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In the late nineteenth century, it was Sampson 

who first coined the word endometriosis to 

describe ectopic tissues possessing histologic 

structure and function similar to that of the 

uterine mucosa. Endometriosis is defined as the 

presence of endometrial glands and stroma 

outside the endometrial lining. It may occur in 
1up to 12% of women of reproductive age  and it 

can be pelvic [genital] or extra pelvic [extra 
2genital]. Up to 80% occurs in the ovary , other 

areas in the pelvis include the round ligament, 

fallopian tubes, Pouch of Douglas, utero-sacral 

ligament and pelvic side wall. Extra genital 

cases are less common but has been described in 

almost every area in the body including bowel, 

urinary bladder,  umbilicus, surgical scars, 
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ABSTRACT

Umbilical endometriosis is a rare form of extra pelvic endometriosis and certain risk factors have been 

known to increase its occurrence. We present a woman, who presented with an umbilical mass which bleeds 

cyclically. The mass developed following abdominal myomectomy and concurrent repair of umbilical 

hernia during menstruation. She had excision biopsy of the umbilical mass and umbilical reconstruction; 

histological examination confirmed endometriosis.

The highpoints of this presentation are to emphasize the need to avoid abdominal myomectomy   during 

menstruation and discourage concurrent surgical procedures because these increase the risk of 

endometriosis after the procedure.
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lungs, brain, appendix, colon and inguinal canal 
1-6. Explanations about the pathogenesis of 

endometriosis include the hypothesis of 

migration theory by Sampson which explains 

ovarian endometriosis while the coelomic 

induction theory which explains peritoneal 

endometriosis while scar endometriosis is 

explained by the migratory pathogenesis theory 
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wherein the endometrial tissue is dispersed via 

vascular and lymphatic channels due to surgical 
2-4

manipulation .

Cutaneous endometriosis is rare and can be 

primary or secondary following procedures like 

myomectomy, laparoscopy, laparotomy, 

hysterectomy,  Caesarean sect ion or  

episiorrhaphy. This may be due to implantation 

of viable endometrial tissue during the 

procedures or their transport via vascular 
1

channels . Umbilical endometriosis is a form of 

cutaneous endometriosis; it may be primary or 
1

secondary following surgical procedures . It 

has  been sugges ted  tha t  cutaneous  

endometriosis should be suspected in any 

female presenting with cyclic pain emanating 

from a mass in the vicinity of an abdominal 
5

surgical scar or the umbilicus .

CASE PRESENTATION

A 38years old Para 0 + 0 woman 

presented with cessation of menstruation and 

umbilical swelling of four years duration. The 

swelling which has been non progressive, 

showed cyclical slight increase in size with 

c o r r e s p o n d i n g  p a i n  a n d  b l e e d i n g  

approximately every four weeks. There was no 

history of dyspareunia, pelvic pain, diarrhea or 

constipation.

Four years earlier, she had abdominal 

myomectomy and umbilical herniorrhaphy 

done simultaneously at a private hospital on 

account of symptomatic uterine fibroid with 

menorrhagia; the surgeries were done during 

her menstruation and present symptoms started 

after the procedures. She has been married for 8 

years with no conception.

F o l l o w i n g  t h e  c e s s a t i o n  o f  

menstruation, she thought that she was pregnant 

until a urine pregnancy test performed was 

negative. Before presenting to us, the 

investigations carried out included an 

abdomino-pelvic ultrasound scan which showed 

a bulky uterus with multiple uterine fibroid 

nodules with the endometrial plate showing 

intermittent areas of defect that were suggestive 

of adhesions. There were no other pelvic or 

intra-abdominal masses.

Hysterosalpingography showed an irregular 

outline in the cervical canal with only a small 

portion of the cervico-uterine segment seen. The 

rest of the uterine cavity and fallopian tubes were 

not demonstrated. The conclusion was that of 

severe uterine adhesions. 

