Hence the need for counseling on subsequent risks and follovs up.
• Those who provide care for women of childbearing age should not assume that a history of tubal sterilization rules out 

the possibility of an ectopic pregnancy especially in those with signs and Symptoms.

CASLRERQRT
• The patient had been lost to follow up and was reluctant to have an exploratory laparotomy until more than 24 hours 

after presentation.
• Poor counseling was partly responsible for the patient's inertia and reluctance to accept the diagnosis of ectopic 

gestation post tubal ligation.
• The likely aetiology may be spontaneous reanastomosis.
• Left ovarian cystectomy was performed in this case due to the size of the cyst and the risk of a future acute abdomen 

resulting from torsion of the cyst.
• A  repeat left tubal sterilization using a partial salpingectomy was done on account of completed family size, safety and 

very low risk for ectopic gestation in comparison to the clip.
• A total salpingectomy was performed on the right tube due to extensive destruction/ballonmg by the ectopic 

gestation.
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£QNCkUS!£N
• There is a rising awareness about modern contraception. Women are increasingly requesting methods independent of 

the act of coitus, probably permanent.
• Counseling about the risks of complications and failure is imperative, especially amongst the younger clients.
• Follow up on any type of contraceptive is important and even after tubal ligation there exist the potential for 

pregnancy.

PL-068
BURO’EN' OF MALARIA PARASITAEMIA WITH ADVANCING GESTATIONAL AGE
Dr. Osinuga E. T., Adesina O. A„ Fehintola F. A. Roberts O. A. (Presenter: Dr. Osinuga E. T. MBBS, FWACS)

INTRQDUCTIQN
• Each year aooroximately 25 million African women get pregnant in sub-Saharan Africa where malaria infection is 

endemic. W .H .O  2 0 0 4

• Malaria infection in pregnancy causes up to 10X00 maternal deaths each year and contributes to high rates of 
maternal and infant morbidity and mortality. S o  z a g e  E  e t  a l  2 0 0 7

• Pregnant women are more likely to suffer from complications of malaria than non-pregnant women.
• Pregnant women are vulnerable because their natural immunity is reduced. B r a b in  B J 1 9 8 3

• In Nigeria, prevalence of malaria parasitaemia among pregnant women varies from as low as 8.4% ( F a t a d e  C O  2 0 0 8 )  to 
as high as 72% ( O k w a  0 0  2 0 0 3 )  depending on the geopolitical region and the study population.

World Health Organization Regional Office for Africa. A Strategie Framework for Malaria Prevention and Control during
Pregnancy in the African Region. Brazzaville, Congo: World Health Organization Regional Office for Africa; 2004.
Mariella KBA, Denisa EIC, Modeste MM.: Prevalence of Plasmodium falciparum Infection in Pregnant Women in Gabon. Malar
J 2003, 2:1-17.
Adefioye OA, Adeyeba OA, Hassan WO, Oyeniran OA: Prevalence of Malaria Parasite Infection among Pregnant Women in
Osogbo, Southwest, Nigeria. American-Eurasian Journal of Scientific Research 2007, 2:43-5.

RATIONALE
• Malaria infection during pregnancy is a major health problem in the tropics
• Despite serious impact of malaria infection during pregnancy being known for over half a Century yet coverage of 

pregnancies at risk for malaria infection according to WHO and national guidelines has been low in Nigeria and other 
malaria-endemic regions.

• There is therefore need for continued survey of peripheral parasitaemia among pregnant women with a view to 
obtaining vital information to reduce the scourge of malaria

• and aim at achieving the 2015 target of WHO Millennium development goal of improving the maternal health and 
reducing infant mortality in Nigeria and sub Saharan Africa.

OBJECTIVES
• To determine point prevalence of malaria parasitaemia among pregnant women at booking.
• To determine mcidence of malaria parasitaemia in the pregnant women, as gestation advances.
• To evaluate malaria preventive measures undertaken by the pregnant women.

METHQPQIOGY
• This was a descriptive longitudinal study conducted at the University College Hospital (UCH), Ibadan between August 

2010 and May 2011.
• University College Hospital Ibadan is a tertiary centre located in the heart of the ancient city of Ibadan which is the 

Capital city of Oyo state.
• A total of 180 pregnant women were randomised for the study at booking using systematic sampling technique and 

followed up at GA 26-28 and 34-36 weeks.
• Information on the socio - demographic data, gestational age, parity, chemoprophylaxis and other malaria preventive 

practices of the pregnant women were collected at each visit using an interviewer administered-questionnaire.
• thick blood films were prepared from a finger prick blood sample of all the enrolled participants at each visit capillary 

blood sample was also taken for haematocrit estimation .
• The slides were air dried and stained with 10% freshly prepared Giemsa stain at pH 7.2 and analysed.
• No slide was declared negative until and unless 200 contiguous oil immersion fields had been examined
• Thus, parasite density was calculaled from the following equation:
• No of parasite * 8000/no of leucocytes
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BESÜLTS
Socio-biological characteristics of 170 pregnant women at booking and 
pregnancy outcome

A G E (years) 
Mean + SD

30.3  ±  3.9

W E IG H T  (Kg)
Mean + SD

71.0 + 11.7

H E IG H T  (M etres)
Mean + SD

1.6 + 0.06

PA R ITY 1
Median
Range

0 - 4

G ESTA TIO N A L A G E (weeks)
Mean + SD

18.5 + 5.1

TEM P ER A T U R EN
Mean + SD

36.9 + 0.4

PACKED C ELL V O LU M E (%)
Mean + SD

32.2 + 2.4

A N A EM IA  (N = 1$ 13 (68.4%)
Mild
Moderate

6  (31.6%)

M EAN B IR T H  W E IG H T  (kg)
Mean + SD

3.1 ±0.3

Distnbution of malaria parasitaemia with each malaria 
preventive measures used across the three visits

• Packed cell volume was determined by Hawksley'" microhaematocrit centrifuge and read on the microhaematocrit 
reader.

• Secondary outcomes: presence of anaemia, association between use of malaria preventive measures and malaria 
parasitaemia, and birth weight of babies.

BESUÜS
• The prevalence of peripheral malaria parasitaemia at booking was 7.7%,
• primigravidae had higher prevalence 13.3% compared to multigravidae 3.2% ( p  =  0.014).
• There was a decline in the incidence of peripheral malaria parasitaemia at subsequent visits, 4.1% and 3.1% at 1' and 

2'" follow up visits.
• There was an increase in the use of Insecticide treated nets(ITN) and intermittent preventive treatment(IPT SP) across 

the visits,
• use prevalence of ITN was 31.8%, 38.8% and 40.6%
• While IPT-SP use prevalence was 6.5%, 67.7% and 75.6% at booking, 1" and 2 *  follow up visits respectively.
• At the 1" follow up visit none of the participants using IPTp had patent peripheral parasitaemia
• while 4.6%, 16.7% and 16.7% respectively of those using ITN, insecticide sprays/cream/coil only and untreated nets 

only had patent peripheral parasitaemia. Similar trend was noticed at the 2 '  follow up visit.

Distribution of malana parasitaemia with each malaria 
preventive measures used across the three visits Distribution of Insecticide treated nets usage with educational S ta t u s  

across the visits
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• Anaemia was documented in 19/170 (11.2%), 7/170 (4.1%) and 15/160 (9.4%) participants at booking, 1" and 2"* 
follow up visits. respectively

• Prevalence of anaemia among participants with peripheral parasitaemia were 8/13 (61.5%), 4/7 (57.1%) and 3/5 (60%) 
at booking visit, 1 follow up visit and 2 '  follow up visit respectively. Anaemia was significantly associated with malaria 
parasitaemia at each of the three visits

• The mean birth weighi of babies born to mothers that had patent peripheral parasitaemia a: any point during the 
visits was significantly lower than those born to mothers without patent peripheral parasitaemia throughout the visits; 
2.9 + 0.3kg versus 3.2 + 0.3kg respectively (p = 0.001)

GQNCLUSIQN
• The prevalence of patent peripheral parasitaemia among pregnant women was relatively lov/er that hitherto 

documented in the same study area although with different populations.
• Prevalence of patent peripheral parasitaemia exhibits an inverse relationship with the use of insecticide treated nets 

(ITN) and intermittent preventive treatment with sulphadoxine-pyrimethamine.
• The foregoing further makes it imperative to improve access to ITN and IPT-SP with a view to improving antenatal care 

and ultimately reduction of maternal and possibly infant mortality.

B1C9MMENPAII0N
• There is need to intensify awareness campaign on the effectiveness of insecticide treated nets in the prevention of 

malaria infection.
• The Insecticide treated nets (ITN) should be made accessible and affordable.
• Government should make Provision for free distribution of ITN at antenatal clinic; this will also encourage pregnant 

women to booking early for antenatal care.
• Health education during antenatal visits should emphasize on the effect of malaria infection in pregnancy and modes 

of prevention.
• Intermittent preventive treatment (IPT) with sulphadoxine-pyrimethamine should be encouraged at booking and 

follow-up as recommended.
• There is need for government to evaluate the various malaria preventive measures instituted on a regulär basis.
• More research needs to be done at the Community levels to find out why usage of the various malaria preventive 

interventions is still poor and how to eliminate malaria infection totally.

PL-069
THE EFFECTS OF ETONORGESTREL IMPLANT (IMPLANON) ON THE LIPID PROFILE OF 
NIGERIAN WOMEN
Adekunle A. O.; Fawole A. O.; Roberts OA; Okunlola M. A.; Arinola O. G.

INLR.OQUCIIQN
• Contraception development crucial for improving quality of family planning programmes
• Contraceptive implants -  milestone in contraceptive delivery Systems
• Ten potential contraceptive implants tested in 5 000 women in last 3 decades

!MPLAN_QN
Reversible, long-acting hormonal, subdermal contraceptive > Active ingredient -  etonorgestrel > Single-rod System with a 
disposable applicator > Progestogen-only method > Suitable for a wide ränge of women > Postpone a first pregnancy > 
May be used to ’space' pregnancies.>May provide reversible, long-term contraception when th? desired family size is 
reached > Contains no oestrogen > Each Implanon implant contains 68 mg of etonorgestrel > Etonorgestrel -  active

Structural Formula of Etonorgestrel
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metabolite of desogestrel > Desogestrel: used in COCs > Established clinical pharmacology for desogestrel and 
etonorgestrel > Implanon >

• Avoids first-pass effect
• Potentially different clinical pharmacology

SLUPYRATIONALE
• Low contraceptive use in Nigeria low (8%) > Total Fertility Rate - 5.7 children per woman > Large unmet need for 

contraception >
• Poor access to quality Services > Limited choice of methods > Lack of information > Concerns about safety 

or side effects> Partner disapproval
• Need for research into safer methods/users' perspectives

HORMONAL CQNTRAC&PTIQMANP..SAF&TY
• Increased cardiovascular risk factors (WHO, 1989) >Progestins and increased risk of arterial thrombosis (O'Brien et al, 

1997) > Effects on immunoglobulins:
• COCs -  conflicting reports (Shabaan et al. 1984)
• Norplant-induced elevation of serum igG among Nigerian women (Otolorin et al. 1993)
• Progesterone has profound effect on cellular immunity
• Trace element deficiency associated with reduced immune function (Vyas and Chandra. 1983)
• Race. ethnic group may alter effect of progestins on lipid profile (WHO,1993)

• Effects of Implanon on lipid metabolism, serum immunoglobulins. albumin and total proteins not studied in Nigeria

GOAL
To determine the safety of use of Implanon subdermal implants on Nigerian users with regard to lipid metabolism

SPECIFIC QBJECTIV.ES
To determine the effects of Implanon on

Cholesterol >Triglycerides > Low-density lipoprotein-cholesterol (LDL-C) >High-density lipoprotein-cholesterol (HDL-C) 

METHODOLOGY
Longitudinal study > Study site: Family Planning Clinic. University College Hospital, Ibadan > Sample size: 100 women > 
Each woman served as own control > Follow-up period: 1 year

ELIGj 6) UTY_C RilERlA
• Should be healthy women of reproductive age (18 -  45);
• Must not be on any other medication
• Should be willing to use hormonal contraception as a method of fertility control for at least one year
• Should have no contraindications to the use of hormonal contraceptives
• Must have regulär menstrual cycles during the last three months
• Must be living in the locality to allow adequate follow-up
• Must use Implanon alone for contraception

eäclusion_crjleria
Past history or of ongoing thrombo-embolic disease > Those who had been on hormonal contraception in the past six 
months > Varicose veins > Hypertension (BP > 140/90 mm Hg) > Endocrine disease, especially, Diabetes Mellitus > Liver 
disease, mental disorders > Allergy to silastic materials > Heavy smoking

STU.DY.PRQCEP.Ü.RE
Recruitment of participarits, Witten informell cuiibenl obtdined, Documentalion of baseline characteristics, Weight, height, 
Blood pressure, Collection of baseline blood sample (10 ml of fasting venous blood), Lipid profile. Data recorded on proforma

INSERTION TECHNIQUE
Insertion by trained personnel > Woman lying on her back > Sterile procedure > Insertion site: sulcus bicipitalis medialis 
of non-dominant arm > Local anaesthesia > Site was stretched > Insertion procedure: reverse of an mjection

FQLLQWJJE
• Monthly visils up to 12 months > Menstrual diary for each participant > At each visit

• Participant’s clinical Status reviewed
• Findings carefully recorded in the follow-up cards
• Menstrual diary to keep a record of the menstrual flow and bleeding episodes
• Fasting venous blood sample collected at end of the first, third, sixth, ninth and twelfth month following insertion
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Weight also measured

LABORATQRY_P RQC £ SS |N G O.F SAM.PLES
• 1 0  mls of fasting venous blood collected from the antecubital vein of either arm into an anti-coagulant-free tube
• After clot retraction, the bottle was spun at 3,000 rpm for five minutes
• Sera separated and stored at -20°C until analysis was carried out at the end of the study
• Serum total Cholesterol and triglycerides were measured with a Hitachi 704 auto analyser (Siedel et al, 1983)
• High density lipoprotein were measured after selective precipitation of low density lipoprotein using phosphotungstic 

and magnesium Chloride reagents
• Low density lipoprotein was estimated according to Friedwald et al. (1972)

Laooratory Reference Range for Adult Females

L ip id N o rm a l va lue  
(m g /d l)

H igh Density Lipoprotein > 35.0 mg/dl
Low  Density Lipoprotein < 100.0
Total Cholesterol <200.0
Total Triglycerides < 150.0

ETrilCAL CONSIDERATIONS
Ethical approval obtained from Joint UI/UCH Ethical Committee > Free voluntary informed, written consent obtained

DATA MANAGEMENT
• We employed Microsoft Excel (Microsoft, Redmond, WA) Version 8 for data entry
• Data analysis was performed with SPSS Version 17
• was used to compare means
• Mean levels at 1, 3, 6, 9  and 12 months for the various Parameters were compared with the pre-insertion value using 

the independent V  test to determine the level of significance of any observed differences

RES.ULTS
The study was conducted beiween June 2008 and June 2010 > 54 women completed the study > Mean age: 34.4 + 5.6 
years > Age ränge: 22 -  47 years > Modal number of children: 2 ( 1 - 6 )

Total Cholesterol (Normal < 200.0 rog/dl)

Baseline 1  month 3 months 6 months 9 months 1 2  months

Mean value 116.28 + 31.5 122.87 + 29.3 128.93 + 31.2 112.52 + 34.9 117.94 + 32.3 131.07 + 35.8
Mean
Difference

6.6 12.7 -3.8 1.7 14.8

P-value 0.263 0.038 0.56 0.79 0.025

Triglycerides (Normal: < 150.0 mg/dl)

Baseline 1 month 3 months 6 months 9 months 1 2  months

Mean value 50.67 + 15.1 55.20 + 16.9 52.96 + 16.5 37.67 + 19.9 38.44+ 19.5 45.61 + 12.9

Mean Difference 4.5 2.3 -13.0 -12.2 -5.1

P value 0.15 0.45 0.000 0.000 0.07

High Density Lipoproteins (Normal: > 35 mq/dl)

Baseline 1 month 3 months 6 months 9 months 1 2  months

Mean value 15.06 + 5.9 20.13 + 5.6 26.22 +  6.8 22.85 ±8.5 25.25 + 9.0 28.46 + 8.7

Mean Difference 5.1 11.2 7.8 10.2 13.4

P value 0.000 0.000 0.000 0.003 0.000

Low Density Lipoproteins (Normal: < 100.0 mq/dl)
B a s e lin e 1 m o n th 3  m o n th s 6  m o n t h s 9  m o n lh s 1 2  m o n t h s

M e a n  v a lu e 9 1 .1 3  + 28 .7 91 .5 2  + 23 .9 9 1 .1 5  + 26 .6 8 3 .9 4  + 28.1 8 2 .2 8  + 30.4 9 4 .1 5  + 31 .7

M e a n

D iffe re n c e

0.4 0.02 - 7.2 - 8.9 3.0

P  v a lu e 0 .94 0 .99 0.19 0 .12 0.61
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High Density Lipoprotein/Total Cholesterol Ratio

Baseline 1 month 3 months 6 months 9 months 12 months
Mean value 0.13 + 0.05 0.17 + 0.03 0.21+0.04 0.22 + 0.14 0.22 + 0.08 0.22 + 0.06
Mean
Difference

0.04 0.08 0.09 0.09 0.09

P value 0.000 0.000 0.000 0.000 0.000

High Density lipoprotein/Low Density Lipoprotein Ratio

Baseline 1 month 3 months 6 months 9 months 1 2  months
Mean value 0.18 + 0.08 0.23 + 0.06 0.30 + 0.10 0.30 + 0.14 0.38 + 0.34 0.33 + 0.14
Mean Difference 0.05 0.12 0.12 0.20 0.15
P value 0.001 0.000 0.000 0.000 0.000

PiSCUSSlON
• Implanon is acceptable to Nigerian women
• In Jos, Implanon was accepted by almost 15% of contraceptive users with high continuation rates (Muthir % 

Nyango,2010)
• In Benin no remarkable changes in weight or BP were reported among users (Aisien & Enosolease, 2010)
• Menslrual changes are the major issues the Implanon use
• Its biochemical or hormonal effects among Nigerian women has not been fully evaluated 

PJSCUSSION
• Studies in Europe (Merki-Feld et al. 2008; Dilbaz et al, 2010) and Asia (Biswas et al, 2003; Suherman et al, 2004) reveal 

no negative effects on cardiovascular risk factors
• Implanon tended to be associated with a reduction in plasma lipids in most reports
• These reports have provided assurance about safety of Implanon

PI5CU$$IQN
• Our data show variable changes in lipid profile
• High Density Lipoproteins showed significant trend towards a rise from baseline values
• Bolh High Density Lipoprotein/Total Cholesterol Ratios and High Density Lipoprotein/Low Density Lipoprotein Ratios 

showed consistent and significant rise from baseline levels
• This pattern contradicts the reported trend in the literature
• However, reassuring that atherogenic lipids do not exhibit significant elevations in a consistent manner

CQNCLU51P-M
• Implanon is acceptable to Nigerian women
• It has some demonstrable effects on lipid profile
• Larger studies with longer follow up are required to establish its effects on lipid profiles among Nigerian women

PL-070
BARRIERS TO UTILIZATION OF MODERN METHODS OF FAMILY PLANNING AMONGST 
WOMEN IN A COMMUNITY SOUTH-SOUTH NIGERIA.
Utoo, B. I ,  Swende, T. Z ., Utoo, P. M.

i n t r o d u c t i q n
• Family planning is an important component of reproductive health that affects the lives of women, their family 

members and the nation as a whole.
• Studies have shown that high parity, short inter pregnancy intervals and extremes of age are associated with poor

pregnancy outcome.
.  Furthermore, the use of contraceptive methods by the women in the reproductive age contnbutes to the prevention 

of unwanted pregnancies and subsequent induced abortion.
.  The development of more effective and acceptable modern methods of contraceptives that have fewer side effects has 

resulted to the improvement in contraceptive prevalence rate worldwide.
.  The story is however not very encouraging in Nigeria '
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• Several women who use any method of family planning depend on natural and traditional methods which have high 
failure rates.

• Studies done in different parts of Nigeria have enumerated several barriers to the utilization of modern methods of 
family planning.

OPJECTIVE QP THE STUDY
• This study is aimed at determining awareness, acceptability and barriers to the utilization of modern methods of family 

planning amongst the women in a Community south-south of Nigeria.

SUM CK-AM ILM HHQDS
• This was a cross-sectional study using structured interviewer administered questionnaires to 145 pregnant women at 

the antenatal booking dinic in Sacred Heart Hospital, Obudu, Cross-Rivers State, Nigeria from June to September 
2010.

• The antenatal booking clinic for new attendees is held twice in a week.
• Approximately forty clients are attended to per clinic visit. The maternity unit records more than 1000 deliveries 

annually.

RESULTS
• Of the 145 respondents, 38.8% were aged 21-25 years.
• Most (39.3%) had secondary and post-secondary (30.3%) level of education,
• Distribution by occupation showed that civil servants constituted 22.8%, traders 22.1%, students 19.3% among others.
• Most (44.1%) were of parity 1 to 2.
• Majority (98.6%) of the respondents knew at least one method of family planning
• Majority (62.2%) heard of the methods from medical personnel in the hospital.
• The commonest known methods included; Condom (35.2%), periodic abstinence (26.2%) and oral contraceptive pills 

(16.6%).
• Those who accepted the usage of family planning were 118(81.4%).
• Out of these number, 85(72.0%) have ever used any method while 33 (28%) had not.
• Barriers to usage of modern methods of family planning were: concern of safety to health (25.9%), Husband's 

Opposition (24.2%), desire for more children (17.2%), Religious prohibition (13.8%), lack of money (10.3%) and fear of 
side effects (8.6%).

• There was a significant relationship between acceptability and utilization (p< 0.05).

PiKUi-SlON
• Access to safe, effective and affordable contraception is recognized by the world health Organization (WHO) as a 

universal human right.
• Most (33.8%) of the women in the study were aged 21-25years.
• This makes the need for utilization of family planning methods more eminent.
• Majority (98.6%) of the women knew at least one method of family planning.
• This finding is similar to several studies done in different parts of Nigeria : ‘
• The intensity of family planning enlightenment campaigns as well as Integration of family planning into the strategy of 

HIV/AIDS/STI prevention and control could have accounted for the high awareness *.
• The commonest methods known were the condom, periodic abstinence and oral pills.
• The extensive marketing of the condom in response to the HIV pandemic might have been responsible for the increase 

awareness of the condom4,10
• The oral pills like the condom are readily available over the counter at patent medicine Stores, Pharmacy shops, health 

facilities and as such are the second contraceptive method of choice for women of reproductive age, particularly 
young married or unmarried females and students alike *

• The natural and traditional methods of family planning are populär most probably due to the concern of women 
about the safety of modern methods as well as the fear of side effects of such methods on their health and future 
fertility.

• The finding of medical personnel in hospital been responsible for most of the information about family planning 
method is similar to findings in other studies in Nigeria ‘ Ml.

• There is need to sustain efforts in training and retraining of all cadre of health personnel towards building their 
capacity in offering family planning enlightenment and Services to the communities.

• The acceptability of family planning methods in this study was high ((81.4%).
• This finding is similar to that of other studies in the country L\
• The high level of education of the respondents could have accounted for this.
• Studies have shown that well educated African couples are more likely to accept modern methods of contraceptives 

than less educated couples living in remote areas1.
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• The myth that Family planning methods are not good for health of users needs to be ccrrected through dient 
education and enlightenment.

• Uncertainty about safety and side effects of contraception may be tackled by adequate screening of dients for pre 
existmg health risk factors before the choice of contraceptive method is made.

• The Opposition of male Partners to the use of family planning methods by the women again makes male involvement 
inevitable.

• Improving access to family planning Services can not be tackled successfully without po/erty reduction and economic 
empowerment of women.

• Advocacy to religious leaders and faith-based organizations towards improving accepta3ility and allay fears by couples 
in using family planning methods due to religious prohibition is a crucial necessity.

• Also, family planning counseling aimed at promoting reproductive health of the woman as well as extending Services 
oeyond family planning dinics, antenatal care clinics and VCT cenlres to involving postratal /child wäre fare dinics is 
recommended.

CQNCLUSIQM
• The study finds numerous barriers to utilization of family planning methods despite high awareness and acceptability 

by the women.
• These barriers were; concerns of the safety of the methods to health, husband s Opposition, religious prohibition, lack 

of money, desire for more children and fear of side effects.
• Overcoming these barriers should be the concern of all stakeholders.
• Strategies to improving access to family planning methods should therefore indude; the involvement of male partners 

as well as traditional/religious leaders, economic empowerment of women and continuous research aimed at 
improving safety and reducing side effect profile of the methods among others.
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PL-071
MATERNAL DEMAND FOR CESAREAN SECTION (MDCS): PERCEPTION AND 
WILLINGNESS TO REQUEST BY NIGERIAN ANTENATAL CLIENTS
Okonkwo N. S.( Ojengbede O. A., Morhason-bello Imran O., Adedokun B. O.

IN IRg D.U.CTIQN
• There has been a global rise in cesarean section (CS) rates since the 1970s especially in developed countries (1-3). This 

has been attributed partly to a rising level of primary cesarean rates and mainly increasing maternal request cesareans. 
The trend of maternal demand for cesareans has also has been recently noted in the West African sub-region (4,5).

• This is against the backdrop of high aversion for cesarean sections and lower CS rates (2,6,7). In addition, women in this 
region who have had previous cesarean delivery reportedly live with poor seif- esteem and cesarean sections are 
sometimes refused in emergency situations (8,9).

• Incidence- 4-18% (developed countries)
• 4.4% (Southwest Nigeria)
• It is Ihus an irony that MDCS is reported in the African subregion.
• In developed countries while fear of birth, increasing maternal age at marriage and first pregnancy, fear of pelvic floor 

damage and genital prolapse in later years are implicated reasons, in developing countries on the other hand, the view 
that CS was the surest way to a live birth is believed to be a critical factor underlying their choice[4).

• Maternal request for cesarean section is defined as primary cesarean section without any medical indication. Other 
authors describe it as medically unnecessary cesarean section performed on request by the pregnant patient 
irrespective of whether it is a primary cesarean section or a repeat cesarean section

W5HELCATIQN
• This study is the first among south-western Nigeriar women.The first study on MDCS published from Nigeria and West 

Africa was conducted amongst south-eastern Nigerian women .
• “Ethnie and cultural diversities in Nigeria.
• Previous studies- two levels of health care System: tertiary and secondary. We decided to perform this study in all the 

three levels of health care Service in Nigeria in Order to understand better the dynamics of autonomy within each level 
of care.

• Emerging area- more Information needed to understand expectations of women with regards to autonomy 

Q M O M ES
Main: To  d e t e r m in e  t h e  p e r c e p t i o n  a n d  a t t i t u d e s  o f  N ig e r i a n  a n t e n a t a l  c l i e n t s  t o w a r d s  M D C S , t h e i r

Specific: R e a s o n s  f o r  M D C S  >  W i l l in g n e s s  t o  r e q u e s t  M D C S  > T h e  r e la t io n s h ip  b e t w e e n  w i l l in g n e s s  t o  r e q u e s t  M D C S  a n d  t h e ir  

s o c io d e m o g r a p h ic  c h a r a c t e r i s t i c s .

METHQDQLQGY
• A cross-sectional survey of 843 women was conducted from 1" November 2008 to 28m February 2010 in Ibadan South­

west Nigeria at the antenatal clinics of three health facilities: A g b o n g b o n / O r a y a n  ( P H C s ) .  A d e o y o  M a t e r n i t y  H o s p i t a l  

( S H C )  a n d  U C H  Ib a d a n  ( T H C )

• The number of women studied at each level was determined using proportional allocation based on yearly antenatal 
attendance rates. Eventually, 257 respondents were recruited from the THC, 295 from the SHC and 291 from the PHCs.

5XUDYJ_NSIRUMENI
A thirty-three item questionnaire generated from previous surveys, publications and review articles on MDCS.

DATA COLLECTION AND ANALYSIS
Data was entered and analysed using SPSS Version 15.

MAIN FINDINGS
• T h e  p r o p o r t i o n  o f  w o m e n  a w a r e  o f  M D C S  w a s  h ig h  ( 3 9 .6 % ) .

• W o m e n  f r o m  T H C  a n d  t h o s e  w ith  t e r t i o r y  e d u c a t i o n  a n d  o b o v e  w e r e  m o r e  l i k e l y  t o  b e  a w a r e  o f  M D C S  t h a n  o t h e r s

( p = 0 .0 0 1 ) .

• M o r e  w o m e n  f r o m  t h e  T H C  t h a n  o t h e r  fa c i l i t i e s  b e l i e v e d  t h a t  r e q u e s t s  f o r  M D C S  s h o u l d  b e  g r a n t e d  ( p < 0 .0 0 1 ) .

