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EDITORIAL: REACHING OUR GOALS.

Editorial: Reaching Our Goals.

Tubonye C. Harry, FRCOG, FRCP, FWACS

Editor-in-Chief

NIGER DELTA MEDICAL JOURNAL

e have an eclectic range of subjects in 
this second issue of the third volume. WWe kick off with the contribution from 

Emeritus Professor Kelsey Harrison, remembering 
the life and times of late Dr Hugh S Platt (1933-

12019) ; who showed that maternal sickle-cell trait 
2had an adverse effect on perinatal mortality  while 

in University College Hospital, Ibadan, Nigeria 
(1961-64), which contributed to his M.D Thesis in 
1970 from London University, London, United 
Kingdom. 

The second issue continues with the trend of 
publishing inaugural lectures delivered from the 
Faculty of Clinical Sciences. Bloodless surgery: 

3convergence of science and religion  is elegantly 
espoused by Professor Bio Kombo, a proclaimed 
expert on the subject from the Niger Delta region.

In 2016, there were 68,686 prisoners in Nigeria, 
with the highest number of prison inmates in Lagos 
State 7,396 (10.8%) followed by Rivers State 4,424 
(6.4%). The least prison inmates were in Ekiti State 
444 (0.6%) and Bayelsa State 585 (0.8%) 

4respectively . In this issue, Armiya'u and 
5colleagues  examines the personality profile of 

convicted offenders in the prison environment.

6
Akinsete and colleagues  report the abysmal 
outcome of malignant infant tumours seen in a 
tertiary unit in Lagos State, a sad reflection of the 
dearth of paediatric oncologists.

Postgraduate medical education and training in 
the UK is the joint responsibility of the four 
Departments of Health (in England, Northern 
Ireland, Scotland and Wales), the General Medical 
Council, Postgraduate Deaneries and the Royal 

7 8
Colleges . In this issue Akanbi and colleagues  
critically appraises mentoring in surgical 

Nig Del Med J 2019; 3(2): 4 Page 4
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postgraduate training in Nigeria.
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he life of Hugh Platt was summed up by a 

former colleague in these memorable words:  

“A born organizer in that everything he T
engaged in turned out to be better for his input - be it 

in the laboratories, in his deanships, in the army or in 

his village shows. “

Dr. Hugh Shuter Platt was born on 20 December 

1933 at Shanghai in China. Aged 5 

and already back in England with 

his parents, he continued his early 

education at High Wycombe. 

Afterwards,  he became an 

outstanding medical student 

gaining first class honours in his 

BSc in Anatomy at University 

College London and then the 

MBBS degree with honours and 

distinction in Surgery from 

University College Hospital 

(UCH) London in 1958. In fact, we 

were course mates at UCH, with 

me having to go there from 

University College Ibadan,  

Nigeria, where I had been a 

preclinical student. In London he 

and I met for the first time at UCH and became 

friends. We were both outdoor types. He was an 

enthusiastic Rugby Football player for the medical 

school team and I did the same but in Cricket.  

After graduation, Hugh became house physician to 

Professor Lord Max Rosenheim the awe-inspiring 

President of the Royal College of Physicians, and 

Chair of Medicine in University of London at UCH. 

Later Hugh joined the one year residency 

programme in Pathology. Meanwhile, I had 

returned home in 1960 to a junior residency post in 

UCH Ibadan. Hugh while still in London must have 

been inspired by many persons to come to UCH 

Ibadan as well, which he did in 1961.

In that priviledged environment, which UCH Ibadan 

was in the 1960s, we often shared our thoughts on 

many issues. As a trainee pathologist, under the 

respected Professor George M. Edington CBE, Hugh 

performed many autopsies on people. I, as a trainee 

obstetrician and gynaecologist under the watchful 

eyes of Professor John Lawson and his colleagues on 

the consultant staff saw many 

maternal deaths from simple 

preventable causes, especially 

e x t r e m e  a n a e m i a  i n  l a t e  

pregnancy. Hugh for his part, 

never stopped stressing that for 

him “the most difficult thing to 

accept was all those autopsies on 

people most of whom one could 

have saved even with the little 

clinical knowledge” that he had at 

the time. Obviously he cared 

deeply. This interchange of ideas 

or 'gisting' as we called it, 

continued and it was how I got to 

know that his illustrious father, the 

Professor B .S. Platt, CMG was one 

of six doctors responsible for the 

nutritional welfare of the whole of the United 

Kingdom during World War II of 1939 - 1945, and 

who soon afterwards, in 1947 “created, and built 

with largely ex-war service equipment the Medical 

Research Council of Great Britain (MRC) 

establishment at Fajara in the Gambia”. He was its 

first medical director. It still thrives. Hugh told me 

how his father had said to him that “if someone in 

Africa tells you that something does not occur in 

Africa, do not believe him – LOOK.” Hugh did just 

that in Ibadan in his work on perinatal mortality and 

maturity of the Nigerian newborn. It revealed that 

contrary to expert opinion widely held in those days,

TRIBUTE DR. HUGH SHUTER PLATT 1933 - 2019 
BY

Emeritus Professor of Obstetrics and Gynaecology and 

Former Vice Chancellor of University of Port Harcourt

Kelsey A Harrison, NNOM, FRCOG, DSc. 

Tuusula, Finland.

Email: kelseyharrison500@gmail.com



Respiratory Distress Syndrome (RDS) or Hyaline 

Membrane Disease is indeed seen in some preterm 

neonates in Nigeria. The work earned him the 

degree of Doctor of Medicine of the University of 

London. 

When the Nigerian Civil War threatened in the mid 

- 1960s, Hugh left Ibadan with his young family, 

and thereafter prospered in the United Kingdom.  

In 1971, he became a consultant in chemical 

pathology at UCH, and immediately made his 

mark by designing with his boss, Professor F V 

Flynn, the first pathology 

computer system there. 

Interestingly the route he 

took to become a consultant 

was unusual in the sense that 

“he refused to sit the Royal 

College of Pathologists 

examination because that 

college had never published 

a curriculum to tell him what 

he needed to know to pass 

the examination.” 

From 1967 onwards he held 

a n  e x t r a c u r r i c u l a r  

appointment. It was with the 

Territorial Army.  He rose 

steadily, won a Territorial 

Officer Decoration, then 

b e c a m e  a n  H o n o r a r y  

Colonel, and eventually an 

Honorary Brigadier with 

added responsibilities of 

Queen's Honorary Physician 

with the Territorial Army 

and Technical Adviser to the 

Surgeon General.

In 1974, attracted by the chance of helping to set up 

a new hospital and working in a new medical 

school in Southampton he moved to Basingstoke 

District Hospital as a consultant in chemical 

pathology and honorary senior lecturer with 

University of Southampton. One of his many 

achievements was the pioneering of a hugely 

successful multidisciplinary community diabetic 

service. 

Between 1992 and 2002, he held several top 

administrative posts in the Wessex region (Post 

Graduate Clinical Tutor), in the Royal College of 

Pathologists (Director of Studies and Post Graduate 

Medical Dean), in the military and many more 

besides in and outside the UK. Without exception, 

they all received the superb benefits of his 

administrative reforms.  Retirement from the 

National Health Service had already come at 65 in 

1998 but he carried on for a few years.  

Honorary degrees bestowed on him were 

Honorary Fellow of the Royal College of 

Pathologists (1997), Honorary 

Fellow of the Royal College of 

Ophthalmologists (2000), and 

Honorary Fellow of the Royal 

College of Physicians (2001). In 

1999 he was awarded the OBE 

for services to Post Graduate 

Medical Education. The Royal 

C o l l e g e  o f  P a t h o l o g i s t s  

posthumously created in his 

h o n o u r  t h e  H u g h  P l a t t  

Foundation Training Essay 

Prize.

Troubled for long by a chronic 

illness, he died peacefully at 

home in Winchester on 4 

February 2019. He was 85. He is 

survived by his wife, Christine, 

his brother, his three sisters, and 

3 grandchildren. 

A kind and generous man, a 

great friend of Nigeria and 

Nigerians, and indeed West 

Africans, he believed that his 4 

years in Nigeria, were the most 

formative and in many ways, the happiest in his 

life. He gave Nigerian names to his two daughters, 

Olusola meaning Thank The Lord and Ijeoma 

meaning Good Journey. I remember when Ijeoma 

was born in UCH Ibadan, delivered by the 

indomitable Sister Bisi Alalade. I shall always be 

grateful for my long friendship with Hugh. There 

was never a drawback to it. He was the sort of 

person who would have done anything to help in 

times of trouble. We cherish his memory.

Page 6Nig Del Med J 2019; 3(2): 5-6
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�The Vice – Chancellor

�Deputy Vice – Chancellor

�Members of the Governing Council

�Other Principal officers

�Provost, College of Health Sciences

�Deans of Faculties 

�Distinguished Professors and Scholars 

�Heads of Departments

�Other Academic and Administrative Staff

�Royal Majesties, Highnesses and other 

Traditional Rulers

�Staff and Students of Niger Delta University 

(NDU)

�Staff of Niger Delta University Teaching 

Hospital (NDUTH)

�Distinguished Guests 

�Ladies and Gentlemen 

DEDICATION 
This inaugural lecture is dedicated to our Almighty 
God and to my darling wife Dame Selea and our 
beloved children Eneni, Fietebo, Ayebemi and 
Youpele.  

NIGER DELTA MEDICAL JOURNAL

PROLOGUE
My journey into the profession of Medicine and 
Surgery began in the year 1969. I was a final year 
student at St. Finbarr's College, Akoka – Lagos, 
having left Government Secondary School, Owerri 
at the outbreak of the Nigerian Civil War (1967 – 
1970). I lived with my sister and her husband and 
on the day in question, we were seeing off an 
important visitor. He was our father Chief Samuel 
Fietebo Kombo – Igbeta the then Commissioner of 
Health in the government of Commander A.P. 
Diete – Spiff, Military Governor of Rivers State 
(1967 – 1975). 

He asked me what profession I intend to 
pursue. I answered Engineering on which I had a 
crush – it being the profession of my in-law. But my 
wise father said emphatically “No! You will be a 
medical doctor and so you will study Medicine.” I 
only had to say “Yes Sir'. And so began my journey 
into the Medical College, Medicine and Surgery. 

Fast forward the time to 1975 and we were now 
in our final year at the Medical College. A lecturer, 
Prof. Ade Elebute got me interested in Surgery as 
he took those of us posted to his unit through the 
text of “Bailey and Love's” Short Practice of 
Surgery from cover to cover. The book is not short 
and is the standard textbook of Surgery in the 
English speaking world. I am eternally grateful to 
him. 

Finally, by 1981, I had obtained the Primary 
Fellowship of the Royal College of Surgeons and 
Physicians of Glasgow, Scotland. I was looking out 
for placement in Surgical Training and I wrote to 

TH
29  INAUGURAL  LECTURE

BLOODLESS SURGERY: 

BLOODLESS SURGERY:  CONVERGENCE OF SCIENCE AND RELIGION. 

CONVERGENCE OF SCIENCE AND RELIGION. 
WHERE DO WE GO FROM HERE?

BY
BISMARCK  BIO  KOMBO

PROFESSOR  OF SURGICAL GASTRO-ENTEROLOGY
NIGER  DELTA  UNIVERSITY

NIGER   DELTA  UNIVERSITY
WILBERFORCE   ISLAND

BAYELSA  STATE

PROTOCOL
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the Teaching Hospitals in Glasgow as a long 

shot for a Resident Surgeon-in-training position. I 

was pleasantly surprised to receive a reply from 

Mr. Ian Smillie (by convention UK Surgeons are 

called Mister) of the Victoria Infirmary, Glasgow 

inviting me to come and take up a position. I did 

and the rest, as they say, is history.

I am eternally grateful to Almighty God for the 

role played by all these gentlemen in directing my 

path to a life in Surgery which I have practiced 

since 1984 exclusively after I obtained the 

Fellowship in Surgery. While the acknowledgment 

will still come, it is very important to initially 

mention the lasting impression they have made in 

my life.  

INTRODUCTION

Mr. Vice – Chancellor Sir, distinguished ladies and 

gentlemen, this is the second lecture I am going to 

give in this institution the first being the Dean of 

the Faculty of Clinical Science lecture: Bloodless 

Medicine and Surgery, Can we achieve it here? 
th

which was delivered on 15  June, 2015. 

In this lecture, I intend to expouse the 

philosophy that we are in the era of bloodless 

medical and surgical practice brought on the one 

hand by complications of blood transfusion and 

the other by improved techniques of non-blood 

transfusion practice. 

Our Vice – Chancellor, Sir, may I introduce 

certain terms used in this lecture since we have 

non-medical persons in this arena. 

Medicine: The science and practice of treating and 

preventing disease. 

Surgery: To the lay, it is cutting into the body to 

remove or repair diseased parts of the body while 

to the initiated it is simply the treatment of 

wounds. This is because in Surgery, we treat 

wounds created from without as a result of injury 

but wounds are also created to gain access into the 

body for treatment. 

The figure below (1) shows a Surgeon and patient 

on the operating table who is undergoing 

surgery.  

Blood:  Is the liquid that circulates in the blood 

vessels of the body. It consists of plasma and cells 

which float within it. 