On examination, she was not pale, afebrile and 

anicteric. The abdomen was full and moved with 

respiration. There was a right paramecia scar 

which was about 3cm in width suggesting that it 

healed by secondary intention. A hard, nodular, 

dark bluish, non-tender mass was present on the 

umbilicus measuring 2 x 2 cm with no bleeding 

from it [Fig 1]. The uterus was enlarged and 

compatible with a 14 weeks size gestation. 

Pelvic examination showed normal vulva and 

vagina, the cervix was posterior, firm, 2cm long 

and cervical Os was closed. There was no 

cervical excitation or tenderness. There was no 

thickening of the utero-sacral ligament and there 

was no tenderness over the recto-vaginal 

septum, pouch of Douglas or adnexa. The uterus 

was bulky and compatible with a 14weeks size 

gestation.

The summary of the assessments were 

Secondary amenorrhoea due to Asherman 

syndrome, Umbilical endometriosis and 

recurrent uterine fibroids.

She was counseled and she expressed her 

concern that resumption of menstruation and 

removal of the umbilical mass were of utmost 

priority to her. She opted for and had the 
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procedures of excision of the Umbilical mass 

and umbilical reconstruction, Adhesiolysis and 

Intrauterine device insertion were also 

performed. This was followed by hormonal 

support with unconjugated estrogen and 

progestogen.

The histology findings of the excised Umbilical 

mass confirmed umbilical endometriosis. It 

showed sections of skin tissue with acanthosis 

and hyperkeratosis of the epidermis with the 

dermis infiltrated by endometrial tissue. The 

endometrial tissues were composed of 

numerous endometrial gland and stroma; the 

glands were round to oval and lined by 

columnar epithelial cells while the stroma was 

loose and composed of spindle shaped cells.

At eight weeks follow up visit, her Umbilicus 

appeared normal with no evidence of 

recurrence; she was still on the hormones and 

was yet to resume menstruation.

 CONSENT

A written consent was obtained from the patient 

after counseling about the desire for publication 

of the case. She voluntarily gave her consent 

because she believed that this will help in 

decision making during management of other 

patients in the future.

DISCUSSIONS

Umbilical endometriosis is a form of cutaneous 

endometriosis; its primary form is much rarer 

than secondary umbilical endometriosis which 

is usually found in scars of surgical procedures. 

It presents as an umbilical swelling which is 

usually bluish black, may be slightly painful 

especially during menstruation with associated 

swelling and slight bleeding. The risk for 

umbilical endometriosis was increased as in 

this  case by performing abdominal  

myomectomy during menstruation when there is 

abundance of viable endometrial tissue for 

possible inadvertent implantation and 

performance of an additional surgical procedure 

during the myomectomy which was umbilical 

herniorraphy in this case. The raw surfaces from 

the surgical scar presented a good site for 

implantation of endometrial tissue during the 

procedure. 

Presence of cutaneous endometriosis is not 

necessarily associated with endometrial tissue 

elsewhere unless there are symptoms to suggest 
1,3

this  . Umbilical endometriosis is best 
1-6

diagnosed and cured with excision biopsy  and 

histological confirmation as was done in this 

patient. Other diagnostic methods have been 

proven to be non-specific and unreliable in 
3

literature .  There is always a chance of 

coexisting pelvic endometriosis which usually 

present as chronic pelvic pain. Although there 

are no recommendations or guidelines to 

perform simultaneous laparoscopy to diagnose 

pelvic endometriosis while performing local 

excision of umbilical endometriosis; cases are 
3

usually individualized .  However, in the 

presence of associated pelvic endometriosis, 

pelvic laparoscopy, hormonal therapy with 

Gonadotrophin Releasing Hormone [GnRH] 

analogue, antioestrogens like Danazol or 

excision of pelvic endometrioma may be 
2,3,6

required . In the case presented, there was no 

evidence of pelvic endometriosis or 

endometrioma; thus, she had excision biopsy 

and umbilical reconstruction.