MAIN FINDINGS
Commonest reasons reported for MDCS were: fear of labor pains (68.9%), fear of poor labor outcome (60.1%), advanced 
maternal age (46.1%), previous pregnancy losses (41.6%), Safer theatres (39% ), previous infertility (36.3%), fear of fecal 
incontinence{20.2%), urinary incontinence(16.8%). Willingness to request MDCS was low (6.6%). More than 50% of those
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willing to request MDCS would be criticized, mainly by their husbands. On multiple logistic regression respondents at the THC 
were significantly more likely than those at the SHC or the PHCs to be willing to request CS and to favor a woman's right of 
autonomy to choose her mode of delivery.

• Summarily, the findings in this study suggest that suboptimal pain control and weak confidence in the quality of 
obstetric care being provided by women receiving ANC.

• MDCS - a means to avoid labor pains and/or labor complications. This is contrary to the NIH guidelines on MDCS
• The commonest source of information on MDCS notably being from doctors is a pointer to the possibility of lack of 

confidence in the quality of obstetric care being provided even by healthcare providers .
• While previous infertility and advanced maternal age were the common reasons among south eastern Nigerian women 

[4], fear of labor pain and adverse labor outcome ranked highest among south-western Nigerian women who are 
known to have higher pain perception in labor.

• There’s increased awareness of MDCS in developing countries:
• 39.6% compared to 15.1% noted from a previous survey (5) Awareness seems to be driven by higher levels of 

educational and Professional attainment, belief in their right of autonomy to choose their mode of delivery and dient- 
willingness among participants at the THC compared to SHC and PHC.

CQNaUSlQhL&-RECQMMENQAriON
• T h e  d e a s io n  f o r  M D C S  i s  a  d i f f i c u l t  o n e ,  o s  w i l l in g n e s s  i s  l o w  a n d  c r i t i c i s m  b y  p a r t n e r s  o f  t h o s e  w h o  c h o o s e  M D C S  i s  h ig h .

• P r o v i s io n  o f  e p id u r a l  a n a e s t h e s ia  a n d  i m p r o v e d  s a f e t y  o f  v a g in a l  d e l i v e r y  i s  r e c o m m e n d e d .  T h is  m a y  p r e v e n t  N ig e r ia n  

w o m e n  f r o m  m a k in g  a  d i f f i c u l t  c h o i c e  a s  M D C S  b a s e d  o n  f e a r  o f  p a in  a n d  p o o r  l a b o r  o u t c o m e .

• M a le - p o r t n e r  r o le  s h o u l d  b e  t a k e n  in t o  c o n s id e r a t io n  i n  o r d e r  to  m a k e  s u s t a in a b le  p o l i c i e s  o r  g u id e l i n e s  f o r  M D C S  in  

d e v e lo p in g  c o u n t r i e s .

PL-072
MATERNAL MORBIDITY AFTER CHILDBIRTH AT A SECONDARY HEALTH CARE FACILITY 
IN SOUTHERN NIGERIA
Utoo B. T., Musa J.( Karshima J. A.

iNTROpgCTJON
• Maternal health indices remains poor in developing countries despite efforts at imprcving them
• Out of the 585,000 women who die each year during childbirth, over 98% are from the developing world1 ' .
• In regions of the world where maternal mortality ratios are low, SAMM is increasingly becoming important'.
• Maternal morbidity refers to complications that arise during the pregnancy. labour .delivery or postpartum period
• Although MM is not uncommon, it has not been the subject of emphasis by medical experts in developing countries 

of the world u .
• And yet for each woman that dies, 16 others suffer different forms of morbidity L*.
• The fad remains that maternal morbidity occur much more frequently than maternal deaths.

OBJECTIVE P LTÜ E^ IU PY
• In view of the scarcity of data on the extent of this public health problem in developing countries, this study was 

designed to review the incidence. types and determinants of maternal morbidity after childbirth in a secondary health 
care facility in Southern Nigeria.

SUBJECTSaM ETHQB
• The study was done at the Holy Family Hospital, Ikom, Cross- River State, Nigeria.
• This 256 bedded health care facility provides health care delivery Services in the central senatorial district of the state as 

well as neighboring Cameroon’s .
• The maternity unit has 40 beds manned by medical officers, nurse/midwives, CHEWs, mission trained auxiliary staff.
• Recently, resident dodors in Obstetrics and Gynaecology from the Jos University Teaching Hospital.
• The antenatal dinic which holds twice weekly attends to approximately 25 dients per booking visit.
• The hospital is equipped with an ultrasound machine, basic laboratory facilities and a fundional operating theatre.
• Approximately 500 deliveries are recorded annually.
• Patients are sometimes referred from the primary health care facilities, maternity homes and occasionally from the 

numerous private hospitals to the health facility for treatment.
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SIUPV-DESIGN
• This was a retrospective analysis of medical records of patients who were treated at the hospital from January 2004 to 

December 2010.

MEIHQQQlQgY
• Patients who where treated at the health facility for one form of post delivery complication er the other were included 

in the study.
• Data was extracted from the delivery and admission register at the maternity unit.
• And where necessary, the general out-patient records were accessed.
• The Hospital management gave approval

.PATAANALYSIS
• Data collected include; initials, hospital numbers, age, occupation, religion, educational Status, booking Status, parity, 

mode of delivery, morbidity and duration of hospital stay.
• Data was analyzed using EPI INFO 3.2.2 (CDC Atlanta, Georgia USA) and presenled as simple percentages in a tabular 

format.
• Chi-square was used as a test of statistics with p-value of s 0.05 at 95% confidence interval considered statistically 

significant.

-RESULTS
• A total of 3,068 deliveries occurred within the 7 year under review.
• Out of these number, 124 (4.04%) suffered various forms of morbidities.
• Most (31.5%) of the women were aged 26 to 30 years.
• Most (49.2%) of them had secondary level of education.
• Housewives constituted 37.9%, Farmers 29.0%, Students 12.9%, Traders 11.3% and Civil Servsnts 8.9%.
• Majority (53.2%) were unbooked for antenatal care. Para 3-4 constituted 54.0%, 1-2 (28.3%) and primi-parous (17.7%).
• Hospital deliveries were 61.3%, Home deliveries 25.0% and others 13.7%.
• Most (83.9%) had spontaneous vaginal delivery, 4.0% assisted vaginal breech delivery, 4.0% destructive operations,

3.2% vaeuum extraction and 1.6% laparatomy.
• Nurses/Midwives were responsible for 50.8% of the deliveries. TBA 22.6%, CHEWs 14.5%, M/O 12.1%.
• The leading morbidities were PPH (33.9%), retained placenta (25.0%), Hypertensive disorders (14.5%) and genital sepsis 

(13.7%).
• Women with formal education were more likely to book for antenatal care (p=0.000) and to deliver in orthodox health 

facility (p=0.007).
• The morbidities were significantly related to the level of skill of the birth attendants (0.001) and place of delivery 

(0.045).
• Majority (85.5%) of the patients were managed as in-patient for a week.

P ISCUSSIQN
• The incidence of maternal morbidity after child birth in the study was 4.04%.
• This is higher than the reported 0.38% in Scotland, but lower than the 6.45% in Niger Republic and 7.5% in Senegal“ '“
• This Variation is a reflection of the differences in quality as well as utilization of reproductive nealth Services in the 

developed and developing countries.
• Women who suffered morbidities were aged 26 to 30 years, multiparous and with low level of education.
• These were similar to fmdings of other studies“
• More than half of the women were un-booked for antenatal care.
• The booking Status of patients and place of delivery was significantly related to their level of education.
• Sustaining the campaign for women education and economic empowerment will promote utilization of reproductive 

health Services including delivery in orthodox health facilities.
• Leading maternal morbidities following child birth were; Post-partum haemorrhage, retainec placenta, hypertensive 

disorders and genital sepsis.
• The rate of occurrence of retained placenta in the study is extremely higher than the findings in a study done at 

Ibadan, South Western Nigeria, where the incidence was 1.74% in unscarred uterus and 5.3% in scared uterus l1.

• This could have been as a result of poor management of the third stage of labour which is possibly a reflection of the 
low level of knowledge of some of the accouchers about this concept.

• Placenta retention is a known cause of post-partum heamorrhage “
• The incidence of genital sepsis was higher than the reported 1.7% in Ife, Nigeria“
• Although, the study at Ife was done at a tertiary health facility.
• Supervised delivery where appropriate antibiotic usage is achieved should be encouraged.
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• The incidence of wound infection following caesarean section which was 1.6% is lower than the reported 6.7% and 
12.5% at two tertiary health facilities in Nigeria “

• It is possible that the higher number of surgical operations done at this referral centres could have accounted for this 
Variation.

• Post partum psychosis is said to typically occur around the time of delivery and affects less than 1% of women "  “
• The incidence in the study was however 1.6%.
• Episiotomy breakdown rate was 4.8%.
• The restrictive rather than routine use of this obstetric procedure will help in reducing the incidence of complications 

associated with itu n .

• The significant relationship between maternal morbidity after childbirth, and accoucher observed in the study calls for 
intensive efforts in training and retraining of birth attendants.

• The employment of qualified medical personnel in public hospitals at all levels of health care delivery should be 
pursued with vigour.

• The midwifery Service scheme (MSS) of the Federal Ministry of Health (FMOH) in Nigeria to provide skilled birth 
attendants at the grassroots should be given the desired speedy attention.

• It has been shown that midwives in health facilities appear to detect more obstetric complications than TBAs.
• Immediate detection leads to immediate Care and low fatality rates*•".
• Barriers to the utilization of antenatal and obstetric Services which could involve, illiteracy, low socio-economic Status, 

cullure and wrong perception of their health by women in our environment should be adequately tackled by all stäke 
holders in the health sectorn M .

• This measure will discourage the attitude of women who book for antenatal care and yet prefer to deliver outside 
orthodox facilities *.

• It is also worthy to mention that. health problems after childbirth should be anticipated and careful attention should be 
given to prevent them from occurring or reducing the severity of morbidity

• The incidence of maternal morbidity after childbirth observed in this study is high.
• The leading morbidities were haemorrhage, retained placenta, hypertensive disorders and genital sepsis.
• Sustained campaigns towards promoting women education, economic empowerment, and utilization of reproductive 

health Services offered by skilled birth attendants will reduce the incidence of morbidities especially in developing 
countries.
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PL-073
RESUMPTION OF SEXUAL INTERCOURSE AND CONTRACEPTIVE USE BY THE POST­
NATAL VISIT AT THE UNIVERSITY COLLEGE HOSPITAL, IBADAN
Okonkwo N.S, Ojengbede O. A.
L  Department of Obstetrics and Gynecology, University College Hospi Ibadan 2. Director, Center for Population and Reproductive Health.
College of Medicine, University of Ibadan.

lyiRODUCILON
• Although not evidence-based early authorities taught that the ideal time for resumption of sexual intercourse 

following delivery was after six weeks/puerperium and contraceptive counseling was usually neglected until after this 
period

• Pain 3nd tenderness in the episiotomy scar, fear of another pregnancy, changes in body image, and faligue all have 
been cited by women for the avoidance or dislike of sexual intercourse in the postpartum period Alder et al 1989.

• Ovulation can occur as early as 25 days postpartum among non-breastfeeding women.
• Some women may resume sexual intercourse before this period resulting in unplanned pregnancies, unsafe abortions, 

poor child-spacing, short inter-birth intervals with negative maternal and child outcomes under-scoring the 
importance of initiating contraception in the very early postpartum period (5). Systematic review. Jackson et al 
2010.CDC 2004-2006

• Few studies in our environment addressing this .
• Its important to find out if women in our environment if women in our environment are practicing early resumption of 

sexual intercourse. This will inform policies for family planning counselling practices.
• The postpartum period is an important time to initiate contraception because women are accessing the health-care
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System a n d  m ig h t h a v e  in c re ase d  motivation to  avoid another pregnancy.

Q6J_ECXIV.ES
M a in : To d e te rm in e  th e  p ro p o rtio n  o f  w o m e n  a tten d in g  th e  post-na ta l d in ic  (P N C ) w h o  have  resu m ed  sexua l in te rco u rse  (S l) 

a n d  co n tra ce p tive  u se  am o n g st th em .

Sp ecific :

• W o m en 's  p e rcep tio n  o f th e  id e a l t im e  fo r  c o m m e n ce m e n t o f sexu a l in te rco u rse  a fte r ch ild b irth .

•  T h e  p ro p o rtio n  o f  se xu a lly  a c t iv e  w o m en  b y  th e  PN C  v is it

• T h e  p ro p o rtio n  o f  se xu a lly  active  w o m e n  us in g  co n tra ce p tio n  a n d  th e  m e th o d s b y  th e  PN C  v is it

•  T h e  re la tio n sh ip  b e tw ee n  e a rly  re su m p tio n  o f  sexua l ac tiv ity , co n tra ce p tive  u se , so c io -d e m o g ra p h ic  variab le s and 

fa m ily  p la n n in g  co u n se llin g  o n  d isch arg e .

S O C IO -D E M O G R A P H IC  V A R IA B L E S

V A R IA B L E F r e q u e n c y P e rc e n t a g e V A R IA B L E F r e q u e n c y P e rc e n ta g e

A G E B O O K IN G
STA T U S

L e s s  th a n  3 0 36 3 4 % B o o k e d 8 9 8 4 %

3 0 - 3 4 51 4 8 .1 % U n b o o k e d 17 1 6 %

3 5  a n d  a b o v e 19 1 7 .9 %

E D U C A T IO N P A R IT Y

S e c o n d a r y  &  

b e lo w

14 1 3 .2 % O n e 4 7 4 6 .5 %

T e r t ia r y  &  a b o v e 92 8 6 .8 % T w o  &  

A b o v e

54 5 3 .5 %

R E L IG IO N
C h r is t ia n it y 85 8 0 .2 %

Is la m 21 1 9 .8 %

T R IB E
Y o ru b a 86 8 1 .1 %

O th e r s 2 0 1 8 .9 %

SOCIO-DEM OGRAPHIC VARIABLES

VARIABLE F req u en cy Percen tag

e

VARIABLE Freq uency Perce

n tag e

VARIABL
E

Freq uenc

y
Percen tag

e

M ODE OF 
DELIVERY

LOCHIA AT 
6WKS

NO OF 
W IVES

C esa rean 53 5 1 .5 % Yes 42 39 .6% O n e 94 8 8 .6 %

Vag ina l 49 4 7 .6 % No 64 60 .4% T w o  &  
A b o ve

12 11 .4%

A ssisted

Vag ina l

1 0 .9 %

EPISIOTOM Y
GIVEN

ADM ISSION  
PO ST D E L

INFANT
FEEDING

Yes 24 23 % < 3days 27 26 % EB M 101 9 4 .9 %

N o 82 77 % 3 -7  days 62 60 % N o n -EB M 5 5.1%

REPAIRED
PERINEAL
TEARS

> 1 w eek 15 14% FPC

Yes 27 2 5 .5 % Yes 35 3 2 .8 %

No 79 74 .5% N o 71 6 7 .2 %
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■ When was s e x u a l in t e r c o u r s e
1 commenced?
fl No of weeks post delivery when sexual intercourse
|  was commenced

■ >
■ V<iwceki
■ >6we«ki
■

Women's Perception o f id e a l time 
fo r  commencement o f  sexual 
in te rco u rse  post d e liv e ry .

Proportion of sexually active women using a 
method of family planning

■no<yw«ki
■ CcJu to u

■ Ccbjmni
■ UUng» method
■ Not ovnga method

*-ert*
mdbelo»5

METHQPQLQG Y
• A n  o n g o in g  d e scrip tive  cro ss-sectio na l su rv e y  o f w o m en  a tte n d in g  th e  PN C  a t  th e  U n ive rs ity  C o lle g e  H o sp ita l. Ib adan  

co n d u cte d  fro m  the 1" o f Janu ary , 2011  tili da te .

• S tu d y  In s tru m e n t: A  th irty - f iv e  ite m  q u estio n n a ire  g e n e ra te d  fro m  p rev io u s su rveys , p u b lica tio n s  and  re v ie w  a rtic le s  o n  

M D C S . Q u estio n n a ire  co n ta in e d  8  se ct io n s  co n ta in in g  q u estio n s ad d ress ing  so c io -d e m o g ra p h ics , h is to ry  o f  d e live ry  

a n d  p u erp erium , resu m p tio n  o f in te rco u rse , p e rce ived  id e a l t im e  fo r  resu m p tio n  o f in te rco u rse , co n tra ce p tive  use, 

e m o tio n a l sta te  post d e liv e ry , in fa n t ca re , fa m ily  p lan n in g  co u n se llin g  b e fo re  d isch arg e .

• D ata A n a lys is : A  p re lim in a ry  a n a lys is  o f  1 0 6  w o m en  in te rv ie w e d  w as d o n e  us in g  SP SS  ve rs io n  15 . S u m m a ry  statistics 

su ch  a s  m ean s and  p ro p o rtio n s  w e re  re p o rte d . C h i-sq u a re  tests w a s  used  fo r  s ig n ifica n ce  o f  asso c ia tio n  b e tw een  

ca te g o rica l variab le s a t  a  leve l o f 0 .05 % . M u ltip le  lo g is tic  reg ression  w as d o n e  fo r  tw o  d e p e n d e n t va r ia b le s : early  

resu m p tio n  o f  in te rco u rse  and  co n tracep tive  use b y  th e  P N C  v isit.

• R esu lts w e re  p resented  u s in g  tab les , p ie -ch a rts  and  bar-charts .

MET-HOPS QF FAM|LY.PLANNING_USED
M a le  C o n d o m -  50% , B ila te ra l Tubal L ig a t io n -  2 0 % , C o n d o m  ♦ C o itu s in te rru p tu s -  1 0 % , C o itu s  in te rru p tu s  a lo n e -  10% ,

In je c ta b le  H o rm o n a l C o n t .-  5% , A b s tin e n c e -  5%

PISCU.S.S10N
• Few  u se d  m o d ern  m e th o d s kn o w n  to  be sa fe  d u rin g  lactation .

• D esp ite  1 0 0 %  b reast feed in g  ra te , th e  k n o w le d g e  o f  la c ta t io n a l am en o rrh o ea  as a  m e th o d  o f  c o n tra ce p tio n  w a s  low  

am o n g  th ese  se xu a lly  a c t iv e  w o m e n . T h is  fin d in g  w a s  co rro b o ra ted  b y  s tu d ie s d o n e  b y  V u ra l e t  a l. T h is  pu ts non- 

co n tracep tin g .b reastfeed in g  p o stp a rtu m  w o m en  at h ig h  r isk  o f  u n w an te d  p reg n an c ies a s  p ro p e r use is  req u ired  to  

en su re  lo w  fa ilu re  rates.
• P red icto rs o f  e a r ly  resu m p tio n  o f in te rco u rse  in c lu d e  vag ina l d e liv e ry  and  ab sen ce  o f  repa ired  vag ina l tears

• A p a rt from  co m m e n ce m e n t o f  in te rco u rse . a  p red icto r o f  co n tra ce p tive  use w as lo n g e r d u ra tio n  o f  lo n g  hosp ita l stay 

sugg esting  th a t w o m e n  m a y  o n ly  co n s id e r co n tra ce p tive  use im p o rtan t fo llo w in g  p rev io u s c o m p lic a le d  p regnancies. 

Ed u ca tio n  u n like  in  so m e o th e r  stud ies w a s  no t a  p red icto r o f  co n tra ce p tive  use fo llo w in g  c o m m e n ce m e n t o f sexual 

activ ity .
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• F re q u e n c y  o f  fa m ily  p lan n in g  c o u n se llin g  o n  d isch arg e  is  a lso  low.

C Q .N C m S lQ N & A E C O M M E K D A IlQ N

• Ea r ly  re su m p tio n  o f  sexu a l in te rco u rse  is  a  rea lity  am o n g  N ig e rian  w o m e n  and  m a jo rity  do  no t u se  co n tracep tio n .

• Fo rm a l p re -d isch a rg e  fa m ily  p la n n in g  c o u n se llin g  and  fo llo w  u p  b e fo re  the p o stn a ta l v is it fo r  a ll w o m e n  and  the ir 

P a rtn e rs  e sp e c ia lly  fo r  those a t  risk  o f  e a r ly  resu m p tio n  o f  in te rco u rse  is  ad vo ca ted .

• K n o w le d g e  & C o u n se llin g  o n  LA M  b y  h e a lth  w o rk e rs  w ill be usefu l to  p reven t u n in ten d ed  p reg n an c ies in  se xu a lly  

a c t iv e  p o stp a rtu m  w o m e n  w h o  m ay  n o t w a n t to  use o th e r  m o d ern  co n tra ce p tive  m etho ds.
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1999  Ju l;7 6 (7 ):3 8 5 -9
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PL-074
ACCEPTABILITY OF TRANSVAGINAL SCAN IN IBADAN, SOUTH-WEST NIGERIA
O d ek u  A . O ., BA , D ip H E , Bsc , P G c  (u ltra so n o g rap h y ), D a ra m o la  O . O ., M PH , FW A C R  B e llo  F . A „  FW A C S, FM C O G

INTROPUCTIQN
• U ltraso u n d  im a g in g  invo lves exp o sing  p a rt o f  th e  b o d y  to  h ig h  fre q u e n cy  so u nd  w a ve s  to  c re a te  im ag es o f sp ec ific  

a re a s  o f  th e  b o d y  to  d iag n o se  vario us patho log ies.

• T ran svag in a l/tran sab d o m in a l u ltra so u n d  im a g in g  is  m o stly  p e rfo rm e d  in  O B /G Y N .

APPLICATION AMD.CUNICAL BENEFITS OF TRANSVAGINAL SCANgyfl
• T h e  u ltraso und  fre q u e n cie s m o st c o m m o n ly  u sed  in  m ed ica l d iag n o s is  a re  in  th e  rä n g e  o f 2-1 5m h z .

• T h e  e n d o c a v ity  p ro b e  in TV S typically u se s  a 7 .5 m h z e n e rg y  frequency.

ADVANTAGES (Q.R C.U.NJCAL BENEFITS)
• A d van tag e : b e tte r im a g e  reso lu tio n , Im p ro ved  v isu a liza t io n  o f p e lv ic  an a to m y., Exce llen t t is su e  ch a rac te riza t io n  o f 

U terus a n d  o varies ., Increased  e ffic ie n cy  as th e re  is  n o  w a itin g  tim e  fo r b lad d e r f illin g ., A ccu ra te  seria l assessm ent o f 

fo llicu la r  and  e n d o m e tria l d y n a m ic s  in  in fe rt ility  m anag em ent.

PEMERIT
Sm a ll f ie ld  o f  v ie w , M ay  n o t b e  ab le  to  se e  th e  fu ll e x te rn  o f  la rg e  m asses., C u ltu ra lly  u n a ccep tab le . T ran sab d o m in a l scan  is 

o cca s io n a lly  u se d  in  a co m p lim e n ta ry  ro le.

B A C KGR.Q .U N P ..& A JM O FA T U D Y
• T V S  n o t a  co m m o n  m o d e  o f  O b G yn  U SS im a g in g  in  lo ca tio n  o f study.

• N o n -fam ilia rity  o f p ro ce d u re  b y  m ed ica l pe rsonnel

• Ro le  o f  T V S  is w e ll e s tab lish ed  in d e ve lo p ed  co un trie s

• In it ia l res is tan ce  en co u n te red  fro m  m ed ica l p e rso n n e l w ith  regard s p a tien ts  reactio n

• C u ltu ra l reaso n s g ive n  fo r p e rce ived  n o n -a cce p ta b ility  b y  patients

• S tudy th e re fo re  a im e d  to  assess th e  a cce p ta b ility  o f  tran svag in a l scan  in  th e  co m m u n ity
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B&HENTS ANPM ETHQPS
P ro sp ective  stud y w a s  fro m  A p ril-  Sep t 20 11 .

E lig ib ility  C rite ria : A t  lea s t a  p rev io u s ac t o f  sexua l in te rco u rse , N o  h e a vy  vag ina l b lee d in g , A p p ro p ria te  m ed ica l ind ication , 

In fo rm ed  co n sen t o b ta in ed  b e fo re  e a c h  p rocedu re .

PATIEN.TSA N P  METHQPS
O f 5 0 8  g yne co lo g ica l re fe rra ls , 3 1 7 (6 2 .5 % ) w e re  d e em e d  e lig ib le  fo r  th e  study.

SQU.RCES o f  r e fer r a l

T e rt ia ry  hosp ita l 1 4 7  (4 6 % ), P riva te  hea lth  c a re  98  (3 1% ), S e if re fe rra l 71  (23% )

AG.E_RAN.GE 
18  to  72  years

REUGlON^TRjBE &SQC!Q^£CONQMI-C.C.LASS
A d e q u a te ly  rep resented , 191 w o m e n (3 7 .5 % ) d id  n o t fu lfille d  th e  e lig ib ility  crite ria .

EXCLUSIQN.CB1IEB.IA
Virgins, Heavy vaginal bleeding

RESULT

• 315 c lie n ts (9 9 % ) fo u n d  th e  p ro ced u re  accep tab le . Demerits: m in im a l d isco m fo rt in  p a tien ts  w h o  a re  no t re laxed ., 

1 (0 .5 % ) p ro ced u re  w as re fused .. 1 (0 .5% ) p ro ced u re  w a s  ab an d o n ed ., > 70%  o f  req u ests w e re  no t sp ec if ic  fo r  TV S 

a lth o u g h  c lin ica lly  ind icated .

REFERRAL INP.ICAT1QNS
• M ost co m m o n  g yn a e co lo g ic  in d ica tio n s w e re : Eva luatio n  o f  S u b fe rtility  (1 7 .7 % ), C o n firm a t io n  o f  U terine 

F ib ro id s(1 4 .4% ), Po lycystic  O varie s(6 2 .5% ),as  a  s ig n ifica n t co n tr ib u to ry  cause  o f  o lig o -a m e n o rrh o e a ., Least co m m o n  

g yn a e c o lo g ic  in d ica tio n  w as , Eva luatio n  o f p o s t m eno p ausa l b lee d  (0 .1% )

CQNCLUSIQN
• This small study has demonstrated a high level of acceptance of TVS among the women In Ibadan, Nigeria.
•  Increas ing  the aw a re n e ss  o f th is Se rv ice  am o n g  hea lth  care  p ro v id e rs  a n d  w o m en  m ay  h e lp  to  b rid g e  th e  ex is tin g  gap 

b e tw een  Se rv ice  ava ila b ility  &  utilisation .

• N o  w o m an  sh o u ld  b e  d e n ied  th e  o p p o rtu n ity  o f a  T V S  if c lin ica lly  in d ica ted .

PL5-075
MASSIVE ASCITES. AN UNCOMMON PRESENTATION OF ENDOMETRIOSIS: A CASE 
REPORT
Oranye B.C. (LICH, Ibadan)

CASE.P.RE S EN IA ILQ N
• M r s A U . is  a  37 year n u llip a ro u s w o m a n .S h e  p resen ted  w ith  recu rren t a b d o m in a l sw e lling  o f  3years d u ra lio n  associated 

w ith  w e iq h t loss, a b d o m in a l p a in s ,e a rly  sa tie ty .lo ss o f a p p e titte  a n d  vo m ittin g  .
• N o  h is to ry  o f vag ina l b lee d in g  o r  m enstrua l irreg u la rity . N o  hx o f  ye llo w ness o f  th e  eyes .in g estio n  o f  u n p astu rized  m ilk  

o r  co n ta ct w ith  p e rso n s w ith  ch ro n ic  co ug h .
• T h e re  w a s  a b ackg ro u n d  h is to ry  o f tre a tm e n t w ith  c lo m ip h e n e  c itra te  fo r se co n d a ry  in fe rtility  o f  4y rs  d u ra tio n .

• S h e  first p resen ted  a t  U P T H  w h e re  she had  e xp lo ra to ry  lap a ro to m y  d o n e  ab o u t 3years a g o  w ith  d ra in a g e  o f  la rge(7L) 

vo lu m e  o f  asc it ic  flu id .h isto lo g y  rep o rt o f  th e  m ass(o m e n tu m ) rem o ved  sh o w e d  sh e  had  e n d o m e tr io s is .

• H ad  d an azo l fo r 6m onths.

• P a tien t had  r ig h t p leu ra l e ffu s io n  d ra in e d  v ia  C TTD  a n d  p leu ro d esis in  U PTH .

• S h e  d e ve lo p ed  an o th e r ep iso d e  o f  a b d o m in a l sw e lling  2 ye a rs  a g o  and  p resented  in  UCH .

• Pe lv ic  scan  d o n e  sh o w e d  h e p a to m e g a ly  w ith  a sc ite s  and  U S S-g u id ed  FN A C  o f  th e  r ig h t o va rian  m ass;

• A sc it ic  flu id  w a s  ch o co la te  co lo re d .cy to lo g y  y ie ld e d  a n  in fla m m a to ry  lesion .