College of Surgeons: An institution which is 

independent and recognised to award a 

postgraduate Fellowship to practice surgery. The 

Royal College of Surgeons of Edinburgh, Scotland 

of which I am a Fellow was chartered in 1505 and is 

the oldest Surgical College in the UK and English 

speaking world. Figure 2 is the plague of the college

NIGER DELTA MEDICAL JOURNAL
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Fig. 1:  Patient on the operating Table

Fig. 2:  Plague of the Royal College of Surgeons of 
Edinburgh, Scotland 

Other Collages include the West African College of 
Surgeons, The American College of Surgeons, The 
Royal College of Surgeons - London. All have their 
curricula. 

Nig Del Med J 2019; 3(2): 7-33
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Bloodless Surgery:  Performing surgery without 
significant blood loss and surgery without giving a 
blood transfusion

Religion:  The belief in and worship of a supreme 

being. It includes Christianity in its various forms 

- Roman Catholicism, Anglicanism, 

Presbytarianism, Lutheranism, Baptist, etc. Other 

religions include Traditional, Islam, Hindu, 

Confucianism.

Science: the study of knowledge related 
phenomena in a systematic manner so as to 
produce solutions to problem solving. A scientist is 
a person practicing science or with an advanced 
knowledge of one or more branches of science. 
There are two branches of science. Pure sciences 
such as mathematics, physics, chemistry which 
have finite resolutions while Applied Science like 
Medicine is the application of matters of pure 
science to explain physical phenomena. 

CONTRIBUTION TO KNOWLEDGE
I present my works for your critical review bearing 
in mind that works done over a period of twenty-
three years cannot easily be compressed into a one-
hour inaugural lecture. 

I therefore take the liberty to initially present 
two works, diverse and dissimilar, but very 
informative in their own way as a way to wet our 
intellectual appetite before the main course. 

I decided to study them and defined them as those 
hernia swellings that extend beyond the mid-thigh 
(Efem, 1988).  Others have defined them as of the 
size of a baby's head which is rather subjective 
(Efem, 1988). 

Six of these patients presented within a 10 year 

period at the University of Port Harcourt Teaching 

Hospital, Port Harcourt (Kombo BB, et al 1999). 

None of these patients presented earlier than 10 

years after they first noticed and following surgery, 

all had a complication and a mortality of 16.7% was 

recorded; much better than the 40% recorded by 

another surgeon elsewhere. The conclusion that we 

drew is that the morbidity and mortality rates were 

too high a price to pay for an operation that is only 

of cosmetic value knowing that the complication 

rate of an uncomplicated hernia is less than 1%. 

We therefore concluded that there should be 
clear cut indications such as obstruction or 
strangulation before an intervention is  
contemplated. Furthermore, because of ignorance 
and taboos, health education should be given at our 
primary health care centres on need for early 
treatment as opposed to late which giant hernias 
indicate. 

1.     Giant   Inguinal  Hernias

Fig. 3: Diagnosis of Inguinal Hernia

Fig. 4: A Giant Inguinal 
Hernia before Surgery

Fig. 5: After Surgery of Giant 
Inguinal Hernia

Nig Del Med J 2019; 3(2): 7-33
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This article was published in the Nigerian 
Journal of Medicine which is published by the 
National Association of Resident Doctors of 
Nigeria. A local journal with a National spread but 
it is indexed.  

And so I was pleasantly surprised when I 
started getting request for reviews from especially 
the USA. Not only that, I was also getting requests 
to review articles on inguinal hernias both at home 
and abroad from Journal Editors as a reviewer of 
articles on hernias. I suddenly found myself 
elevated to an authority on hernias. 

Furthermore, I started getting a local 
fellowship of patient with giant inguinal hernias so 
much so that even after my crossover to Niger 
Delta University Teaching Hospital, Okolobiri, 
they still come from far and near. In my short stay 
here, I have seen and treated four giant inguino-
scrotal hernias. 

The other lesson we learn here is that there is no 
urgent need for us to publish in foreign journals 
which carry more points on assessment of papers. 
This is a local condition published in a local journal 
that has received worldwide recognition. 

The point I am making is, “let us publish 
quality papers” even in our local journals. This will 
promote both the articles and bring recognition to 
our own so called local journals which are no 
longer local, thanks to the internet. 

As the saying goes “A rose will always smell 
like a rose whether planted in Amassoma, 
Okolobiri or in the President of France's garden in 
Paris”. 

2.  Is it necessary to bury the appendix stump? A 
prospective study. 

Appendicitis as a disease is treated by the 
excision or removal of an inflammed appendix and 
the remaining stump buried. The first recorded 

th
successful appendicectomy was on December 6 , 
1735 at St. George's Hospital London. The surgery 
was done by a French Surgeon Claudius Amyand 
who described the presence of a perforated 
appendix within the hernial sac of an 11 year old 

b o y  w h o  h a d  u n d e r g o n e  a  s u c c e s s f u l  
herniorrhaphy. In these days of Minimal Access 
Surgery which is discussed further down in this 
lecture, appendicectomy can also be done using a 
laparoscope. 
This is a paper presented at the Annual Scientific 
Meeting of Nigerian Surgical Research Society 

th th
which held in Port Harcourt from the 14  to 16  of 

th
January 1999 at its 36  Conference. It was 
subsequently published (as an abstract) in the 
Nigerian Journal of Surgery – the official 
publication of the Nigerian Surgical Research 
Society of the same year (Kombo et al 1999). 

As a preamble, the classical surgical treatment 
of appendicectomy is to ligate and excise the 
diseased appendix and using a purse string suture, 
invaginate the ligatured stump into the caecum. 

Fig. 6:  Purse String Suture

Fig. 7: Burying of appendix stump

Nig Del Med J 2019; 3(2): 7-33
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I t  has  become age  o ld  as  long  as  
appendicectomies have been done without any 
clear-cut advantages over non invagination of the 
stump of the appendix.

Fig. 8:  Non - Burying of appendix stump

Furthermore, following appendicectomy 
(classical) complications were being traced to the 
purse string suture causing complications such as 
intestinal obstruction and lengthy periods of ileus 
(Kombo et al 1999). 

We carried out a prospective study of 450 
patients over a 5-year period with regards to the 
operating time, age, sex of patients and occurrence 
of complications such as vomiting, ileus and 
operating time (Kombo et al 1999). 

The results, to our surprise showed that on the 
average, the operating time was shortened as the 
purse string suture took more time and the 
complications we dreaded were not there – stump 
blowout with faecal peritoneal soiling and wound 
infection. Length of hospital stay was not affected 
and we found no real advantage of the burial of 
appendix stump over non burial of the stump 
(Table 1). 

Parameter  Burial of Stump  
(230 Patients) 

Non Burial of Stump  
(220 Patients) 

Vomiting  10 5 
Ileus  5  3 

Wound Infection  10 12 
Hospital stay  7.5 days 7 days 

Total Complications  25 20 
Time of Surgery  50 Mins 30 Mins 

We therefore found no special advantage of 
burial of the appendix stump over its non-burial 
and advocated the non-burial of the appendix 
stump (P = > 0.05). 

These findings were very radical and a departure 

from the existing mode of treatment which is burial 

of the appendix stump. It was considered so radical 

that even at the conference it brought a heated 

argument. I had barely finished speaking when a 

Senior Gastro-enterology Surgeon in the 

Department took me up not wanting to see his 

department put to disrepute. 
He was followed by even other current 

surgeons at the meeting and I was only saved by 

the Society's President Prof. Da Rocha – Afodu who 
called for a truce and pleaded that as this was a 
scientific fora, I should be allowed to state my case 
properly and if the paper is found worthy, it should 
be accepted. This I did to the satisfaction of most. 
There was a funny side to the whole presentation. 
After that session, I met the President who 
congratulated me on the paper. I only whispered to 
him that he was my lecturer at Idi-Araba at the 
College of Medicine of the University of Lagos. To 
my utmost surprise, Prof. Da Rocha-Afodu took up 
the refrain and was shouting to all that would care – 
“He is my boy! He is my boy! I knew it and these are 
products from our College.” He was actually 
excited and happy up to the point of shedding tears. 

Nig Del Med J 2019; 3(2): 7-33
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That is how a good work is when presented at 

an academic forum. I could only liken his reaction 

to the moment when Archimedes discovered the 

theory of flotation in his bath and rushed out naked 

shouting Eureka! Eureka! (I have found it!). This 

article was the vehicle that got me inducted as a 

Fellow of the Nigerian Surgical Research Society. 

Also, after this article, non-burial of the appendix 

stump became acceptable as a means of 

appendicectomy both locally and abroad (Neves et 

al 2011)

Not too long ago, there is a publication by one 

of us in the house about non-burial of the appendix 

stump at the Niger Delta University Teaching 

Hospital (Olatoregun 2015). I salute you. This is 

what research is all about. Let our research speak 

for us. Let us do research as a vehicle to 

advancement of knowledge and not for sake of 

elevation and promotion (Ibaba 2017). 

THE SCIENCE OF BLOOD AND BLOOD 

TRANSFUSION

Blood circulation in the human being was first 

discovered by William Harvey in 1616. That 

discovery led to the knowledge of how blood 

circulates in the body. Thereafter numerous 

attempts to transfuse blood to the humans resulted 

in failures and disasters because its constituents 

were unknown. It was not until 1900 that Karl 

Landsteiner discovered the blood groups A, B, O 

and later the AB group by Decastello and Sturli. 

The Rhesus system of blood groups was 

discovered in 1939 by Levine and Statson. 

th
On 15  of March 1937, Dr. Bernard Fantus 

established the first blood bank at the Cook County 

Hospital in Chicago. These historical facts are 

important because we all have distinct blood 

groups – A, B, O, AB groups and so can only receive 

compatible blood or O group which is regarded as 

a universal donor or AB which is a universal 

recipient (Table 9). 

Fig. 9:   Types of blood donors and 
recipients by blood group

Further schematic representations of the various 
blood types are shown in Fig. 10 below. 

Fig. 10.  Blood group types
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Added to these are the Rhesus groups – either 
positive or negative. The presence of negative 
Rhesus is important in pregnant females for if their 
child is Rhesus positive, there may be a reaction 
that will break down the blood cells of the foetus. 
This is called Rhesus incompatibility.

The circulation of blood is through the 
pumping action of the heart into blood vessels 
called arteries and back to the heart through other 
vessels called veins (Fig. 11). 

The capillaries are minute vessels through 
which gases and nutrients are exchanged at the 
tissue and cellular levels. 

Finally, there are the lymphatics which return 

fluid from tissues as accompaniments of the veins 

to the venous system. Blood is derived from the 

word Blowan (old English) which means to bloom 

or flourish. It is a vital body fluid and as such is the 

Fig. 11:  Circulatory System of the human body

life line of the human body.  In Nigeria, blood group 

O accounts for 52.9%, group A 22.8%, B 20.6%, AB 

3.7% (Anifowoshe et al 2017). 

In adults, total blood volume is between 4.5 to 

6.0 litres. Blood has two components: – cells and 

plasma. The cells make up 40 – 45% and the plasma 

55 – 60% of the total blood volume. 

The cells include 

1. The red blood cells which are biconcave discs and 
-3

are 4.5 – 6.2 m/L . They live on the average for 

about 120 days. They are responsible for gaseous 

exchange. 

2. The white blood cells are between 4,000 – 11,000 
-3

per 2 . Unlike red blood cells, the white cells have 

nuclei. The functions of the white blood cells are 

protective by the process of phagocytosis – i.e 

swallowing injurious matter. They include 

Neutrophils, Eosinophils and Basophils. 

3. The platelets number between 200,000 to 400,000 
-3L  and their function is blood clot formation, when, 

after a series of processes, they release 

thrombokinase to activate clot formation.

Blood  Transfusion

As been mentioned earlier, blood became safe 

only after the discovery of the various blood 

groups. It is currently given as an intravenous 

infusion in conditions of haemorrhage, anaemia, 

bone marrow dysfunction and as exchange 

transfusion in neonates with neonatal jaundice. 

Common causes of haemorrhage include trauma 

and surgery. Anaemia or low haemoglobin levels 

occur in bone marrow dysfunction as in the 

leukaemias and the lymphomas (which are blood 

cancers). 

Blood functions as the medium of transport of 

nutrients such as sugars, proteins and fat, enzymes, 

hormones and gases such as oxygen and carbon 

dioxide. Blood carries oxygen to the tissues and 

carbon dioxide from the tissues (fig. 12). 
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Fig. 12: Gaseous Exchange in Humans

The procedure of blood transfusion is as 

follows. The blood is collected into a plastic blood 

bag containing an anti-coagulant and taken to the 

laboratory to group and cross-match with that of 

the donor. When a match is obtained from the 

donated blood, it is taken to the patient for 

transfusion. 

The blood is set up using a blood giving set of 

plastic lining but having a filter that filters the blood 

of solid impurities such as clots (fig. 14 A-C). It is 

initially run through the system before connecting 

to a cannula which is inside a vein. It is set to run for 

a given time usually two, three or four hours or at a 

faster rate if blood loss is rapid. After the blood 

transfusion, the cannula is removed and the site 

dressed and plastered and the system discarded. 

A blood transfusion set – up is shown in fig. 13.

Fig. 13:  Blood Transfusion Set Up

(A)

(B)

C))

                                                Fig. 14:  Blood Giving System 
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Process of Coagulation
The blood in the vascular system should remain 

liquid and be able to transport nutrients and 
effluents to and from the tissues. Yet, it also has the 
capacity of local haemostasis which is the ability to 
plug injuries to the vessel wall to prevent excessive 
bleeding. The plug is formed by a thrombus which 
is a solid formed from the blood constituents. 
Platelets adhere to the vascular endothelium and 
initiate the clotting system. 