Di ffe ren t i a l  d i agnos i s  o f  umbi l i ca l  

endometriosis which should be entertained 

includes Umbilical granuloma, Umbilical 

inclusion cyst, residual embryonic tissue, 

Umbilical melanoma, benign lesions of the 

Umbilicus and primary or secondary metastatic 
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adenocarcinoma [Sister Mary Joseph's nodule].

Conclusion

Performing myomectomy during menstruation 

provides significant amount of endometrial 

tissue for implantation on other body surfaces, 

this provide an increased opportunity for the 

formation of Umbilical endometriosis. 

Clinicians should avoid this practice to prevent 

such complications.
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ILLUSTRATION- Figure 1

Figure 1: A right paramedian scar and an Umbilical mass [endometriosis]
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Population explosions and high rates of 

unwanted pregnancy had been a major issue in 

reproductive health in the world especially in 

the last forty years of the twentieth century and 
1these still remain a major challenge . When 

human reproduction is left unchecked, it results 

UPTAKE OF FAMILY PLANNING SERVICES AT THE UNIVERSITY TEACHING 

HOSPITAL, ADO-EKITI.
1
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ABSTRACT

Introduction: The continued rise in population in various countries all over the world and the low 

prevalence of contraceptive use are major issues especially in the developing countries. 

Objectives: To determine the pattern of contraceptive choices among the family planning acceptors of the 

hospital, factors affecting their choice of methods and the influence of their male partners on the acceptance 

of family planning methods.

Method: It was a descriptive study and a semi-structured questionnaire was administered to women 

attending the family planning clinic of the University Teaching Hospital, Ado-Ekiti between January 2010 

and December 2011.

Results: A total of one thousand and nine clients attended the family planning clinic of the hospital during 

the period of the study. The age of the respondents was between 17 and 54 years with a mean age of 

32.28+7.199years while their parity ranged between 0-9 with a mean parity of 2.62+1.818. 77.6% of them 

were in a marital relationship. Injectable forms of contraception were the commonest family planning type 

while intrauterine contraceptive device was the commonest method accepted. Child spacing was the 

commonest indication for seeking family planning. Majority (77.1%) of them had the support of their 

husbands. 68.8% of the acceptors would not have the support of their husbands for permanent method while 

condom was the preferred male method for their partners by the respondents. Higher educational level of the 

women was associated with awareness and use of one method or the other among the respondents (p value 

0.02) and desire for their partner to also use family planning method (p value 0.01). Also higher educational 

attainment of the husband was associated with increased uptake of family planning methods by the women 

(p value 0.03).   

Conclusion: Family planning is an important key towards reduction of unwanted pregnancy and abortion 

related deaths. Health education of the populace would ensure that women accept family planning methods 

by correcting the various misconceptions about this. 
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into high birth rates, bringing about large family 

size with the negative effects on the health of the 

respective mothers and children. Consequently, 

this leads to negative impact on the family, the 

community and the nation at large as a result of 

economic overload in covering the additional 

demand. Indeed, uncontrolled births can 

destroy a nation's development aspirations and 

prevent its people from enjoying an improved 
2

standard of living . These concerns were the 

impetus for the introduction of various family 

planning (FP) programs in many part of the 

world with major objectives of reducing 

maternal morbidity and mortality and 
3

improving the well being of the populace . 

Contraception has been described as on the 

greatest advances of the twentieth century and 

in the last two decades its use has increased 

substantially especially in the developed 
1,4

countries .

 Family planning has been found to be 

able to prevent at least 25% of maternal deaths 

and the value of effective use of contraceptive 

methods in preventing unwanted pregnancy in 

our community has been highlighted in 
5

previous study . The high level of contraceptive 

awareness and the low level of usage have also 
6

been established . Despite the great advantages 

and benefits, not many couples use the modern 
1

methods of contraception . Infact, in 

developing countries, contraceptive use is 
7

abysmally low by the international standards . 

In Nigeria, the current contraceptive prevalence 
8,9

rate range between 7-14.8% .