• S h e  had  a  2nd  e xp lo ra to ry  lap a ro to m y  and  d ra in a g e  o f p u ru le n t p e rito nea l f lu id  co lle c t io n .T h e  en tire  ab d o m in o p e lv ic  

cav ity  w a lle d  o ff b y  p yo g e n ic  m em b ,5 L  o f  p yo g en ic  flu id  d ra in e d ,n o  fea tu res su g g estive  o f  m a lig n an cy
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• P a tie n t m a d e  a  stead y  re c o ve ry  a n d  w a s  d isch arg ed  b u t re -p resen ted  a g a in  in U C H  5m onths a g o  w ith  a 7/12  h isto ry  

o f  a n o th e r e p iso d e  o f p ro g ress ive  a b d o m in a l sw e lling .

• A  re p e a t U SS d o n e  revea led  lo cu la te d  flu id  co lle ctio n s .b o th  o va rie s  (u te ru s  a n d  en d o m etriu m  w e re  n o rm a l.n o  ad nex ia l 

m ass.

•  System ic re v ie w  w as n il co n trib u to ry .

•  N il Fam ily  h is to ry  o f m a lig n an cy . She ha*d V T O P  in  2003 .

•  Y o u n g  w o m a n .ch ro n c a lly  ill- lo o k in g .n o t p a le .a feb rile .an ic te ric

• C V S  & C H E S T -n o rm a l

• D isten d ed ,M id iin e  su b u m b ilica l scar,g ross a sc ite s .n o  p a lp a b le  o rg an o m eg a ly  o r  m ass

• N o rm a l v u lva /va g in a .C e rv ix  is  sm o o th  a n d  O s  is  c lo se d .,f irm  m ass p a lp a b le  in  POD

• D R E : N o rm a l sp h ic te ric  to n e ,firm  m ass fe it  re stin g  in th e  a n te r io r  recta l w a ll,re c ta l m ucosa is  sm ooth

• D iag nosis : R ecu rren t in tra -a b d o m in a l co llectio n ?

M A N A Ö 1 M E N I

• Fu ll b lood  co u n t-P C V  2 9 %  .o th e rs  n o rm a l > E lectro ly tes,u rea  & Creatin ine- norm al > PT/PTTK -n o rm al » A b d o m in a l 

p a racen tes is fo r  m cs .cy to lo g y  -c h o co la te -co lo u re d  flu id  » G ro u p  & cro ss-m atch ing  o f  2  units o f b lo o d  » C h e s t  X ray- 

N o rm a l » A b d o m in o p e lv ic  U ltraso u n d  scan -M assive  flu id  ascites

EX&LQRAT O R Y  LA P  & EXC1SION. Q F  PER ITQ EN ALJ M P L A NT S ; IN TRA -Q P  FIN D IN GS
• M id iin e  su b u m b ilica l s c a r  » C h o co la te  co lo u red  asc it ic  f lu id (9 7 5 0 m l)>  M o d era te .ad h es io n s b e tw een  an te rio r

a b d o m in a l w a ll and  U te rus»  N o rm a l s ize  U te rus»  B o th  fa llop ian  

tu b es and  o varie s  b o u nd  in ad h es io n sfn o t v isu a lized )

• Parieta l p e rito n e a l im p lan ts(5  in  n o s ,ran g in g  b tw  2 x 2 c m  to  

3 x 3 cm ,ch o co la te  lik e  &  p o w d e re d  b u rn s) w ith  a d h e s io n s  over 

so m e o f  the im p lan ts»  EB L-25 0m l

» H is to lo g y  re ve a le d  end o m etrio s is

P-QST-Q P -C A B E
• Pa tien t m ad e  a  stead y-and  g ra d u a l re co ve ry  a n d  w a s  d isch arged  

o n  th e  30 th  d a y  post op .

• She w a s  co u n se lled  o n  th e  in tra -o p e ra tive  fin d in g s a n d  her 

fe rt ility  o p tio n s .an d  la te r co m m e n ce d  o n  S u b cu tan e o u s gosere lin  

3 .6 m g  m onth ly .

• S h e  p resented  2  w ee ks  a fte r  d isch arg e  in  g y n a e co lo g y  d in ic  w ith  a b d o m in a l pa in s a n d  d isco m fo rtjan d  1L o f ascitic  

f lu id  w a s  a sp ira ted  v ia  a b d o m in a l pa racen tes is .

• En d o m etrio s is  is  th e  a b n o rm a l lo ca tio n  o f e n d o m e tria l like  tissues in a reas o th e r  th an  the u te rin e  c a v ity  .

• It is a  ra re  cause  o f  m assive  asc ites . T h e  p o ss ib ility  sh o u ld  b e  k e p t in  m ind  w h e n  a  yo u n g  p a tien t p resen tin g  w ith  

asc ites .w h ich  m ay  be ch o ch o la te -co lo red  o r  h ae m m o rh ag ic .

• En d o m etrio s is  p re sen tin g  a s  h em o rrh ag ic  a sc ite s  is  an  ex trem e ly  ra re  p resen ta tio n  and  is seen m o re  c o m m o n ly  in  b lack 

n u llip a ro u s w o m e n 1.

• Possib le  m e ch an ism s o f  a b d o m in a l p a in  in c lu d e  ru p tu re  o f  en d o m etria l cysts  and  subsequen t Irr ita tio n  o f  se rosal 

su rface s  b y  fre e  b lood  cau s in g  a sc ite s  and  ad h es io n s “

•  Pa tien ts p resen t m o st c o m m o n ly  w ith  ab d o m in a ld is ten tio n , d ysm en o rrh ea , ab d o m in a l pain and  an o rex ia  \

•  T h e  asc it ic  f lu id  is  typ ic a lly  e xu d a tive  in nature*

• I t  is  se ld o m  p o ssib le  to  a rr ive  a t  the d iag n o s is  w ith o u t su rg ica l e xp lo ra tio n ; the d iag n o s is  is  m ad e  based  o n  h is to lo g y  

a fte r su rg ica l e xp lo ra tio n .

•  T h is  p a tien t had  su rg e ry  and  h is to lo g y  sh ow ed  she had  e n d o m e tr io tic  Spots o n  th e  o m entum  and  an te r io r  ab d o m in a l 

w a ll.

CONCLUSIQN
•  P a tie n t m a y  p resen t w ith  a b d o m in a l p a in . in fe rtility  a n d  recu rren t ascites.

•  T rea tm en t o p tio n s  in c lu d e  e s tro g en -p ro g este ro n e  co m b in a tio n  th e ra p y  a n d  G nR H  an a lo cu es  (e .g . D an azo l). A  six 

m o n th  co u rse  o f  M PA  is  a lso  a p p ro p ria te  *.

•  T h e se  d ru g s p reven t a w o m an  w ith  in fe rt ility  from  g e ttin g  p reg n an t w h ic h  is  a  th e rap eu tic  d ile m m a .O th e rs  inc lude  

G nR H  ag o n ist (G o se re lin ) CO CP, lo vo no rg estre l in trau te rin e  system (m iren a ).

•  T h e  resp o nse  to  h o rm o n a l th e ra p y  in c lu d in g  G n R H  ag o n ists  h as b e en  re p o rte d  to  be o ften  unsatis facto ry .
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• R epeat recu rren ces and  severe  co m p lica t io n s  req u ired  m u ltip le  lap a ro to m ie s a n d  th o raco to m ies fo r  a sso c ia ted  p leu ra l 

a n d  p u lm o n a ry  in vo lve m e n t\
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w ith  m ass ive  ascites G yn e  O nco lo g y ,V o lu m e 16  Issue 1, A p ril 1998 , Pages 42 -4 6 .

PL-076
PMTCT IN LAGOS ISLAND MATERNITY HOSPITAL (LIMH).-THE JOURNEY SO FAR
O h ih o in  A . G ‘,  Law a l A . H \  IF EM E JE  A .', O g u n g b e m ile  B \  A d e b im p e  W .O \ So lan ke  C . O*
“ '"Lag o s Island Maternity Hospital, Lagos; 'G H A IN  Nigeria; C o r r e s p o n d e n c e  t o : Ohihoin A  G.. FWACS. FMCOG, MCIArb(UK), DMAS, 
Consultant OB/GYN LIMH |Mail:drgreg@pregnancynigeria.com. Mobile:*2348035604697)

BAC K G R O U N D

• 5 7 %  o f  ad u lts  liv in g  w ith  H IV  a re  w o m en  > O v e r  9 0 %  o f  in fec tio n  in  ch ild ren  is  acq u ired  th ro u g h  M TC T  >2006, 

2 .3 m illio n  ch ild ren  w e re  liv in g  w ith  H IV  a n d  u p  to  5 3 0 ,0 0 0  w e re  n e w ly  in fected  w o rld w id e .

H I V  o u t c o m e s  o f  in fo n ts  b o rn  to  w o m e n  in fe c te d
w ith  hiv in the a b s e n c e  o f  Intervention S tra te g ie  elements for the prevention of MTCT

PM TC T  U M H

C o m m e n ce d  Ju ly  2 0 0 5  > G ha in  su p p o rte d  stand  a lo n e  s ite  > 18 7  PM TC T  G h a in  su p p o rte d  site  > 74%  a re  in  N ig eria  >15 

P M TC T sites in  Lag os > Pepfar, A p in ,

PMTCT LIMH

YEAR ANC ATTENDEES NEGATIVE POSITIVE UNKNOWN

2006 2013 1604 171 238

2007 2246 1759 199 288

2008 2375 1841 190 344

2009 2586 1833 173 588

2010 1704 1491 136 77

TOTAL 10924 8528 869 1527
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QMCILV.ES
To re v ie w  a n d  a n a lyze  th e  o u tco m e  o f P M TC T In te rve n tio n  in  L IM H  fo r  th e  past five  years o f  co m m en cem en t. 

M ETH O D Q LQ G Y

• D ata  w e re  o b ta in ed  fro m  th e  an te -n a ta l c lin ic  (A N C ) fro m  w o m en  w h o  had  vo lu n ta ry  co u n se llin g  and  te stin g  (V C T ) for 

H IV  and  the resu lts an a lyzed

• D ü rin g  lab o u r and  d e liv e ry  —  exp o su re  to  th e  v iru s in th e  m o th e r's  b lood  and  o th e r  flu ids

• D ü rin g  b reastfee d in g  —  Breast m ilk  co n ta in s h ig h  co n cen tra t io n  o f  H IV

S U M M A R Y O F  RESU LTS

A n ten a ta l a tten d ees w h o  had  V C T- 10 ,9 24 . > 86 9 (7 .9 5% ) te sted  p o s itive  fo r  H IV . > 8 ,528 (78 .0% ) te sted  neg ative

PMTCT LIMH

2000 
1800 
1600 
1400 
1200 
1000 
800 
600 
400 
200 

0

OUTCOME OF PMTCT LIMH

| Year Positive | Negative Positive No results
mothers babies babies

2 0 0 7 199 126 8 1

20 08 190 133 2 1

20 09 173 91 5 9

20 10 136 90 3 3

TO TA L 8 6 9 | 4 4 0 18 14
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PMTCT LABOUR WARD UMH

Carry out safe 
delivery practices

Givesdrugs 
including single 

dose NVP

Assist in sameday 
result

LAB AND PHARMACY

Carry out other 
routine ANC 

testing

Assists in blood 
donation activities

Givesdrugs as 
prescribed

Keepsrecords of 
drugsconsumed

C H A U E N G E S  A N D  D IS C U S S IO N

> 1 ,52 7 (1 3 .97% ) d id  no t h a v e  resu lts . > 47 2 (5 4 .31 % ) H IV  p o s itive  m o th e rs  w e re  fo llo w e d  up . > 39 7 (4 5 .68 % ) H IV  positive  

m d th ers co u ld  no t b e  fo llo w ed  up . > O ut o f  th o se  fo llo w e d , 4 4 0  bab ies te sted  n e g a t iv e  fo r  H IV  (9 3 .22% ), > 18 bab ies 

tested p o s itive  fo r H IV  (3 .8 1 % ). > 14 (2 .96 6% ) b ab ie s d id  no t p ro d u ce  th e ir  resu lts

PMIgANjLUMH
B o o k ing  o f  c lie n ts  > Pre a n d  post te st co u n se llin g  > Sam e d a y  co u n se llin g  > C o u p le  co u n se llin g , p a rtn e r n o tifica tio n , and  

d isc lo su re  > Fu rth er co u n se llin g  /h e a lth  e d u ca tio n  fo r  H IV  n e g a tiv e  c lie n ts  > Liase  w ith  d o cto rs  to  p rescrib e  A R V s >ARVs 

ad h e re n ce  co u n se llin g  > Keeps m ate rn a l d ia ry  and  track in g  > H AA RT e lig ib ility  re ferra ls

FAM ILY  P .LAN N IN G  A N P  V C T  U N ITS 

C h a llen g es II
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M an y c lie n ts  a re  lo s t to  TB  A s a n d  o th e rs  > Late  b o o k in g  b y  c lie n ts  >N on ava ila b ility  o f te st k its > S ta ff tran sfe rs  and  

a ttr itio n  >N on in vo lvem en t o f M ed ica l C o n su ltan ts  > Very h ig h  patien ts a ttr it io n  ra te  > H C W s n o t e n o u g h  > M any  H C W s 

no t k n o w le d g e ab le  ab o u t PM TC  inc lud in g  d o cto rs

REEERENCES

1 . " L d e V in c e n z ie t  a l. T r ip le -a n t ire t ro v ira l (A R V )  p r o p h y to x is  d u r in g  p r e g n a n c y  a n d  b r e a s t fe e d in g  c o m p a re d  

to  s h o r t - A R V p ro p h y lo x is  t o  p r e v e n t  r ro th e r - to - c h i ld  t ro n sm is s io n  o fH IV -1  (M T C T ) : t h e  K e sh o  B o ra  

ra n d o m iz e d  c o n t r o l le d  c l in ic a l  t r ia l  in  f i v e  s i t e s  in  B u rk in a  F a s o , K e n y a . :  S t h  IA S  C o n fe re n c e  o n  H IV  

P a th o g e n e s is  a n d  T re a tm e n t : A b s t r a c t  n o . LB P E C 0 1  "

2 . WHO: Rapid Advice Use of antiretroviral drugs for treating pregnant women and preventing HIV infection 
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3 . A.S.Sagay, et al. Vertical transmission of HIV-1 infection in northern Nigeria.: AIDS 2006 - XVI International 

AIDS Conference: Abstract no. TUPE0345

4. R.Shapiro, et al. A randomized trial comparing highly active antiretroviral therapy regimens for Viro log ie  

efficacy and the prevention of mother-to-child HIV transmission among breastfeeding women in 

Botswana (The Mma Bana Study). :  5th IAS Conference on HIV Pathogenesis and Treatment: Abstract no. 

WELBB101.

5. WHO:HlV and Infant feeding; revised principles and recommendations, 

wvAV.who.int/hiv/pub/oaediatric/advice/en2009

PL-77
PREGNANCY FOLLOWING LAPAROSCOPIC OVARIAN DRILLING FOR CLOMIPHINE 
RESISTANT PCOS IN UNIVERSITY COLLEGE HOSPITAL. IBADAN
Dr. G . C . N kw o ch a , FM C O G , F IC S , D ip l lap  Surg  (Tel A v iv  U n ive rs ity  Israel)

S U M M ARV

• 29  y e a r  o ld  P0+ 0 w o m a n  w ith  d o m ip h e n e  res is tan t p o lycys tic  o varian  syn d ro m e  (PCO S).

• S h e  had  Lap a ro sco p ic  O va ria n  D rillin g  (LO D ) in  U C H  w ith  g o o d  o utcom e

• She co n ce ived  w ith in  tw o  m o n th s a fte r  LO D  b u t had  th re a ten ed  ab o rtio n  a t  n in e  and  e leve n th  w ee ks  resp ective ly

• She su b se q u en tly  exp e lled  a live  fe m a le  fe tu s  a t  24  w ee ks  d u e  c e rv ica l in co m p etence .

• S h e  is  sched u led  fo r  c e rv ica l ce rc lag e  in  h e r n ex t co n fin em en t

• M rs IG  w a s  a n u llip a ro u s la d y  w h o  p resen te d  to  u s o n  16*' M arch , 2 0 1 0  fo llo w in g  a  2 y e a r  h is to ry  o f  p r im a ry  in fe rtility  

and  5  ye a r h is to ry  o f  irre g u lä r m en se s . LM P  w a s  1 2 /1 2 /  2009

• T h e  co u p le  a re  b o th  lab o ra to ry  sc ien tis ts  in U ch  /C o lleg e  o f  M e d ic in e  U n ive rs ity  o f  Ib adan

• T h e y  liv e  to g e th e r in  Ibadan

• T h e y  h a v e  b e en  u n a b le  to  a ch ie ve  a n y  p reg n an cy  d e sp ite  ad e q u a te  sexua l in te rco u rse  fo r  2 yea rs

• S h e  had  ep iso d e s o f  m enstrua l irreg u la ritie s , o lig o m e n o rrh e a  in it ia lly  b u t in th e  last 3 m o n th s p rio r to  p resen ta tio n , she  

had  am enorrhea

• Pe lv ic  so n o g ram  d o n e  and  h o rm o n e  p ro file  w e re  su g g estive  o f  PCO S

• S h e  had  d o m ip h e n e  C itra te  u p  to  150m g  d a ily  a n d  m etfo rm in  fo r  o vu la tio n  in d u ctio n  w ith  t im ed  in te rco u rse  fo r  th ree 

cyc le s  to  n o  avail

• S h e  neither smoked Cigarette nor drank alcohol
• N o  fa m ily  h is to ry  o f  c h ro n ic  m ed ica l illness

• Exam in a tio n  revea led  an  o b ese  yo u n g  lad y(B M I 3 1 ). N o t h irsu te  b u t had  a  m a le  h a ir  patte rn

• H e r  B P  w a s  11 0 /7 0 m m h g , PR  72 /m in

• C h est w a s  c lin ica lly  c lear

• A b d o m e n  sh ow ed  a n  o b ese  an te r io r  a b d o m in a l w a ll, n o  o rg an o m eg a lly

• H er in vestig a tio n s w e re  a ll  w ith in  n o rm a l rän g e  P C V  3 6 % , G e n o ty p e  A S , b lood  g ro u p  B  R hesus n eg a tive , H IV  N egative .
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•  E /u /c r w e re  n o rm a l a s  w e ll as u rina lysis

•  Sem ina l flu id  ana lys is o f  h e r husb an d  w a s  w ith in  n o rm a l räng e .

•  T h e  resu lts o f  the in ve s lig a tio n s  w e re  d iscu ssed  w ith  th e  p a tien t as w e ll a s  th e  o p tio n s  o f  m an ag e m e n t w h ic h  sh e  gave 

h e r co n sen t fo r  LOD

• She had  LO D  o n  Ju ly  13 . 2 0 1 0  u n d e r g e n e ra l anaesthes ia

•  T h re e -p o rt lap a ro sco p y  w a s  done

• A  10 m m  p o rt w a s  p la ce d  o n  the um b ilicu s v ia  a lo n g itu d in a l in c is ion  a n d  tw o  5 m m  se co n d a ry  p o rts  p la ce d  5cm  from  

th e  u m b ilica l p o rt e a c h  o n  e ith e r s id e  o f  th e  base o f  a  tr ian g le

•  In tra -o p e ra tive  fin d in g s in c lu d e  a n u llip a ro u s o s , 8 c m  u te r in e  cap ac ity , n o rm a l s ized  U terus, n o rm a l tu bes , c lean  pe lvis , 

n o  ad h es io n s , 6x6cm  p o lycys tic  ovaries.

•  O th e r in tra -a b d o m in a l O rgans w e re  norm al.

•  Th ere  w a s  p ro m p t sp illa g e  o f  m e th y le n e  b lu e  from  b o th  tubes

•  B ila te ra l LO D  w as d o n e  u s in g  ru le  o f  4 -  4 0  w a tts  o f  c u tt in g  cu rren t, 4  h o le s  d rilled  o n  each  o va ry , 4 m m  d e p th , fo r  4 

seconds

• T h e  ab d o m e n  w as g e n e ro u s ly  irr ig a te d  w ith  n o rm a l sa line  to  co o l th e  o v a r ie s  and  re m o ve  th e  debris

•  Estim ated  b lood  lo ss w a s  m in im al

•  T h e  in stru m en ts passed th ro u g h  th e  se co n d a ry  p o rts  w e re  rem o ved  first u n d e r  v is io n , th en  th e  lap a ro sco p e  and  the 

10 m m  trocar.

• T h e  p o rt  w o u n d s  w e re  su tu red  su b cu ticu la r ly  w ith  v ic ry l 2 /0

• S h e  w a s  rev iew ed  tw o  w ee ks  a fte r  th e  su rg e ry  and  she w a s  fine

• She w a s  rev iew ed  a g a in  a fte r  a  m o n th  & she sa w  h e r p e rio d  in  A u g u st & it w a s  no rm al.

• She n o w  p resented  2  m onths a fte r  to  say  th a t h e r LM P  w as o n  7 /9/10 .

• She d id  a  p reg n an cy  test th a t w a s  p o s itive  & th e  p re g n a n c y  co n firm ed  b y  p e lv ic  USS.

• S h e  w a s  su b se q u e n tly  booked  fo r  A N C  .

• She had  th reaten ed  a b o rt io n  a l  th e  9" a n d  l l r' w ee ks  g esta tio n  fo r w h ic h  sh e  had  p ro g e sto g en  Su pport.

• A t  24  w ee ks  g esta tio n  she  had  a n o th e r va g in a l b lee d in g  b u t w ith o u t p a in  and  su b se q u e n tly  exp e lled  th e  fe tu s w h o  

su rv ive d  fo r o n ly  3 ho u rs

D ISCU SSIO N

• PC O S  a ffects  5 -1 0 %  o f  rep ro d u ctive  ag e  w o m en  m ak in g  it th e  m o st c o m m o n  e n d o c rin e  d iso rd e r in  th is  p o p u la tio n

• PC O S  is ch a rac te rized  b y  c h ro n ic  an o v u la tio n , hyp e ran d ro g en ism , and  p o lycystic  o va rie s  (R o tte rd am  ESH RE/A SR M  

sp o nso red  w o rk sh o p  G ro up ; 2003 ).

• M ost a ccep ted  th e o ry  fo r  th e  patho- m ech an ism  o f  PC O S  is in su lin  resistance

• W o m en  w ith  PCO S o fte n  p resen t w ith  in fe rtility  fro m  an o v u la tio n . In su lin  sensit iz in g  m e d ica tio n s  h a v e  b e en  stu d ie d  to 

im p ro ve  O vulation and  p reg n an cy  rates b u t no t liv e  b irth  rates (  SO G C  C lin ica l P ra c tice  G u id e lin es : O vu la tio n  Ind uction  

in  PC O S; 20 10 . Leg ro  RS e t  a l; 2 0 07 )

• T h e  d iag n o s is  o f PC O S  in  o u r  p a tien t w a s  based o n  h is to ry  o f am en o rrh ea , o b esity , U SS rep o rt w h ich  revealed 

p o lycystic  o va rie s  a n d  a  reve rsa l o f  FS H /LH  ratio

• S h e  had  c lo m ip h en e  c itra te  a lo n e  and  la te r w ith  m etfo rm in  fo r  o vu la t io n  in d u ctio n  w ith  p o o r o u tco m e .

• C lo m ip h e n e  c itra te  is  w id e ly  a ccep ted  a s  f irs t  line  trea tm en t fo r  o vu la t io n  in d u ctio n  fo r  in fe rt ile  w o m en  w ith  PCO S 

(S e o w  K M  et a l 2 0 08 )

• Th o se  w h o  a re  u n resp o n s ive  to  c lo m ip h e n e  a re  trea ted  w ith  m etfo rm in  a n d  o r  g o n ad o tro p h in  a s  w e ll as O varian  

D rillin g  (  Se o w  K M  et a l  2008 , Yo u sse f H . A ta lla h  M M  2007 ).

• T h e  d raw b ack  fo r  g o n ad o tro p h in s  a re  increased  risk  o f  tw in n in g  a n d  o va rian  h yp e rs tim u la tio n  syn d ro m e . (Farq huar 

2007 ).

• Th ese  d ru g s a re  a lso  no t c h e a p  and  no t e as ily  a va ila b le  in  o u r  en v iro n m e n t. T h e  p a tien ts  a lso  req u ire  c lo se  m o n ito rin g

• W e d g e  resection  is  n o  lo n g e r favo u red  d u e  to  risk  o f  ad h es io n s (Fa rq h u a r 2 0 07 )

• M rs  I.G  accep ted  LO D  s in ce  m ed ica l tre a tm e n t has failed
• T h e  p ro ced u re  w as u n co m p lica ted  a n d  sh e  w a s  d isch arg ed  h o m e  th e  n e x t  day

• S h e  co n ce ived  w ith o u t an y  fu rth e r  m easu re  w ith in  tw o  m onths.

• T h is  ag reed  w ith  o b se rva tio n s  th a t LO D  is fo llo w e d  b y  sp o n tan eo u s o vu la t io n  and  co n cep tio n  o r  th at subsequen t 

m ed ica l in d u ctio n  b eco m es m u ch  eas ie r(P a lo m b a  S  e t  a l  20 05 , Fa rq huar 2007)

• T h e  e xa c t m ech an ism  o f ac tio n  o f  LO D  is  u n k n o w n , how ever, it h a s  been associated  w ith : d e crease  an d ro g e n  level, 

Im p ro ved  sp o n tan eo u s o vu la tio n , In crease  in  p reg n an cy  ra te s in p a tien ts  w ith  PCO S

• S o m e  d raw b ack  a re  ad h e s io n , p re m a tu re  o va rian  fa ilu re

OTH.ER_QPILQ_NlSj
• U ltra so u n d  g u id ed  tran svag in a l N e e d le  o va rian  d r illin g  is  an o th e r O ption o f  tre a tm e n t o f PCO S

• E xp e rtise  is a n  im p e d im e n t o u r  en v iro n m en t

• T h e  even tua l lo ss o f  p reg n an cy  reco rd ed  d u e  to  ?  C e rv ica l in co m p ete n ce  w a s  n o t an tic ip ated
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• W e  h a v e  p lan n ed  to  o ffe r  h e r c e rv ica l ce rc lag e  in h e r n ext c o n fin e m e n t as so o n  as feta l v ia b ility  is  co n firm ed

• S h e  d id  no t have  im p a ired  g lu co se  to le ran ce  o r  h yp e rte n s io n  w h ic h  has been rep o rte d  as co m m o n  co m p lica t io n s  in 

p reg n an cy  in  patien ts w h o  had  LOD.

• I t  is  therefore a reco m m en d ed  Option in patients who have  PC O S  in our e n v iro n m e n t since the p ro ce d u re  is  now  

readily ava ilab le

R E FER E NC E S

• T h e  Ro tterdam  ESH R E/A SR M  sp o nso red  PC O S  W o rk sh o p  g ro u p  Revised  2003  con sen su s o n  d ia g n o stic  c rite r ia  and 

lo n g  te rm  h e a lth  risks re la ted  to  PC O S. H u m  R eprod 2 0 04 ; 19 :41-47

• S O G C  C lin ica l P rac tice  G u id e lin es . O vu la tio n  In d u c tio n  in  PC O S. In te rn a tio n a l Jo u rn a l o f  G yn a e co lo g y  and  O bstetrics. 

2 0 1 0 ; 1 1 1 :9 5 -1 0 0

• Le g ro  RS, B a rn h a rt H x  S ch la ff W D  e t  a l. C lo m ip h in e , M etfo rm in  o r  b o th  fo r  in fe rt ility  in  PC O S. N Eng l J  M ed. 

2 0 07 ;3 56 :55 1-5 66

• S e o w  KM , Ju a n  CC , H w a n cy  JL . H o  LT. Lap a ro sco p ic  S u rg e ry  in  p o lycys tic  o va rian  syn d ro m e ; rep ro d u ctive  and 

m e tab o lic  e ffec ts . Sem i Reprod . M ed . 2 0 0 8  2 6 (1 ) : 10 1 -1 0

• Yo u sse f H . A la lla h  M M . U n ila te ra l o va rian  d r illin g  in  p o lycys tic  o varian  syn d ro m e : a  p ro sp ective  ra n d o m ize d  study. 