There is a cascading system of activation of 
inactive precursors to an activation of further 
chemicals. In the long run, the process activates 
thrombin which converts fibrinogen to fibrin and 
there are two pathways – the extrinsic and the 
intrinsic (fig. 15). 

Fig. 15: Cascading of Coagulation

Coupled to the coagulation system is a second 
system which is able to degrade fibrin to soluble 
products. This is the fibrinolytic (plasmin) system. 
It is a safely measure that ensures that there is no 
clot or fibrin in the circulation as this can circulate as 
an embolus. Emboli block major blood vessel such 
as the pulmonary artery or heart vessel with 
disastrous effects. 

Despite the advantages of blood transfusion, its 
use is fraught with lots of challenges such as 
transmission of infection, compatibility issues, 
transfusion reactions, over transfusion, demand 
and supply, storage and the cost of blood itself. 
Haemolytic reactions occur during transfusion 
immediately or after 1-2 hours or even after 
transfusion. They include urticaria – rashes, pain in 
the spine and lumber region flushing, headaches, 
shortness of breathe, fever, fall in blood pressure, 
rigors. These are usually masked when the patient 
is unconscious or under general anaesthesia and the 
Anaesthetist must have a high index of suspicion. 

If the blood transfusion is still on, it should be 
stopped and an anti-histamine, steroids and 
crystalloids given. In severe shock, iv adrenaline, 1: 
10,000 dose is given and incrementally. If there is 
oliguria (scanty urine output), watch and if there is 
acute renal failure, then do early dialysis rather than 
late.
Other complications of blood transfusion include:
1.  Blood borne infections

-  Hepatitis  HBC, HBV,
-  HIV
-  Herpes 
-  Toxoplasma 
-  Cytomegalovirus  
-  Syphilis (plasma)

2.  Circulation overload
3.  Air  embolism 
4.  Citrate toxicity 

Late Complications:  
-      Iron  overload
- Transfusion associated host versus graft 

disease is a rare complication of blood 
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transfusion in which donor T lymphocytes mount 
an immune response against the recipient's 
lymphoid tissue. Donor lymphocytes are usually 
identified as foreign and destroyed by the 
r e c i p i e n t ' s  i m m u n e  s y s t e m  
( ). 

RELIGION AND BLOOD
The religion being mentioned here is 

Christianity and it is Judaism that approximates 
most to Christian belief though they do not believe 
that the Christ has come! He, having fulfilled the 
saying a prophet has no respect in His house.  But it 
is to the brethren, the Jehovah's Witnesses that we 
owe this new phenomenon of bloodless surgery. I 
have watched two Jehovah's Witnesses literally 
bleed to death and a third taken away to their 
hospital in Aba and my mind became vexed and I 
decided to inquire into their rigid stance on blood 
transfusion. 

Who are they? Jehovah's Witnesses had their 
origins in the Bible Students Movement, which 
developed in the United States in the 1870s among 
followers of Christian Restorationist Minister – 
Taze Russell. Bible student missionaries were sent 

stto England in 1881 and the 1  overseas branch was 
opened in London in 1900.  

Jehovah's Witnesses believe that Jesus is God's 
only direct creation, that everything else was 
created through Christ by means of God's power, 
and that the initial unassisted act of creation 
uniquely identifies Jesus as God's “only begotten 
son” (https://en.wipedia.org.wiki.jehovah).

They are a sect of Christians whose beliefs 
include non-administration of blood or its 
products. Their doctrine of non-blood acceptance 
started between 1927 – 31 and at least in the 1940s 
but by 1961 it had become doctrinal. They also 
believe that heaven will be on this earth. They will 
probably number between 8 – 10 million people 
worldwide whose hallmark is the visitation of 
homes and families by the members with their 
bible and tracts of Christian literature – The 
Awake. As a further information, they are 
members of the Watch Tower Society. They 
maintain that they do not accept blood transfusion 

https://en.wikipedia.org.wiki.transfusion

because it is a biblical injunction that 'DO NOT EAT 
BLOOD'. In the book of Deuteronomy Chapter 12, 
verses 23 and 24, it is said – “…only be sure not to eat 
the blood, for the blood is the life, and you shall not eat the 
life with the flesh. You shall not eat it; you shall pour it 
out on the ground like water. ”

Leviticus Chapter 17 verse 11 says also, “for the 
life of the flesh is in the blood…….” Finally, in Acts of 
the Apostles chapter 15, verse 29 says, “ye shall 
abstain from blood and from things strangled...”

Jehovah's Witnesses regard a blood transfusion 
as an extension of eating since for certain illnesses a 
patient can be fed by the process of intravenous 
administration of amino acids, lipids and glucose. 
This is feeding via an intravenous infusion and is 
called parenteral nutrition. Whether they are right 
or wrong, here we see an act made by God to His 
children Israel reaffirmed by the Holy fathers led by 
St. James and St. Peter at the first Synod of the 
Church in Jerusalem. It is therefore not to be taken 
lightly! Do we obey or not? Or is it because of this 
there is much blood transfusion related infections 
today? Or is it a punishment? Who knows! 

For believers, a whole lot of interpretations have 
been given to the events recorded in the Bible. It was 
once thought that the world was flat and if you went 
to the other end, you will fall off into the great abyss. 
Until Ferdinand Magellan's ship sailed round the 
world, it seemed impossible. 

Galileo said on investigating Copernicus theory 
that the earth revolves around the sun. Galileo 
served a life imprisonment till death and thereafter 
it found that he was right. But it is in the Bible that 
the earth revolves around itself to give us day and 
night. 

We can go on from there to their origin of 
creation controversy. Is it God or the Big Bang 
theory that created us? We live a harmonious 
system of life. Not that of trial and error and 
whether the atheist likes it or not we are God's 
creation. And what of the blood of the lamb? We 
have Jesus Christ taking the last supper with the 
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disciples. As Matthew 26:28 says, “This is my 
blood of the covenant which is poured out for 
many for the forgiveness of sins….” (NIV Version 
of Holy Bible).

Mr. Acting Vice – Chancellor, Sir, here is Jesus 
Christ himself commanding his followers to eat his 
flesh and drink his blood. How does this compare 
with our earlier statement that blood should not be 
eaten? Some feel that it is wine and not blood but 
many feel at the moment the wine becomes blood 
for the recipient of the wine in his mouth and that is 
why it is not for every person but only for those 
who are ready or prepared to take it. To take Holy 
Communion unworthily is to put oneself in further 
spiritual danger and so be careful that you do not 
do so for you risk eternal damnation for ones' self.  
If Jesus said we should drink his blood, did he say 
we should drink animal blood or not? He said He 
came to uphold and add to the law and not to 
remove the law because of his new teachings which 
are not new. Love God and your neighbour is His 
new teaching which only compresses the Ten 
Commandments (Decalogue). If you love God, you 
will not love idols. If you love your neighbour, you 
would not hurt him by coveting his property, wife, 
etc. 

We should know that it is His blood we are 
drinking and not animal blood. Drinking His blood 
will wash us clean and cleanse us from our sins and 
evil. 

In short, what we are doing is using His blood to 
atone for our sins. This is a spiritual feeding and not 
physical feeding which eating blood of animal is. 
The blood of Jesus His son cleanses us from all sin 
(1 John 1:7). Blood to cleanse our consciousness 
(Heb. 9:14), Blood of everlasting covenant (Heb. 
13:20). 

And this spiritual feeding can only be obtained 
from God who sent His only son Jesus – the God-
man to provide atonement for sin as both the priest 
and the offering. The Holy Communion is 
therefore not an ordinary feeding but to always 
make us realise this and as often as it is done. So 

often we are cleansed from sin if done properly. 

Of course since we are talking about blood, it is 
necessary to mention the blood of the covenant 
signifying the movement of the Exodus from Egypt. 
The Hebrews killed a lamb 1-year old without 
blemish and painted the door posts and the lintel 
and as the angel of death moved, it passed over their 
homes but killed the first born of the homes of the 
Egyptians. But here too, the Hebrews did not eat 
blood but the roasted flesh of the lambs with herbs 
and unleavened bread. Blood with the animals was 
not eaten. This is the beginning of the feast of the 
Passover and it is necessary to mention that it is at 
this festival that the arrest, trial and death and 
resurrection took place and so it coincides with the 
Christians' Easter celebrations. How wonderful! 

That is why eating of blood is forbidden and its 
shedding is equally forbidden. God said, the blood 
of Abel is speaking from where Cain had killed and 
hidden him and was bold enough to ask “Am I my 
brother's keeper?” We are our brother's keepers and 
this is enshrined in the 'Ten Commandments' – thou 
shalt not kill. Even in non-Christian cultures, murder 
is not commended. Only killing in battle is accepted 
and under certain conditions. A prisoner of war 
who had surrendered should not be killed or one 
running away shot on the back. 

But before we get so carried away that we leave 
what we are here for and delve into further realms of 
Christian religion which actually we are here for 
since we preach at every possible occasion, in a 
nutshell, I am saying that eating of blood of animals 
is un-Christianly. Only heathens eat blood and its 
products such as blood sausages and drink it as a 
cure of madness as was practiced in times not much 
in the distant past. 

What I am saying is that there is a Christian sect; 
one whose distinguishing feature is that they do not 
accept blood transfusions. Is it biblical? 
Unfortunately, advances in man's knowledge was 
not available at the times of the writings of the Holy 
books – the Bible, but its information transcends all 
natural events and sciences as has been earlier 
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stated. 

These hardworking, good Christians have stuck 
to their guns literally and refuse blood transfusion 
and from this has evolved the science of bloodless 
surgery though not without some good fights – 
some legal. What of the case of minors, or the man 
who refuses blood transfusion but is unconscious 
or under anaesthesia? 

That the Jehovah's Witnesses insistence is a 
frustration to the Medical Practitioner is not an 
over statement. This has been tested in quite a 
number of landmark cases. In 1914, the trial of 
Schloendorff versus Society of New York Hospital 
was one and bordered on the necessity for a 
patient's consent (Schloendorff, 1914) . Though the 
patient lost the case, the Judge said “every adult of 
sound mind has a right on what to do to his own 
body.” This has formed the basis for future rulings 
on individual rights which are usually upheld but 
not that of minors. The 1944 case of Prince versus 
Massachusetts defined children's rights as 
“parents may be free to martyr themselves but they 
are not to martyr their children”. 

Surprisingly, even here in Nigeria, cases 
involving the Medical profession and the Jehovah's 
Witnesses have cropped up. On March 2, 2001, the 
Nigerian Supreme Court ruled on a patient's 
freedom of choice is founded in our constitutions of 
1979 and 1999. This was in a case of infamous 
conduct brought against a medical doctor for 
failing to administer a blood transfusion to a 
patient by the Medical and Dental Council of 
Nigeria (MDCN). A Jehovah's Witness refused 
blood transfusion and went to another hospital 
where a Jehovah witness doctor continued 
treatment. 

The patient died four days later and the mother 
and uncle brought him before MDCN who found 
him guilty of infamous conduct. His appeal was 
granted by the Court of Appeal which was 
reaffirmed by the Supreme Court. 

Surprisingly, it is the counsel to the respondent 

who had this to say “the growing awareness of the 

hazards of blood transfusion such as the 

transmission of blood borne pathogens and 

suppression of the immune system, this is a signal 

to patients who opt for non-blood treatment. It is a 

boon to doctors who take advantage of 

advancements in medical knowledge and use non-

blood therapies that avoid the risks associated with 

blood transfusion when treating witnesses and 

others not wanting blood. 

He has virtually said it all - a legal counsel 

giving an important medical counsel. Practitioners 

beware. This can happen to any of us. We may think 

we are doing good but you can be dragged to a 

tribunal or the law courts. The case of the 

unconscious is even more problematic. He has a 

bracelet of no blood but another person – a relative 

has to sign a consent for him. I would go for the 

respect to his wishes – alive, unconscious or dead. 

Go for non-blood therapy. 

Medical therapy of very advanced nature has 

been administered to Jehovah's Witnesses. In the 

largest series by Ott and Cooley 542 patients who 

were Jehovah's Witnesses underwent major 

cardiovascular surgery with only 12 deaths related 

to blood loss. Only liver transplantation has not 

been done that is difficult to perform because of the 

massive blood loss involved. 

Non-blood transfusion involving surgery is 

here with us and the earlier it is embraced, the 

better. Our Anaesthetic colleagues, I hope you are 

hearing. 

Just to put a temporary lead on blood and 

religion, we must appreciate the efforts of Jehovah's 

Witnesses to the advancement of this aspect of 

health care. Their refusal to accept blood 

transfusion has led medicine to further advances in 

this area of health care. They have been used as 

research patients, have opened special hospital 

tailored to their peculiar care and spent millions on 

research which are bearing fruit as may be seen in 

this paper further down this lecture. 
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THE CONVERGENCE OF SCIENCE  AND 
RELIGION

As a conclusion of this matter, it becomes clear to 
us that blood is not accepted as a mode of treatment 
because of complications it inherently carries and 
for religious beliefs. 

It has been shown that blood is an immune-
depressant since the immunological factors of the 
donor blood and recipient are not the same and so 
there are host versus donor reactions that will lead 
to destruction of transplants, the blood cells 
themselves and in tumour surgeries (Busch et al 
1993). It has been shown clearly that cancer patients 
who receive blood do not do as well as those who 
did not. Immunological factors have been used to 
explain this (Cata et al 2016). 

Added to this is the fear of blood-borne 
infections which is very real. We hear and know of 
the HIV pandemic but how many people know of 
Hepatitis C disease? It is a killer disease worse than 
HIV or Hepatitis B; a disease that has struck 
tropical Africa and Asia with liver cell cancer. The 
list goes on and on. 