Contraceptive choices among our 

women vary and this variation also occurs from 

one part of the country to the other. Factor 

responsible for this variation may include 

cultural barriers, religion, cost, low literacy 

level, husband's or partner's approval or 

disapproval, availability, accessibility, fear of 
9,10

side effects and desire for large family size . 

This study was carefully carried out at the 

University Teaching Hospital, Ado-Ekiti to 

determine the pattern of contraceptive choices 

among the family planning acceptors of the 

hospital, factors affecting their choice of 

methods and the influence of their male partners 

on the acceptance of family planning methods.

METHODS

 The study was a descriptive study carried 

out at the family planning clinic of the 

University Teaching Hospital, Ado-Ekiti 

between January 2009 and December 2010. The 

tool for data collection from the respondents was 

a semi-structured questionnaire which was 

administered to women attending the family 

planning clinic in the hospital.  The 

questionnaires were administered by the nursing 

staffs of the clinic. A simple random sampling 

method involving one out of every two 

consenting clients seeking family planning 

services at the clinic were interviewed over the 

period. The research instrument was used to 

elicit information about the socio-demographic 

characteristics of the respondents, pattern of 

contraceptive choices among the attendee, 

indication for their choice of method, partner's 

support on the choice of method and the attitude 

of the women to contraceptive use by men. 

About 1009 women who met the inclusion 

criteria were recruited.

The data collected were entered and 

analyzed with the use of Statistical Package for 

Social Sciences (SPSS) software, version 15. 

The results were summarized using relevant 

descriptive statistics (such as means) and 

presented using frequency tables and 
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percentages. The association between discrete 

variables was tested using chi-square test. 

Statistical significance was accepted at p value 

< 0.05.

RESULTS

About one thousand and nine clients attended 

the family planning unit of the University 

Teaching Hospital between January 2009 and 

December 2010.

From Table 1 

The age of the respondents was between 17 and 

54 years. Majority 850 (84.5%) of the women 

were between 21 and 40 years of age while 

about 107 (10.6%) were above 40 years of age. 

The mean age of the respondents was 32.28 ± 

7.199years. The parity of the women ranged 

between 0 and 9 and the mean parity is 2.62 ± 

1.818. 808 (77.6%) of the family planning 

acceptors were married while 210 (19.9%) of 

them were single. Of the 808 women who are 

married, 750 (92.8%) of them are in a 

monogamous relationship while 58 (7.2%) of 

the women are in a polygamous relationship. 

Majority 678 (67.2%) of the women had tertiary 

education while 78 (7.7%) of them had primary 

or no formal education. Also, 687 (68.1%) of 

the husbands of the respondents had tertiary 

education while 153 (15.2%) of them had 

primary or no formal education. 490 (47.6%) of 

the respondents were civil servants, 348 

(34.5%) of them were traders and 101 (10%) of 

the women were students.

 From Table 2

Injectables form of contraception was the 

commonest type family planning used by the 

respondents 397 (39.3%) while implant was the 

least type demanded by the family planning 

acceptors 49 (4.9%). However, intrauterine 

contraceptive device method was mostly used 

by the respondents 353 (3%) while implant was 

the least accepted method of family planning by 

the women 49 (4.9%). 

From Table 3

In majority 481 (47.7%) of the women, child 

spacing was the indication for seeking family 

planning, completed family size in 353 (35%) of 

the respondents and prevention of pregnancy 

was the indication for use of family planning in 

175 (17.3%) of the women. 778 (77.1%) of the 

respondents had the support of their husbands 

for use of family planning, 101 (10%) of them 

was not supported by their husbands and 130 

(12.9%) of the family planning acceptors cannot 

say now. Majority 695 (68.8%) of respondents 

would not have the support of their husbands for 

permanent method of contraception while 314 

(31.1%) of them responded that their husbands 

would support them to do permanent method. 

573 (56.8%) of the respondents preferred 

condom as male method of choice for their 

partners while 130 (12.9%) of them would not 

want their husbands to use any method.

From Table Four,

Increasing level of education of the women was 

associated with increasing awareness and use of 

contraception among the respondents and this 

was statistically significant at p value of 0.02. 