Eprod  B io m ed  o n lin e . 2 0 0 7  1 5 (4 ): 45 7 -6 2

• Fa rq u h ar C , L ilfo rd  RJ, M a rjo rib a n ks  J, V an d eke rckh o ve  P. Lap a ro sco p ic  "d r il l in g "  b y  d ia lh e rm y  o r  la se r fo r  ovu lation  

ind uction  in  a n o v u la to ry  p o lycystic  ovarian  syn d ro m e . C o ch ra n e  d a tab ase  syst rev 2 0 0 7 .1 8 ; (3 ): C D 0 0 1 1 2 2

• P a lo m b a  S et a l .  M etfo rm in  ad m in is tra tio n  a n d  lap aro sco p ic  o va rian  d rillin g  im p ro ve  o va rian  response to  c lo m ip h ine  

c itra te  in o lig o -a n o vu la to ry  c lo m ip h in e  c itra te  res is tan t w o m en  w ith  p o lycys tic  o va rian  syn d ro m e . C lin ic  Endo crin l 

(o x f) . 20 05 . 6 3 (6 ): 63 1-5

A C m P m E D G E M E N I

P ro f Jo sep h  Ikech eb e lu  N A U T H , N new i

PL-078
BÜRDEN, CHALLENGES AND ASSOCIATED FACTORS OF TB/HIV
Ezech i O C 1 , G a b -O k a fo r C V 1 . O n w u je k w e  D i l ,  O la d e le  D A 1 , O ke  B l .A d u  R A I ,  K a le ja iye  O O l ,  O nub o g u  C 2 , A u d u , R A 3 , U jah

IA 0 4

l.C lin ic a l Sc iences D iv ision , 2 . N a tio n a l T B  R e fe rence  La b o ra to ry  3 . N ation a l H IV  R e fe rence  Lab o ra to ry

4 .0 f f ic e  o f  th e  D irecto r G ene ra l

BA C KG R O U N D

• T h e  in te ra ct io n  b e tw e e n  tu b e rcu lo s isa n d  h u m a n  Im m u n o d e fic ie n cy  V iru s  (H IV ) isco m p le x .

• A p a rt  from  a lte rin g  th e  p a th o lo g y  a n d  c lin ica l p re sen ta tio n  o f  each  o th er, th e y  a lso  co m p lica te s th e  fo llo w  u p  and  

co m p ro m ises e a c h o th e rs  resp o nse  to t re a tm e n t .

• W h e n  b o th  in fec tio n s co ex ist in  p reg n an cy . i t  is  no t o n ly  a  d o u b le  b ü rd en  fo r b o th  m o th e r a n d  baby b u t a n ig h tm are  to  the 

clin ician

• W h ile  m an y  stu d ie s h a v e  repo rted  the p reva le n ce  o f  T B  H IV  co - in fec tio n  and  d escrib ed  its  p re sen ta tio n  in  n o n  preg nant 

ad u lt, n o  s tu d y  fro m  e x te n s ive  lite ra tu re  search  and  to  th e  best o f o u r  kno w led g e  h as repo rted  the p reva le n ce  a n d  d escrib ed  

th e  p resen ta tio n  o f  T B  H IV  co - in fec tio n  in  p reg nancy .

• Su ch  in fo rm atio n  w ill b e  essen tia l in the p la n n in g  o f p reven tio n  a n d  co n tro l s tra te g y  o f  T B  and  H IV  in fection  in pregnancy.

Q B JEG T IV E O F T H E STU D Y

• To  d e te rm in e  the b ü rd en , ch a llen g es o f m an ag e m e n t a n d  a sso c ia ted  risk  fa c to rs  o f  T B  in  H IV  in fected  p reg n an t N igerians 

rece iv ing  P M TC T Serv ices a t  H IV  trea tm en t C en tre , N ig e rian  In stitu te  o f  M ed ica l Research , Lagos.

SU B JEC IS .& M EIH .Q .D .S
Study Se ttin g  and  D esign

• P reg n an t H IV  in fected  w o m e n  se en  a t  th e  H IV  tre a tm e n t C e n tre , N IM R  fro m  Ju ly  2004  -  D ec . 2 0 1 0  w e re  p rosp ective ly  

eva lu a ted  fo r T B  using m u ltip le  d ia g n o stic  ap p ro ach es a fte r  a n  in fo rm ed  consent.

D iag n o stic  m etho d :

• T h e  w o m en  w ere  f irs t  sc re e n e d  fo r  T b  us in g  th e W H O 's  “ 5 q u e s t io n s 'fo r  TB  screen in g .

• Su sp ected  cases b ased  o n  screen in g  a n d  c lin ica l f in d in g s  w e re  su b jec ted  to  Sputum  sm e ar m icro sco p y  (SSM ) a n d  ehest x-ray  

w ith  lead  sh ie ld in g  i f  SSM  is n eg ative .
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• C h e s t x  ray  re p o rts  w e re  b y  C onsu ltan t rad io log ist.

•  S tudy sam p le

• A ll H IV  positive women accessing PM TC T  Services during the study period
D ata  Collection:- D ata  co lle c t io n  w as w ith  P ro g ram m e  v is it , lab o ra to ry  a n d  e n try  form s.

S tudy P r im a ry  o utcom e

• N u m b e r o f  H IV  p o s itive  p reg n an cy  w o m en  d ia g n o se d  to  h a v e  TB  e ith e r b y  SSM  o r  c h e s t rad io g rap h  

STA TISTIC A L  A N A LYSIS

• D escrip tive  sta tistics w e re  used  to  a n a lyze  the ch a llen g es en co u n te red  b y  the d in ic ia n s .

• In  ad d itio n  w e  m easu red  th e  p resen ce  and  streng then s o f  th e  asso c ia tio n  b e tw een  so m e  va riab le s a n d  T b  in fec tio n  in H IV  

p o s itive  p reg n an t w o m en  us in g  b o th  u n iva ria te  and  m u ltip le  lo g is tic  reg ression  m odels .

• A ll Statistica l test w e re  2 s id ed  and  w e re  co n sid ered  s ig n ifica n t a t  a lp h a  0 .05 .

• A n a lys is  w as w ith  SPSS fo r  W indow s Version 14 .0

RESU LTS

• 2961  p re g n a n t H IV  p o s itive  w o m en  w ere  se en  a n d  screen ed  fo r  T B  d u rin g  the 7 y e a r  pe riod .

• A c tive  T b  w a s  d iag n o sed  in 94  (3 .2 % ) w o m e n : C a te g o ry  I ca se s  : 98 .9 % , C a te g o ry  II (re tre a tm e n t c a s e s ) :  1 .1% , C a se  fa ta lity  

ra te : 1 .1 %

C H  A LLE  N G E j_EN C Q }JN IE .R .E P . DU RIN G  M A N A G EM E N T

• D iag nosis : Lo w  y ie ld  o f SSM , S a fe ty  o f  x - ra y , La te  p resen ta tio n , T reatm ent, S a fe ty  o f E FV  in th e  f irs t  tr im ester, D rug  -  Drug 

in te ractio n

• In ten s ive  phase

• P I based regim e

The association between sociodemographic characteristics and T8 infection in HIV positive women

Xteristics T B / H IV  cases 
N=94(%)

H IV  cases only 
N = 2867(% )

P value O R 99 %  CI

Age (years) 3(3.5) 80(2.8) 0.74 1.16 0.29-3.91
• <20 80(84.6) 2480(86.5) 0 0 0.55-2.18
• 20 -35
• >  35

11(11.9) 307(10.7) 0.88 1.11

Parity 24(25.9) 754(26.3) 0.92 1.01 0.58-1.15
• 0 36(38.4) 1141(39.8) 0 0 0.67-1.83
• 1 - 2
• >2

34(35.7) 972(33.9) 0.76 1.11

Socioeconom ic d a s s 1 9(9.2) 345(12.1) 0.82 0.85 0.36-1.93
• 1 & II 25(26.7) 814(28.4) 0 0 0.70-1.89
• III
• IV  & V

60(64.1) 1708(59.5) 0.66 1.14

Variables independently associated with TBHIV cO-infection in pregnancy after Controlling for confounder s in multiple logistic regression model

Variables Adjusted odd Ratio 95% confidence interval

Time on care greater than 48 weeks 1.5 1.4 -  3.3

CD4 cell counts less than 200 1.6 1.9 -  5.1
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The association between sociodemographic characteristks and TB infection in HIV positive women ..2

Xteristics TB /H IV  cases 

N=94(%)

H IV  cases only 

N= 2867(%)

P value OR 99% CI

GA @ diagnosis (wks.) 28(30.2) 748(26.1) 0.49 1.20 0.75-1.95

• <13 66(69.8) 2119(73.9) 0 0

• > 1 3

Previous PM TCT experience 25(26.6) 404(14.1) 0.001 2.21 1.34-3.61

• Yes 69(73.4) 2463(85.9) 0 0

• No

Previous TB treatment experience 1(1.1) 9(0.3) 0.28 3.41 0.49-20.6

• Yes 93(98.9 2858(99.7) 0 0

• No

The association between clinical & Biologie characteristks and TB infection in HIV positive women

Xteristics TB /H IV  cases 

N=94(%)

H IV  cases only 

N= 2867(%)

P value OR 99% CI

Time on care (yrs) 19(20.2) 1591(55.5) <0.01 0.26 0.14-0.46

• < 2 4 39(41.5) 840(29.3) 0 0 1 .0 9 -2 .9 1

• 24 - 48

• >  48

36(38.3) 436(15.2) 0.02 0

Median CD4 Count 139.3± 50.4 319.6 ±96.7 0.03 1.9 1 .3 -5 .6

Mean H IV  RNA levels 124145.1 ±  4567.3 58471.3 ± 654.9 0.04 1.2 1 .1 -7 .6

ARV drug use 67(70.9) 2047(71.4) 0.92 0.99 0.62-1.61

• Yes

• No

27(29.1) 820(28.6) 0 0

Type of ARV 84(89.4) 2583(90.1) 0.95 0.92 0.46-1.91

• NNRTI based

• PI based

10(10.6) 284(9.9) 0 0

C Q N C LU SIO N

• T B /H IV  co - in fec tio n  in  p re g n a n c y  ra te  in  th is  s tu d y  is lo w e r th an  the ra te  in  non p re g n a n t ad u lt

•  It posses e n o rm o u s c h a lle n g e  to  b o th  the p a tien t and  th e  m an ag in g  p h y s ic ia n .

B£CQMM£.NBAI!QN
• In ten s ifie d  c a se  fin d in g , Im proved  co n ta ct trac in g , S tig m a red u ctio n  p ro g ram m es, P ro v is io n  o f  a lte rn a tive  d ru g s fo r 

m o th e r and  babyN
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PL-079
COSMETIC LASER VAGINOPLASTY IN A PRIVATE PRACTISE
A k in w u n ta n  A L , O sino w o  O S , O la le ye  A , O lu tayo  A A , Iw u h  U E 
P r e m ie r  S p e c ia l i s t  M e d ic a l  C e n t r e ,  V ic t o r ia  I s la n d , L a g o s

IN TR O D U C T IQ N

• Lase r su rg ery  is  o n e  o f  th e  n e w  ap p ro ach es in  su rg ica l m an ag e m e n t o f  patien ts

• Its  u se  in m ed ica l p rac tice  in N ig eria  is  ra re  h en ce  th e  re p o rtin g  o f  th is  in  a p riva te  h o sp ita l setting

• T h e  d ev ice  is  a  P h o to M ed ex  Lase rP ro  D io d e  Laser.

PATIENTS
• PATIEN T 1 : 35 YEA R S , PA RA  2 , IS T  D EG R EE  V A G IN A L P R O LA PSE

• PA TIEN T 2 : 3 9  YEA R S , PA RA  4 , I S T  D EG R EE  P R O LA P S E  + C TSTO C O ELE

O B JE C T IV j

To  re p o rt th e  use o f la se r fo r  vag ino p lasty  

M ETH O P S

T h e  in d ica tio n  fo r its  use  w a s  fo r  an te r io r  co lp o rrh a p h y  and  p o ste rio r co lp o p e rin e o rrh ap h y  (va g in a l re ju ve n a tio n ) in  tw o  w om en 

w ith  p ro lap se  o f th e  a n te r io r  a n d  p o ste rio r va g in a l w a lls . In c is io n s w e re  m a d e  using la se r at ap p ro p ria te  w a ve le n g th  u s in g  the 8 1 0  

d e v ice . R epairs w e re  d o n e  trad itio na lly . A p p ro p ria te  p ro te ctive  eye w ea rs  a re  w o m  d u rin g  th e  p rocedures.

BESÜLIS
Tw o  w o m e n  w ith  a  m ean a g e  o f  36  y e a rs  h a d  co sm etic  va g in a l rep a irs . A ve ra g e  n u m b e r o f  ch ild ren  w as 3 . M e a n  d u ra tio n  o f 

su rg e ry  w a s  72  m in s . A ve ra g e  b lo o d  lo ss o f  30 0m ls . T h e  d u ra tio n  o f hosp ita l s ta y  w as 2  d a ys  a n d  b o th  p a tien ts  resu m ed  b ack  to 

w o rk  the fo llo w in g  w eek .

CQNCLUSJC2N
• T h e  ad van tag e s o f la se r o ve r tra d it io n a l co ld  kn ife  o r  c a u te ry  in c lu d e : b e tte r p re c is io n  b y  the su rg eo n , less b lood  lo ss w ith  

b e tte r haem o statsis , less t is su e  d a m ag e  h en ce  less sca rr in g  w ith  b e tte r hea ling , fa ste r p o s t o p e rative  reco ve ry  a n d  e a r lie r  re tu rn  

to w o rk

• T h e m a jo rd isa d v a n ta g e is th e c o s t .

Fig 1; The device

PL-080
MYOMECTOMY USING LASER INA PRIVATE PRACTISE
A k in w u n ta n  A L , O s in o w o  O S , O lu tayo  A A , Iw u h U E , O la leye  A  

P r e m ie r  S p e c ia l i s t s  M e d ic a l  C e n te r ,  V ic t o r ia  I s la n d . L a g o s

INIRQPAi.CIl.QN
T rad itio n a l m yo m ecto m y  fo r  u te rin e  fib ro id s  is  one  o f  th e  co m m o n est g yn a eco lo g ica l p rocedures in m ost g yn aeco lo g ica l 

p ractice  in  N ig e ria . H o w e ve r th e  use o f la se r is  n o t co m m o n , h en ce  th e  rep o rtin g  o f  th e se  c a se s  w ith in  o u r  p ractice .

289

UNIV
ERSITY

 O
F I

BADAN LI
BRARY



PROMOTING UNIVERSAL ACCESS TO MATERNAL AND NEWBORN HEALTH [SOGON 2011)

PATIENT
P atien t 1 :3 6  YEA R S , N U LL IP A R A ; P a tie n t 2 :3 4  YEA R S . N  U LL I PARA 

Q B JEC T IV E

To re p o rt th e  use  o f  la se r  fo r  m yo m ecto m y  

M E IH O D S

Lase r te ch n iq u e s w e re  used  in th e  o p e n in g  o f  th e  rectus sh eath , th e  p e rito n eu m  and  th e  enu clea tio n  o f  th e  f ib ro id  nod u les as 

ag a in st tra d it io n a l co ld  kn ife  o r  e le c tro cau te ry . A  to u m iq u e t w a s  ap p lied  a t  th e  u te rin e  isthm us. The tra d it io n a l repairs w e re  done 

fo llo w in g  reh yd ra tio n  o f  th e  tissue . P ro tect ive  g o g g le s  w e re  w o rn  d u rin g  th e  p rocedu res .

RESU LTS

•Two n u llip a ro u s w o m e n  w ith  a m ean  ag e  o f  35  y e a rs . M e a n  d u ra tio n  o f su rg e ry  w as S 7 .5 m in s  and a ve rag e  b lo o d  lo ss o f 250m ls. 

T h e  a ve rag e  d u ra tio n  o f  h o sp ita l s ta y  w a s  4  days.

CQ-NCLUSjON

• T h e  use o f  la se r fo r  m yo m ecto m y  is v e ry  recen t in  o u r  p ractice

• H aem o sta tsis se e m s b e tte r w ith  less tissue  dam ag e

• F u rth e r rev iew s in  o u r  p rac tice  w o u ld  co m p a re  o u tco m es w ith  s im ila r cases u s in g  tra d it io n a l co ld  kn ife

PL-081
LAPAROSCOPIC FINDINGS IN WOMEN WITH PRIMARY AMENORRHOEA: NNEWI 
EXPERIENCE
Ikech eb e lu  J l .  E le je  G U , U m eo b ika  JC , E ke  NO 

Department ofObstetrics/Gynaecology, NnamdiAzikiwe 
University Teaching Hospital, Nnewi

iNIR_QDU_CIlQN
M en stru a tio n  has lo n g  been a n  im p o rtan t so c ie ta l m ark e r o f  fem a le  se xu a l d eve lo p m ent. Its ab sen ce  is  an  im p o rtan t 

g yn a eco lo g ica l p ro b lem  req u ir in g  exp e rt eva lu a tio n .

C ase  1 : Lap a ro sco p y  and  d y e  test revea led  b lin d  en d in g  o n e-th ird  o f  th e  lo w e r  va g in a  a n d  d o u b le  u te ru s  and  ap p en d ag e s . There 

w as n o  o th e r  u te rin e  m ass.

C ase  1 : T h e  tu b es w e re  se en  b ila te ra lly  a s  n o rm a l e xce p t th a t th e  le ft  tu b e  had  a tro p h ic  is thm ic  p o rtio n . T h e  o va rie s  w e re  norm al 

and  w e ll d e ve lo p ed  w ith  co rp u s  lu teu m  b ilatera lly .

C ase  1 : T h e  d y e  te st w a s  no t d o n e  d u e  to  b lin d  e n d in g  vag in a . A  d iag n o s is  o f  p r im a ry  am en o rrh o ea  se co n d a ry  to  m u lle rian  

d ysg en esis  and  n o rm a l fu n c tio n in g  o va rie s  w as m ade.

C ase  2 : Lap a ro sco p y  and  d y e  test revea led  in fa n tile  c e rv ix  a n d  u te ru s  b u t w e ll deve lo p ed  u te rin e  ap p end ag es. T h e re  w a s  n o  o th e r 

u te rin e  m ass .

C ase  2 : T h e  tu b es w e re  se en  b ila te ra lly  b u t w e re  tiny . Th ere  w a s  ab sen t o va rie s . T h e  d y e  te st show ed p ro m p t and  b ila te ra l sp illag e  

o f  d yes . A  d ia g n o s is  o f co n g e n ita l ab sen t o f th e  o v a ry  w a s  m ade.

C a se  3 : Lap a ro sco p y  and  d y e  test revea led  n u llip a ro u s c e rv ica l o s , sm all b u t w e ll d e ve lo p ed  u terus and  ap p en d ag e s . T h e re  w as n o  

o th e r  u te r in e  m ass . T h e  tu b es w e re  seen b ila te ra lly  b u t w e re  co nvo lu ted .

C a se  3 : T h e  o va rie s  w e re  s tre a k  b ila te ra lly . T h e  d y e  test sh o w ed  p ro m p t a n d  b ila te ra l sp illa g e  o f d y e s . A  d iag n o s is  o f p rim ary  

am e n o rrh o e a  se co n d a ry  to  o va rian  d ysg enesis  w as m ade.

C a se  4 : Lap a ro sco p y  and  d y e  te st revea led  b lin d  e n d in g  lo w e r th ird  o f th e  va g in a  and  ab sen t uterus and  ap p en d ag e s. T h e re  w as 

n o  o th e r  p e lv ic  m ass. T h e  tu b es w e re  se en  b ila te ra lly  b u t w e re  rud im entary .

C a se  4 : T h e  o va rie s  w e re  n o rm a l a n d  w e ll deve lo p ed  w ith  co rp u s  lu teu m  b ila te ra lly . T h e  d y e  te st w as no t d o n e  d u e  to  b lin d  end ing 

vag in a . A  d iag n o s is  o f  p r im a ry  a m e n o rrh o e a  se co n d a ry  to  m u lle rian  ag enes is and  n o rm a l functio n in g  o va rie s  w as m ade.

C a se  5 : Lap aro sco p y a n d  d y e  test re ve a le d  ve ry  sm a ll c e rv ix  and  ru d im e n ta ry  u te rus, w ith  ce rv ica l o s to  fu n d u s d ia m e te r o f  5 .5  cm . 

T h e re  w as n o  u te rin e  co rn u  tap erin g  to  a  p o in ted  fu n d u s . T h e  b ro ad  lig am e n ts  w e re  n o rm a l. T h e  tubes w e re  ab sen t e xce p t fo r the 

th icken in g  o n  th e  su p e rio r  p a rt o f  th e  fo ld  o f  th e  b ro ad  lig a m e n t Stre tch ing fro m  th e  side w a lls  to  the u te rus.

C a se  5 : Th ere  w as n o  ev id en ce  o f tu b a l f im b ria . T h e  o v a r ie s  w e re  ab sen t. T h e  cu l-d e -sa c  w a s  c lear. T h e  d y e  te st w a s  n o t d o n e . A  

d iag n o s is  o f  p r im a ry  am en o rrh o ea  se co n d a ry  to  p roxim al p a ram eso n ep h ric  d u ct and  g o n a d a l agenesis w as m ade.
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C a se  6 : Lap a ro sco p y  and  d y e  test revea le d  in fa n tile  U terus a n d  ap p en d ag e s . Th ere  w as n o  o th e r  u terine m ass . T h e  tu b es w e re  seen 

b ila te ra lly  b u t w e re  ru d im e n ta ry  and  b ila te ra lly  p a ten t o n  d y e  test.

C ase  6 : T h e re  w as streak  o v a ry  o n  th e  righ t and  ab sen t o va ry  o n  the le ft  s id e . A  d iag n o s is  o f  p r im a ry  am en o rrh o ea  se co n d a ry  to  

o va rian  d ysg enesis  w a s  m ade.

C ase  7 : Lap aro sco p y and  d y e  te st revea led  n o rm a l va g in a  and  in fa n tile  u te ru s  a n d  ap p en d ag e s . Th ere  w a s  n o  o th e r  u te r in e  m ass. 

T h e  tu b es w e re  se en  b ila te ra lly  b u t w e re  ru d im en ta ry . T h e  o va rie s  w e re  ab sen t.

C ase  7 : T h e  d y e  test sh o w e d  b ila te ra l p a ten t tu b es . A  d iag n o s is  o f  p r im a ry  am e n o rrh o e a  se co n d a ry  to  ovarian  ag e n e s is  w a s  m ade.

• A  n u m b e r o f  co n d it io n s  co u ld  p resen t w ith  p r im a ry  am e n o rrh o e a  in  an  a d u lt . In S ituation w h e re  th e re  a re  p resen ce  o f  norm al 

se co n d a ry  sexua l ch a racte rist ics , p r im a ry  am e n o rrh o e a  c o u ld  be d u e  to  im p e rfo ra te  h ym en , tran svc rse  vag in a l sep tum , O thers 

include :

• X Y  fem ale  (an d ro g e n  in sen sit iv ity ), resistan t o va ry  syn d ro m e , and  ab sen t va g in a  w ith  n o n - f jn c t io n in g  u te ru s  (M eyer- 

R o k itansky-K uste r-H ause r synd ro m e)'.

• In  ca se s  w h e re  th e  se co n d a ry  sexual ch a rac te ris t ics  a re  ab sen t, p r im a ry  am e n o rrh o e a  co u ld  b e  due to  g o n a d a l ag enes is o r 

dysgenesis , tu rn e r syn d ro m e/m o sa ic , o va rian  fa ilu re , hyp e rp ro lac tin aem ia , a n d  o lfac to g en ita l syn d ro m e '1

• O f  th e  ab o ve , Tu rn e r synd ro m e is th e  m o st c o m m o n  cau se , fo llo w e d  b y  M ayer-R ok itan sky-K uster-H auser sy n d ro m e 1'

C O N C LU S IQ N /R IC O M M E N P A T IQ N
• P r im a ry  am en o rrh o ea  rem a ins a se rio u s g yn a eco lo g ica l concern

• Lap a ro sco p y  eva lu a tio n  as show n in  th ese  ca se s  is  a n  a d e q u a te  eva lu a tio n  to  u n rave l th e  cause  o f  th is a n o m a ly  a n d  even  

p ro p o se  p o ss ib le  line  o f  trea tm en t

•  Ea r ly  eva lu a tio n  is  reco m m en d ed  fo r  th ese  w o m e n  to  a llo w  fo r tre a tm e n t b e fo re  th e y  ad van ce  in  age and  m a rry  ig n o ran tly .

PL-082
CHALLENGES OF SETTING UP LAPAROSCOPIC SURGERY UNIT IN A DEVELOPING 
COUNTRY
G e rry  N kw o ch a  FM C O G , F IC S , D ip  Lap  Su rg ery
T e l A v i v  U n iv e r s i ly .  I s r a e l

INIBQBLI.C1LQN
• Ju s t a s  w e  lea rn t &  p e rfected  the a rt  o f  o p e n  su rg ery , w e  a re  o b lig ed  b y  o u r  ca llin g  to  be flex ib le  to  learn  & e m b race  new  

d e ve lo p m en ts in  m ed ic in e  (su rg e ry ) fo r  the b e n e fit  o f  m ank ind

• Lap a ro sco p ic  su rg e ry  h a s  b e en  a va ila b le  in  d e ve lo p ed  co u n trie s  fo r  m o re  th an  4 0  yea rs  a n d  ab o u t 2 5  y e a rs  in  In d ia , a 

d e ve lo p in g  co u n try

• It h a s  rep laced  M O S T o p e n  su rg e rie s  b e cau se  o f o b v io u s ad van tag e s w h ic h  in c lu d e  (Yang e t  a l 2002 , Teng  e t  a l 20 03 , M ilingos 

e t  a l 2 0 0 4 ): S h o rte r h o sp ita l stay , Lo w er risk  o f  in fectio n , Lo w er risk  o f ad h es io n , Less p a in  a n d  m orb id ity , B e tte r  haem ostas is, 

d u e  to  e ffect o f  C o ?  ,  Less t is su e  d essica tion  b e cau se  it is  d o n e  in  an  e n d o su re , Exce llen t co sm etic  resu lt, C h a llen g es in 

D eve lo p ing  C o u n trie s , C o s t  Lack  o f  tra in e d  p e rso n n e l/  sk ill, P o o r en a b lin g  e n v iro n m e n t, E xp lo ita tio n  b y  th o se  w h o  shou ld  

tra n s fe r  the sk ill, Poo r a cce p ta b ility  e ve n  b y  fe llo w  d o cto rs  (su rgeons).

NEEp$AS$E$SMENT-UC?HASACAS_ESJUDY
8 5 0  b e d  hosp ita l e s la b lish e d  in  1 9 5 7 ,9 0  b e d s in  O B G Y N  w ith  bed o ccu p an cy  o f 9 7 % , 21  C onsu ltants, 3 d o  lap a ro sco p ic  su rg e ry  at 

th e  m o m e n t, 3 0 0 0  o p e n  g yn a e  su rg e ry  d o n e  yea rly . Lap a ro sco p y  w as in tro d uced  h e re  in  1978 , th e  o n ly  su rg ica l p ro ced u res done 

w e  re fo r  tu ba l lig a t io n  and  d ra in a g e  o f o va rian  cysts , T h e  te m p o  co u ld  no t be susta ined  u n til recently ,

C O ST

C o st o f in itia l p u rchase  o f  e q u ip m en t &  in stru m e n t is  h ig h  (A fu w a p e  oo , A k u te  oo  2 0 1 1 ). M ost Com panies d e a l w ith  N igeria  

th ro u g h  ag en ts . B u d g e t fo r  h e a lth  in  N ig eria  is  lo w  co m p ared  to  W H O  reco m m en d ed  5% . Laparoscop ic  su rg e ry  invo lves use o f  a  

lo t o f  d isp o sab le  co n su m ab les . M a in ten an ce  o f  e q u ip m en t is  w o rse n e d  b y  fre q u e n t p o w er o u tag e s th at sp o il th e  eq u ip m ent 

faster. A ffo rd a b ility  fo r th e  p a tien ts  is  cu m b erso m e , th e re  is  n o  p ro p e r functio n a l H e a lth  in su ran ce  schem e. M an y  p a tien ts  are 

poor, live  o n  less th a n  a d o lla r  p e r day.

PO O R  A C C EP TA B IL ITY

A tt itü d e  o f d o cto rs  to  lap a ro sco p ic  su rg e ry  is  th a t o f skep tism  o r  an  a c t  o f  se if  p re se rva tio n . R eferra l is  ;ow . B u t m e d ic in e  (su rg ery ) 

is d yn am ic , a m  no t su re  w e  have  se en  the last o f th ese  ch a n g e s . L ike  O g ilv y  sa id  "  th e re  is a  tend ency  to  se e  e v e ry  c h a n g e  as 

ad va n ce " b u t ad van ce  m ean s p rogress to  so m eth in g  b ette r no t necessa rily  so m eth in g  new . T h e re  is  no a tte m p t to  to ta lly  d isca rd
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o p e n  su rg ery , n o . L ike  St P a u l even  sa id  "  P ro ve  a ll th in g s  a n d  h o ld  fast th a t w h ic h  is  g o o d " . Eva lu a te  and  ap p ra ise  a ll laparoscop ic 

p ro ced u res n o t in  te rm s o f  en thus iastic  and  e u p h o ric  p e rso n a l a ch ie ve m e n t b u t ra th e r a p rag m atic  c lin ica l s tu d y  a s  i t  ap p lie s  to 

o u r  o w n  co n d it io n . P ro p e r p a tien t se lect io n  is  im p o rta n t fo r p a tien ts  w h o  w ill b e n e fit fro m  lap aro sco p ic  o r  o p e n  su rg ery . W e  m ust 

m o ve  n e a re r to w h a t  o b ta in se lse w h e re  instead  o f  d isco u ra g in g  those w h o a re  in terested  in end oscopy .