For the Jehovah's witnesses, their own case is 
very well documented. They do not want blood 
because of their religious beliefs which in the main 
are being upheld (Fundly et al 1988). 

Mr. Ag. Vice – Chancellor, Sir, here is the 
convergence of science and religion. Science with 
all its advances in blood management cannot 
manage blood transfusion-based disease 
transmission. Religion tells us that we should not 
accept blood transfusion as God ordered. Is there 
no convergence? There is. And it is this – do not 
accept blood because it is a dangerous commodity 
and is so ordered by God – beware of blood 
transfusion. 

Almighty God has foreseen the problem of 
blood and ordered us not to 'eat' it as proven by 
science that it is indeed a danger waiting to 
explode. Blood transfusion is a disaster in waiting. I 
was going through the papers some time ago and 

an article caught my eye. In the Premium Times of 
th

Friday 30  June 2017 in Zamfara State, blood was 
being given by non-medical persons without 
grouping and cross matching and that there was an 
epidemic of death in that state. The Nigerian 
Medical Association (NMA) branch set up 
committees to investigate the numerous cases of 
deaths amongst patients who died after visiting 
hospitals. They found out that they had all received 
uncross-matched blood. This is criminal as it is not 
only the deaths but how much disease has been so 
transmitted? We need further work in this 
direction. 

According to the NMA Secretary, Dr. Mannier 
Batare, the NMA did a health tour following the 
deaths and found (i) unqualified persons 
administering blood transfusion (ii) use of 
u n s c r e e n e d  b l o o d  ( i i i )  i n a d e q u a t e  
screening/storage equipment. A large percentage 
of those dying had received unscreened blood. I 
only hope that this is not the end of the matter. 
Those involved need to the prosecuted and contact 
tracing of the survivors done to be treated and 
followed up. 

Without being repetitive, I still remember the 
case of the tennis player called Arthur Ashe. He was 
the first African-American tennis player to win the 
US open in 1976. He had cardiac surgery and was 
unfortunately given HIV-positive blood. He died 
thereafter and this is in the early days of HIV and 
had no treatment. Basketball star Michael Jordan 
had a similar scrap with HIV but he lives to tell his 
story as by his own time, HIV treatment was now 
available. Michael Jordan contacted HIV via sexual 
transmission! And what of here? HIV has got to the 
level of an epidemic.

I remember a case of a friend whose wife was 
transfused HIV infected blood during delivery via a 
caesarean section operation. She thereafter 
manifested features of HIV which was confirmed 
on testing. Luckily the baby was HIV free. The 
husband's relatives insisted on divorcing her but 
the man refused. I lost contact with them and do not 
know how the saga ended. 

Further, commercial blood donors whose 
livelihood is selling their blood have been known to 
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be infected with HIV and Hepatitis and have 
been a source of spread of these lethal diseases. 
Secondly, because of repeated donations, their 
blood levels are not often optimal. 

Do I still need to say more about science to take a 
critical look at itself and agree that blood 
transfusion is now a major hazard and have the will 
to call a moratorium on its further use and seek 
alternatives to its use? This is the message of this 
inaugural lecture which is addressed to all of us but 
in particular to our colleagues in Anaesthesia with 
whom we share the care of patients in the operating 
theatre. I believe that the era of an Anaesthetist 
telling the surgeon that he wants to palpate 2, 3, 4 
units of blood before the patient is sent for in the 
theatre is over as we say in theatre parlance (i.e. 
blood should be available for the patient). 
Surgeons too should be aware that these 2,3,4 units 
of blood wanted by the Anaesthetist are not 
necessary except in an exsanguinating patient. 
Even the patient who is to be operated should ask 
this simple question “Can my operation or 
treatment be done without blood?”

The main issue here for a patient who refuses 
blood is the maintenance of oxygen transport to the 
tissues for tissue oxygenation. Haemoglobin in the 
blood is the carrier of oxygen to and carbon dioxide 
from the tissue. The level of haemoglobin in the 
blood has been found to be critical at levels below 8 
gm% in a haemodynamically stable patient and 10 
gm% in the unstable patient (Seigne et al, 2004). 
Blood loss is of both haemoglobin and plasma. Loss 
of blood involving plasma leads to loss of blood 
volume i.e. hypovolaemia, which is not 
synonymous with loss of haemoglobin. 
Haemoglobin is the oxygen carrier in the blood and 
the plasma is the fluid which carries the 
haemoglobin.

While not wanting to delve further into the 
physiology of blood and its loss and compensatory 
mechanisms because of the nature of this audience, 
I  will  mention that there are inherent 
compensatory mechanisms in the body starting 
with an increased heart rate and stroke volume to 
compensate for stroke volume loss or depletion or 

even increased venous return. All this is to increase 
blood flow to the tissues to extract as much oxygen 
as possible from the available haemoglobin to the 
tissues. Thus, we can see that haemoglobin and 
blood volume are the critical factors. The volume is 
the medium through which the haemoglobin and 
by extension oxygen is taken to the tissues. 

How do we do this is the next line of action in this 
discussion. Table 2 shows in a tabular form the 
various therapeutic options which are available 
(Goodnough et al, 2003, Usoro 2014).

Table 2:  Therapeutic Options in situation of blood loss
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1. Preservation of Oxygen Transport 
A . H a e m o d i l u t i o n  ( h o r m o v o l a e m i c /  
hypervolaemic) includes the use of non-oxygen 
carrying solutions such as colloids and crystalloids, 
oxygen-carrying solutions flourocarbon solutions. 
What they do is to maintain blood volume and for 
the heart to pump blood round the body and to the 
tissues. Colloids are higher molecular substances 
such as dextran and diethyl starch (which is now out 
of favour for causing renal failure in sepsis patients) 
(Konrad et al, 2012). The crystalloids which are of 
low molecular weight have to be given in higher 
volumes as they easily leak out of the blood vessels 
and can cause circulatory overload (Sweeney et al, 
2013). 

Flourocarbons which have not yet passed the 
stage of certification bind oxygen and can deliver it 
to the tissue as do haemoglobin compounds also. 

B. Reduction of blood loss due to invasive 
monitoring and instrumentation 
There is controlled hypotension in which drugs 
causing vasodilation are used to deliberately lower 
blood pressure and by inference bleeding – they 
include vasodilators, anaesthetic agents which 
though sleep-inducing also lower the blood 
pressure. Furthermore, regional anaesthesia also 
induces hypotension and is quite useful in limiting 
the anaesthesia to the operative parts such as spinal 
or epidural anaesthesia to parts of the body lower 
than the unbiblical point. Physiological monitoring 
machines are used to monitor physiological 
parameters such as heart rate, blood pressure, ECG 
and oxygen saturation intraoperatively (Fig. 16). 

Fig. 16: Physiological Monitoring Machine 
used during Anaesthesia

C. Surgical techniques using electrocautery, 
e n d o s c o p i c  s u r g e r y ,  l a s e r s ,  l i m b  
exsanguination, tourniquets, staging of 
procedures and the use of multiple teams. 

As basic as electoocautery (Fig. 17) is, the 
equipment is not available in many of our hospitals. 
Inquiry shows that of the four main government 
hospitals in Yenagoa, only two have this facility.

Fig. 17: Diathermy  Machine and accessories

Surgery in all forms involves the creation of 
wounds through which treatment can be effected. 
These access wounds would bleed just as the 
internal wounds which are created. Electrocautery 
is the use of electrical heat to burn off or seal a 
bleeding vessel or tissue. It also has a cutting part 
with which cuts can be made without bleeding.

Endoscopic techniques are either proper 
endoscopy or minimal access surgery. In 
endoscopy, a tube-like instrument is introduced via 
a natural opening - the nose, mouth, urinary 
passage or anus to visualise the inner lining of the 
hallow organs (Fig. 18). Endoscopy can be 
diagnostic or therapeutic. 
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In upper gastro-intestinal endoscopy, the 
endoscope (name of the instrument) having a light 
source and aperture through which visual contact 
is made is passing down the oesophagus (gullet) 
into the stomach and thence into the duodenum 
(the first part of the intestine) (Fig. 18).

The performer – endoscopist can visualise 
pathology, pass instruments such as forceps to take 
a biopsy, or use lasers to perform electrocautery 
especially of bleeding vessels. 

Fig. 18:   Colonoscopy

Fig. 19:  Visualisation of images on a 
TV screen during endoscopy.

Blood from the operative field is usually removed 

using gauge swabs, abdominal mops or tubes 

attached to a suction machine (Fig. 20). In some 

cases, it is possible to reinfuse the harvested blood 

back to the patient (autotransfusion).               

Fig. 20:  Suction Machines

Just as described, an adapted form can also be 
passed via the anus into the rectum and large 
intestine to perform similar functions (fig. 21).
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Fig. 21:  Gastroduodenoscopy

And so, a patient whose pathology can be so 
treated may not need open surgery for treatment. 
Similarly, the urinary system also has its 
endoscopes to also both look – cystoscope and 
operate all types of urinary pathologies such as 
strictures to resect benign enlarged prostate gland 
and bladder pathologies. During endoscopy, the 
endoscopes may have camera attachment which 
makes it possible to visualize the images real-time 
on TV monitors (Fig. 19).  

Fig. 22: Minimal Access Surgery

Furthermore, Minimal Access Surgery (MAS) 
has made it possible to perform both thoracic and 
abdominal surgeries of varied nature via tiny 
incisions through which instruments are inserted, 
surgeries done and the excised pathology removed 
with minimal bleeding such that blood or its 
products are not usually necessary (Fig. 22 & 23). 

Fig. 23: Laparoscopic Surgery. 
The view from inside the abdomen.

Other equipment in this armamentarium 
includes the ultrasonic scalpel and argon beam 
coagulators. These are high-tech but are also 
available in this country and are being used in 
places not too far from here. 

D. Autologous transfusion using the patient's own 
blood. Because of refusal of homologous blood (that 
is blood of a compatible blood donor who is not an 
identical twin), efforts have been made to transfer 
blood of the recipient either by pre-operative 
storage or intra operatively. In surgeries that are not 
life-threatening and where delay is not dangerous 
such as spinal surgery in orthopaedics, blood is 
withdrawn from the patient (at least 2 units) about 
2-3 weeks before the operation and the 
haemoglobin level of the patient is built up with 
haematenics – iron compounds, multivite and the 
hormone – erythropoietin such that at the time of 
surgery the haemoglobin level is back to normal. 

The blood units are kept in the blood bank and 
brought out at the time of the operation for use. The 
only expense is that of the cost of the blood bag, anti-
coagulants, the collection system and the storage. It 
is treated like any other donated blood though 
without its complications it will still have to be cross 
matched to make sure it is the same blood 
(Goodnough et al, 2003). 
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A second type of blood conservation is what is 
d e s c r i b e d  a s  A c u t e  N o r m o v o l a e m i c  
haemodilution. In this instance at the time of 
induction of anaesthesia, one or two units of blood 
are withdrawn from the patient and replaced with 
an equal volume of crystalloid such as 5% dextrose 
/ saline or a similar fluid i.e. Ringer's Lactate 
solution. During the surgery, the patient loses 
fewer red blood cells as his blood is now diluted. At 
the conclusion of the surgery, the withdrawn blood 
is returned to the patient without any outward 
effect. It requires minimal preparation; the blood 
withdrawn is stored at room temperature prior to 
its use (Mayess et al 1998).     

Furthermore, there are now systems of blood 
cell recovery and return systems. This involves 
recovery of the patient's shed blood from the 
operative site, washing and or filtering and the 
return of the blood into the patient. This has in the 
past been done for splenic / abdominal injuries 
with intra peritoneal bleeding. As the blood does 
not clot, it is evacuated, filtered and re-infused. In 
the case of cell salvage, the shed blood usually from 
wound suction is passed through filters which 
filter out blood clots, tumour cells, and amniotic 
fluids, etc. sometimes, the blood recovered is 
irradiated to kill tumour cells. These cell recovery 
devices have found uses in cardiac, orthopaedic, 
vascular and trauma procedures. It is cost effective 
(Goodnough et al 2003). 

E. Others include techniques and devices that 
control external bleeding such as direct pressure, 
ice packs (ice normally causes vaso-constriction 
and it is used in the initial treatment of peptic ulcer 
disease when it is bleeding); tourniquets applied to 
the appropriate limb after due ex-sanguination. 
For instance, in limb amputations. 

F.  Medical therapy using drugs which include Vit 
K, Tranexamine acid Aprotinin, Epsilon 
Aminocaprioic acid (EACA) Desmopressin, 
Recombinant Factor VII and erythropoietin.   

G.  Improving oxygen carrying capacity
         a)  use of hyperbaric oxygen
       b)  volume replacement with crystalloids and 

colloids. The blood 
            viscosity is reduced and this improves the 
cardiac output. 
H.  The use of artificial oxygen carriers and 
recombinant haemoglobin. Though produced and 
in use in certain situations, their use has not been 
universally certified by relevant drug agencies. 

WHAT IS OUR EXPERIENCE?
Our experience has involved studies on the use of 
blood and non-blood products in the perioperative 
period.

1.  At the presentation of the Dean's lecture, we 
noted that as a matter of fact, 2/3 patients received 
up to or less than a unit of blood. How appropriate 
is this? The old school of thought believes that it is 
inappropriate to do so because of the body's 
compensatory mechanism. However, the new 
school of thought feels it is right as it tops up the 
haemoglobin (Hb) level. For instance a Hb level of 7 
gm% is increased to 8 gm% and this enhances the 
oxygen carrying capacity of the blood. 

