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ABSTRACT

Aims. A descriptive study to determine the pattern of gynaecological consultations at Ladoke Akintola
University of Technology Teaching Hospital, and to know the factors that determine the pattern aswell asthe
outcomeof such consultations.

Material and Methods. The case notes of all the patients that attended the gynaecology clinic between 1°
January 2004 and 31% December 2005 werestudied.

Results: Two hundred and fifty patients attended the gynaecology clinic during the study period, however,
208(83.2%) case noteswere available for analysis. Most of the patients that had gynaecological consultations
during the study period were married (88.0%), and infertility (48.1%) was the commonest reason for the
consultations. Many of the patients (60.1%) did not receivedefinitivetreatment for their consultation.

Conclusion: Infertility being the commonest reason for gynaecological consultations, and tubal factor the
commonest cause of infertility, there is need to establish assisted reproductive technology in public health
institutions to render services at a highly subsidized rate in helping this population of patients who could not

afford thistreatment whichispresently being offered by private health institutions.
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INTRODUCTION

Ladoke Akintola University of Technology
(LAUTECH) Teaching Hospital (LTH), Osoghbo,
jointly owned by Oyo and Osun states, was
established in 1998 asthe teaching hospital complex
for the college of heath sciences, LAUTECH,
Osogbo, and it had since  been accredited for the
training of both undergraduates and postgraduates.

It is a280-bedded hospital, which serves Osun state
and its neighboring states. The Obstetrics and
Gynaecology department provides services in the
areas of general gynaecology, including
reproductive health and infertility, gynaecological
oncol ogy, urogynaecology and family planning. The
general gynaecology clinics are run twice weekly,
while emergency gynaecology clinicis run 24-hour.
Additional clinicsfor family planning are held daily
at thefamily planningclinic.

Being a young teaching hospital there is need for a
review of pattern of gynaecological consultation to
provide the necessary data needed for planning,
budgeting, and effective running of the hospital
gynaecological services.

The objectives of this descriptive study, therefore,
are to determine the pattern of gynaecological
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consultations during the period between 1% January,
2004 and 31% December, 2005, and the factors that
determine the pattern, aswell as the outcome of such
consultations.

METHODS

The case notes of the patients that attended the
gynaecol ogy clinic during the period 1% January, 2004
and 31% December, 2005 were retrieved from the
medical records department of the hospital. Relevant
information were extracted from the case notes and
recordedin adatasheet for theindividual patient. The
data was entered into SPSS work sheet and analyzed
using SPSSversion 11.

RESULTS

Two hundred and fifty patients attended the
gynaecology clinic during the study period, but
208(83.2%) case notes were available for analysis.
The age range of the patients was between 1 and 76
years, with amean age of 34.8+9.7 years, 111(53.4%)
of the patientswere Christians, while 96(46.2%) were
Moslems. 183(88.0%) of the patient attending the
gynaecology clinic were married, while 17(8.2%),
and 7(3.4%) were single and widowed, respectively.
Twenty-eight (15.7%) of the patients had no formal
education, 19(10.7%) had primary education,
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25(14.0%) had secondary education, and
106(59.6%) had tertiary education. Onehundred and
one (48.8%) of the patients were self employed,
74(35.7%) were government employed, 11(5.3%)
were unemployed, and students constituted
14(6.8%) of the patients (Table 1). Nulliparous
patients were 81(38.9%), patients with parity
between 1 and 4 were 99(47.6%), and 27(13.0%)
werepara5and above. (Table?2)