TRAINING
Th is is  w h e re  th e  m a in  p ro b le m  is, ’c ra sh  cou rses’ co m p are d  to  4 -5  yea rs  o f  tra in in g  in  o p e n  su rg ery . N o  u n ifo rm ity  o r 

S tand ard izatio n . V a ria tio n  fro m  c e n te r  to  center, co u n try  to  co u n try . In  d eve lo p in g  co u n trie s , u su a lly  2 -5  d a ys  o f w orkshop , 

in ten sive , u p  to  8 -1 2  ho urs p e r d a y . O n ly  se rio u s m in d ed  o n e s co n tin u e  to  p rac tice  w ith  m o d e ls ( if  a va ila b le ) fo r  e ye  -  hand 

co o rd in a tio n  & b asic  lap a ro sco p y  tech n iq u e s . T h e re  a re  still fe w  jo u rn a ls /  e xh ib it io n s . Sa fe ty , p o o r eco n o m y , few  p a tien ts  to  

p e rfec t th e ir  sk ills  is  still a  p ro b le m . T h e  re so u rce  p e rso n s w h o  co m e  so m etim es a re  to u ris ts  w h o  m a y  ta k e  th e  o p p o rtu n ity  to  

m o ck  th e  p o ve rty  leve l o f  th e ir  hosts.

THE JQURNEY SQ FAR IN UCH
W e  id e n tified  lo ca l lap a ro sco p ic  su rg eo n s & p a rtn e red  w ith  th e m  to  red u ce  the s te e p  lea rn in g  cu rve . W e  a re  open  to  genu ine  

p a rtn e rsh ip  w h o  w il l  be w illin g  to  c o llab o ra te  w ith  u s  b o th  in  sk ill tran sfe r and  m a in te n an ce /  rep lacem en t o f o u r  e q u ip m e n t. O ur 

first 2 0  cases w e re  d o n e  fre e  to  e n co u ra g e  patien ts to  co m e  & sp read th e  g o o d  n ew s. S o  fa r  w e  have  d o n e  2 5  cases, LA V H , LOD, 

O va ria n  cystecto m ies , e c to p ic  p reg nancy , ad hesio lys is , so m e  d ia g n o stic  eg  Tu rner's syn d ro m e  inc lud in g  hysteroscopy.

TEAM.S.PIRIT
W e  h a v e  id e n tified  a  team  o f  w illin g  nu rses, d o cto rs , te ch n ic ian s . W e  m e e t q u a rte r ly  to  m o tiva te  ou rse lves, d iscu ss recent 

ad vances a n d  h o w  to  im p ro ve  o n  w h a t w e  h a v e  a lread y . W e  have  c o n d u d e d  a rran g e m en ts  fo r  tra in in g  o f  o u r  nurses ab ro ad  soon .

W H E R E  W E  W A N T  TQ  BE

A  w o rld  d a s s  lap a ro sco p ic  su rg e ry  cen te r p ro v id in g  e xce lle n t Se rv ices & tra in in g  to  o th e r  hosp ita ls in  N igeria . W e  e xp e c t th at 

e q u ip m en t m a n u fa c tu rin g  Com panies w ill re v ie w  th e ir  c o n fid e n ce  in  N ig eria  & invest h e a v ily  in  N ig eria  a s  a n  em erg in g  m arket 

fo r  th em  w h e n  lap a ro sco p ic  su rg e ry  b e co m e s w e ll a ccep ted  in  N igeria .

G Q M LLÜ S IQ N

W e  c a n n o t a llo w  th e  e rad ica tio n  o f  m a la r ia  & co m m u n ic a b le  d iseases to  d is trac t u s so  m u ch  th a t w e  can  n o  lo n g e r a sp ire  to  be 

w h e re o th e rsa re . W ith  p ro p e r co o rd in a tio n  N ig eria  can  fu lly  estab lish  e xce lle n t lap a ro sco p ic  su rg e ry  cen te rs  in  g iv in g  the 

n u m b e r o f  e xp e rts  w e  have  in  d ia sp o ra . T h is  has b e en  d o n e  su ccessfu lly  in Bo liv ia , N ica rag u a  e tc  (A sb u n  H J e t  a l  1996)

RLFERENCES
1. Yang CC , C h e n  P, Tseng  J , W ang  PH . A d van tag e s o f o p e n  lap a ro sco p y  o ve r e xp lo ra to ry  lap a ro to m y  in  p a tien ts  w ith  

tu b o o varian  ab scess . J  A m  A sso c  G yn e co l Laparosc. 2 0 0 2 A u g ;9 (3 ):32 7-3 2

2 . Teng  SW , Tseng  JY , C h an g  C K . Li C T , C h en g  JJ, W an g  PH . C o m p ariso n  o f  lap a ro sco p y  a n d  lap a ro to m y  in  m anag ing  

h ae m o d yn am ica lly  stab le  p a tien ts  w ith  ru p tu re d  co rp us lu teu m  cys t w ith  h ae m o p erito n eu m

3. M ilin g o s S , P ro to p ap a s A , D rak ak is  R  L iap i A , Lo itrad is  D, R o d o lak is  A , M ilin g o s D, M ich a las S. Lap a ro sco p ic  trea tm en t of 

o va rian  d e rm o id  cyst; e leve n  y e a rs  e xp e r ie n ce . J A m  Assoc G yn e co l Laparosc 2 0 0 4  N o v ; 1 1 (4 ); 478-85

4 . A fu w a p e  0 0 ,  A k u te  0 0 .  T h e  ch a llen g es and  So lu tions o f  lap a ro sco p ic  su rg ica l p rac tice  in  d eve lo p in g  co u n trie s . N iger 

Po stg rad  M ed  J  2 0 1 1  s e p t  1 8 (3 ): 19 7-9

5. A sb u n  H J, B e rg u e r R , A ltam iran o  R, C aste llan o s H . Su ccessfu lly  e stab lish in g  lap a ro sco p ic  su rg ery  p ro g ram s in d eve lo p in g  

co u n trie s . C lin ica l resu lts and  lessons lea rn ed . Su rg  En d o sc  1996  O c t  10 (1 0 ): 1000-3

PL-083
UTILIZING COMMUNITY HEALTH WORKERS ASSKILLED BIRTH ATTENDANTS IN RURAL
O ch e je le  S., O k o li U ., A b d u llah i M  J ., M u sa  J ., Y o h an n a  J., E zea m a E ., O m ie tim i J E. O ku san ya  B., and  B am ig b ad e  O . O . 

IN T R Q P U C T1QN
• N ig e ria  is  n o t o n  tra c k  to  a tta in in g  th e  4 th  a n d  5th  M D G s. Th ere  a re  e ffe c tive  in te rven tio n s to  a ch ie ve  th ese  M D G s. T h e  

p ro b lem  is  p o o r co ve rag e  a n d  access to  th ese  in te rv e n tio n s . Sh o rtag e  o f sk ille d  b irth  a tte n d an ts  (SBA ) is  o n e  o f th e  m ost 

im p o rta n t co n stra in ts  faced  b y  w o m en  w ith  o b ste tr ic  co m p lica t io n s . T h e  M id w ives S e rv ic e  S ch e m e  (M SS ) w a s  d esig n ed  to  

ad d ress th is ch a lle n g e . R ete n tio n  o f ava ila b le  M id w ive s  in ru ra l a reas re m a in s  a  h u g e  c h a lle n g e  in th e  M S S .

•  L itt le  su ccess ach ie ve d  in  p u llin g  h ig h e r cad re  m an p o w er to  th e  ru ra l h ea lth  ca re  fa c ilit ie s  d esp ite  n u m ero u s p o licy  d rive s  in 

th e  p ast. D u e  to  Poor so c io -eco n o m ic  d e ve lo p m e n t in  th e  ru ra l a reas . M o re  th an  9 0 %  o f d e live rie s  in th e  P H C  fac ilit ie s  w e re  

co n d u cte d  b y  th e  C H W s (N P H C D A  2 0 0 9 ). C H W s a re  th e  m o st co n s is ten t H W s (7 0 % ) a t  th e  fro n tlines o f  M N M R  a t  th e  PH Cs 

(N P H C D A  2 0 0 9 ). T h e  C H W  is th e  b e d ro ck  o f  P H C  S e rv ice  P ro v is io n  in  N ig e rian  ru ra l co m m un itie s .
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P M CTIVE
To assess th e  baseline knowledge, skills and p rac tice  o f  C H W s in  maternal and newborn Service Provision.
A im : To b e tte r un d erstan d  h o w  to  e ffe c tive ly  u t iliz e  C H W s in th e  d e liv e ry  o f live  sav ing  in te rven tio n s .

METHQPQIQGY
A  cro ss sectio na l su rv e y  o f  fem a le  se n io r C H W s/C H O  from  A d am aw a , Ka ts in a , P la teau , A n am b ra , Baye lsa  & O su n  States by 

m e m b e rs  o f SO G O N  and  PA N ; and  Tutors o f  th e  S ch o o ls  o f M id w ife ry  from  1-4 /1 1/10 . Fo u r LGAs w e re  ra n d o m ly  se lected  from  

each  o f  th ese  States. S tru ctu red  q u estio n n a ire s a n d  Fo cused  G ro u p  D iscussio ns (FG D )

BESUUS
T h e  m ean  d u ra tio n  o f  M N C H  p rac tice  w as 8 .9  years . Th e y  had  a g o o d  kn o w led g e  o f  b as ic  m id w ife ry  w ith  an  a ve rag e  pe rcen tag e  

sco re  o f  7 0 .2 5 % . G en e ra lly , th e  k n o w le d g e  o f  m ate rna l w e llb e in g  assessm ent d u ring  the A N C . T h e  k n o w le d g e  o n  fe ta l assessm ent 

d u ring  th e  A N C  w a s  w eak . C a p a c ity  to  d e te c t o b s te tr ic  co m p lica t io n s  w as w eak b u t re su sc ita tive  and  re fe rra l sk ills  w e re  g o o d . 

G ood k n o w le d g e  o f  stag es o f  la b o u r  (8 6 .9 % ), th ird  stag e  o f lab o u r (6 6 .6 % ) a n d  Exc lu s ive  b reastfee d in g  (8 5 .4 % ). 3 4 .6 %  o f them  

use p a rto g rap h  to  m o n ito r lab o u r. 4 6 .S %  have  g o o d  k n o w le d g e  o f  fe ta l m o n ito rin g  d u rin g  lab o u r. M o re  th an  8 5 %  o f  the C H EW s 

w ere  p ro v id in g  A N C , D e livery , Post nata l and  im m u n iza tio n  Se rv ices w h ile  5 8 .6 %  o f  th em  w e re  p ro v id in g  fa m ily  p la n n in g  Services. 

C ap ac ity  b u ild in g  o f C H E W S  o n  co m m o n  o b s te tr ic  and  u n d e rf ive  m o rta lity  red u ctio n  in te rve n tio n s  w a s  lo w  ran g in g  from  13 .3%  

in  ST I to  7 0 .7 %  in  im m u n iza tio n  w ith  a m ean  o f  28 .5 % .

T h e  use  o f  C H W s h a s  been in  ex is te n ce  fo r  q u ite  a lo ng  t im e , b u t b ecam e m o re  p ro n o u n ce d  a fte r  the A lm a  A ta  D ec la ra tio n  o f 

19 78 . Severa l s tu d ie s“ ”  have  d em o n stra ted  th a t C H W s can  be e ffe c tive  a t  p ro v id in g  b asic  c u ra t iv e  and  p re ve n tive  M N CH  

in te rven tio n s . T h e  s tu d y  sh o w s th a t C H W s h a v e  g o o d  hea lth  p ro m o tio n  and  d isease  p reven tio n  sk ills . T h e  g o o d  p e rfo rm a n ce  o f 

C H W s in resu sc ita tive/re ferra l sk ills  a re  c rit ica l to  sav ing  w o m e n  and  n ew b o rn s w ith  life  th rea ten in g  co m p lica tio n s .

C Q N CL U S IQN

T h e  stud y sh o w s th a t P ro g ram m es can  id e n tify  C H W s a n d  u tilize  th e ir  p o ten tia ls  fu lly  th ro u g h  a  team  ap p ro ach  to  co m p le m e n t 

m id w ives b y  han d lin g  p re ve n tive  a n d  p ro m o tive  in te rve n tio n s  th a t a re  kn o w n  to  be e ffica c io u s  to  w o m en , n ew b o rn s and 

ch ild ren , a lo n g  th e  co n tin u u m  o f  c a re  in o rd e r to  ave rt th e  esca la tin g  p ro b lem  o f sh o rtag e  o f  sk ille d  s ta ff  in  N igeria .

A g N Q W L E & G M ^ IS

T h e  N PH C D A , FM C  M aku rd i, SO G O N , PAN , N M C N . D ata  co lle cto rs : Dr. E .D . M algw i, M rs. A n g e lin a  V and i, M rs . Lam i A m in u , M rs. 
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PL-84
ASSESSING THE MATERNAL, NEWBORN AND CHILD HEALTH SITUATION IN NIGERIA 
USING THE MOBILE APPLICATION DATA EXCHANGE SYSTEM (MADEX)
O ch e je le  S \  O k o li U \  A b d u lla h i M J \  P a te  M ' U d uh  S ;
J .  Federal Medical Centre, Mokurdi. Benue State 
2. National Primary Health Care Development AgencyAbuja.

BA CKG RO U isID

'U n t il recently , the o n ly  c o n n e c tio n  b e tw e e n  ce ll p h o n es a n d  hea lth  w a s  the fe a r th e y  m ig h t cause  c a n c e r o r  tra ffic  a cc id e n ts"  T h e  

use o f  lo w -co st IC T  to  im p ro ve  th e  q u a lity  o f  Se rv ice  d e liv e ry  and  to  b u ild  u p  h e a lth  w o rke rs ' cap ac ity  h as b e en  p ro p o sed  b y  the 

W H O  (2 0 0 5 ). T h is  ap p lica tio n  o f  IC T  in  hea lth  ca re  has b e en  te rm ed  e -hea lth , M o b ile  e -h e a lth , o r  m -h ea lth  (W H O  2 0 0 4 ) . Today, 

m -h ea lth  sp ans e v e ry th in g  from  text m essag ing  Serv ices to  rem in d  p e o p le  to  ta ke  m e d ica tio n s  to  im p la n ts  th at m o n ito r h ea rt 

p a tien ts . T h e  In te rn a tio n a l T e le co m m u n ica tio n  U n io n  (IT U ) has b e en  p ilo tin g  m -h ea lth  fo r  h ea lth  System  a n d  w o rke rs  

d e ve lo p m e n t in d e ve lo p in g  co u n trie s  a t  th e  PH C  leve l s in ce  2 0 02 . T h e  M id w ives S e rv ice  Schem e (M SS ) is  an  in terven tio n  

d esig n ed  to a d d re s s  sh o rtag e  o f sk ille d  b irth  a tte n d an ts  a t  p r im a ry  hea lth  care  le ve l in  N igeria . T h e  N P H C D A -d riven  M A D EX  has
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a lre a d y  p u t in  p la c e  ab o u t 1000  m o b ile  p h o n e  lines, d is tr ib u te d  am o n g  6 5 2  hea lth  fa c ilit ie s  in  ru ra l lo ca tio n s linked  to  163 referra l 

G e n e ra l H o sp ita ls in  N ig e ria . Th ese  fa c ilit ie s  a re  invo lved  in  the co lle c t io n , transm ission  a n d  d issem inatio n  o f h ea lth  s ia tis t ics  for 

th e  p u rp o se  o f  m o n ito rin g  a n d  eva lu a tio n  o f hea lth  Se rv ice  d e liv e ry  at th e  PH Cs. M A D EX  in vo lve s  the use  o f  m o b ile  p h o n es to 

tran sm it key M N C H  ind icato rs b y  te x t m essag ing .

C O R E M N C H . I.N P IC A T Q RS Q F T H E j£ H E M 5

T h e  p ro p o rtio n  o f  hea lth  fa c ilit ie s  w ith  m id w ives o ffe rin g  24  ho urs Se rv ices u n d e r th e  M id w ives S e rv ice S ch e m e . T h e  

P ro p o rtio n  o f  p reg n an t w om en rece iv ing  an ten a ta l c a re  4 x  and  a b o v e  u n d e r the M SS P ro g ram m e . T h e  p r o p o r t i o n  o f  

d e liv e rie sa tte n d e d b y  sk illed  b irth a tte n d a n ts  in  th e  a re a s c o v e re d b y  th e  M SS P ro g ra m m e . R e d u c tb n  o f M ate rna l M o rta lity  

Rate . R ed u ctio n  o f  N eonata l M o rta lity  R ate . T h e  p ro p o rtio n  o f w o m e n  us in g  fa m ily  p la n n in g  Services in  th e  a reas co ve red  by 

the M SS P ro g ram m e . T h e  p ro p o rtio n  o f  ch ild ren  fu lly  im m u n ized  at o n e  ye a r in  th e  a reas co ve red  b y  the M SS P ro g ram m e.

To assess the c o re  M SS M N C H  in d ica to rs  in  N ig e ria  u s in g  th e  M ob ile  A p p lica tio n  D ata  Exch an g e  System  

M ETH O D O LO G Y

M A D EX  w a s  d e ve lo p ed  in A p ril/M a y  2 0 1 0  fo r th e  p u rp o se  o f co lle c t in g  M SS M N C H  d a ta . A  s ix  m onth  p ro sp ective  s tu d y  on 

M ate rna l, N ew b o rn  and  C h ild  H ea lth  (M N C H ) Services fro m  th e  P r im a ry  H e a lth  ca re  (P H C ) fa c ilit ie s  und er th e  M id w ive s  S e rv ice  

Sch em e (M SS ) fro m  Ju ly  to  D e ce m b e r 2010  u s in g  M A D EX  co m p are d  to  b ase lin e  d a ta  (Ju ly  to  D ecem b e* 2009 ).

PJSULTS

Fig 1: MSS fadlity maternal mortality ratios 2009 & 2010
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Fig 2: MSS facility based neonatal rano 2009 & 2010
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Fig 3: MSS MNCH indicators - percentage increase from base lines as December 2010
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O vera ll 57 %  o f  the fa c il i ly  p rovided  d a ta . T h e  d a ta  sh o w e d  a 59 %  in c re ase  in to ta l an ten a ta l c l in ic  (A N C ) a tte n d a n ce , 35 %  increase 

in  w o m e n  rece iv ing  tw o  d o ses o f  te tan u s to xo id  d u rin g  A N C  a n d  a 4 9 %  in c re ase  in  d e live rie s . T h e re  w as a  red u ctio n  in  M ate rna l 

M o rta lity  R a tio  fro m  a  b ase lin e  leve l o f  7 8 9  to  58 6 /1 0 0 ,0 0 0  live  b irth s . T h e  n eo n ata l m o rta lity  ra te  red u ced  fro m  1 0 .9 7  to 

9 .3 /1 ,0 0 0  live  b irth s . T h e  fa m ily  p la n n in g  a tte n d a n ce  d o u b le d  a n d  th e  D P T1  and  D P T3  u p take  in cre ase d  b y  33 %  a n d  24 %  

respective ly .

P.ISCUSSIQN
T h e  m ain  fin d in g s  o f  th is s tu d y  w ere:

T h e  ach ieva b le  red u ctio n  o f  m a te rn a l a n d  n eo n ata l m o rta lity . M A D EX  System  is an  e ffic ie n t d a ta  co lle c tio n  to o l in  N igeria . T h is  is 

s im ila r  to  fin d in g s  fro m  o th e r stud ies fro m  In d ia , P e ru , C o lu m b ia , C ub a , Ph ilip p ines , U g an d a  and  S o u th  A fr ic a  9 -1 4 . In fo rm atio n  

from  M A D E X  sh o w s a n  o ve ra ll im p ro vem e n ts  in th e  P ro v is io n  o f  M N C H  Serv ices in  th e  ru ra l a reas th at u su a lly  la ck  SB A  su ch  as 

m id w ives . Su sta in ab ility  w a s  a ch a lle n g e  in so m e o f  th e  p ro g ram m es fro m  ab o ve  co u n trie s  b e cau se  th ey  w e re  d o n o r d r ive n . Even 

th o u g h  th e  M SS in  N ig e ria  is a  FG N  fu n d e d  P ro g ram m e  co lla b o ra tio n  w ith  o th e r  p a rtn e rs  is  im p era tive  to  en su re  su sta inab ility  

a n d  increased  co ve rag e  o f  M A D E X /  M SS  to  a ll LGAs in N igeria .

CONCLUSIQN
T h e  in fo rm atio n  from  th e  M A D EX  fo r  th e  p e rio d  b e tw e e n  Ju ly  to  D e ce m b e r 2 0 1 0  p ro v id e s v e ry  usefu l in fo rm a tio n  o n  the 

p rogress b e in g  m ad e  in  ach ie v in g  th e  M SS o b je c t ive s . I t  a lso  p ro v id e s a  p o w e rfu l too l fo r a d vo ca cy  v is its  to  su p p o rt the su ccess o f 

th e  sch e m e  a n d  im p ro ve m e n ts  fo r  th e  w o m en  in  ru ra l a reas . T h e  s tu d y  fin d in g  sh o u ld  se rve  as a  ca ta ly s t fo r  m aterna l m o rta lity  

re d u ctio n  e ffo rts  and  a  p o s itive  PH C  rev ita lisa tio n  in N igeria .
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PL-085
ECTOPIC PREGNANCY AT THE FEDERAL MEDICAL CENTRE, ABEOKUTA: A FIVE YEAR 
REVIEW
A w o n u g a  D.O, A ik h u e le  E .H , H u n y in b o  K .l, O g u n m e  S.A .N .

D ep a rtm en t o f  O b ste trics  and  G yn aeco lo g y  
Federal Medical Centre, Abeokuta, Ogun state

1NTRQPUCTIQN
Ecto p ic  p reg n an cy  is  o n e  o f  th e  m o st c rit ica l e m e rg e n c ie s  in  g yn a eco lo g ica l p rac tice . I t  is  a  co m m o n  life  th reaten ing  

g yn a eco lo g ica l e m e rg e n cy  a t  th e  Fed era l m ed ica l C en tre , A b e o k u ta . I t  is  a sso c ia ted  w ith  m ate rna l m o rb id ity , m o rta lity , and  

p reg n an cy  w a s ta g e l and  has f a r  reach ing  co n se q u en ce s o n  th e  su b se q u e n t fe rtility  o f  w o m e n '.

INTRQP.g CTlQNH
Ectop ic  p reg n an cy  is  d e fin ed  a s  the im p lan ta tio n  o f  a  fe rtilise d  o vu m  o u ts id e  the e n d o m e iria l lin in g  o f th e  u te rin e  c a v it y l .  The 

co m m o n est site  is  th e  fa llo p ian  tu b e  w h ic h  acco u n ts  fo r  9 5 %  o f e c to p ic  p reg nanc ies '.

OBJECTIVES
To d e te rm in e  the in c id en ce  o f  e cto p ic  p reg n an cy  a t  th e  Fed era l M ed ica l C e n tre . A b e o ku ta . To  a sce rta in  th e  d in ic a l p a tte rn  of 

p resen ta tio n . To  id e n tify  risk  fa c to rs  fo r ecto p ic  g e sta tio n . To  d e te rm in e  th e  m o d a lit ie s o f  m an ag em en t.

MATERIALS AND MEJHODSI
A  re tro sp ective  d e sc rip tive  s tu d y  o f  a l l  p a tien ts  w ith  Ectop ic  G e sta t io n  b e tw een  the p e rio d  o f  Ja n u a ry  1, 2004  to  D e ce m b e r 31, 

2 0 0 8  m anag ed  at th e  Fed era l M ed ica l C en tre , A b e o ku ta . In fo rm atio n  w a s  o b ta in ed  fro m  case  n o tes  a n d  ad m iss io n  reg is te rs  in 

th e  w a rd s . T h e  records o f  to ta l d e liv e rie s  w ith in  th e  p e rio d  o f  s tu d y  w a s  a lso  co lla ted  a n d  used  in the ana lysis .

MATERIALS AND METHQP S I!
R elevan t in fo rm atio n  ex tracted  from  the case  files in d u d e  th e ir  a g e , parity , h is to ry  o f  co n trace p tio n , c lin ica l p resen ta tio n  on 

ad m ission , d ia g n o stic  p ro ced u res perfo rm ed , type o f su rg ica l tre a tm e n t and  p o st-o p era tive  m o rb id ity  o r  m orta lity . D ata 

o b ta in ed  w e re  co lla ted , ana lys is w as ca rried  o u t and  re su lts  p resented  in fo rm  o f  tab le s and  figures.

RESULTSJ
Total o f 33 62  d e live rie s  o ccu rred  d u rin g  th e  stud y p e rio d . 180 ca se s  o f  E cto p ic  g esta tio n  w e re  d o cu m e n te d  in th e  sam e period  

and  1 7 6  c a se  no tes w e re  re trieved , g iv in g  a  re trieva l ra te  o f  97 .8 % . In c id en ce  o f  ecto p ic  p reg n an cy  - 1 in  19  live  b irth s  o r  5 .35% .

G Q N C k U ilQ N
In c id en ce  o f e cto p ic  p reg n an cy  is  ve ry  h ig h  in  o u r  e n v iro n m e n t and  is p reva le n t am ong w o m e n  o f lo w  parity . It is  a lso  a  sigm ficant 

cause  o f  a n a e m ia . A b d o m in a l p a in  and  te n d e rn e ss w e re  the co m m o nest Sym ptom  and  s ig n  resp ective , se en  in  1 0 0 %  o f  patien ts 

in  th is stu d y . U n ila te ra l sa lp in g e cto m y  w as th e  m ain  m eth o d  o f  su rg ica l m anag em ent.
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Table I: Age distribution

AGE (YEARS) FREQUENCY %

<20 9 5.1

20 -24 27 15.3

25 -29 53 30.1

BO-34 55 31.3

35 -39 28 15.9

> 4 0 4 2.3

TOTAL 176 100

Table 3: Risk factor

RISK FACTORS YES NO

PR EV IO U S  A B O R TIO N S 104 72

PR EV IO U S  EC TO P IC  G ESTATIO N 9 167

PR IO R  C O N T R A C E P T IV E  USE 36 140

P R EV IO U S  PELV IC  IN FEC T IO N 96 80

PR EV IO U S  PELV IC  SU R G ER Y 39 137

r<jui» 1 Climwl lymptomi 

1J0

Table II: Panty of the patients

PARITY FREQUENCY %

o 44 25 .0

1 40 22 .7

2 39 2 2 .1 6

3 26 1 4 .7 7

4 11 6 .25

5 11 6 .25

>5 5 2 .88

TOTAL 176 100

Table 4: Type of surgical management

TYPE OF SURGICAL 
MANAGEMENT

FREQUENCY %

U N ILA T ER A L  S A LP IN G EC T O M Y 163 9 2 .6

SA LP IN G O -O O P H O R EC T O M Y 4 2.3

O O P H O R EC TO M Y 3 1.7

O V A R IA N  C YST EC T O M Y 10 5.7

C O R N U A L  R ESECTIO N 6 3.4

Figure II: Clinical signs 

120

/ y / / / /  ■
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BKQM M NQ&HQNS
E ffo rts  sh o u ld  be g e a re d  to w ard s ag g ress ive  p reven tio n  o f  p e lv ic  in fe c tio n  in o u r  e n v iro n m e n t th ro u g h  sex  ed u ca tio n , use  of 

b a rrie r co n tracep tive s a n d  p reven tio n  o f  ab o rt io n -re la te d  co m p lica t io n s . W h e n  p e lv ic  in fec tio n  se ts  in , i t  sh o u ld  b e  ag g ress ive ly  
trea ted  w ilh  b ro ad  Spectrum  a n d  p o ten t an tib io tics .

R EFEREN C ES

1. M a lo n e  FD, D eC h ern e y  A H . Ectop ic  p reg nancy . In : P ren d iv ille  and  Sco tts(ed ). C lin ica l M an ag em en t o f  e a rly  pregnancy. 

A rn o ld . I s t  Ed it io n . 19 99 ; 91 -10 8 .

2 . G ru d z in skas JG . M isca rriag e , e c to p ic  p re g n a n c y  and  tro p h o b lastic  d isease . In : E d m o n d s D K (Ed ). D e w h u rst’s Te xtb o o k  o f 

O b ste trics  a n d  G yn a e co lo g y  fo r  Postg raduates . 6th  e d . B lackw e ll S c ien tific  p u b lica tions , O x fo rd .1 9 9 9 :61-75 .