Table 3:  Pattern of blood transfusion

Units of Blood Number of Patients Transfused %
1 unit  666  68.2
2 units  214  21.9
3 units  87  8.9

> 3 units 9 0.9
Total 976 100

This also lessens the amount of allogeneic blood that 
is transferred and also limits its side effects. Notice 
was made of transfusions of more than 3 units of 
blood which are few – less than 1% (Fig. 3).

2. In our paper, on audit of perioperative blood at 
the UPTH, we noted the problems of blood 
transfusion as that of inadequate supply because of 
taboos and beliefs. It is difficult to convince an 
average Nigerian to donate blood because of these 
taboos and beliefs. 

Commercial blood donors are paid to donate blood 
and there are question marks on the quality of the 
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blood as they have been found to be carriers of blood-borne diseases. Factors such as sex (females were 
transfused more than males due to the increased caesarian section rates) age (the less than 50 years old had 
blood transfusions more than those above 50years). Furthermore, blood use was more in emergency 
situation such as trauma (gunshots, stab wounds, road traffic accidents, machete cuts) and obstetric 
emergencies (caesarian section, ectopic pregnancies, acute and postpartum haemorrhage) and 
orthopaedic injuries (Fig. 4). 

Table 4: Distribution of Blood Transfusion by Clinical Units

Operating  Units Numbers  (%) 
Trauma 301    (34.1) 
Obstetric  emergencies  208  (23.6) 
Orthopaedic (fracture, amputations, open 
reduction, internal fixation) 
 

131   (14.9) 

General Surgery (Burns, perforated peptic ulcer, 
intestinal obstruction) 
 

103    (11.7) 

Urology (prostatectomy, cystectomy, venal 
stones) 
 

86   (9.8) 

Cardiothoracic (thoracotomy, pneumonectomy, 
decortication) 
 

35   (4.0) 

Neuro – Surgical  18   (2.0) 

Table 5 shows the blood losses incurred by patients during surgery. 

Table 5: Intraoperative Blood Loss in Patients who were transfused

Amount No. of Patients  Percentage  
Less than 500mls 132 15.0 
501 – 1000mls 399 45.2 
1001 – 1500mls 143 16.2 
1501 – 2000mls 93 10.5 
2001 – 3000mls 62 7.0 
> 3000mls 53 6.0 
Total 882 100% 

Table 6 shows the results of the analysis the units of blood transfused intraoperatively

Table 6:Analysis of the Quantity of Blood Transfused

 
Units of blood transfused No. of Patients transfused Percentage  

1 524 59.4 
2 219 24.8 
3 103 11.7 
4 36 4.1 

Total 882 100% 

Nig Del Med J 2019; 3(2): 7-33

BLOODLESS SURGERY:  CONVERGENCE OF SCIENCE AND RELIGION. 



NIGER DELTA MEDICAL JOURNAL

Page 26

It is given not of necessity but of paucity noting that in this centre, there is a 9.3% of adverse reactions to the 
use of blood (Table 7). 

Table 7:   Complications of blood transfusion

Complications Number (%)  
Hypothermia 8 (11.2) 
Rashes  12 (16.9) 
Urticaria  5 (7.0) 
Itching  22 (3) 
Fever 19 (26.8) 
Pulmonary oedema  3 (4.2) 
Anaphylactic shock / deaths 2 (2.8) 
Total 71 (100%) 

Those who lost less than 1L of blood account for 
60.2% of all patients. Those who lost more than 2 
litres of blood were 13% of the whole. Those who 
lost between 1-2 litres of blood were 26.2% (Table 
5). We concluded that those who lost less than 1L of 
blood need not to be transfused if they are 
haemodynamically stable at start of surgery and 
those who lose more than 2L of blood need blood 
transfusion. The grey area of 1L – 2L are patients 
who need careful handling and manipulation to 
maintain normovolaemia and reduce acute 
anaemia. 

Table 6 shows the units of blood transfused. As 
stated earlier, the percentage of single unit blood 
transfusions has given rise to discussions on the 
need for transfusion.  

For sake of repetition, table 6 raises the question 
whether it is right to give or not just one unit of 
blood. In the western world, it will not be given but 

here, a unit of blood may be life-saving. The people 
may just afford this unit and secondly the 
complications of a unit of blood, is less than that of 
more units of blood. 

It was given not of necessity but of paucity noting 
that in this centre, there is a 9.3% of adverse 
reactions to the use of blood products. 

The conclusion in this study is that there is an 
overuse of blood and that using blood as a volume 
substituent is inappropriate and should be avoided. 
Volume expansion can be achieved using 
crystalloid and or colloid infusions. 

3.  The third study which is an assessment of non-
blood infusions in the perioperative period also 
shows some interesting findings (Table 8) due to the 
complications of blood transfusions, such as 
infections and transfusion overload, we studied the 
use of non-blood products in the theatre (Table 8).

Table 8:   The duration of the surgeries

Time Number of Patients  % 
> 1 hr 2307 27.8 

1 – 2 hrs 5144 62.0 
> 2 – 3 hrs 664 8.0 

>  3 hrs 184 2.2 
Total 8299 100 

Table 9:   Distribution of religion of patients
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Religion Number  Percentage  
Pentecostals 5611 67.6 
Non-Pentecostals 1743 21.0 
Jehovah’s Witness 63 0.7 
Muslims 337 4.1 
Traditionalists  446 5.3 
Others (not specified) 99 1.2 
Total 8299 100 

From table 8, we find that most of the surgeries (62%) lasted less than 2 hours but when we compare the 
durations of those who refuse blood transfusion, we find interesting findings. 

The religions of patients studied are shown in table 9. The majority (67.8%) were Christians of the 

Pentecostal denomination

Table 10:   Duration of Surgery in patients who refused blood transfusion 

Time Number of Patients (%) 
> 1 hr 38 (60.3) 

1 – 2 hrs 12 (19.0) 
> 2 – 3 hrs 8 (12.7) 

>  3 hrs 5 (7.9) 
Total 63  (100) 

We found that on the whole, 64.5% of patients 
had their surgeries less than 2 hours but of those 
who refuse blood transfusion it is 69.3% - not 
statistically significant but of significance because 
those who refuse blood probably represent the 
picture of the total sum of patients. 

The next table shows the nature of the fluids 
received peri-operatively. Dextrose /saline; 
Dextrose / water, Ringer's lactate Darrow's 
solution and colloids were used at one time or the 
other. It is interesting to note that out of 8299 
patients, 882 only received blood while the rest 
received non-blood infusions. 

Table 11: Types of fluid used during the period of study

Type of Fluid No. of Patients  Percentage  
Normal Saline 8299 100 
Dextrose / Saline 6988 84.4 
Dextrose / Saline 4413 53.3 
Haematinics  1061 12.8 
Darrow’s  933 11.3 
Ringer’s Lactate 845 10.2 
Blood  882 10.7 
Colloid (albumin 10, Gelatin 7, Dextran 61, 
others 90) 

178 2.1 

From table 11 showing the types of fluid received 
intraoperatively, only 10.7% of patients in this 
study received blood and this is indeed a study 
with large numbers – 8299. We concluded that as a 

matter of fact, non-blood and not blood infusions 
are used peri-operatively. The complications are 
few – thrombophlebitis (3%) and circulatory 
overload (4.2%). It is my view that non-blood 
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infusions are adequate volume replacement 
substances for hypovolaemia caused by acute 
blood loss peri-operatively. This is of course in 
conjunction with other blood conserving 
measures. 

WHERE DO WE GO FROM HERE? 
I view the dangers of blood transfusion not just 

like to a bomb waiting to explode but one which 
has already exploded. Transmission of blood borne 
disease from knife cuts, needles is low compared to 
blood transfusion. The quantum of organisms 
infused at once is so much as to overwhelm the 
patient.  

Not forgetting that incubation periods of up to 7 
years are recorded for the HIV virus. Thus what do 
we do and where do we go from here? Of course the 
simple answer would be minimal access surgery 
(MAS). Do we have the equipment locally? The 
State Ministry of Health has got one for us at 
NDUTH but whether we are using it or not is 
another matter. We have all received training in it 
at one time or the other but we are yet to routinely 
use it because of inadequate training. 

Other adjuncts of course include the use of 
diathermy. I was pleasantly surprised to find 
Johnson and Johnson Representatives trying to sell 
the harmonic scalpel at UPTH. I was told it is in 
many hospitals in Lagos and other parts of Nigeria. 
It costs only twenty million naira. There is the lease 
part of the arrangement which is still cheaper. I 
hope our Health Commissioner and his people are 
here. This must be good music in their ears. When 
you use the harmonic scalpel, you are virtually 
performing bloodless surgery. 

The other things to do include correction of low 
haemoglobin with drugs – Erythropoietin (EPO) 
and haematinics and use of syngeneic blood – 
Acute Normovolaemic Haemodilution or cell 
salvage and autotransfusion. 

While also thinking aloud, artificial oxygen 
carries and synthetic haemoglobins are at very 
advanced stages of research and use. 

In conclusion, bloodless surgery is already here 
with us and has come to stay. The earlier we 
embrace it, the better as it is the way to go from here. 

Thank you for listening and God bless you for 
honouring me with your presence.  
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PERSONALITY PROFILE AND SOCIODEMOGRAPHIC 
CHARACTERISTICS OF CONVICTED OFFENDERS IN A PRISON 

ENVIRONMENT: A COMPARATIVE ANALYSIS

ABSTRACT
Background:  Personality disorders may negatively impact on behaviour and attitudes. It is regarded as one of 
the most common disorders associated with crime. The need to understand the concept of personality disorders 
as it relates to homicide and non-homicide offending cannot be over-emphasized. The knowledge will help to 
improve correctional services in low and middle income countries

Objectives: Study aimed at comparing the difference between personality disorders and sociodemographic 
characteristics of homicide and non-homicide offenders. 

Methods: A case-control study design was employed with 102 male participants in each group of homicide and 
non-homicide offenders respectively. Each participant was interviewed using a questionnaire for ascertaining 
socio-demographic characteristics while their personality profile was assessed using Faschingbauer's 
Abbreviated Minnesota Multiphasic Personality Inventory (FAM).

Results:  It showed varying patterns of personality disorders with the antisocial type more prevalent in the 
non-homicide group while paranoid type was the dominant in homicide group. Socio-demographic variables 
such as; age (p=0.001), marital status (p<0.003) and occupation (p=0.001) significantly differed between the 
two groups.

Conclusion: The study demonstrated inherent patterns of personality disorders in both group of offenders 
which gives background knowledge on the possible reasons for offending. Consequently, this observation is of 
major relevance in policy formulation and programme implementation in crime control and correctional 
services.

KEYWORDS: Personality profile, Convicted Offender, Comparative analysis, Prison, 
Sociodemographic
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INTRODUCTION
ersonality is the aggregate of individual 
characteristics and manner of behaving which P

uniquely influences their cognition, motivation 
1and behaviour in various circumstances

2Larsen and  Buss  also defined personality as the 
set of psychological traits and mechanisms within 
the individual that are organized and relatively 
enduring and that influence his or her interactions 
with, and adaptation to the environment.
Prevalence of personality disorders is high in 
prison population when compared to the general 

3,4
population  and a Spanish study observed 30% in 

5
prison inmates .
Personality disorders (PD) are usually associated 
with poor psychosocial function, academic failure, 
unemployment and difficulties maintaining 
interpersonal relationships leading to the 
emergence of behavioural disorders, Substance 
use disorders among others resulting in criminal 

6,7behaviour . Although a diagnosis of personality 
disorder does not determine involvement in 
criminal behaviour, high rates of personality 

8
disorder have been found in prisons  and it has 
been proposed that offenders with a personality 
disorder may be at higher risk of committing 

9
serious crimes
Studies conducted in the developed world on 
personality disorders and offending have been 
published across the globe. Of the existing 
literature, the studies determined the prevalence of  

10,11personality disorders among offenders  while 
some limited the scopes of their studies to  specific 
p e r s o n a l i t y  d i s o r d e r s  a m o n g  p r i s o n  

12,13inmates/violent offenders . A major flaw from 
the studies is the fact that the type of offence was 
not put into consideration and a particular study 
even excluded violent offenders and those 
requiring segregation or maximum security 
placement because they could not be moved into 

12
testing area .
In Nigeria, few studies carried out within prison 
settings on personality disorders and offending 
have some notable gaps; a number of them 
assessed psychiatric morbidity in prison inmates 
with little or no consideration for personality 

14,15disorders , while those that considered 
16-18personality only assessed the traits . In all of 

these, none actually considered the influence of 
personality disorders on homicide and non-

14-18
homicide offending .
It is therefore in line with our considered objective 
at bridging the gaps in knowledge both in the 
developed and developing countries; we compared 
the relationship between personality disorders and 
sociodemographic characteristics among the 
homicide and non-homicide offenders.
The study will serve as a watershed in the areas of 
evidence based correctional services particularly in 
low income countries.