More women with higher level of education also 

want their male partner to use male 

contraception and this was statistically 

significant at p value of 0.01. Men with higher 

educational attainment are more likely to 

support their wives to accept family planning 

methods. This was found to be statistically 

significant with a p value of 0.03.
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Table 1 Showing The Sociodemographic 

Characteristics Of The Family Planning 

Acceptors At The University Teaching Hospital 

Between January 2009 And December 2010.

CHARACTERISTICS FREQUENCY (n=1009) PERCENTAGES (%)

AGE OF WOMEN (YRS)

16-20 52 5.2

21-25 153 15.2

26-30 236 23.4

31-35 204 20.4

36-40 257 25.5

>40 107 10.6

MARITAL STATUS

  

Married

          

808

            

80.1

Single

          

201

            

19.9

EDUCATIONAL STATUS 

OF WOMEN

  

No formal / primary

           

78

            

7.7

Secondary

          
253

            
25.1

Tertiary           678            67.7

EDUCATIONAL STATUS 

OF HUSBAND OF RESP

 

  
No formal / primary

           

153

           

15.2

Secondary 

          

169

           

16.7

Tertiary 

          

687

           

68.1

RELIGION

  

Christian

          

781

           

77.4

Muslim 228 22.6

FAMILY SETTING

Monogamous 750 79.8

Polygamous 58 5.7

Single 201 14.5

OCCUPATION

Housewife 6 0.6

Apprentice 23 2.3

Applicant 26 2.6

Fashion designer

           
25

            
2.5

Student           101            10.0

Trader 

          
348

            
34.5

Civil servant 490 47.6

Table 2 Showing Distribution Of The Types And 

Methods Of Contraception Accepted By The 

Respondents.

            

 

            

CHARACTERISTICS FREQUENCY 

(n=1009)

PERCENTAGE (%)

TYPES OF

CONTRACEPTION

Implants 

           

49

            

4.9

Male condom

            

52

            

5.2

Oral pills

           

156

            

15.5

IUCD 

           

353

            

35.0

Injectables

           
397           

            
39.3

TYPES OF METHODS 

ACCEPTED

  

Implants

           

49

            

4.9

Progesterone only 

pill

           

49

            

4.9

Male condom

            

52

            

5.2

Combined oral pill 107 10.6

Noristerat 145 14.4

Depo provera 254 25.2

IUCD 353 35

TABLE THREE

CHARACTERISTICS FREQUENCY (n= 

1009)

PERCENTAGES (%)

INDICATION FOR 

CONTRACEPTION

Child spacing 481 47.7

Completed family size

             

353

              

35

Prevention of pregnancy

             

175

              

17.3

PARTNER’S SUPPORT 

FOR CONTRACEPTION

 

  

Yes 

           
778

             
77.1

No 
           

101
             

10.1

Do not know

           
130

             
12.9

PARTNER SUPPORT FOR 

PERMANENT METHOD

 

  Yes

           

314

             

31.1

No

           

695

             

68.8

MALE METHOD OF 

CHOICE

Condom 573 56.8

Male sterilization 173 17.1

Withdrawal 133 13.2

None 130 12.9

Table 4: Shows Educational Status Of The 

Women And Awareness Of Male Contraception 

And Use Of Contraception By Husband.

EDUCATION 

STATUS OF 

WOMAN

AWARENESS OF MALE METHOD OF

CONTRACEPTION              

Yes

                 

No

    

X
2

        

df     P 

value

 

n =820  % n= 189  %                                      
21.597     3       0.02

                           

None 0

 
0

 
4

 
2.1

 Primary 23

 

2.8

 

51

 

26.9

 
Secondary 

174

 

21.2

 

79

 

41.8

 Tertiary 623 76.0 55 29.1

EDUCATION 

STATUS OF 

WOMAN

USE OF CONTRACEPTION BY HUSBAND

              
Yes

                 
No

 
X

2
df     P 

value

 
n =731

  
%
 

n= 278
 

%
 

17.216 3       0.01

None 0

 