PL-086
PRELABOUR RUPTURE OF FETAL MEMBRANES (PROM) AT FEDERAL MEDICAL CENTRE, 
ABEOKUTA: MATERNAL AND NEONATAL OUTCOME
Fasho la Z .O , A w o n u g a D .O , H u n y in b o K .I, O la d im e jiA .O  

Department o f Obstetrics and Gynaecology.
Federal Medical Centre. Abeokuta, Ogun state

IN IB Q iM JL Q - N
• R e fe rs to  sp o n tan eo u s ru p tu re  o f feta l m em b ranes b e fo re  th e  o n se t o f lab o u r“

•  It co u ld  b e  p re te rm  (P P R O M ) o r  te rm  PR O M .

• A lso  d e fin ed  PR O M  a s  ru p tu re  o f  m em b ran e  o n e  h o u r o r  m o re  ho urs b e fo re  th e  o n se t o f  la b o u r114

• T h e  m terval b e tw een  m em b ra n es ru p tu re  and  o n se t o f  lab o u r - la t e n c y  in te rva l1'

•  PRO M  is assoc iated  w ith  s ig n ifica n t m aterna l a n d  fe ta l m o rb id ity  and  fe ta l m o rta lity1 ’ ‘ fc

iN T R Q P g q iO N i!

•  O ve ra ll ab o u t 10 %  o f a ll gesta tio n s a re  co m p lica ted  b y  PR O M '.

•  A t  te rm  th e  in c id en ce  ran g es fro m  4 -1 8 %  o f a l l  p reg nancies

• A b o u t 4 0 -6 0 %  o f p re te rm  d e live rie s a re  assoc iated  w ith  PP R O M  a n d  n e a rly  a ll w o m en  w ith  PP R O M  w ill d e liv e r  b e fo re  te rm '.

• D iag n o sis  based o n  c lin ica l eva lu a tio n  ± lab o ra to ry  a n a lys is  o f f lu id  fro m  th e  va g in a l fo rn ix  ± USS'

• Poses m an ag em en t d ile m m a s-  Ba lan ce  b e tw een  p rem atu rity  & in trau te rin e  in fec tio n “

q b jectiv .es
• To  d e te rm in e  th e  in c id en ce  o f p re - lab o u r ru p tu re  o f m em b ra n es in Fed era l M ed ica l C en tre , A b e o ku ta .

• To  id e n tify  the a sso c ia ted  ae tio lo g ica l risk  facto rs,

• To  d e te rm in e  th e  m aterna l and  n eo n ata l o u tco m es.

M E T H Q P Q L Q Q Y

A  d e sc rip tive  stud y co n d u cted  at the F M C  A b e o ku ta . A  re v ie w  o f  cases o f PR O M  th a t p resented  a t  th e  m ate rn ity  se c t io n  o f FM C A  

(b ooked  & unb o o ked ) b e tw e e n  Ja n  20 04  a n d  D ec 2 0 08 . T h e  w a rd  re c o rd s , lab o u r w a rd  and  o p e ra tin g  th e a tre  record s o f a ll 

d e live rie s  d u rin g  th e  p e rio d  w e re  rev iew ed . T h e  c a se  no tes o f  p a rtu rie n ts  w h o  had  PR O M  d u ring  th e  p e rio d  w e re  re tr ieved  from  

th e  m ed ica l re co rd s d e p a rtm e n t a n d  re levan t in fo rm a tio n  ex tracted  fro m  th e m . In fo rm atio n  w as o b ta in ed  o n  socio- 

d e m o g ra p h ic  ch a racte rist ics , parity , g esta tio na l a g e , p o ss ib le  r isk  facto rs, la te n cy  in te rv a l, m o d e  o f d e live ry , m a te rn a l and 

p e rin a ta l m o rb id ity  and  m o rta lity . D a ta  o b ta in ed  w e re  co lla ted  and  ana lysed . R esu lts p re sen te d  in  p e rcen tag es , fre q u e n cy  tab les 

a n d  charts .

RESU LLS
Total d e live rie s  d u rin g  s tu d y  period  :  3 ,512 , To tal n o  o f  p a tien ts  w ith  PRO M  : 132 , In c id en ce  o f  PR O M  : 3 .7 6 %  o f to ta l de liverie s, 

N o  o f  case  files ava ila b le  fo r  a n a lys is  - 1 0 8 ,  R e trieva l ra te  -  8 2 % , Te rm  PR O M  = 4 8  (4 4 .4 % ), P re te rm  PR O M  = 6 0  (5 5 .6% ), 2 8 -3 3  w ks 

= 34  (3 1 .5% ), 3 4 -3 6  w ks = 2 6  (2 4 .1 % ), A g e  rän g e  o f p a tien ts  = 2 1 - 4 5  years , Peak  a g e  in c id en ce  fo r PRO M  = 2 6 - 3 0  yea rs  ag e  

ränge

C Q N C LU S lQ fl
T h e  s tu d y  h as revea led  th a t:

• PRO M  is a  s ig n ifica n t cause  o f  p e rin a ta l m o rb id ity  and  m o rta lity  and  m ate rna l m orb id ity .

• In fective  co m p lica t io n s  a re  m a jo r cu lp rits  in th e  c au sa tio n  o f  p e rin a ta l m o rb id ity /m o rta lity  & m ate rna l m o rb id ity  associated
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Table 1: Panty of the patients

P a r it y N u m b e r P e r c e n t a g e  (% )

0 35 32.4

1 32 29 .7

2 17 15.7

3 9 8.3

4 9 8.3

> 5 6 5.6

T o t a l 1 0 8 1 0 0

Fig L  Risk Factors fo< PROM 

80

Table 2: Latervcy periods

L a t e n c y  P e r i o d s  ( O v e r a l l )

E G A ( w k s ) < 2 4  h r s 2 - 7  d a y s 8 - 1 4  d a y s > 1 4  d a y s P l a n n e d  f o r  C / S

28 -33 6 18 3 4 3

34 -36 15 7 2 - 2

36 3 - - 9

Total 57 28 5 4 14

Overall latency intervals
T h e  la t e n c y p e r io d r a n g e d f r o m  l t o 8 4  d o y s . 6 5  p o t ie n t i  (6 0 .2 % )  ( e i l in to  s p o n ta n e o u s  la b o u r .  2 9 p a t ie n t s  (2 6 .9 % )  h a d in d u c t io n  o f  la b o u r  a n d  1 4  (1 2 .9 % )  

w e re  s c h e d u le d  f o r  C / S  a t  p re se n ta lio n .

Table 3: Latency Periods - Spontaneous onset of labour

L a t e n c y  P e r io d s  -  S p o n t a n e o u s  o n s e t  o f  la b o u r

E G A  ( w e e k s ) <  2 4  h o u r s 2 - 7  d a y s 8 - 1 4  d a y s > 1 4  d a y s

2 8 - 3 3 6 1 2 1 2

3 4 - 3 6 1 2 - - -

>  37 3 2 - - -

T o t a l 5 0 1 2 1 2

L a te n c y  P e r io d s  -  S p o n ta n e o u s  o n s e t  o f  la b o u r

O n ly  f i f t y  o u t  o f  a l l  c a s e s  o f  P R O M  (4 6 % )  d u r in g  t h e  s tu d y  p e r io d  a n d  6 0 %  o f  th o s e  o c cu rr in g  a t  3 4  w e e k s  o r  m o r e  w e n t  in to  s p o n ta n e o u s  la b o u r  w ith in  2 4  

h o u rs .

Fig 2: Latency Penods - Spontaneous onset of labour

M o d e  o f  D e liv e ry

E ig h ty  s ix  p a t ie n t s  (7 9 .6 % )  h a d  s u c c e s s fu l  v a g in a l d e l iv e ry  w h ile  2 2  (2 0 .4 % )  h a d  

c a e sa re a n  s e c t io n  O f  th o s e  w h o  h a d  s u c c e s s fu l  v a g in a l d e l iv e ry , S 8  (6 7 .4 % )  

fo l lo w e d  s p o n ta n e o u s  o n s e t  o f  la b o u r , w h i le 2 8  (3 2 .6 % )  h a d  la b o u r  m d u ced .

w ith  PR O M .

• O n ly  f if ty  o u t o f  a ll cases o f PR O M  (46% ) d u rin g  the s tu d y  p e rio d  a n d  6 0 %  o f th o se  o ccu rr in g  at 34  w ee ks  o r  m o re  w e re  in 

sp o n tan eo u s lab o u r b y  24  hours.

RECO M M EN P A ILQ N

• PR O M  sh o u ld  be m an ag ed  a c tive ly  w ith  p ro m p t S tim u la tio n  o f lab o u r esp ec ia lly  fo r  c a se s  o ccu rr in g  a fte r  33  w eeks
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Fig 3: Indicattons for C/S 
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Fig 4: Perinatal Morbidity

25

• B road  Spectrum and  p o te n t a n tib io tic  th e ra p y  sh o u ld  be in stitu ted  a s  so o n  a s  p o ss ib le  to  red u ce  co m p lica t io n s  o f  sepsis.

• Im p ro vem en t in  th e  a va ila b le  n eo n ata l ca re  fac ilit ie s  a n d  Standard  o f  neon ata l ca re  w ill le a d  to  an  a p p rec ia b le  im p ro vem e n t 

in  th e  p e rin a ta l o u tco m e  p a rt icu la rly  o f  th e  p re te rm  in fan ts  w ith  re sp ira to ry  d is tress Synd ro m e and  b ab ie s w ith  seve re  b irth  

asphyxia .

R E F EREN C ES
1 . Sv ig os J  M  e t  a l. P rem atu re  R u p tu re  o f  th e  M em b ran e . In : H igh  R isk  Pregnancy . M a n a g e m e n t O p tio n s . Ed ited  b y  Jam e s D K, 

S t e e r P J e ta l .W B S a u n d e r s  C om p any , Lo n d o n  1994 ; 163-172 .

2 . G ran t JM , S e rie  E, M a h m o o d  T. M an ag em en t o f  p re lab o ur ru p tu re  o f  m em b ra n es in  te rm  p rim ig ra v id ae : R ep o rt o f 

ra n d o m ize d  p ro sp ective  tria l. O b s te t  G yn a e co l. Su rvey . 19 93 ; 4 8 3 ; 4 8 2 :8 8 -8 9 .
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3 . D a re  FO , A d a m o n o re  AS, O g u n n iy i SO . Exp e rien ce  w ith  1 5 9  cases o f  P rem atu re  ru p tu re  o f  fe ta l m em b ra n es in  lle - lfe  N igeria . 

T rop . D octor. 19 89 ; 19 :1 60 -16 2 .

4 . A llen  SP. E p id e m io lo g y  o f  P rem atu re  ru p tu re  o f  feta l m em b ran es : In C lin . O b ste t. G ynaeco l 1 9 91 ; 3 4 (4 ): 685-693 .

5 . O d uns i A , O d u tayo  R . P rem atu re  R u p tu re  o f  M em b ranes . In : O ko n fu a  F, O d u n s i A  (ed s). C o n te m p o ra ry  O b ste trics  and  
G y n a e c o lo g y fo rd e v e lo p in g  co u n trie s  2 0 0 3 .4 3 0 -4 5 3 .

6 . O ' H e rlith y  C , Tu rn e r M . P re lab o u r Sp o n ta n eo u s ru p tu re  o f th e  m em b ran es : In  P ro g ress in  O b ste tr ic s  a n d  G yn aeco lo g y  vo l. 9. 

(ed . Stdd J) C h u rch ill L iv in g sto n e , Ed in b u rg h . 1 9 91 ; 9 9 -1 0 9 .

7 . Beazley  JM . Sp ec ia l C ircu m stan ce  a ffe c tin g  La b o u r: In : W h itfie ld  CR (ed ) D ew hurst's  te x tb o o k  o f  O b ste trics  a n d  G yn aeco lo g y  

fo r  Po stg rad ua tes . 5th  e d  B lackw e ll Sc ien tific  P u b lica tio n , O x fo rd  19 95 ; 3 1 3-3 32 .

PL-087
ETHICS AND THE OBSTETRICIAN
M alo m o A O ,

U n ive rs ity  C o lle g e  H o sp ita l, Ib adan  

C J iM A T E S E T I iN G

G ra titu d e , P riv ile g e , N eed s: G lo b a liz a tio n ; Techn o logy ; Sc ience  fo r  ind ustry , fo r  bu siness fo r  f in an ce ; Loca l ch a llen g es and  

perinata l sta tis tics ; p ro fess ions and  e th ics  today.

G O A LS

•To h ig h lig h t th e  b ackg ro und  u n d e rstan d in g , im p o rta n c e  a n d  so m e issues o f  e th ics  to  o b ste trics  today.

O UT L IN E

O b ste tr ic s  fro m  e th ics  v ie w p o in t. Basics o f  E th ics . T h e  P rin c ip le s . S o m e  issues w ith  p o ten tia l e th ica l lap ses and  d ilem m as. 
Sum m ary.

MEIHQDi
Stra ig h t p re se n ta tio n ,F u rth e r  d iscu ss io n s later.

THE.0BSIEJRJCIAN
Sp ecia lized  ph ysic ian  fo cu sed  o n  p e ri-co n cep tio n a l to  p e rin a ta l issues b u t a c tu a lly  invo lved  fro m  b irth  esp ec ia lly  o f the fem ale  

ch ild . Trusted  w ith  th e  tw o  m o st d e lic a te  m o d e s o f  h um an  e x is te n ce : rep ro d u cing  fem a le  and  the n ew  h u m a n  life  and  fu tu re  o f 

hum an ity . T h e  o b ste tric ian  cease less ly  h o n e s h e r Science, te ch n o lo g y  and  sk ills  o n ly  as exp re ss io n  o f  h e r h u m an ity  a n d  e th ics . It 

w o u ld  be c o n tra d ic to ry  th e re fo re  fo r  th e  m o d es , end s, m ean s a n d  p ro ce d u re  o f o b ste trics  to  d im in ish  th e  h u m a n ity  and  e th ica l 

in teg rity  o f  the o b ste tric ian .

O N IH E O BSIE IR im N
Preg n an cy  is  p h ys io lo g y  c ru is in g  a t  th e  b o u n d aries w ith  patho log y. B io lo g ica lly . P sycho lo g ica lly , S o c ia lly  a n d  sp iritua lly , 

P reg n an cy  issues a re  lo ad ed  w ith  e th ica l c h a lle n g e s . O b ste trics  is  a t  th e  p e ak  o f  m ed ica l e th ica l co m p lex itie s .

O N  ETH IC S

E th ics  is  th e  system atic  en g ag e m e n t o f r igh t and  w ro n g , g o o d  and  bad. I t  can  b e  d e sc rip tive , p re scrip t ive  o r  re flective . It is  a  

re fle c t io n  o n  w o rld  v ie w s  its resu lting  va lu e s  and  th e  co n se q u en t e th o s w ith  w h ic h  ex is te n ce  is  u n d e rtaken . E th ics  re flective ly  

a ttem p ts to  u se  th e  fac ts  o f  life  to g e th e r w ith  o u r  in s ig h ts  and  d esires to  co n stru ct th e  road  to  th e  b e au ty  o f  life . E th ics is  th e  fiber 

o f  in teg rity , h o n o r a n d  g lo ry : in d iv id u a l a n d  co rp o ra te . Becau se  e th ic s  a c ts  up o n  o u r  in n a te  im p u lses, d rive s  and  resid ual in stincts , 

it is  a  fu n c tio n  o f  h ig h e r ra tio n a lity ’,  'sp iritu a lity ' o r  ’en lig h te n m e n t' o f au th e n tic  h u m a n ity ; I t  th e re fo re  re q u ire s  ins ig ht, co u rag e , 

ho n e sty , h u m ility  and  ro b ustness o f  h ea rt a n d  m in d ; fo r  th ese  sa m e  reasons h o w ever, it te n d s to  be o f h ig h  o c ta n e  in  th e  open  

soc ie ty . M o st p e o p le  w o u ld  w a n t to  f lo u r ish  w ith  in teg rity , h o n o r and  g lo ry ; p eo p le  h o w e ve r d iffe r  in  ins ig ht, w isd o m , co u rag e , 

honesty , and  ro b ustness and  so  the a u th e n tic  a tta in m e n t o f th e  a b o ve . Peop le  a lso  d if fe r  in in d iv id u a l h isto ry , e d u ca tio n , tra in ing , 

in te lle c tu a l te m p e ra m e n t and  ab ilit ie s  and  so  va lu e s  a n d  goals.

O u r d iffe r in g  c h o ic e s  a ffe c t o u r  va ry in g  a tta in m e n t o f  in d iv id u a l e ffic iency , f lo u rish in g  and  fu lf i l lm e n t  It is  th e  Tru th  th a t w orks, 

th e  g o o d  th a t p rosp ers a n d  th e  b a lanced  and  h arm o n io u s th a t fu lfills , hen ce  th e  n ee d  fo r  ed u ca tio n . Ed u ca tio n  is  th e  c ap ab ility  to  

d isce rn , d esire  a n d  d e ve lo p  th e  True. th e  G o o d  a n d  th e  B ea u tifu l, a t  a ll t im e s  a n d  in  a ll p laces . B ecau se  m etap hysica lly , life  is  a  g ift 

o ffe red  e a c h  a lo n e  a n d  m u st be rece ived  o r  re jected  in  va rio u s  w ays o n ly  as in d iv id u a ls , ex is ten ce , th e  rea liza t io n  o f  th a t life  is 

co sm ic . A t th e  co re  th e re fo re , each  m ust be a lo n e  and  free ; as e a c h  o th e r’s h u m a n  e n v iro n m e n t how ever. w e  can  and  o u g h t to
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p ro p e rly  sh e d  lig h t o n  th e  pa th  as in d iv id u a ls  lift th e ir  o w n  legs in  rea liz in g  th e ir  o w n  lives.

S^QH-BALANCEISHARQ
O u r ch o ices a re  like  tan g e n ts a lo ng  a  c ircu m fe re n ce  w h ile  e th ic  is  th e  ce n tra l te n d e n cy  a t  th e  cen te r. M ora ls va ry . m o ra lity  is 

un ive rsa l; a ll m o ra ls  d o  no t le ad  to  e q u a l e ffic ie n cy , flo u rish in g  o r  fu lf illm e n t. N o th in g  h o w e ve r m a ke s it d e s irab le  o r  m o ra l to  

c o lo n ize  th e  life  o r  in n e r p e rso n a l te rr ito ry  o f  an o th e r hu m an . It is  h u rtfu l to  im p a ir th e  in teg rity . e m p o w e rm e n t a n d  h a rm o n y  o f 

an o th e r's  in n e r be ing  and  fre e d o m . B ecau se  w e  a re  th e  n e ce ssa ry  h u m a n  e n v iro n m e n t o f each  o th er, w e  m ay  in fe r  th at i t  is 

d e s irab le  th at w e  be su p p o rtive  o f e a c h  o th e r and  o u r  m e d iu m  o f  in teractions.

GENERAL; RES.PECT FQR PERSON
A u to n o m y o f a n d  resp ect fo r w o m en  in g e n e ra l w ith  resp ect to  p e rso n a l d ec is io n  m ak in g  in  va rio u s  soc ie ta l se ttin g s and  

ho sp ita ls . In d iv id u a lity  o f life  a n d  m u tu a lity  o f  ex is ten ce  m ag n ified  in  o b s te tr ic s  p rac tice . R eso lv ing  c o n flic t in g  nee d s/in te rests  o f 

m o th e r a n d  ch ild . S ta tu s as liv ing , hu m an , p e rso n  a n d  p r im a ry  o r  se co n d ary  p a tien ts  o f both .

Q£NlBALLßEN£EONCE
Socia l: Em p o w ering  re la tio n sh ip ; P sycho tog ica lly : In teg rity , re liab ility , Support and  inspiration; M e d ica lly : T h e  best e n d  and 

m ean s possib le  a t  s ite ; Fam ily ; e co n o m y ; e d u ca tio n ; sp iritu a lity  etc.

GEMERAL NQN-MALEEICENCE
P h ys ica l harm s, Psycho lo g ica l harm s, So c io lo g ica l h a rm s : E co n o m ic  harm s, Fam ily  in ju rie s , E d u ca tio n  a n d  sp iritu a l harm s, M oral 

harm s.

G.ENEBAUUST1CE
ln  soc ie ty , in stitu tions , a t  p e rso n a l p rac tice  levels.

^M^AtLPRQFES$.IONALjQ D _YJOSQClEIY.
P u b lic  hea lth  a sp ects  o f  O b ste tr ic s , P u b lic  E d u ca tio n  aspects , P u b lic  p o licy  asp ects , Leg is la tive  aspects .

A BO R TIO N

P h ys ic ian /P u b lic  p o licy  e xp e rt, P h ys ics/M etap h ys ics , B io lo g y/Theo lo g y , Law /E th ics  (e th ic sa n d  law  h a v e  d iffe re n t g o a ls). 

PRSNAJALTISTINS
U ltrasonog rap hy , A m n io cen tesis , C h o rio n ic  V illu s  sam p lin g .

N EW  BQ R N  SC R EEN IN G

Pu b lic  h e a lth  c rite r ia , A va ilab le  su p p o rt, Im p lica tio n  fo r  th e  liv ing . So c ia l and  p o licy  im p lica tions .

aSSlSIE B R SEBQP-U.CTJ.QN
A  w ho le  g a m u t, C o m p le x  e th ica l d iscu ssion s. En d s , m e a n s  a n d  p ro ced u res a re  a ll re levan t issues . N eed fo r  c o u ra g e  and  openness 

in  p u b lic  d e b ate . M u ltid isc ip lin a ry  ap p ro ach  is  inev itab le .

QBSTETRIC TRAINING ANp.ETHjCS
Tra inees, Tra iners , P a tien ts  a n d  Society , Sc ience  o r  R esearch  eth ics , In stitu tio n a l eth ics , S o c ia l eth ics .

LN G A G IN G  ETH IC S  A S PR O FESS IO N A LS
M ora l In te llig e n ce : 'Ph ronesis ', M ora l M o tiva tio n , M o ra l W ill, M ora l se lf-em p o w erm en t, Leve ls o f  h u m a n  en g ag e m e n t a n d  eth ics : 

Instinct, c ra ft , te ch no logy , Science , ph ilo sophy .

SUMMARY
O b ste tric  is  e th ica lly  co m p le x . O b ste tr ic ian s  can n o t be m e re  e th ics  te ch n ic ian s . T h e  issues a re  fa ir ly  w e ll re so lve d . M o re  a re  o n  the 

w a y  in  ad d itio n  to  th e  y e t un so lved . O u r co n c e rn  is  to  b ring  e th ic s  in to  p rac tice .

_______  PROMOTING UNIVERSAL ACCESS TO MATERNAL AND NEWBORN HEALTH (SOGON 2011)______________

303

UNIV
ERSITY

 O
F I

BADAN LI
BRARY



PROMQTING UNIVERSAL ACCESS TO MATERNAL AND NEWBORN HEALTH (SOGON 2011)

PL-088
LITIGATION AND THE OBSTETRICIAN
P ro f J IB A d in m a

Department ofOBS/GYN. NnamdiAzikiwe Universityand Teaching Hospital, Nnewi

mifiQPUCTlQN
• A  p e rfec t b a b y  is the exp ecta t io n  o f  a ll pa ren ts , a n d  a  p e rfec t o u tco m e  is th e  m ission  o f  o b s te tr ic s -C h o u

• M o rb id ity  and  m o rta lity  in  o b s . e n g e n d e r d istress , fru stra tio n  a n d  d isap p o in tm e n t W h e n  traceab le  to  m ed ica l neg ligence , 
m ay  b ring  ab o u t litig atio n

• A n  estim ated  7 5 %  o f  o b ste tric ian s h a v e  exp erien ced  litig atio n

• L itig atio ns -  co m m o n  in  o b s . p rac tice  in  d e ve lo p ed  C o u n trie s . Pow ered b y  4  m a jo r s takeh o ld e rs in m ed ico -leg a l d e b a te  - the 

p reg n an t p a tien t and  h e r e n v iro n m e n t; th e  h ea lth -ca re  p ro v id e rs ; th e  in su ra n ce  C om p an ies a n d  th e  legal practitioners.

• In c reas in g  ra te  o f  lit ig a tio n s  w ith  h ig h  in d e m n ity  c o s t h a v e  th e  n eg ative  e ffe c t o f  ap p reh en s io n  to  o r  o u trig h t w ithd raw a l 

fro m  o b ste trics  p ractice .

SC Q PS .Q P P.RESENJAT10 .N
• M ed ica l e th ics , E th ic a l C o d es a n d  G u id in g  P r in c ip le s  o f  E th ics

• C o d e  o f m ed ica l e th ics  in  N ig e ria  a n d  F IG O  e th ica l resp o n sib ility  o n  w om en 's sexua l rep ro d u ctive  hea lth .

• M ed ica l e th ic s  a n d  th e  law

• M ed ica l neg lig en ce

• L itig atio ns and  im p lica tio n  to  o b s te tr ic s  p ractice

• C o n c lu s io n a n d re c o m m e n d a t io n

ME D IC A L  ETH IC S . E T H IC A L  C O D E S  A N D  G U ID IN G  P R IN C IP LES  O F  ETH IC S

M ed ica l e th ics  •  the p rin c ip le s  o r  n o rm s th a t re g u la te  th e  co n d u ct o f th e  re la tio n sh ip s b e tw een  m ed ica l p rac tit io n e rs  a n d  o ther 

g ro u p s w ith  w h o m  th e y  c o m e  in c o n ta c t in  th e  co u rse  o f th e ir  p rac tice . C o d e  o f  E th ics is  -  a  se t o f  p rinc ip les o r  ro ug h  g u id es  to 

p ra c tice  d e ve lo p ed  fo llo w in g  se rious b reach  o f  e th ica l Stand ards. E .g . th e  N u rem b erg  co d e  o f 1 9 4 7 ; H elsink i D ec la ra tio n  o f  1964

C U I P IN S  P R IN C IPLES  Q F  ETH IC S
F o u r key p rin c ip le s  d e rive d  fro m  B e im o n t re p o rt and  the w o rk  o f  Tom  B eaucham p , Jam e s C h ild re ss  a n d  R aanan  G illo n . The 

G u id in g  P r in c ip le s  In  B ioeth ics :

1 . R ESP EC T  FO R  PER SO N S: A u to n o m y  o f c a p a b le  p e rso n s - re sp ect the r ig h t to  se if  d e te rm in a tio n  and  in d iv id u a l liberty . 

(In fo rm ed  v o lu n ta ry  co n se n t and  c o n fid e n tia lity ). P ro tectio n  o f  p e rso n s incap ab le  o f  au to n o m y -  ch ild ren , the m en ta lly  

su b -n o rm a l a n d  th e  u n co n sc io u s . O verrid in g  A u to n o m y  -  M ed ica l P a te rna lism  w h ic h  is  d iv id ed  in to  strong  and  w eak .

2 . B EN EF IC EN C E : R esp o n sib ility  to  d o  and  m ax im ize  g o o d . (d o  g o o d  to  o th e rs  and  m a in ta in  a b a lance  be tw een  b e n e fits  and 

a c c e p la b le h a rm s ).

3 . N O N -M A LEF IC EN C E : E th ica l d u tie s  to  d o  n o  h a rm  o r  w rong .

4 . JU S T IC E : Fa irness a n d  e q u ity  in  M ed ica re  to  persons. (E q u ita b le  d is tr ib u tio n  o f p o ten tia l b e n e fits  and  risks).

O th e rs in c lude :

5 . V ER A C IT Y : Te il a ll th e  tru th .

4 . F ID EL ITY : D o  w h a t is  p rom ised .

5. S C IE N T IF IC  V A L ID IT Y : Ensu re  P ro fe ss io n a l co m p e te n ce  and  sc ie n tif ic  soundness.

C  Q j^ E JJ L M E M C A  L L T H IC  SJ.N_N IG  E R IA  (C  O  M IN )

C O M IN  -  d e rived  fro m  th e  ru les a n d  reg u la tio n  o f  th e  P ro fessiona l C o n d u ct fo r M ed ica l and  D en ta l P rac tit io n e rs in N ig eria  and

Table 1: Distribution by selected States in USA lo r Costs of Medical Indemnity with respect to threc specialties for 2009

States Int. Medicine Gen. Surgery Obs/Gyn

Minnesota $4, 000 $10, 000 $ 17, 000

Pennsylvania $ 6,000 - $11,000 $28,000 - $50,000 $64,000

Nevada - - $85,000 - $142,000

Florida $56,000 $90,000 - $175,000 $100,000 - $200,000
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co n ta ined  as s ta tu to ry  P ro v is io n  in the m ed ica l a n d  d e n ta l p rac tio n e rs  a c t, C A P  2 2 1 , se c t io n  1 su b sectio n  2 0  It  has e ig h t (8) 

pa rts : P rea m b le  and  G e n e ra l g u id e lines , P ro fessional co n d u cts , M a lp ractice , Im p ro p e r re la tio n sh ip s w ith  co lle a g u e s  o r  patients, 

A sp e c ts  o f  private  m ed ica l o r  d e n ta l p rac tice , Se lf-ad vertisem ent a n d  re la ted  o ffenses, C o n v ic tio n s  fo r  c rim in a l o ffen ces and 

M isce llaneou s. F IG O 's e th ica l g u id e lin es o n  w o m e n s  sexua l and  rep ro d u ctive  hea lth  d e ve lo p ed  in  20 03 , h ing ed  o n  3 pedesta ls : 

P ro fessiona l co m p eten ce , vvom en's a u to n o m y  and  co n fid e n tia lity  and  re sp o n sib ility  to  th e  com m unity .