METHODOLOGY

Study Design and Location

This study is part of a larger PhD thesis research. 
The study design was case-control in nature 
involving 102 convicted male homicide and non-
homicide offenders respectively (all sample were 
males as only 3 female inmates were convicted for 
homicide offence and no female was convicted for 
non-homicide offence at the time of the study) to 
identify and compare factors that may contribute to 
their offence at the Jos maximum security prison, 
Plateau state Nigeria.
Sample size calculation: For case control studies
In this study homicide offenders were taken as 
cases while non-homicide offenders as controls. 
Using the formula for case control study, the sample 
size was calculated as: 

2 
r + 1 (P*)(1-P*)(Zâ + Zá/ )2

2                                                  r            (p – p )                                             1 2

The sample size was 101.6 which were rounded up 
to 102 per group. 
p  = 39% for homicide offenders Gibson (1975) and 1

19p  = 21% for non-homicide offenders .2

Sampling technique
In this study homicide offenders were taken as 
cases. This category included only offenders who 
committed murder. Non-homicide offenders were 
taken as the control group and crimes under this 
category included theft, robbery, burglary, assault, 
and fraud. The simple random sampling technique 
was used to select participants for the study per 
group after calculating the sample size. Within the 
prison environment, homicide offenders stay in a 
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different area from where other convicted 

offenders are accommodated. The location of the 

groups was therefore clear and a list was obtained 

for all the inmates in each group. For each group, a 

number was assigned to each potential participant 

and participants were randomly selected from their 

respective groups. 

Data collection
Every participant was given a questionnaire 

booklet  containing a sociodemographic 

questionnaire alongside the Faschingbauer's 

Abbreviated Minnesota Multiphasic Personality 

Inventory (FAM). Data was collected from 
th th

November 6  2017 to April 10  2018 (22 weeks). All 

questionnaires were originally in English. The 

sociodemographic questionnaire was translated to 

Hausa through iterative back translation for 

participants who could read and understand 

Hausa as it was a major language in the area in 

which the study was conducted. The FAM Hausa 

translation is discussed under instruments. 

Research assistants provided the necessary support 

to the non-literate participants in completing their 

questionnaires. For those literate they filled their 

questionnaires themselves. Each participant filled 

either the English or Hausa version depending on 

the language he understood well.

Instruments

Sociodemographic characteristic questionnaire 
A questionnaire for demographic data was 

designed by the researchers for pertinent data such 

as age, highest level of education, marital status, 

and employment status among others.  

Faschingbauer's Abbreviated Minnesota 
Multiphasic Personality Inventory (FAM)
The FAM consists of 166 items; it was primarily 
developed to create short scales using item factor 

20clusters . Its correlation with original MMPI 
ranged from 0.85 to 0.93, with 12 studies showing 
60% or more agreement with personality profile 
type. It has demonstrated good reliability with 

20, 21
respect to the standard MMPI . The FAM 
reasonably gives good estimate of the overall 
p r e s e n c e  o r  a b s e n c e  o f  p s y c h o l o g i c a l  
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22maladjustment  and administered easily. 

The short version of the Minnesota Multiphasic 
Personality inventory (MMPI)-the Faschingbauer 
Abbreviated MMPI (FAM) is the scale that was 
used to generate tests scores for the assessment of 
these disorders. FAM like MMPI asses personality 
and psychopathology on three (3) validity scales: 
Lie (L), frequency (F), and correction (K) and ten 
(10) Clinical Scales. 

FAM strengths:  FAM does not underestimate 
MMPI T – Scores. It estimates consistent profile 
validity and scale elevations. It is able to provide 
scale configuration such as Neurotic, psychiatric 
that excels that of a retest MMPI outcome. It takes 
approximately 35 minutes to administer and less 
time to score while, the standard 566, takes 100 
minutes to score.

Faschingbauer (FAM) – Hausa version: Hausa is 
the most widely spoken, written and read 
indigenous language in the Northern Nigeria. The 
Hausa translation of the FAM was done and 
standardized by Terzungwe in 1998. Strong 
positive correlations were found between the 
Hausa and English versions of FAM.

Analysis

Data was analyzed using the Statistical Package for 
Social Sciences (SPSS) version 20.0. The frequency 
distribution of these variables, means and standard 
deviation were calculated and a probability of 5% 
was regarded as statistically significant. The chi 
square test was used to determine the association 
between categorical variables that is the 
relationship between personality disorders, 
sociodemographic characteristics and criminal 
behaviour (homicide or non-homicide offense). 

RESULTS

Personality Disorder (PD) between homicide and 
non-homicide participants.
Personality disorder was found in 71 (70%) of the 
studied homicide participants subjects compared 
to 70 (69%) in non-homicide participants. 
Antisocial personality disorder was found in more
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than a half (54%) of the non-homicide participants with PD, while paranoid personality disorder was 
found more prevalent (43%) among the homicide offenders with PD with a statistical significant 
difference found between the two groups of offenders (Table 1).

Table 1:  Comparison of personality disorders between homicide and non-homicide offenders in Jos prison

Personality 
disorder (PD) 

                 Type offense ÷2 df P 

 Homicide Non homicide Total    

No PD 31(30.4) 32(31.4) 32(30.9) 23.831 2 *0.001 
Paranoid 44(43.1) 15(14.7) 59(28.9)    
Antisocial 27(26.5) 55(53.9) 82(40.2)    
Total 102(100.0) 102(100.0) 204(100.0)    

 
Key: significant*
Sociodemographic characteristics between homicide and non-homicide participants 

The study found more than half of studied homicide participants were within the age bracket 26 – 40 years, 
married and were employed before incarceration compared to the non-homicide participants with a 
significant association between the two groups (Table 2).  

Table 2: Association between socio-demographic characteristics and homicide and non-homicide 
               offenders in Jos prison 
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DISCUSSION
Personality disorder (PD) was found in about 
equal percentage in both homicide (69.6%) and 
non-homicide (68.6%) offenders (Table 1). 
However, paranoid personality disorder (PPD) 
was higher among homicide offenders compared 
to non-homicide offenders (Table 1). Antisocial 
personality disorder on the other hand was found 
to be more among non-homicide offenders 
compared to the homicide offenders. A statistically 
significant difference was found between 
homicide and non-homicide offenders (p = 0.001) 
with regards to their personality disorder profiles 
(table 1). The prevalence of PD in prison inmates is 
usually high and includes paranoid, borderline, 

23
antisocial personality disorders  as in the current 
study. 

Personality disorder is a psychological variable 

that affects all human behaviour in social and 

personal aspects of an individual's life and can be 

problematic for such persons due to maladaptive 

traits. Cluster A PDs which include PPD are often 

described in case reports of violent crimes with 

characteristics of persecutory ideation or 
23indifference to the suffering of others .  In 

individuals who commit violent crimes such as 

homicide and whose personality characteristics are 

primarily paranoid like the subjects with PPD in 

the current study; they likely 

23
belong to a variety of subtypes . These subtypes 

include: exhibition of pathological jealousy; 

extreme bigotry; persecutory ideations and grudge 

holding. Stone views spousal homicides as being of 

two types: it could be triggered by jealousy and 

perpetrated by those with PPD, or homicide that 

involves getting rid of a burdensome wife which 
23tends to involve a psychopathic offender . Other 

homicides by paranoid personality disordered 

offenders can also be triggered by grudges or 

righteous indignation resulting to an explosive 

attack.  According to Gilbert and Daffern 

integrating the contemporary psychological 

aggression theory and extant personality disorder 

and violence literature, they elaborated a link 
24

between violence and personality disorder.  The 

General Aggression Model (GAM) specifies 

various key constructs which are important in 

influencing aggression: maladaptive cognitions 

(these influence how an individual views, 

perceives and interpret the environment), 

aggressive behavioural script (through observing 

o t h e r s ) ,  a g g r e s s i v e - s u p p o r t i v e  b e l i e f s  

(appropriateness of behaviour in particular 

instances) and anger and affective arousal (which 

will serve as cue for the retrieval of cognitive 

schema and aggressive scripts). All above 

constructs are found in paranoid personality 

disorder going by the subtypes mentioned above.  
Another study conducted by Coid among 81 male 
prisoners found paranoid personality disorder in 
54 (67%) of the sample studied which was similar to 

25
what was found in the current study.  The study 
reported that inmates with paranoid personality 
disorder were found to be six times more likely to 
be violent against fellow inmates while in prison. 
Though the study found paranoid personality 
disorder to be associated with violence compared 
to non-violent inmates, the focus was on their 
behaviour whilst in prison and not on their 
offending behaviour in the community. However, 
it should be worthy of note that though personality 
disorder is enduring in nature it may not have been 
the only risk factor present at the time a crime was 
committed which resulted to imprisonment 
especially the fact that homicide offenders studied 
in the current study have been in prison for a long 
time and have been on death row awaiting 
execution. Another study among homicidal and 
non-homicidal sex offenders found personality 
disorder more in sexual murders especially 
schizoid personality disorder among this group of 

26
sexual offenders . The difference of the cited study 
with current study is the fact that it was among sex 
offenders and not as the sample in the current 
study. 
Antisocial personality disorder (ASPD) is the most 
prevalent PD found in the prison population. In the 
current study it was the commoner personality 
disorder found in 55 (54%) of the studied non-
homicide offenders. A study in Iran found ASPD as 
the most prevalent PD among prisoners followed 
by PPD.  Individuals with this disorder exhibit 
traits of impulsivity, high negative emotionality 
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and low conscientiousness, thus associated with a 
wide range of interpersonal and social disturbance 
which could include criminal behaviour. 

The current study found a significant relationship 
(p = 0.001) between the age groups of the homicide 
and non-homicide participants (table 2). The 
homicide participants were much older than the 
non-homicide participants in the study. More of 
the homicide subjects were between the age group 
of 26-40 years while the non-homicide participants 
had almost equal percentage within the age group 
of 25 years or younger and 26-40 years (table 2). 
Studies have typically reported that certain 
offenses show their peaks at younger ages; 
examples are crimes such as vandalism, robbery, 

27
arson, petty theft, burglary and drug violations . 
Violent crimes such as homicide tend to have 
somewhat older age distribution which is similar 
to what is found in the current study. Older age of 
homicide participants found in the current study 
could also be due to the long duration of prison stay 
of some of the studied participants as all the 
homicide participants are on death row and could 
have been in prison for a long duration of time 
without execution of sentence.
More Christians were found in both groups 
studied with a significant relationship (p = 0.001) 
amongst the two groups. These finding could be 
possible because though the prison is a maximum 
security prison with inmates from different parts of 
the country, most of the inmates are from the 
immediate environment which has a predominant 
Christian population, which is likely the reason 
why the Christian population dominated in the 
two studied groups. On the other hand published 
information and statistics concerning religious 
practice and crime rate point to certain regularities, 
namely, the fact that the crime rate is the lowest, 
where level of religious practice (attending church) 

28 is highest this finding is in contrast to the findings 
from our study. 
In every society, the role of religion in creation of 
religious commitment, culture of endurance in the 
face of criminal temptation and cohesiveness and 
social interaction should be considerable. Yet, 

29
according to Mirkhalili  if these measures do not 

affect some individual and he still goes on to 
commit a crime, then a situation should be made 
which makes realization of the criminal act more 
difficult, risky or impossible. 

It is widely believed that marriage confers some 
measure of responsibility on an individual, and 
reduces the tendency to commit crime because of 
the fear of societal response to the act. A significant 
association (p = 0.009) was found between 
homicide and non-homicide participants subjects 
in the current study with regards to marital status. 
Our study found more married homicide 
participants compared to the non-homicide 
participants. This finding could suggest that the 
relationship between marriage and crime is more 
far reaching than previous studies have indicated 
which will require further investigation. This is in 
contrast to a recent Nigeria study which found no 
significant relationship between marital status 
variables and nature of crime committed among 

3 0
prisoners in southern-west Nigeria . In 
criminology the marriage effects is one of the most 
studied topic with the contemporary consensus 
that marriage promote desistence from crime 

31especially violent crime like homicide . However, 
literature in criminology has been insensitive to the 
reality that entering a marital relationship does not 
confer a total change in the behaviour of an 

31individual . 
Another study in India among violent and non-
violent offenders found a similar result to the 
current study. More married offenders were found 
among the violent group (66.7%) compared to the 
non-violent group (33.3%), though no difference 
was found among the two groups. Authors of the 
study concluded that marriage is a crucial factor in 
the understanding of an individual's most intimate 
and important interaction. However, any sense of 
failure, frustration, or victimization on this area 

32may lead to an usual behaviour . 
The study didn't find any significant difference in 
the educational statuses (p = 0.095) between the two 
studied groups. However, in both groups more 
than 4 in 10 of the participants had above primary 
school education at least and likely dropped out of 
school from that level (Table 2). 
Two main reasons were given for the negative 
correlation between academic achievement and 
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violence. These are theoretical and also point to a 
stronger associat ion between academic 
achievement and violence than between academic 

33
achievement and non-violence . Firstly, a study 
reported a close association between intelligence 

34
and academic achievement  and intelligence 
deficits have been linked to violent behaviour in 

35, 36, 37adults in several studies . In studies comparing 
violent and non-violent offenders, violent 
offenders were found to have significantly lower 

38, 39IQ scores than non-violent offenders . Some of 
the reasons why intelligence is thought to be 
negatively associated with violence include the fact 
that those with low intelligence may have weaker 

40skills in dealing with complex problem solving , 
which makes it difficult to choose non-violent 
options in a complex encounter. Other studies also 
reported that individuals with low intelligence are 
less able to understand the inner workings of other 

41, 42persons  which is associated with empathy hence 
42their violent acts .  

Employment status was also related significantly 
(p = 0.001) to the two groups of offenders. The 

study found more homicide participants to be 

employed before incarceration, most of whom 
were farmers in Group 4 of the International 
Labour Organization classification of occupation. 
Majority of the non-homicide offenders were 
unemployed and doing menial jobs. The lack of 
employment could drift an individual to a lower 
social class. The increase in gap between different 
social class levels causes an increase in inequality 
between people. Inequalities do not cause a growth 
in crime among the wealthy but it has higher 
impact on criminal behaviours of those who are at 

16
the lower social class . 