0

 

4

 

1.4

 Primary 

 

48

 

6.6

 

26

 

9.3

 Secondary 

198

 

27.1

 

55

 

20.1

 
Tertiary 485 66.3 193 69.4

Education status of 

husband

Use of contraception by woman              

Yes

                 

No

    

X2 df P 

value

 n =887  % n= 114  %                                      

 19.692    3       0.03

None 41

 
4.6

 
15

 
13.1

 Primary 82

 

9.2

 

15

 

13.1

 
Secondary 144 16.3 25 21.9

Tertiary 620 69.9 59 51.7
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DISCUSSION

This study revealed that the adolescents 

were the least seekers of family planning 

services despite the reported high level of 

abortion related morbidity and mortality among 
10

them . This may be due to lack of 

confidentiality, negative attitudes of health 

providers within the health system, lack of 

information and fear of parental retribution 

which are responsible for the inadequate pattern 

of health seeking behavior by the young people 
10,11

for reproductive health services . The 

increasing age and parity of the women 

associated with more use of contraception was 
10

similar to findings reported by Chigbu et al  
12

and Okpani et al . This may be attributed to 

more experience associated with increasing age 

unlike in the adolescents. Majority of the family 

planning acceptors were married in a 

monogamous or nuclear family and this may be 

due to the relative privacy and freedom in 

decision making compared to that in 

polygamous family. This is similarly reported 
13

by Ibrahim et al .

The acceptance of family planning by 

the women who participated in this study and 

their desire for their husband to use family 

planning method increased with the level of the 

literacy. This may be due better awareness, 

knowledge and understanding of the 

advantages and benefits in the use of family 

planning methods. This is similarly reported by 
13 14

Ibrahim et al  and Oye-Adeniran et al . The 

acceptance of family planning was low among 

the women who are Muslims in this study 

compared to their Christian counterpacts and 
13

this is similar to findings of Ibrahim et al  and 
14

Oye-Adeniran et al . This is because religious 

plays a significant role in contraceptive use and 

Muslims tend to have a higher disapproval rate 

for contraceptive use than other religions.

The commonest contraceptive method 

accepted in this study is intra-uterine 

contraceptive device. This is similar to findings 
15

earlier reported by Orji et al  and but differs 
16 

from the reports of Ibuouf et al and Tersia-
17

Kenny et al  where contraceptive pills were the 

most frequently used method. This may be 

because intra-uterine contraceptive device is the 

method of choice in clinic based services in 

Nigeria, relatively long period of use and the 

confidentiality of the method once inserted. 

While IUCD users must of necessity visit the 

clinic, many users of oral contraceptive pills, 

condom etc need not visit the clinic before 
15

starting to use them . Condom was the 

commonest male method of choice among the 

husbands of the acceptors in this study and this 

may due to educational campaigns and social 

marketing skills of condoms in response to the 

prevention of sexually transmitted diseases 

especially Human Immunodeficiency Virus. 

This was similarly reported by Oye-Adeniran et 
14

al .

Majority of the women in this study had 

the support of their husband in accepting one 

form of family planning method or the other. 

This is similarly reported by Oye-Adeniran et 
14 15

al  and Orji et al . This is line with the call for 

male involvement in reproductive health matters 

which would improve the user effectiveness of 

the method chosen by the women and reduce the 
1

unmet need for contraception . However, the 

desire to accept both male and female permanent 

method of contraception (sterilization) was low 

among the women and their husbands and this 

was not improved by their educational level. 

This may be due to lack of proper information 

and knowledge about method of contraception. 

Therefore, health education and social 
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marketing method directed towards this would 

correct the various misconceptions of couples 

about permanent method of contraception and 

leads to its increased acceptance and uptake. 

Family planning plays a vital role in the 

reduction of unwanted pregnancy and abortion 

related deaths and deaths from other causes 

maternal mortality by limiting family size. 

Government should therefore promote the 

utilization of family planning services toearsd 

achieving the millennium development goal 5.
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