A .  PR O FESS IO N A L C O M P ET EN C E

• P ro fessiona ls sh o u ld  a tta in  and  m a in ta in  th e  h ig hest Standard  o f P ro fe ss io n a l co m p e te n ce  in  h e a lth  so  as to  p rom ote  

p a tien t s r igh t to  life .

• P ro fessiona ls sh o u ld  o ffe r  o n ly  Se rv ices w h ic h  th ey  a re  tra ined , to  a co m p e te n t Stand ard , and  sh o u ld  re fe r  ca se s  w h ich  

th e y  lack ca p a c ity  to  hand le .

• P ro fessionals sh o u ld  en su re  resp ectfu l co n d u ct th a t w ill p rom ote  th e  d ig n ity  a n d  se cu rity  o f  a l l  p a tien t s -  m en  and  

w o m e n  alike .

• P ro fessionals sh o u ld  avo id  re la tio n sh ip  co n sid ered  to  b e  in ap p ro p ria te  w ith  p a tien ts  o r  th e ir  fam ilie s  w h ic h  m ay  be 

exp lo ited  fo r p sycho lo g ica l, sexual, m ate ria l, f in a n c ia l, and  e ve n  rese a rch  pu rp oses .

• P ro fessiona ls w ith  c o n sc ie n tio u s  o b jectio n  sh o u ld  en su re  th a t th e ir  m o ra l and  re lig io u s va lu e s  d o  no t in te rfe re  w ith  

pa tien ts' trea tm en t. T h e y  sh o u ld  th e re fo re  re fe r  su ch  cases p rom ptly .

• P ro fessiona ls sh o u ld  n e ith e r in d u lg e  in p ractice  no r Su p p o rt such  p rac tice s  th a t v io la te  p rin c ip le s  o f  m ed ica l e th ic s  and 

h um an  rights.

• P ro fessiona ls sh o u ld  u p h o ld  a n d  m a in ta in  th e  h ig h e st Standard  o f  in teg rity  and  h o n e sty  w ith  co lleag u es, p a tien ts , and 

learners in  th e  co n d u ct o f  research .

• P ro fessiona ls sh o u ld  d e s ig n  ap p ro p ria te  in te r-p erso na l re la tio n sh ip  w ith  p a tien ts  and  o ih e rs  to  p ro m o te  o p tim a l ca re  and 

lea rn in g  env iro nm ent.

• P ro fessiona ls sh o u ld  ad vo ca te  fo r  co n tin u o u s  m ed ica l e d u ca tio n  to  keep  ab re a st w ith  d e ve lo p m e n t in  h ea lthcare ,

B  W Q M  E N  A U T O N O M  Y  A N  D .C Q N F I P E N T | A L ILY

• P ro fessiona ls sh o u ld  en su re  a d eq u a te  In fo rm atio n  a n d  e d u ca tio n  o f p a tien ts  to  fa c ilita te  ch o ice  based  o n  in fo rm ed  

consent.

• Professionals should ensure privacy in the derking, physical examination, and delivery of health Services to patients 
especially women e.g. through appropriate draping or covering of the patient during examination and RH procedures.

• P ro fessiona ls sh o u ld  en su re  th e  co n fid e n tia lity  o f  th e  in fo rm a tio n  o b ta in ed  fro m  the p a tien t and  sh o u ld  reveal su ch  o n ly  

fo llo w in g  p a t ie n ts  co n se n t o r  if  req u ired  b y  the law.

• P ro fessiona ls sh o u ld  en su re  e q u a l and  re sp ectfu l trea tm en t o f p a tien ts , fre e  o f  d isc r im in a tio n  irre sp ective  o f  a g e , m arita l 

Status, e th n ic ity , p o lit ica l a ff ilia tio n , race , re lig io n , e co n o m ic  Status, d isab ility , etc.

• P ro fessiona ls sh o u ld  en su re  th a t ad o le scen t p a tien ts  a re  tre a te d  w ith o u t ag e  d isc r im in a tio n , a n d  a re  g u id ed  to w ard s an  

in fo rm ed  co n se n t to  m ake  h e a lth  d ecis io ns esp ec ia lly  a s  regard s sexua l and  rep ro d u ctive  hea lth .

C , BISP-Q N S !B IL IT Y T 0 T H E C QM .M.U .N Jiy
• Health Professionals should ädvocate for the rights of members of a community to information concerning health 

Services available to them in other to make appropriate decisions for Optimum healthcare.
• H ea lth  P ro fe ss io n a ls  shou ld  ad vo ca te  fo r th e  reso u rces a n d  c a re  to  en ab le  c o m m u n ity  m e m b e rs  se ek in g  fo r h e a lth  ca re  to 

o b ta in  th e  h ig hest Standards and  en su re  th e ir  r ig h ts  to  b e n e fit fro m  sc ien tific  progress.

• Health Professionals should promote community education on health to aid community members towards effective 
participation and dialogue to  influence health practices, laws, and policies

• H ea lth  P ro fe ss io n a ls  sh o u ld  d isco u ra g e  patien ts from  se ek in g  Se rv ices fro m  u n q u a lif ie d  p ersons, w h ile  enco urag ing  

tra d it io n a l h ea le rs  such  a s  the T B A s  tow ards sa fe  hea lth  p ractices and  p ro m p t referra ls .

• H ea lth  P ro fe ss io n a ls  sh o u ld  a lw a ys  assist at m ed ica l e m e rg e n c ie s  and  sh o u ld  n o t b e  restricted  b y  s tr in g e n t co n d itio n s 

su ch  as n o n -p aym e n t o f  hosp ita l d ep o sits  and  ind ustria l a tt io n s .

• A ll O b s/G yn  P ro fessiona ls sh o u ld  a cq u a in t th em se lves w ith  th e  p ro v is io n s o f  th e  co d e  o f m ed ica l e th ic s  in  N ig e ria  a s  w ell 

a s  th e  F IG O  P ro fessiona l e th ica l g u id e lin e s  o n  w om en 's sexua l and  re p ro d u ctive  h e a lth  in  o rd er no t o n ly  to  im p ro ve  

p a tien ts  o b ste trics  ca re  b u t a lso  p re ve n t litig atio ns and  d isc ip lin a ry  sanctions.

MEDICAL ETHICS ANP THE LAW
M ed ica l ju r isp ru d e n c e  o r  m ed ica l law  is d e fin ed  as th a t a sp ect o f  the law  w h ic h  g o v e rn s  th e  re la tio n sh ip  b e tw e e n  th e  hea lth ca re  

p ro v id e r and  th e  p a tie n t . T h e  m ed ica l p rac tit io n e r is  b o u nd  b y  ce rta iq  law s d e p e n d in g  o n  th e  c ircu m stan ces  o f  h is  p ra c tic e . These 

law s in d u d e  - c iv il a n d  c rim in a l law s o f  th e  lan d ; th e  m ed ica l law ; c o d e s o f  m ed ica l e th ics ; Pu b lic  S e rv ice  ru le s  a n d  reg u la tio n s ; and  

th e  m ilita ry  law . T h e  la w  and  e th ic s  -  co m p lim e n ta ry  to  u p h o ld in g  th e  righ ts o f  the p a tien ts . D isco rdance  o cca s io n a lly  o ccu rs  b/w  

e th ics  and  the law . E .g . a p a rth e id  p o licy  in S o u th  A fr ica , e u th an asia  &  le g a l ab o rtio n .

Mm C A L N E G U G EN C f
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M ed ica l n e g lig e n ce  is  sa id  to  o ccu r w h e n  a hea lth  P ro fessiona l p e rfo rm s h is  d u ty  in a hea lth  in stitu tio n  in  su ch  a  m a n n e r that 

a vo id a b le  h a rm  b e fa lls  a  p a tien t. E .g . w h e n  th e  d o c to r leave s an  a b d o m in a l m o p  in s id e  th e  p a t ie n ts  ab d o m e n  fo llo w in g  su rg ery  

u su a lly  a ttr ib u tab le  to  th e  d o c to r in  re la tio n  to  h is  p a tien ts  on ly . D u ty  o f  ca re  - th e  legal req u irem en t o f a  m ed ica l d octo r 

possessing  sp e c ia l k n o w le d g e  a n d  sk ills  to  a tte n d  to  p a tien ts  C onsu lting  fo r th is  m ed ica l exp ertise . R eq u ires th e  e m p lo ym e n t o f 

k n o w led g e , e xp e rtise  a n d  ca u t io n  b y  the m ed ica l p rac tit io n e r to  avo id  u n d u e  h a rm  to  th e  p a tien t. A p p lie s  to  th e  m ed ica l 

p ractit io n e r's  reg u lä r p a tie n ts  and  n o n  reg u lä r (c a ll d u ty ) p a tien ts  a lik e . W h e n  a  d o c to r fa ils  to  pe rfo rm  u p  to  th e  req u is ite  

Standard  o f ca re  a n d  sk ill e xp ected  o f  h im  to  th e  e x te n t th a t in ju ry  o r  h a rm  o ccu rs  to  th e  p a tien t, b reach  o f  d u ty  o f  ca re  is sa id  to 

occur.

c o n d it io .ns f q r m e d ic a l n e q li.g e n c e

• Ex istence  o f  a  d u ty  o f  ca re  to  the p la in t iff  patien t

• B reach  o f  th e  d u ty  o f  ca re  b y  th e  d o c to r

• D am ag e  o r  in ju ry  to  th e  p a tien t tra ce ab le  to  th a t b reach  o f  d u ty  o f  care

• D am ag e  re fe rs to  lo ss o r  in ju ry  w h ic h  th e  p a tien t h as su ffe red  a s  a  resu lt o f th e  b re ach  o f  d u ty  o f care  w h ile  C la im  o f d a m ag e  is 

co m p e n sa tio n  fo r  such  in ju rie s/ lo ss  su ffe red  b y  th e  patient.

• D am ag e  m ay  b e  p h ys ica l o r  e m o tio n a l -  in ju ry , p a in , lo ss o f  earn ing s, re d u ctio n  in  life  e xp e c ta n cy  o r  q u a lity  o f  life  usually  

q u a n t if ie d  in  m o n e ta ry  te rm s

• O n u s  o f p ro o f o f m ed ica l n eg lig en ce  -  lie s  o n  b a la n ce  o f  p robab ilities . M ere  in ad ve rte n ce  -  o ccu rs  w h e n  h arm  o ccu rs  to  a 

p a tien t d esp ite  e v e ry  reaso n ab le  p recau tio n  th at has b e en  ta ke n  to  avo id  it. M ed ica l neg lig en ce  has n o t o ccu rred . W h e n  does 

m ed ica l neg lig en ce  o c cu r?  -  in  a n y  o f  th e  3 tr iad s o f  m e d ica re  v iz : D iag nosis , A d v ice /co u n se lin g  and  Treatm ent.

k !JJG A I!O N S _A N D  T H E  IM P L IC A T IO N  T O  O B S T ET R IC $ P R A C T |C E

M ed ica l m a lp rac tice  is  sa id  to  o ccu r w h e n  a  reg iste red  m ed ica l p ractio n e r carries o u t m ed ica l p rac tice  th at d o e s n o t co n fo rm  to 

p ro fess iona lly  a ccep ted  Stand ard , m etho d s o r  d e co ru m  a s  s t ip u la te d  in  th e  p rov is ion s o f th e  co d e  o f  m ed ica l e th ic s  in the M ed ical 

a n d  D en ta l P rac tit io n e rs A c t . It m a y  b e  b ro u g h t to  th e  a tte n tio n  o f  th e  M ed ica l a n d  D en ta l C o u n c il b y  e ith e r a n  a g g rieved  person , 

a  m ed ica l co lleag u e  o r  a n y  o th e r m ean s w h a tso e ve r fo r  ap p ro p ria te  sc ru tin y  and  n ecessa ry  ac tio n . M ed ica l m a lp rac tice  

co n stitu te s  m ed ica l n e g lig e n ce  w h ic h  can  be litig io us

O B S If lR lC S lIT IG A T .IO J^ S

C o m m o n ly  o c c u r  fro m  e rro rs  o f om ission  o r  co m m iss io n  no tab ly :

•  E rro rs  o r  o m iss io n  in  an ten a ta l sc reen in g  a n d  d iag no s is , E rro rs  in u ltraso und  d iag no s is , T h e  n eu ro lo g ica lly  im p a ired  in fa n t ,. 

N eo n ata l en cep h a lo p a th y , Stillbo rn  o r  n eo n ata l death , S h o u ld e r d ysto c ia  w ith  e ith e r b rach ia l p lexu s in ju ry  o r  hyp o x ic  in ju r y , . 

V ag in a l b irth  a fte r cesa rean  se ctio n . O p e ra tive  va g in a l de live ry , T ra in in g  p ro g ram s fo r  re s id en cy  and  nursing

• W ith  th e  e xce p tio n s  o f  1,2 &9 th e  re m a in in g  6  o f th e  9  m a jo r cau se s  o f  lit ig a tio n  in o b ste trics  p rac tice  a re  tra ce ab le  to  fa ilu re  

to  p e rfo rm  C /S  o r  to  p e rfo rm  the O peration  e a rly  eno u g h

• Th is im p lie s  th e re fo re  th a t e a rly  re so rt to  caesa rean  se c t io n  a t  th e  susp ic ion  o f  im p a irm en t o f foeta l w e ll-b e in g  is like ly  to  ave rt 

o b ste tr ic  litig atio n

• Increas ing  ra te  o f  lit ig a t io n s  in  O b s. w ith  h ig h  m ed ica l in su ra n ce  aw a rd s fo r d a m ag es to g e th e r w ith  lo n g  w o rk in g  ho urs have  

b e en  id e n tified  a s  the m a in  reasons w h y  m an y  o b ste tr ic ian s  in  d e ve lo p ed  co u n trie s  w a n t to  q u it  o b s . p ractice

C Q R C ] J J .$ m A N P.fiE.C.O M .M £ N ß .ATIQ N
O b s/G yn  P ro fe ss io n a ls  in  d e ve lo p in g  co u n trie s  sh o u ld  be m in d fu l o f  im p en d in g  h ig h  litig atio n  ra te s in o b s . p rac tice  w h ic h  cou ld  

b e  d evasta tin g  in  p rac tice s  w ith o u t risk  in su rance  cover. T h e y  sh o u ld  be co n ve rsa n t w ith  m ed ica l law s and  Codes th a t g overn  

m ed ica l p ra c t ic e . C o m m u n ica tio n  o f  th e  v a r io u s  risks o f a n y  trea tm en t m ust be c le a r ly  m ad e  to  th e  p a tien t as o f  r ig h t  T h e  health  

P ro fessiona l sh o u ld  a d h e re  s tr ic t ly  to  p ro p e r d o cu m e n ta tio n  w ith  respect to  co n se n t and  a lso  p ro ced u res . a c tiv it ie s  a n d  tim e. 

P ro p e r m ed ica l reco rd  keep in g  o fte n  p ro v id e s g o o d  le g a l d o cu m e n ts  o f  d e fe n se  in  cases o f  litig a tio n . O b s/G yn  C onsu ltants 

sh o u ld  en su re  th o ro u g h  Su p erv is io n  o f  th e ir  resid en ts in  tra in in g  a n d  yo u n g  Consu ltant sh o u ld  e n lis t th e  a d v ice  o f o ld e r  o n e s  in 

th e  m an ag e m e n t o f  ce rta in  co n d it io n s . T rea tm en t p ro to co ls  sh o u ld  b e  d e ve lo p ed  n o t o n ly  to  g u id e  p ractio n e rs b u t a lso  to  

stan d ard ize  and  stream lin e  pa tien t's ca re . M ed ica l eq u ip m en ts sh o u ld  a lw ays be k e p t in  goo d w o rk in g  co n d itio n s , be upgraded  

as a p p ro p ria te  and  if  n e ce ssa ry  b e  ch an g e d  e n iire ly  to  en su re  p a tien t's  safety . C o n tin u in g  m ed ica l ed u ca tio n , tra in in g  and  re- 

tra in in g  o f O b s/G yn  p rac tit io n e rs , irre sp ective  o f  th e  Status, e sp e c ia lly  o n  n e w  and  em erg in g  tren d s in  o b ste trics  p rac tice  is  ve ry  

im p o rtan t in  th e  im p ro ve m e n t o f th e  sa fe ty  and  q u a lity  o f pa tien t's ca re . With these, we can be hopeful of actualizing the 
expectation ofallporent for a perfect baby, and the mission o f obstetrics for a perfect outcome.
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PL-089

AUDIT, ACCOUNTABILITY AND MATERNITY CARE
Ju lia  H usse in

o s f m m
A b o u t Im p act. A u d it , eva lu a tio n  and  q u a lity  im p ro vem e n t. Typ e s o f m a te rn ity  a u d its : C rit ica l in c id e n t &  C rite r io n  based , 

Exam p les o f innovations , ad ap ta tio n s , d e ve lo p m en ts . R e fle c lio n s  o n  a u d it and  a c co u n ta b ility . T h e  fu tu re

W O R LD  B A N K  & JM E.2Q 1 1 G LO B A L  M O N IT O R IN G  R EPO RT

"E ffo rts  a im ed  a t  in creasing  access sh o u ld  b e  co m p le m e n te d  w ith  im p ro ve m e n t o f  th e  q u a lity  o f  ca re  p ro v id e d , w ith o u t w h ich  

ve ry  litt le  .... c an  be ach ieve d . W e  c a ll o n  p o licym ak e rs  to  d e vo te  su bstan tia l resou rces to  a ch ie ve  u n ive rsa l access to  q u a lity  

Se rv ice s ' O ko n o fu a  2008

.EFFE.aiyENE$SQF MCH ST R ./^ IE S jg iM P JO .V EQ UADTY
'M u ltifa ce te d  in te rve n tio n s  th a t co m b in e  seve ra l q u a lity - im p ro ve m e n t stra teg ie s a re ....e ffe c t iv e  b u t m ay  n o t b e  m o re  so  th an  
s in g le  in terventions." A lth a b e  et a l 2008 ' * •

N D_QyALJ T-YJ-M R RQV  £ M £ N T
P u b m ed  se a rch : m ate rna l d e a th  rev iew  O R  m ate rna l a u d it A N D  N ig e ria  = 1 5 5  h its (+)

•  P ro sp ective  a u d it o f  p e rin a ta l m o rta lity  am o n g  in b o rn  b ab ie s in  a  te rt ia ry  h e a lth  cen te r in  Lag o s, N ig e ria . Eku re  EN . Ezeaka 

VC , Iroha E. Eg ri-O kw aji M  N ig e r  J  C lin  P ract. 2 0 1 1  Ja n -M a r ;1 4 ( l) :8 8 -9 4 .

• C lin ica l a u d it  of an ten a ta l Se rv ice  Provision in  N ig e ria . O su n g b ad e  KO, S h aah u  V N , U ch en d u  O C . H ea lth  C a re  W o m en  In L  

20 11  M ay ;3 2 (5 ):4 41 -52 .

• C lin ica l a u d it  o f  k n o w le d g e  and  p ra c lice  o f ep id u ra l lab o u r ana lg es ia  am o n g st o b ste tric ian s in  so u th -w e st N ig e ria  O sina ike  

BB , O g u n b o d e  O O , A d e rin to  D A . East A fr  J  Pu b lic  H ealth . 2010  Ju n ;7 (2 ):191 -5 .

• C lin ica l a u d it o f  in tra -p a rtu m  ca re  a t  se co n d a ry  hea lth  fac ilit ie s  in  N ig e ria . O su n g b ad e  KO . O g in n i SA , O lu m id e  E A , O w o a je  ET. 

N ig e r J  C lin  P rac t. 2 0 1 0  Ju n ;1 3 (2 ):2 1 0 -4 .

• P re g n an cy  o u tco m e  in  e d a m p tic s  a t  th e  U n ive rs ity  o f  A b u ja  Teach ing  H osp ita l, G w a g w a la d a , A b u ja : a  3 y e a r  rev iew . A g id a  ET, 

A d eka  Bl, J ib n l KA . N ig e r J C lin  P rac t. 2010  D ec ;1 3 (4 ):39 4-8 .

• A  30 -yea r re v ie w  o f ad van ce d  ab d o m in a l p reg n an cy  at the M ate r M ise rico rd iae  H o sp ita l, A fik p o , so u theaste rn  N ig e ria  (1976- 

2 0 0 6 ). Su n d a y-A d eo ye  I, T w o m e y  D, Eg w u atu  EV, O konta  PI. A rch  G yn e co l O bstet. 2011  Ja n ;2 8 3 ( l) :1 9 -2 4 . Ep ub  2 0 0 9  O ct 30 .

• Eva luatio n  o f crite ria -b ased  c lin ica l a u d it  in im p ro v in g  q u a lity  o f  o b s te tr ic  care  in  a  d eve lo p in g  co u n try  h o sp ita l. H u n y in b o  Kl, 

Faw o le  AO , So tilo ye  O S , O to lo r in  EO . A fr  J  R ep ro d  H e a lth . 2 0 0 8  D ec ;12 (3 ):59 -70 .

ELLELUC SERVICEJ PERSPE_a|VE
A U D IT  a re  p ro p e r p ro ced u res be ing  fo llo w ed , less su ited  to  assess im p act, less ab le  to  d e a l w ith  u n ce rta in tie s  d u e  to  set 

Standards o rc r ite r ia

0JG AN |SATIQN-W1DLPE.R5.PECTI_YE ‘
M in d  se t: m an ag em en t, C re d ib ility : In stitu tio n a l se ttin g , n a tio n a l a u d it b od ies, A cc re d ite d  au d ito rs , Sp eed  

C O N F ID E N TIA L E N O U IR IE S IN T O  M A TER N A L D EATHS 

Sou th  A fr ica , M a lays ia , Eg yp t, Jam a ica ....

Id en tifie s  a reas w h e re  c lin ica l p rac tice  is  d e fic ie n t . D iffe ren t fro m  m ate rn a l d e a th  rev iew : C o lla te d /p o licy  leve l & A n o n ym ity  o f 

w o m an , p ro v id e rs  and  institu tion

L.IM I I E D J J P I A ^ - W FLY?

P o o r q u a lity  d o cu m e n ta tio n , Lack  o f  tim e/in te re st/  a cco u n ta b ility , Poo r o rg an isa tio n a l ca p a c ity  o f  h ea lth  System , H e avy  c lin ica l 

’ w o rk lo ad , L itig a tio n , fu tility , fe a ro f  e xp o su re?

T RAG E
Trac ing  a d ve rse  a n d  fa vo u ra b le  even ts  in  p reg n an cy  ca re  C o n ve n tio n a l in q u irie s  a re  o b se rva tio n a l stud ies o f  a d ve rse  even ts 

re la ted  to  m ate rn a l deaths.

P A JA S P iJJK E S :
C a se  notes, In  d e p th  in te rv ie w s  w ith  p roviders . In  d e p th  in te rv ie w s  w ith  c o m m u n ity  m e m b e rs  invo lved  in  e ve n t, U ses 'social 

au to p sy/au d it“.  M u ltid isc ip lin a ry  a p p ro ach , so c io lo g ica l p e rsp ectives

FINPI NG5i.FACj LJTYBAS.ED_CA8E. GHANA
Favo u rab le  facto rs in  hea lth  fa c ilit ie s : R eferra l, D ru g s and  su p p lies , Team  co m m un icatio n
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W hat do w e  do , how  do w e  contribute?

^  Immpact

k n o w le d g e
Cneate  n e w  
k n o w led g e  

&  to o ls

nesearch

Where we work
© Irrmpact

A%hanis2an, Ban^arfesh, Inda, Nepal, Pakistan
ProgamTe reviews ande«iuation, M&E, MNH 
advocacy for research, irrfect'on coitrol study, 
birth kits, quality of care, MMRstjdy 
T^ îstan User fees

hdonesia: la-gescaeevaluatons 
on sic ed ca^, M&E, training, 
conf dential enqji'y 
NAetnam: MMRstjdy 
Cartodb: ReBUILD, MMRstjdy 
Malaysia: training and capacly

Angola: Health Systems financing; T^nrania, Ugancfe:Training 
Nfeerta: Infcctioncontrö; Zimbabwe: MMR study
Burkina faso, Ghana, Senegal: Evaluation on skilled care, user fees, cnxrgency 
care;tranlng, health sector Support, confdentiai enquiry, audt, quality 
imprevement Malawi, Ethiopia: quality improvement, skiled care 
5 West African countries: economic evaluation of free de'very care 
Somaia: MMRfeasibiiity study

Merico: Infcct on controi la t ta :  MMR study
Mcaragua: emergency care Morcxco: training,
Argcntma: Capacly building finane ngin matemity
lamaica: skilled delivery care care

® Research 
© Mission 

Training
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-----------L
MDGl.a MDGU

J--------------L
MDG 2a MDG 3a

J-------------- L
MDG 3a

-------------1
MDG 4a MDG 5a

------------ 1
MDG7.C MDG7.C

extreme hunger primary gender gender Child maternal access to accessto
povery completion

rate
panty

(primary)
parity

(secondary)
mortality 
under five

mortality safe water sanitation

Source: World Bank & IMF. 2011 Global Monitoring Report. Improving the Oddsol Achieving the MDGs
~ .. . th e  q u a n i i t y  o f h e a l t h  .h a s  in c re o s e d , b u t  n o t  t h e  q u a h ty . T h is  m ig h t  b e  o n e  r e o s o n  t h a t  p ro g re s s  h a s  b e e n  s lo w e r  f o r  M D G s  m e a s u r e d  b y  o u t ( o n e s  
( l ik e  th o s e  f o r h e a l t h )  th a n  f o r  th o s e  m e a s u re d  b y  access  ( l ik e  th o s e  f o r  e d u c o t io n ) '

SUBSTAND ARIKARl
Caesarean sections conducted in haste. Inappropriate and ineffective drugs. Doctor rarely present when woman in critical 
condition. Acute resuscitation efforts were poor. Few partographs. Completed audit forms seldom found. Case assessment form 
(analysisof events) completed by multidisciplinary panel.
4MAINTYPESOF FACTORS INVESTIGATED
Personal/family/community, Administrative and health System (transport, infrastructure, personnel), Medical care, Availability.of 
Information.

COSTO FjZONP UCTJNG_TRAC£
"Costs": venue, refreshments, time (80% of costs), transport. Panel members time = 50-60 hours per panel member (meetings and

^rrmp*cr
Q uality  im provem ent strateg ies and too ls used 

indevelop ing  countries

Exit interview s
System s, management improvement Qualityculture

Standards.
Cause effect analysis M assm edia guidelines. protocols 1

Local based consensus

Flow Charis . . .
Audit

Indepth Interviews
Verbal autopsy 

survetllance Focus groups
Force fie ld  analysis

Processmapping remmders Q lteam s Edocation outreach

Feedback Questionnaires

Educational materials Swot analysis
observations Root cause analysis

Educational meetings Q l Champions 
Seif assessment guides

Problem based leaming surveys opinion leaders

Supportive supervision Vignettes Nominal grouptechniques

Patient mediated interventions K Social autopsy
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MCH interventions developing countries Professional practice(range)

Multifaceted interventions >1% to +64%

Audit and feedback -17% to +49%

Reminders -1% to +34%

Educational meetings + 1% to +30%

Patient mediated interventions (not alone) + 1 0 % to +25%

Interactive workshops +4% to +17%

Mass media ♦0.1% to +13%

Educational outreach Prescribing only, +50%

Opinion leaders Small

Local Consensus, problem based learning, Not effective/

record Systems, provider incentives, patient No evidence/

mediated interventions alone, regulatory inconclusive

interventions

Audit and quality im provem ent

• Measurement is diff»cult because quality isa multifaceted 
construct

• Guality compcnents:
• Structure(adequacyof facilities.equrpment, staff)
• Process (appropnate dmical management and care) _
• Outccme (aggr egated mdicator s quality: eg. case fatality. 

stillbrths, mcrbdities)

Ö '-wa

Two main types of matemity audft
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r 1 il Id entificaticm 1
3 ofca ses J

reading, more time for reading in Indonesia). Excludes time for interviews in Indonesia (travel to villages, plus 3-5 interviews of 2 
hoursdurationeach)

IBSQMSIEARNI
Lack of availability/quality of dinical case noles not a major limitation. Negative outcomes like death can also demonstrate 
positive action/factors, and identification of these is useful and motivating. Costs could be reduced by: assessing a sample of 
cases, intermittent. rather than continuous conduct of enquiry. A tool for measurement and change

Systematically record missing data to minimise and record bias characteristics of retrievable vs non retrievable files from birth 
registry). Test-retest and interobserver reliability; reliabilityco-efficients. Link the measure to patient outcomes (show that deäths 
decrease with improving quality indicator) or other quality assessment tools.