Conclusion
The study has been able to answer the intended 
research questions and copiously established the 
significant differences that existed in the 
personality disorders of homicide and non-
homicide offenders most especially as it relates to 
offending. Therefore, clinicians should particularly 
place much emphasis on the assessment of 
personality disorders and its prompt management 
in patients so as to potentially mitigate offending or 
recidivism among prospective offenders that 

might have contacts with treatment facilities. 
Furthermore, certain sociodemographic variables 
as previously highlighted could serve as 
modifiable factors in both prevention and 
prediction of criminality in personality disorders.
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Abstract

There is an upsurge in pediatric oncology cases seen worldwide with a commensurate improvement in 

survival. Infant tumors are a subset of this group and are more challenging to treat. There is a dearth of data 

in Nigeria largely due to the absence of a dedicated pediatric population-based cancer registry. The aim of 

this review was to document the prevalence as well as outcome of malignant infant tumors seen at the Lagos 

University Teaching Hospital over a thirty-month period. This was a retrospective audit from January 

2015 till June 2017 at the pediatric oncology ward of the Lagos University Teaching Hospital. Data was 

entered into Microsoft Excel spreadsheet and exported into SPSS Version 20 for analysis. There were 15 

infants among the 178 children seen in the study period corresponding to 8.4% with a slight male 

preponderance, 1.1:1. The commonest tumor seen was retinoblastoma that accounted for 53.3% of the 

study population. Majority of the infants had unilateral disease. All the infants who had bilateral disease 

died. All the patients with rhabdomyosarcoma defaulted after some courses of chemotherapy and no patient 

with neuroblastoma survived.

Mortality rates and treatment abandonment were very high among infants with malignancies. The lack of a 

robust national health insurance policy is a major contributing factor.

KEYWORDS: Infant, tumors, retinoblastoma, nephroblastoma, rhabdomyosarcoma
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INTRODUCTION

ediatric oncology cases are increasing 

worldwide with an estimated 250,000 cases P
1 annually. An estimated 80% of these new 

diagnoses occur in Low to Middle income countries 
1 

(LMIC). Despite the increasing number of pediatric 

oncology cases in LMIC, survival rates hover 

around 25% when compared with the over 80% in 
1 

the resource endowed nations. There is only one 

population based pediatric cancer registry in 
2Africa.  Thus, most of the data generated for 

pediatric oncology are hospital based data. 

T h e  c l i n i c a l  p r e s e n t a t i o n ,  h i s t o l o g i c  

manifestations, anatomical sites and clinical course 

of cancers differ significantly between infants and 
3,4 

older children. The etiology of infant cancers may 

be linked to aberrant prenatal or early post-natal 
5genetic insults.

Infants comprise 2.14% of the overall population of 
6the country  and though the rates of cancers in this 

7age group have been reported to be low , the figures 

for Nigeria are not known due to the paucity of data 

as well as the absence of a population-based 

childhood cancer registry. 

This review though hospital based focused on the 

prevalence of malignant infant tumors and their 

outcome at a tertiary hospital in Lagos, Nigeria.

Materials and Methods

This was a retrospective, descriptive study from 

January 2015 to June 2017. The study location was 

the Pediatric Hematology/Oncology ward of the 

Lagos University Teaching Hospital, Idi-Araba, 

Lagos, Nigeria. This is one of the major teaching 

hospitals in Nigeria and one of the two teaching 

hospitals providing pediatric oncology services to 

Lagos state and environs. The clinical notes of the 

patients were reviewed for demographic data as 

well as clinical information and the information 

obtained was inputted into a proforma. The 

diagnoses of the tumors which were confirmed 

histologically were obtained from the notes. The 

treatment protocol was documented for all 

confirmed patients. The outcome was classified as 

survived, on treatment, abandoned treatment and 

deceased. Those patients who abandoned 

treatment received phone calls from the unit at the 

time of therapy as per unit protocol. The outcome of 

the calls was documented in the notes. Less than 

25% of those called responded to the calls and all the 

children had died. Those whose phone numbers 

could not be reached were classified as abandoned 

treatment. Patients who were on admission at the 

time of compilation were described as on 

admission. All information was entered into a 

Microsoft Excel spreadsheet and exported into SPSS 

20 for analysis. 

Results
A total of 178 children were seen at the oncology 
ward in the period under review. The number of 
infants seen over the period were 15, representing 
8.4% with a male to female ratio of 1.1:1. The mean 
age was 5.87 months with age range between 1 
month to 12 months. Twelve months was the most 
common age at presentation.
The most commonly occurring infant malignancy 
diagnosed in the hospital in the period under 
review was Retinoblastoma which accounted for 
53.3% of the malignancies diagnosed with 25% of 
these tumors been bilateral in origin. 13.3% of the 
t u m o r s  w e r e  n e u r o b l a s t o m a  a n d  
rhabdomyosarcoma respectively. Variations in 
distribution of presentation were noted over the 
months; there was no identified pattern (peaks or 
troughs) noted over the months while data could 
not be collected for two months due to an industrial 
action. Only two patients had health insurance.

Type of infant tumor  

Retinoblastoma  
Neuroblastoma  
Rhabdomyosarcoma  
Leukemia  
Wilm’s tumor  
Osteosarcoma  
Total 15 (100)

Frequency n=15(%)  

8 (53.3)  
2 (13.3)  
2 (13.3)  
1 (6.7)  
1 (6.7)  
1 (6.7)  
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Fig 1: Age & Sex pattern of infants

Fig 2: Outcome of infant tumors

Fig 3: Pattern of outcome of infants with Retinoblastoma

Fig 4: Outcome of infants with Rhabdomyosarcoma

There was 100% mortality associated with 
neuroblastoma in the series.

Discussion
It is generally accepted that most tumors that 
manifest in infancy are as a result of genetic 
alterations which are commonly prenatal or 

5perinatal. In this review, most of the patients were 
older than six months at presentation. (see Table 1) 
This is comparable to a report from the United 
States where the median age for a review of infants 

8
with Rhabdomyosarcoma was 7.4 months.  This 
early presentation supports the assertion that 
malignant tumors in infancy are mainly due to 

9
genetic alterations . The most common malignant 
infant tumor in this review was retinoblastoma 
which has been reported to occur commonly as a 

10 result of either genomic or somatic mutations. (see 
Table 1) This is unlike what has been reported from 

3,7 
some other registries among infants. In a report of 
the pediatric cancer registry in South Africa, 
retinoblastomas were not as common as leukemias 

11 
or nephroblastomas. The disparity in our report 
may be due to the fact that this is a hospital based 
report from one institution and is thus limited. 
Among the children with retinoblastoma in this 
review, most had unilateral unifocal disease which 
is usually attributed to somatic mutation with 

12better outcome.  Approximately half of the 
patients with unilateral retinoblastoma were alive 
two years post treatment. (see Figure 3) The 
recorded mortality was among those with bilateral 
disease who also had intracranial extension and 
intracranial extension has been described as an 
important predictor of mortality among those with 

13retinoblastoma.  The patients with bilateral disease 
presented earlier than reports from most parts of 

14,15 the developing world. However, despite the 
seemingly early presentation, the patients 
succumbed to the disease. This may not be 
unconnected with lack of better modalities of 
treatment that are unavailable at present, including 
access to health insurance, prevailing poverty as 
well as cultural and religious beliefs which are 
important determinants of survival. The presence 
of health insurance has been reported to contribute 
to improved survival statistics among infants with 
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16 malignancies. In this review, only 2 of the patients 
had some form of health insurance corresponding 
to 13% of the study population. Most patients in the 
more endowed nations present with intraocular 

17disease  which is usually as a result of improved 
screening programs as well as a more robust 
healthcare system unlike what is available in 
resource constrained settings. Furthermore, care is 
usually borne by health insurance, unlike what is 
available in Nigeria where majority of parents pay 

18
out of pocket.  
Neuroblastoma accounted for less than a quarter of 
the patients seen in the cohort under review unlike 
in western nations, where it has been described as 

19 the most common intracranial tumor of infancy.
However, this report is similar to the report from 
Taiwan where extrcranial neuroblastoma was not 

20 common among the infants. Unfortunately, the 
patients seen in this cohort all died .It has been 
reported that advanced disease is a poor 
prognostic marker and the two infants( both died) 

2 1had  advanced  d i seae .  The  in tens ive  
chemotherapy, immunotherapy and stem cell 
rescue therapy which has been reported to 
improve survival to about 50% are not possible in 
Nigeria due to poor infrastructure and support 

21,22services.
Rhabdomyosarcoma is the commonest soft tissue 
sarcoma in children and it is not very common 

8amongst infants.  However, it was the most 
common soft tissue sarcoma seen among infants in 
Lagos. (See figure 4) Both patients with 
rhabdomyosarcoma had embryonal histologic 
tumors located in the head and neck. However, no 
cytogenetics were performed for the patients. 
Unfortunately, both patients absconded from 
treatment after receiving two and three courses of 
treatment respectively. This drop-out may not be 
unconnected with the rapid resolution of the 
swellings coupled with the improved health of the 
infants. Thus, the parents commonly assume the 
children are better and do not need more courses of 
chemotherapy. It is evident that ignorance and 
poverty are still prevailing problems in Sub-

23,24
Saharan Africa.
There were fewer cases of nephroblastoma and 
osteosarcoma in this review when compared with 

American and Asian registries that reported more 
3,7

cases of these malignancies. This low figures may 
be due to the fact that this is a hospital-based review 
unlike data from registries. (See Table 1)
Unlike what was reported in most other cohorts, 
there was no case of brain tumor among the patients 

3,7 
seen over the thirty-month period. The other 
reports were from population-based cancer 
registries while this is a case-based report from the 
hospital. It is not unlikely that the patients may 
have presented to other healthcare facilities in 
Lagos. 

Conclusion
In conclusion, infant tumors are not uncommon in 
Lagos with retinoblastoma as the commonest infant 
tumor. There is still a high prevalence of treatment 
abandonment as well as mortality. A lot of work 
still needs to be done to improve health insurance 
coverage including provision of paediatric 
oncology services which may improve outcomes. 

Conflict of Interest: The authors declare no conflict 
of interest

Financial Disclosure: The authors have none to 
declare

REFERENCES
1) Kellie SJ, Howard SC. Global child health 

priorities: what role for paediatric 
oncologists? Eur J Cancer 2008; 44 
(16):2388-96

2) Stefan DC, Shalongo S, Ribeiro R. Twinning 
in pediatric oncology- an African 
experience. S Afr Med J 2012; 102:28-
29

3) Gurney JG, Smith MA, Ross JA. Cancer 
among infants. In: Ries LAG, Smith 
MA, Gurney JG, Linet M, Tamra T, 
Young JL, Bunin GR, editors. Cancer 
Incidence and Survival among 
Children and Adolescents: United 
States SEER Program 1975–1995. 
Bethesda, MD: National Cancer 
Institute, SEER Program. NIH Pub. 
No. 99–4649; 1999. pp. 149–156

AUDIT REPORT: PREVALENCE AND OUTCOME OF MALIGNANT ...

Nig Del Med J 2019; 3(2): 43-48



Page 47

NIGER DELTA MEDICAL JOURNAL

      infant cancers. Br J Cancer Suppl. 
1992;18: S2–4

5) Buckley JD. The aetiology of cancer in the 
very young. Br J Cancer Suppl. 
1992;18: S8–12.

6) National Population Commission, Census 
f i g u r e s .  A v a i l a b l e :  
www.population.gov.ng/core-
activities/surveys/dataset/2006-
phc-priority-tables/

7) Taiwan Cancer Registry, Health Promotion 
Administration, Ministry of Health 
a n d  W e l f a r e ,  T a i w a n .  
Available:https://www.hpa.gov.t
w/EngPages/Detail.aspx?nodeid=

th1061&pid=6071 last accessed 29  
April 2019.

8) Malempati S, Roderberg DA, Donaldson 
SS, Lyden ER, Anderson JR, 
H a w k i n s  D S  e t  a l .  
Rhabdomyosarcoma in infants less 
than one year of age: a report from 
the Children's Oncology Group. 
Cancer 2011; 117(15): 3493-3501

9) Zangari A, Zaini J, Gulìa C. Genetics of 
Bladder Malignant Tumors in 
Childhood. Current genomics  
2 0 1 6 ; 1 7 ( 1 ) : 1 4 - 3 2 .  d o i :  
10.2174/13892029166661510142219
54 [published Online]

10) Cowell JK. The genetics of retinoblastoma. 
Br J Cancer. 1991 Mar. 63(3):333-6

11) Erdmann F, Kielkowski D, Schonfeld SJ, 
Kellett P, Stanulla M, Dickens C. et 
al. Childhood cancer incidence 
patterns by race sex and age for 2000 
-2006: A report from the South 
African National Cancer registry. 
IJC. 2015;136(11): 2628-39

12) Brinkman TM, Merchant TE, Li Z, Brennan 
R, Wilson M, Hoehn ME, et al. 
Cognitive function and social 
attainment in adult survivors of 
retinoblastoma: A report from the 
St. Jude Lifetime Cohort Study. 
Cancer. 2014 Nov 24.