The gynaecology department received most,
118(56.7%) of the referral from within the hospital,
especially from the general outpatient department,
12(5.8%) patients were referred from private health
institutions within Osogbo, 9(4.3%) each were
referred from government and private health
ingtitutions outside Osogbo, while only 4(1.9%)
patients were referred from government heath
ingtitutions within Osogbo. Many, 137(65.9%) of
the patientsattending thegynaecol ogy clinic had one
or more investigations done, while 71(34.1%) had
no investigation done. Infertility, 100(48.1%) was
the commonest diagnosis, this was followed by
benign gynaecological tumours 34(16.3%),
menstrual disorders constituted 23(11.1%), while
abortions accounted for 13(6.3%), pelvic infections
was the diagnosis in 11(5.3%) of the patients;
malignant gynaecological tumours, utero-vaginal
prolapse, vesico-vaginal fistula accounted for
9(4.3%), 7(3.4%) and 3(1.4%), respectively;
others(vulva itching, non-specific vaginal
discharge, urethral mass) constituted 8(3.8%). (Fig
1)

Many of the patients 125(60.1%) did not receive
definitive treatment, while only 83(39.9%) received
definitive treatment; of those who had treatment,
45(54.2%) had surgical treatment, and 38(45.8%)
had medical treatment.

Univariate analysis showed that patients who were
married and widowed were more unlikely to receive
treatment compared to those who were not married
(OR=3.1, 1.83, 95% CI, 1.10-8.76; 0.33-10.10).
Patients with the diagnosis of infertility and
gynaecological tumours were unlikely to receive
treatment compared to patients with other
gynaecologica problems (OR=6.0, 1.19; 95%Cl,
2.99-12.05, 6.54-2.59). Those who had
investigations done were more likely to get treated
compared to those who had no investigations done
(OR=17.45, 95%CI=6.62-46.02). Patientswhowere
self employed, government employed, private
employed and unemployed were unlikely to get
treated compared to those who were schooling (OR
5.65, 2.64, 3.75; 95%ClI, 1.64-19.40, 0.76-9.17 and
1.14-38.83, respectively). Multivariate analysis
reveaed that patient with infertility and those who
had no investigations done were unlikely to receive
treatment compared with patients with other
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gynaecological problems and those who had
investigations done, respectively (OR=8.14, 17.75,
95% C1=3.24-20.46, 6.22-50.66). (Table 3).

Table 1. Socio-Demographic Satus of Patients
Seeking Gynaecological Consultations.

Variable Frequency %
Religion

Christianity 111 53.4
Islam 96 46.2
Not applicable 1 0.4
Marital Status

Married 183 88.0
Single 17 8.2
Widowed 7 3.4
Not applicable 1 0.5
Educational Status

None 28 15.7
Primary 19 10.7
Secondary 25 14.0
Tertiary 106 59.6
Employment Status

Self Employed 101 48.8
Government Employed 74 35.7
Private Employed 5 24
Unemployed 11 53
Schooling 14 6.8
Not Indicated 2 1.0
Figurel:
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Table 2: Parity of the Patients Seeking
Gynaecological Consultations

Parity Number Per centage
Nullipara 82 394
Paral 44 21.2
Para2 21 101
Para3 19 9.1
Para4 15 7.2
ParaSandAbove 27 13
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Table 3: Logistic Regression on Factors
Associated with Failureto Receive Treatment.

L SIS Yo FarmemE war oty Adi o 33T
VATIANIES TG VPN AGJiSIEuls n

Marital Status
Married

3.10(1.10-8.76* 0.86(0.21-3.54)
1.83(0.33-10.10) 0.90(0.10-8.30)
1 1

600(2.99-12.05)%**
1.19(0.54-2.59)
1

8.14(3.24-20 46)*>*
1.97(0.74-5.26)
1

In fectility
Gynaecological Tumours

17.45(6.62-46.02)%%F 17.75(6.22 -50.66) ¥+
Done 1 1

2.12(0.35-1309)

2.09(0.13-33%9)

4.31(039-4720)
1

2.64(0.76-9.17)

3.75(0.45-31.62)