'Seizing the moment" "....successful implementation.......will pave (the] way for the long-awaited Confidential Enquiries into
Maternal Deaths that would guide the formulation and or revision of obsletric policies and practices in

m s tm o s p . fq rm sebia , whyn.qw?
Wealth of knowledge and experience (research publications, programmes...), Priorities; Synthesising what’s already known; 
Engaging diverse groups; Mobilising credibility: institutional setting/national audit bodies; Accountability

AUPITFQRACCQUNTABiUTY
Traditional view of accountability: emphasizing what could be controlled and assigning blame when things go wrong. A new view
of accountability acknowledges a more complex management world.....Accounting for results....means demonstrating that you
have made a difference; that through your actions and efforts you have contributed to the results achieved.' Future innovation? 
Using contribution analysis, mixed methods to teil a ’performance Story’.

'The extent to which checking is needed in society is an interesting question. Clearly, in any given Situation, there is a trade-off 
among the amount of checking needed, the level of trust that exists, and the level of risk we are willing to assume." Mayne 2006
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"Trust releases us from the need for checking." Power 1997

ACm Om EDGEM ENTS
SOGON, WHARC, MacArthur Foundation

l/ rrr^ * c l T o o fe t »  an »  tocfe tor m jM m ji m ortakty Program m #

3. M E D IC A L C A R E

A d vo rso  fa c to rs F a vo u ra b to  fa c to rs

A rten ata l care

lotrapartum  care

Intra^xw rabve care  (rf applicable)

Postpartum  care

Dk J a n  em ergency occur7 if  #o. 
w hen? (eariv preonancv. antenatal 
•ntrapartum e r pootpartum )

E m o rg oncy  o v e n t d u n ng :

Inctial asaesam ent

ProW em KJentftcabon o r d a gn e e *

M anagem ent plan

Contm ued momlonng

Reeuscrtaöon

AnaeatPeara

Profesajonal conduct cA heolOi 
p ro -xlers

2 3 T _

U t t t e *  E vAM KrlXK  

«T**xt©XC7>>rv**v>c< ****•*'■

< TR A G E 15
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Criterion based dinical audit (CBCA)
Comparison of practice against set criteria using a case extraction form

C a se s

r e v ie w e d

P a n e l

m e m b e r s

M e e t in g s C o s t  (U S $ )

Ghana 20 8 8 hours per month for 6 

months Total = 40 

hours

10,000

Indonesia specialist 

panel

13 6 2 hours per week for 5 

months Total = 40 

hours

9,000

Indonesia 

'community" panel

13 7 3.5 hours per month for 

6 months Total = 21 

hours

5,000

The ca$e extraction form

316 Was blood typing carried Yes........................... 1

out?
N o .......................... 2

Not recorded..... 99

317 Was cross matching of Yes........................... 1

blood done?
N o .......................... 2

Not recorded..... 99

318 Was Hb or haematocrit Yes.......................... 1

levels assessed?
No ... 2

Not recorded..... 99

319 Was a request made for 

units of blood?

Y es ... 1

No........................ 2

Not recorded.... 99

etc

Hunyinbo et al 2008
C8CA conducted at Federal Medical Centre. Abeokuta. 2003
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Skilied Attendance Index

0 10 20 30 40 50 60

OBH. Obstetric haemorrhage: ECL Eclarrpsia: UfR. Uerine Rupture: OBL. Obstructedlabour; and 
GTS. Genital fract Sepsis

Modification of CBCA, to provide aggregate measures of dinical indtces of care, 
expressed as a % of the maximum. n=416

Range 32.6-93.0%

Mean (95% confidence intervals) 65.5% (64.0,66.7)

Deliveries meeting at least 75% criteria 26.9%

Deliveries meeting at least 50% criteria 82.7%

Deliveries meeting at least 25% criteria 100.0%

Companson by place of delivery

Score as percentage of 
maximum

n Percentage mean score 
(95% confidence intervals)

P la c e  o f  d e l iv e r y

Mission hospital 122 76.3 (75.1, 77.5)

Government hospital 191 68.6 (67.5,69.7)

Government health centre 16 46.2 (45.2, 47.2

Private maternity home 86 46.8 (47.8, 50.0)

PL-9Ü
THE PARADOX OFOURTIMES AND WHYWE MUST ACT
EjikeOji, MD
C o u n t r y  D ire c to r , Ip a s  N ig e rio

TH E  V A LU E  Q F  W -Q M EN LA LLPVER  T H E  W QR.LO
The Taj Mahal mausoleum located in Agra India was built under Mughal Emperor Shah Jahan In memory of his favorite wife 
Mumtaz Mahal.

M1SS1QM-ANP VISI.QN QF.IPAS
Ipas is dedicated to improving women's lives through a focus on reproductive health and concentrates on preventing unsafe 
abortion, treating its complications, reducing its consequences and increasing women's access to a broad ränge of reproductive
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health Services. Ipas has its head office in Chapel Hill, North Carolina in the United States of America and works through country 
programs in most of Africa, Asia and Latin America.

FEDERMLOmCCO.UNXAlLQ_CATIQNS,1999-2QOS 
(COMPLEMENTARY DISCLOSURE FRAMEWORK TO NEITI)
Allocations 1999 -2005: All N15.8trn; FG N5.138trn (32.5%); Sgs N10.671trn (67.5%)
Relative Allocation by zones: SS=nl.259trn, NW=N627.888bn, SW=N550.526bn, NE=N458.195bn, NC=425.398bn, SE= 
N374.503bn. N O T E : T h e se  a llo c a t io n s  a r e  f r o m  r e v e n u e s  f r o m  o i l  a n d  n o n - o i l  s o u rc e s , in c lu d in g  ta x . c u s t o m s  d u t ie s , V .A . T, e t c

EQVEfin.LEy.ElS IN NIGERIA, 1996-2005
NIGERIA: RICH COUNTRY. POOR PEOPLE. HOWAND WHY?
WHY
Nigerias oil and solid minerals are stolen or lost raw; the Commodities themselves are not accurately measured; revenue from 
them are not accurately accounted for (NEITI has facts and figures on this). Approximately 80% of the oil revenue is concentrated 
in the hands of 1% of the population; and 70% of Nigeria's private wealth is held abroad. Nigeria is a victim of the 'Dutch Disease" 
and also suffers from "resource curse. ‘  The disease kills agriculture in industry; the curse makes the people docile.

HOW;
Nigeria, the tenth highest oil-producing country in the world has a population ranked among the 25 poorest in the world. In 
2005, the year of phenomenal African economic growih, Nigeria did not rank among the ten fastest growing economies in 
Africa. Each of which recorded between 7.3%(SL) and 9.3% (EG).

Table 2: RH indkators and poverty levels

LOCATION 1996 2005
Nigeria 65.6% 54%

NE 70.1% 72.2%
NW 77.2% 71.2%
NC 64.7% 67%
SW 60.9% 43%
SS 58.2% 35.1%
SE 53.5% 26.7%

SQMAN.YMQUTMSXQ.FE.Eg
At independence Nigeria was 56 million and the UK same. 50 years later Nigeria is 166 million by October this year. The UK is 64 
million.

EBEYEÜDQNQ.F MAJ E RNAl M.QRJALCEY
'Women are not dying because of diseases we cannot treat. They are dying because societies have yet to make the decision that

Fig 1: Poveriy level over all for Nigeria & for Zones
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INDICES ITALY

(Catholic)

NIGERIA (Mixed) SAUDI ARABIA (Islamic)

Contraceptive 

Prevalence Rate
60% 11% 32%

Maternal Mortality 
rate/1 0 0 ,0 0 0  life 

births

5 1100 (2009) 545 

(2010)**

23

Life time risk of 
maternal death

1/13900 1/610

their lives are worth saving.' Mahmoud Fathalla, MD, PhD, Ipas Board Member, Former President of FIGO.

T H E B U R D E N O F UN SAFE .ABO.RTJ 0  NJ N_NJGlRj.A
760,000 induced abortions annually, 60% unsafe (Guttmacher Institute). More than 140,000 women hospitalized for abortion 
complications. Up to 10,000 maternal deaths annually due to unsafe abortions.

PROGRESSAOQB-ESS1NG UNSA.FE ABQRT1QN 
Ipas has worked in Nigeria > 20 years:
• Partnerships with federal and state MOHs and other NGOs, Professional bodies e.g SOGON to increase womens access to 
high-quality postabortion care (PAC): Emergency treatment for complications of unsafe abortion, Post-abortion family 
planning counseling and Services, Links to other RH and community Services as needed.
• Advocacy

PA.RIMR3/STAKEHQLPERS

A  19 year old girl with the necrotic (dead) intestines stickmg out from the vagina
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Hospital after Advocacy and Subsequent Renovation

Advocacy the President Advocacy with a Senator
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*  -  Ö I P A S t * < S A « * « b c i n - l . . .  X  a P A S r n S A w * * * » - * » . . .  ^  ’  0  1 .3  MB -  P«ge -  Saf«y • lo o b  •  ^

Ipas Nigeria team identified 5 different stakeholder-groups who have been the bedrock of ourpolicy work in Nigeria: Women 
Groups, Parliamentarians/Legislators, Lawyers/Judges, Media, Youths.

STRATEGIES FOR LAW  REFORM
Inform, sensitize, and move Partners to action by working in Strategie alliances. Use media to scale-up information sharing from 
the grass roots to the national space. Bring the human angle through stories in the public domain. Collaborate with women 
leaders to introduce the law into the parliament. Legislative advocacy - winning over key leaders one on one.

MEDIA
Our strategy in working with the media is to train, inform and conscientize them to action. We have to date trained and 
conscientized about 382journalists, who have becomeadvocatesof WSRHR issues generally.

WOMENGROUPS
We work with 7 women groups: NCWS, FIDA, MWAN, WAELE, FOMWAN, NAWOJ, UMUADAIGBO and Young Women Christian 
Association. We have built and strengthened their personal and institutional capacities by giving them requisite skills for 
leadership, advocacy, Programme management and networking skills.

COMMUNITY ACCESS TQMS.QPRQSIQL
Advocacy to Federal Ministries of Health for policies to enable use of misoprostol.

PL-091
ADEQUATE NUTRITION TO ENHANCE FOETAL AND NEW BORN WELLNESS
Dr R. A. Sanusi, MB,BS(Lagos), MSc(Nutr), PhD 
D e p a r tm e n t  o f  H u m a n  N u tr it io n , U n iv e rs ity o f lb a d a n

NUTRITION BEFORE PREGNANCY
• Starvation diets, Anorexia nervosa, Excessive athletic activity may interfere with ovulation (pregnancy difficult)
• Obesity may alter hormone profile level and decrease fertility
• Folate and Vitamin A deflclency early In pregnancy may lead to birth defect.
• Oral contraceptive may reduce levels of vitamin B6 and B12
• Many drugs may affect fertility and pregnancy outcomes
• Therefore a woman planning pregnancy should discuss with her obstetrician or gynaecologist.

NUTRITION DURLNGPJRJGNmCY 
Energy: increased need during pregnancy
• Newfoetaltissue
• Maintainmaternaltissues

Is t  trimester little change in energy need 
2nd trimester. additional 340kcal/day
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3rd trimester additional 452kcal/day 
• Increasedenergyexpenditure

Protein need increases. Structure of new cells and tissues of both mother and child (+25g/day or 1.1/kg/day for 2nd and 3rd 
trimester). Blood vol. and muscles (uterus and foeto-placental tissues). Micronutrients. Calcium: foetus retains 30g over the 
course of gestation. Vit. C: bone and connective tissue (RDA+ lOmg/day during pregnancy). Folate : synthesis of DNA (neural 
tube defect, preterm and LBW delivery; 400-600pg/day. VitB12: the RDA of 2.6pg/day is adequate for both foetus and 
mother and easily supplied by diet (except in vegans). Zinc: in synthesis and function of DNA, RNA and protein (RDA 
llm g/day for pregnant woman). Iron: IDA common during pregnancy, risk of LBW and preterm delivery. For haemoglobin 
and myoglobin (RDA 27mg/day for pregnant).

MEETING THE NEED DURING PREGNANCY

Table 1

Group Non-pregnant Pregnant Lactating

Bread(l slice) 7 serv. 8serv. lOserv.

Fruit (med 

apple/banana)

3ser 3serv. 3serv.

Vegetable 3serv 4serv. 4serv.

Milk(lcup/250ml) 2 ser 3serv. 3serv

Meat

Fats, oils & sweets sparingly sparingly sparingly

Table 2: Serving S \ z e

Energy(kcal) CHO(g) Protein(g) Fat

Starch 80 15 3 0-1

Fruits 60 15 3 0-1

Veg. 25 5 2 0

Milk 90-150 12 8 0-8

(Non-fat) 90 12 8 8

(Whole)

Meat

150 12 8 8

Very lean 35 0 7 0-1

Lean 55 0 7 3

Medium

fat

150 12 8 8

Fat 45 0 0 5

CONTEXTUAL FACTORS OF ADEOUACY
Socio-economic environment, Care environment, Culture/perception, Activities aimed at ensuring nutrient adequacy, The way 
forward, Innovations, Who is responsible for what
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PL-92
CROSS SECTIONAL SURVEY OF MALARIA PARASITAEMIA AMONGST PREGNANT 
WOMEN ATTENDING ANTENATAL BOOKING CLINIC AT ADEOYO MATERNITY HOSPITAL. 
IBADAN, NIGERIA
Drs Osinuga ET, Roberts OA, Adesina OA, Fehintola FA

1NIBQPUC1QN
Africa accounts for about 90% of tl\e world's bürden of malaria infection. Millions of women livirg in malaria-endemic areas in 
Africa become pregnant each year and are at risk of infection with Plasmodium falciparum. In Nigeria, studies have reported 
malaria parasite prevalence as high as 72% . Pregnant women are more susceptible to malaria than their non-pregnant 
counterparts. In sub Saharan Africa, pregnant women and young children carry disproportionate bürden of malaria. There is still 
ineffective coverage of the programs targeted at reducing the scourge of malaria infection. There i; therefore need for continued 
survey of peripheral parasitaemia amongst pregnant women with a view to obtaining vital Information to reduce the scourge of 
malaria.

OBJECTIVES
To assess the prevalence of malaria parasitaemia among pregnant women booking for antenatal clinic at Adeoyo Maternity 
Hospital, Ibadan, Nigeria. To evaluate malaria preventive measures undertaken by the pregnant women. To determine the 
prevalence of anaemia at booking and its association with malaria parasitaemia.

METHODOLOGY
It was a cross sectional study conducted at Adeoyo Maternity Hospital Ibadan in 2010. A  total oi 502 pregnant women were 
randomly recruited at antenatal booking clinic of the hospital over a period of three montns. All enrolled women were 
interviewed using a structured questionnaire. Blood samples were taken for malaria parasite screening and haematocrit 
estimation.

RESULTS
The prevalence of malaria parasitaemia in this study was 7.6%, primigravidae had higher prevalence 15.9% compared to 
multigravidae 3.8% (p = <0.001). The mean malaria parasite density was higher in primigravidae compared with multigravidae 
6824+ 18131 vs 606.69+ 929.29/pl respectively. Prevalence of anaemia at booking was 27.1%. 42.1% of the pregnant women 
with anaemia had positive malaria parasitaemia vs 25.9% pregnant women with anaemia without malaria parasitaemia (p = 
0.030). Insecticide trealed nets (ITN) and intermittent preventive treatment (IPT-SP) use prevalence were 12.4% and 9.2% 
respectively. Prevalence of malaria parasitaemia among ITN users was 1.6% (p =0.040). Prevalence of malaria parasitaemia 
among IPT-SP user was 4.4% (p=0.300). Prevalence of malaria parasitaemia was higher among those who used insecticides 
(spray, coil and cream) and untreated nets 55.3% and 42.1% respectively.

CONCLUSION
Reducing the bürden of malaria infection in pregnancy is achievable but concerted efforts needs to be made at implementing the 
various effective interventions proposed by concerned bodies both locally and international!/ Insecticide treated nets (ITN) and 
IPT-SP have been proven to be effective in preventing malaria infection in pregnancy. There is therefore need to renew malaria 
control efforts among pregnant women especially with the use of ITN and IPT-SP.

RECOMMENDATION
There is need to intensify awareness campaign on the effectiveness of insecticide treated nets in the prevention of malaria 
infection. The Insecticide treated nets (ITN) should be made accessible and affordable. Government should make Provision for 
free distribution of ITN at antenatal clinic; this will also encourage pregnant women to booking for antenatal care. Intermittent 
preventive treatment (IPT) with sulphadoxine-pyrimethamine should be encouraged at Uuukiny and fulluw-up as 
recommended. There is need for government to evaluate the various malaria preventive measures instituted on a regulär basis. 
More research needs to be done at the Community levels to find out why usage of the various malaria preventive interventions is 
still poor and how to eliminate malaria infection totally.

REFERENCES
• WHO. A Strategie framework for malaria prevention and control during pregnancy in the African region. Brazzaville, Congo: 
WHO Regional Office for Africa; 2004.
• Adefioye OA, Adeyeba OA, Hassan WO, Oyeoiran OA: Prevalence of malaria parasite infection among pregnant women in 
Osogbo, Southwest, Nigeria. American-Eurasian Journal of Scientific Reseach 2007; 2:43-45.
• Okwa OO: The Status of malaria among pregnant women: A  study in Lagos, Nigeria. Afr J Reprod Health 2003; 7:77-83.
• Roll Back Malaria (RBM). 2000. T h e A b u ja  D e c la ra t io n  a n d  P la n  o f  A c t io n . A b u ja , N ig e r ia : R o l l B a c k  M a la r ia .

• Falade CO, Olayemi O et al. Prevalence of malaria at booking among antenatal dients in a secondary health care facility in
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• Balogur» ST et al. Asexual and sexual stages of Plasmodium falciparum in Nigerian pregnant women attending antenatal 
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PL-93
POSTPARTUM CONTRACEPTIVE CHOICES MADE BY HIV- INFECTED WOMEN AT THE 
UNIVERSITY COLLEGE HOSPITAL. IBADAN
Adesina OA*, Awolude O, Oladokun A, Roberts A, Adewole IF
Department of Obstetrics & Gynaecology, College of Medicine. University of Ibadan

BACKGROUND
In a bid to tackle the bürden of mother-to-child transmission of HIV the government of Nigeria, in addition to providing ARV, 
needs to pay attention to the prevention of unintended pregnancy among HlV-positive women.
Objectives- To describe the pattern of contraceptive use by HIV positive women at the University College Hospital, Ibadan, (UCH) 
following delivery and to identify factors associated with uptake of a mode of contraception. The outcome measure was the 
mode of contraception being utilized at 6 months postpartum.

M.EJ H PDS
HlV-positive Nigerian women presenting for care in the PMTCT unit of the ARV clinic of UCH were enrolled, over a 6-month 
period, prospectively in a cohort study. They were asked at gestational age 28-34 weeks if they desired an effective form of 
contraception after delivery and what method they desired. They were again interviewed 6 months postpartum as to what 
method they were using. Over an eighteen month period they were followed up.Family planning Services are available in another 
clinic about 400 meters away in the hospital compound.

RESULTS
Starting from June 2009,200 women were asked if they desired a method of contraception after delivery. Most of the women had 
between 6-10 years of education (98%). were married (72%) and were para 0-2 (83.0%). About half of the women were HAART 
experienced while mode of delivery was vaginal in 64% of cases. Of the 200 women, 75% dedared a desire to use an effective 
form of contraception postpartum. The commonest methods mentioned were implants (30.0 %), Injectables (18.7%) and barrier 
methods (13.3%). Six months after delivery, 112 of the women were available for follow-up. Seventy- eight (69.6%) of these 
confirmed they were on a method of contraception. Methods being used were male condoms (74.4%), Injectables (7.7%) and 
lUCDs (7.7%). Of the 34 not on any contraception 61.8% expressed a desire to use an effective form of contraception.
The mean age of women who used a method of contraception and those who did not was similar (30.36 vs. 31.24, p=0.78). More 
of the HAART inexperienced women (76.6% vs. 62.3%, p= 0.112), women who had caesarean delivery (77.2% vs. 65.9%, p=0.691) 
and women who expressed a prenatal desire to use contraception (70.3% vs. 50.0%, p=0.131) used a method after delivery.

CQNCLUSIQNS
Contrary to the antenatal desire of most of these women and the dual method encouraged for HIV positive individuals most 
women utilized only condoms and maybe at increased risk for repeat pregnancies. In addition, about 1/3 of these women were 
not on any form of contraception, induding condoms, and are at risk of pregnancies and transmitting the virus to others or 
acquiring other infections. Possible suggestions to improve these outcomes indude the integration of family planning Services 
with HIV S e rv ic e s  and provision of free family planning S e rv ic e s . The study was limited by the observational nature of the data and 
the potential for both measured and unmeasured confounding.
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PL-094
SOGON: THE UMBRELLA ORGANIZATION FOR CARE AND ADVOCACY OF WOMEN 
REPRODUCTIVE HEALTH
SOGON, SUBSPECIALTIES AND SPECIAL INTEREST ASSOCIATIONS 
Association of Maternal and Fetal Medicine Specialists of Nigeria: MISSION

EQÜMPAUQN.MEMBERS
Profs O. O. Fakeye, O. Kuti, S.J. Etuk, A. P. Aboyeji, H. E. Onah; Drs O. Onafowokan, BosedeAfolabi, Hadiza Galadanci, A. O. Fawole,

O. T. Oladapo, O. Olayemi ,  Marliyya Zayyan, A. A. Odukogbe.

MEMBERSHIP
• There shall be tvvo categoris of membership of the Association, namely:
• Full membership which shall be accorded Obstetrician and Gynaecologists with at least a fellowship equivalent of FCMOG
• Associated membership may be accorded to stakelders involved in the reduction of maternal and perinatal mortality in 
Nigeria

SOGON members particularfy those with special interest in foeto-maternal care and advocacy are invited to join by contacting 
the Secretary General, Dr Akin-Tunde A. Odukogbe (+2348023314205, akin_tundeodukogbe@yahoo.com) for forms.
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PL-95
ROUTEN:TOLTERODINE 2 MG
Dr. Amarinder Singh M.D.
C lin ica l Pharm acology. R a n baxy  M ed ica l Services

OVER ACTIVE BLADDER
Frequency- to urinate more than 8 times in 24 hr.
Urgency- sudden and strong desire to urinate with little or no Chance to postpone urination.
±Urge Incontinence- involuntary loss of urine following a sudden strong desire to void.
Nocturia -  awakening from sleep at night to pass urine (> 1)
Ruling out other pathologic/metabolic causes.

IHL1MPACIQLQAB
QOL impaired, Disturbed sleep & loss of daytime productivity, Withdrawal from sexual intimacy, Repeatedly leave meetings, 
Habitually look for toilet locations. Carry a spare set of clothes, Use disposable pads, Silently endure a condition that no one is 
talking about to their physician

EPIDEMIOLOGY
1 in 11 people over 40 years have OAB, 1 in 4 women over 40 years have OAB, Affects men and women of all ages 

W.HAJ Ca u $E$ QAB
The detrusor is too active and contracts more than normal and at inappropriate times. Also called Unstable bladder D e tru so r  

h y p e rre f le x ia .

Causes: Idiopathic, Trauma or Surgery, Bladder stones. Drug side effects, Neurological diseases, Bladder outlet obstruction, 
Infection, Psychological

TREATMENT OPTIONS
Medication, Diet Control, Bladder Training

P!ET CONTROL
Avoid foods or beverages that worsens OAB like Tea, Coffee. Alcohol etc. Adequate fluid intake that is spread throughout the 
day. Regularize bowel habits. Weight loss and exercises

BLAPDERIR AINING
To unlearn the already developed voiding habits. Postpone voiding and urinate according to time-table. Use bladder control 
diary. Be patient and consult your doctor

PHARMACOTHERAPY
Anti-cholinergics
Oxybutynin: Not a bladder selective agent. Effects on bladder and salivary glands. More side effects like dry mouth, constipation, 
visual disturbances etc.
Tolterodine: More bladder selective. Few side effects, Well tolerated in long-term treatment 

MECHANISMOFACJIQN
Competitive muscarinic receptor antagonist. It reduces urinary bladder contractions. Inhibits the frequency and intensity of 
involuntary bladder contractions NOT voluntary bladder contractions. Effectively treats Symptoms of OAB

ABSORPTION
Well absorbed orally about 77%. Maximum concentration within 1 to 2 hour after ingestion. Food intake does not alter 
bioavailability of the drug,

METABQilSM
Extensively metabolised by liver. It gets oxidised by cytochrome P450 enzyme to active 5-hydroxymethyl metabolite. Excretion 
via urinary (77%) and fecal (17%) route.

P/-K-1. N .SLEC |A L^ .PU LATLQMS
Age- no differences found in efficacy and safety between older and younger patients
Sex- no differences between malesand females
Pediatric group- pharmacokinetics not established in pediatric population
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SPECIAL S1TUATIONS
Pregnancy- in mice study it is found to be teratogenic and reduces fetal weight
Lactation- in mice study it is found to reduce weight gain
Renal failure- dose needs to be titrated and should be used with caution
Hepatic failure- in cirrhotic patients it remains for longer time and half the dose should be given

INDICATIQNS
For the symptomatic treatment of patients with OAB 

DQSÄÖf
Start therapy with 2 mg twice daily. Dose can be titrated based on response and tolerability. Use half dose for patients with hepatic 
failure

CQNTRA-INDICATIONS
Urinary retention, Gastric obstruction, Narrow angle Glaucoma. Hypersensitivity to drug, Pregnancy, Lactation 

GENERAL PRECAUTIQNS
Complete patient assessment. Rule out above mentioned C/l. Detailed patient Information. Avoid drug interactions with. 
Macrolide antibiotics like erythromycin and Clarithromycin. Anti-fungal agents like ketoconazole & miconazole.

SIPE EFFECTS
Headache, constipation, dry mouth, fatigue, abdominal pain

&JN1C-A.L EFflCACY
In a 9 month study for evaluating efficacy of tolterodine 2mg BID in 854 patients with OAB. 70% continued treatment for 9 
months. Treatment significantly reduced the number of micturition per 24 hours (-22%). Number of urge incontinence episodes 
per 24 hrs (-76%). Treatment increased the mean volume voided per micturition (22%). World Journal of Urology 
2001;19(2):141-147

In another trial, Tolterodine 2 mg is found to be effective and well tolerated in OAB. Treatment significantly reduced: the number 
of micturition per 24 hours (-21%), Number of urge incontinence episodes per 24 hrs (-47%). Treatment increased the mean 
volume voided per micturition (27%). B r it i s h  J o u r n a l  o f  U ro lo g y  1 9 9 8 ;8 1 (6 ) :8 0 1 - 8 1 0

CLINICAL EFFJCACY - TQLTEBQDJNE VS OXYBUTYNIN
106 women with urodynamically confirmed detrusor instability. Tolterodine 2mg vs Oxybutynin 5mg BID for 10 weeks. 
Tolterodine significantly better than Oxybutynin in reducing urinary leakage, in visual analogue score. Better than Oxybutynin in 
treatment outcome measures. B r it is h  J o u r n a l  o f  U r o lo g y  In te rn a t io n a l 2 0 0 2 ;9 0 (4 ) :3 7 5 - 3 8 0

LONGTLRM-CQi^LiAN_CEiJOLT£8QPINE V$ OXYBUTYNIN.
505 patients with detruser overactivity received tolterodine and 515 patients received Oxybutynin. Outcome measured - % 
patients continuing therapy for 6 months. More patients continued treatment for 6 months in tolterodine group than in 
Oxybutynin group. Oxybutynin was discontinued significantly earlier (45 days) than tolterodine (59 days). Tolterodine was 
favored over Oxybutynin for several measurements of patient adherence. P h a r m a c o th e ra p y 2 0 0 0 ;2 0 (4 ) :4 7 0 - 4 7 5

TOLERABILITY-JQ LTEROPIN EVSQ ^ I Y . m
Tolterodine 2 mg is found to be effective and well tolerated in OAB. Tolterodine was better tolerated than Oxybutynin with 
respect to: Frequency & intensity of dry mouth and superior tolerability of tolterodine allows more patients to remain on 
effective therapy than commonly prescribed drugs for OAB. B r it i s h  J o u r n a l  o f  U ro lo g y  1 9 9 8 ;8 1 (6 ) :8 0 1  -8 1 0

TQLTEROPJM^ACI IN THERAPY
Previously available antimuscarinic therapies (like Oxybutynin) for overactive bladder are poorly tolerated due to a high 
incidence of adverse events. Tolterodine is a bladder-selective, antimuscarinic agent . Found to be very effective and well 
tolerated in the treatment of Symptoms that characterize overactive bladder. W o r ld  J o u r n a l  o f  U r o lo g y 2 0 0 1 ;1 9 (2 ) :1 4 1 - 1 4 7
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