667(1.14-38 83)*
1

empioyed
Private employed

*P<0.05
**P<0.01
***P< 0.001

DISCUSSION

The pattern of gynaecological consultation in this
study reflects the pattern of diseases among women
in the community because the bulk of the female
health problems (with the exception of afew medical
and surgical conditions) are tackled by the
gynaecol ogist’. Infertility wasthe commonest reason
for gynaecological consultation during the study
period; this follows the trend in other tertiary
institutions where infertility had been the reason for
consulting a gynaecologist’, and it had been
estimated that 40-50% of women attending the
gynaecology clinic in Nigeria gave the complaint of
primary and secondary infertility ** °. This is not
surprising, because the traditional African society
places high premium on child bearing, and
childlessness is regarded as an affliction, and the
affected individual is viewed with disdain ® " °.
Benign gynaecological tumours (mostly made up of
uterinefibroids) followed infertility asthereasonfor
gynaecologica consultation. Uterine fibroid is the
commonest tumour of thefemalegenital tract**°, and
it had been observed that fibroid occurs more
commonly among infertile women; hence it is not
surprising that uterine fibroid was next to infertility
intermsof frequency.

Menstrual disorders, which often timesis associated
with infertility was also a common presentation;
irregular menses had been shown to be a maor
source of concern to women, especially thosein the
reproductiveagegroup

Abortions and pelvic infections accounted for a
small proportion of the reason for gynaecological
consultation; thiswasthefindinginasimilar study at
another tertiary ingtitution in Nigeria, in which
abortions contributed a small proportion of
admission to gynaecological ward". The small
contribution of abortions may be due to the fact that
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there are many private specialist clinics where some
abortion cases presented for treatment. The
restrictive abortion law in Nigeria might prevent
some patient from presentingin public hospitals™.
The little contributions made by conditions such as
malignant lesions, utero-vaginal prolapse, and
urinary incontinence aswas evident in thisstudy may
be due to improved obstetric care in the community
(as in the case of vesico-vagina fistula),” low
socio-economic status coupled with ignorance and
the fact that these conditions are often not fatal until
thelate stages.

The mean age of the patient in this study isthe period
of reproductive activity for women, and this
observation is further buttressed by the fact that
complaints relating to reproductive organ and/or its
functions were the most commonly found among
patients within this age group. The same explanation
holds for the fact that more married women were
seeking gynaecological consultations than the
unmarried women.

Many of the gynaecological consultationsdid not end
in definitive treatment; thisissimilar to astudy done
at the University College Hospital, Ibadan in which
79.1% of the patients attending the gynaecol ogical
clinic did not receive definitive treatment™. This may
reflect the restless nature of the infertile women’
(which constituted largest proportion of the
consultations). Also one would have expected that
employment of whatever formwould be animportant
factor in receiving treatment, but this study showed
that students were more likely to receive definitive
treatment, compared to the patients with
employment; this might be because students were
under parental care, who would ensure that their
children or wardsget treated.

The population size of 250 patients (over the 2 year
period) that had gynaecological consultations at the
LAUTECH Teaching Hospital beliesthetertiary and
specialist nature of theinstitution. Thismay bedueto
the presence, in the same town, as the teaching
hospital, of the state specialist hospital, where free
health is being provided, and patients only come to
the teaching hospital as alast resort. However, with
increased awareness of the specialist nature of the
institution, and quality of services, it is believed that
more patients will be patronizing the teaching
hospital.

In conclusion, infertility still remain the commonest
reason for gynaecological consultations, and tubal
factor, being the commonest cause of infertility inour
environment °, there is need for the establishment of
assisted reproductive technology in public health
institutions at subsidized rate to help this population
of patientswho could not afford thistreatment which
is presently being offered by private health
institutions at avery high cost. However pending the
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time this will be feasible, there is need to lay
emphasis on prevention and prompt treatment of
sexually transmitted infections, safe delivery
practice, educating the health care givers on dangers
of unnecessary vaginal instrumentation which has
been usedinthetreatment of menstrual disorders.
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