13) Singh AD, Shields CL, Shields JA. 
P r o g n o s t i c  f a c t o r s  i n  

retinoblastoma. J PediatrOphthalmol 
Strabismus. 2000 May-Jun. 37(3):134-
41; quiz 168-9

14) Khan SJ, Inayat N. Pediatric retinoblastoma 
presentation in a regional cancer 
center in Pakistan. J Cancer Allied 
Spec. 2017;3(2): 1-4

15) Nyaywa M, Chipalo-Mutati G, Chintu C. 
Mode of presentation, management 
and outcome of retinoblastoma 
treatment at University Teaching 
Hospital. Med J Zambia. 2016;43(4): 
216-23

16) Cheng TM. Taiwan's new national health 
insurance program: genesis and 
experience so far. Health Aff 
(Millwood). 2003;22: 61–76

17) Abramson DH, Schefler AC, Dunkel IJ, et al. 
Pediatric Ophthalmic Oncology: 
Ocular Diseases. In: Kufe DW, 
Pollock RE, Weichselbaum RR, et 
al., editors. Holland-Frei Cancer 
Medicine. 6th edition. Hamilton 
(ON): BC Decker; 2003.

18) Adegoke SA, Abioye-Kuteyi EA, Orji EO. 
The rate and cost of hospitalization 
in children with sickle cell anaemia 
and its implications in a developing 
economy. Afr Health Sci. 2014 Jun; 
14(2): 475–480

19) Stiller CA, Parkin DM. International 
Variations in the incidence of 
neuroblastoma. International Journal 
of Cancer. 1992. 52:538-543.

20) Hung G-Y, Horng J-L, Yen H-J, Lee C-Y 
Infant Cancer in Taiwan: Incidence 
and Trends (1995-2009). PLoS ONE 
2 0 1 5 ; 1 0 ( 6 ) :  e 0 1 3 0 4 4 4 .  
https://doi.org/10.1371/journal.p
one.0130444

21) Haupt R, Garaventa A, Gambini C, Parodi 
S, Cangemi G, Casale F. et al. 
Improved Survival of Children with 
Neuroblastoma Between 1979 and 
2005: A Report of the Italian 
N e u r o b l a s t o m a  R e g i s t r y .  J  
ClinOncol. 2010 Mar 29.

AUDIT REPORT: PREVALENCE AND OUTCOME OF MALIGNANT ...

Nig Del Med J 2019; 3(2): 43-48



Page 48

NIGER DELTA MEDICAL JOURNAL

22) George RE, Li S, Medeiros-Nancarrow C, 
Neuberg D, Marcus K, Shamberger 
RC. et al. High-risk neuroblastoma 
treated with tandem autologous 
peripheral-blood stem cell-
supported transplantation: long-
term survival update. J ClinOncol. 
2006 Jun 20. 24(18):2891-6

23) Federico SM, McCarville MB, Shulkin BL, 
Sondel PM, Hank JA, Hutson P, et 
al. A Pilot Trial of Humanized Anti-
GD2 Monoclonal  Ant ibody 

AUDIT REPORT: PREVALENCE AND OUTCOME OF MALIGNANT ...

( h u 1 4 . 1 8 K 3 2 2 A )  w i t h  
Chemotherapy and Natural Killer 
C e l l s  i n  C h i l d r e n  w i t h  
R e c u r r e n t / R e f r a c t o r y  
Neuroblastoma. Clin Cancer Res. 
2017 Sep 22.

24) Ahmed H. Effects of poverty on child health 
and pediatric practice in Nigeria: 
An overview. Ann Afr Med. 2007;6: 
142-66

25) Ameh VY. A theme issue “by, for and about' 
Africa. BMJ. 2005;330: 684

Nig Del Med J 2019; 3(2): 43-48



1,2 1 3 1 
 Olusola O. Akanbi,  Olawale A. Olakulehin, Olufemi G. Habeeb, David A. Onilede,  

4 5 
 Julius G Olaogun, Oyintonbra F.  Koroye

   
1Surgery Department, Ladoke Akintola University of Technology Teaching Hospital, 

Ogbomoso, Oyo state.
2Bowen University Teaching Hospital, Ogbomoso, Oyo State

3Surgery Department, University of Ilorin, Ilorin. Kwara State.
4Surgery Department, Ekiti State University, Ado-Ekiti, Ekiti State.

5Surgery Department, Niger Delta University, Bayelsa State.

MENTORING IN SURGERY: A CRITICAL APPRAISAL

MENTORING IN SURGERY: A CRITICAL APPRAISAL

CORRESPONDENCE:

Olawale A. Olakulehin

Surgery Department

LAUTECH Teaching Hospital, Ogbomoso

Email: oaolakulehin@gmail.com

GSM: +234 8033972361  

 ABSTRACT

Mentoring is an important and valuable aspect of professional development in medicine, and forms a sound basis for 

professional advancement and career satisfaction. This vital aspect of surgical training seems to be lacking in many 

residency programmes. We thus briefly reviewed the concept of mentoring programmes; highlight the benefits and its 

limitations, and ways on minimizing the negative mentoring experience. Though mentee experience may be positive 

or negative, however the negative experience can be minimized through adherence to rule guiding selection of the 

dyad. Through mentorship, surgical trainees acquire the skills necessary to practice as surgeons and also to cope with 

various challenges associated with the surgical profession. We therefore advocate for introduction of a structured 

mentoring program.
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INTRODUCTION
Mentoring is an important aspect of professional 
development in medicine, and more especially in 
surgical training. Mentoring is defined as “a form 
of relationship where a more experienced senior 
member (mentor) of a profession, provides career-
related and psychological support to a less 
experienced protégé (erroneously called mentee) 

1for the purpose of career development.”  this form 
of relationship between senior and junior 

professional colleagues has previously been shown 
to be beneficial in medical career and many other 
professions by guiding a junior member of the 
profession along a proper career trajectory path, 

2-4
and thus reduces career missteps.  Early 
mentoring relationship has also been shown to 

5
improve productivity and career satisfactions.  
Mentoring programmes seem to be in a poor state in 
most developing nations and  undocumented 
observations reveal there is complete lack of such      
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programmes in postgraduate surgical residency 
training in Nigeria, this  findings are in contrast to 
what is obtainable in many developed nations such 
as, the United State of America, where many 
institutions presently run a structured mentoring 
program  in which every trainee is assigned to a 
mentor who is a senior faculty member and 

1 expected to meet the trainee on a regular basis. The 
benefits and advantages of this form of relationship 
seem to be untapped in surgical residency training 
in Nigeria and many sub regions in Africa. We thus 
briefly examined the concept of mentoring and its 
benefits.  

HISTORICAL BACKGROUND
The term mentoring originated from the Greek 
language and simply means “enduring” while the 
term mentor was gotten from a Greek mythology 

th
which has it that, circa 12  century, (1194-1184 BC) 
before Odysseus set out on an epic journey to fight 
in Troy; he assigned his counselor, Mentor as the 
guardian for Telemachus his son. Mentor's 
responsibilities were to take care, educate, nurture 
and bring Telemachus up. Mentor eventually 
raised Telemachus successfully until he attained 
his rightful position in the world. This form of 
arrangement has since then been termed mentoring 
and the guardian eponymously called Mentor.
This form of arrangement was the initial 
unstructured way of training surgeons, where 
“surgeon to be” would work as an apprentice 
under an established trained surgeon (master/ 
“mentor”) until he acquired enough surgical skills 
to the satisfaction of his master (mentor) and is later 
allowed to practice the art of surgery without 
supervision. A similar model of training was 
employed in England for over 400 years, where 
established trained surgeons taught surgical 
trainees until the trainees were deemed fit to write 
c e r t i f i c a t i o n  e x a m i n a t i o n  b a s e d  o n  

6recommendations.     
Circa 1904, William Stewart Halsted, the father of 
modern surgery and the inventor of modern 
surgical  residency training program,  proposed 
and designed a structured and formal surgical 
residency training program that had curriculum 
based in Johns Hopkins Hospital, in the United 
State of America, which  gradually evolved and 

replaced the unstructured master-apprentice 
2,5,7model of “training surgeons.”  In this model the 

trainees were to be trained in human anatomy, 
surgical skills and research under the supervision 

3
of trained surgeons and other teachers.          
The Halstedian apprenticeship model of training 
also recognized the role of mentoring in surgical 
training, whose mantra is “see one (as apprentice), 
do one (confirming the expertise), and teach one (as 

4, 8 “master/mentor”).”  A mentor in modern day 
contemporary world is seen as a senior member of a 
profession who is more knowledgeable and 
expected to be trusted in counseling and guiding 
the younger members (protégé) of the profession, 
in order to facilitate the protégé's achievement, and 
ethical standards of the profession without career 
missteps or undue delay en-route to the peak of 
professional career. In medical profession, a 
mentor is expected to assist the protégé in clinical, 
education, social, and political networks by 
functioning as an adviser, networker, teacher and 

9role model.

MENTORSHIP

Mentorship, the state of being in a mentoring 
program, whether structured or unstructured 
is an important and valuable aspect of 
professional development in the medical 
career and forms a sound basis for professional 
advancement and career satisfaction of 
surgical resident trainees in academic and 
clinical surgery, and the medical profession at 
large. With effective mentorship and 
mentoring system a protégé is expected to 
acquire knowledge and unbiased interest in a 
chosen professional specialty as a mentor is not 
expected to forcefully coerce or influence 
protégé's choice of professional specialty. This 
characteristic of a good mentor, and 
fruitfulness of mentorship can be exemplified 
by William Halstead and his protégé, who's 
protégé (Harvey Cushing) established the 
specialty of neurosurgery; a specialty that 

10differs from that of his mentor.  The process of 
acquiring such knowledge and other 
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professional ethics from the mentor must be hitch-
free and barrier-free to aid smooth two ways 
communication flow between the mentor and the 
protégé. The mentor- protégé's relationship is not a 
passive relationship but it requires interest, hard 
work and cooperation between the mentor and the 
protégé as previous studies have shown that lack of 
interest and motivation, lack of skill and valuable 
knowledge by the mentor, poor contributions from 
both the mentor and protégé, and conflicts of goals 
are recognized potential factors associated with 
failed mentor- protégé's relationship.  The benefits 
of mentoring program were further substantiated 
by some researchers who argue that success of 
individuals in a chosen profession whether 
technical, professional, or managerial field are 
often dependent on participation in a mentoring 

11, 12
relationship.  Surgical trainees; as medical 
students, residents, and even the qualified younger 
members of the faculties need mentors to learn 
from, due to the uniqueness of surgical 
environment and requirements at various stages of 
the profession. The positive experiences of 
mentoring has previously been shown through 
some studies,  as an important factor that 
determine success and  satisfaction  in medical 

14,15
career,  and mentored trainees often tend to set 
higher life goal in their careers as compared to non-
mentored trainees. In a similar wave, lack of 
mentoring for women has also been shown to delay 
women advancement at a rate commensurate with 
that of men, who were mentored by men in 

15, faculties as reported from some previous studies. 
17-19

TYPES MENTORING PROGRAMMES

Structured mentoring programmes: These are a 
type of mentoring programmes whereby an 
institution or organization specifically assigns a 
junior member of similar profession (protégé) to a 
senior member (mentor) with progressive 
evaluation of the relationship.

Unstructured programmes: In these programmes, 
a protégé either chooses his mentor or a mentor 
chooses his protégé by natural design or by chance. 
This often occurs when a junior member of the 

profession exhibits some certain characteristics or 
attributes of interest to a senior member of a similar 
profession, or by virtue of socio cultural, religious 
or racio-ethnic factors.

PSEUDO-MENTORING
This is a form of relationship whereby mentees  
chose their mentors without the knowledge and 
awareness of their chosen mentors to perform such 
roles. This form of mentoring is prone to failure 
from the outset, because direct guidance and 
contributions from the chosen or perceived 
“mentor” is unlikely to occur. This form of mentor-
protégé relationship would rather be termed by the 
authors as pseudo-mentorship and such mentors are 
regarded as perceived mentors; where the mentors are 
not aware of whom their protégés are. This factor 
was previously recognized as important reason for 
failed mentor-protégé relationship, as a result of 
failure of contributions from one or both end of the 
relationship. The mentor- protégé relationship 
requires a full and mutual understanding of 
existence of such relationship by both the mentor 
and protégé with full understanding of the roles. 
Such relationship must also be voluntary and not 
through coercion as this is bound to fail from 
outset.

BENEFITS OF MENTORING AND POSITIVE 
MENTORING EXPERIENCE
Surgical residency training without incorporation 
of mentoring program will not produce surgeons 
of highest quality as expected from Halsted system 
of residency training. Quoting William S. Halsted, 
such system with mentoring programmes should 
“produce not only surgeons, but surgeons of 
highest types, men who will stimulate the first 
youth of our country to study surgery and to 
devote their energies and their lives to raising the 

23standard of surgical services.”  To produce 
surgeons of such qualities, mentoring programme 
will be an indispensable and vital component of 
surgical residency training, as regular didactic 
teaching and epileptic forms of advice from senior 
members of the profession to the surgical residents, 
and junior members of the faculties will not replace 
proper mentorship relationship expected from a 
mentoring program. 
The aim and goal of mentoring relationship is 
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dynamic and often a function of the need of the 
protégé and can change as the protégé moves up 
the echelon of his or her carrier. At the beginning of 
the relationship, the role of a mentor may 
sequentially involve identifying career and career 
goals, developing mode and manner of achieving 
the goal, guidance about the demand of the 
profession and research advice while in training.  
After the training the roles may change, and 
involve assisting the protégé in preparing and 
organization of résumé, curriculum vitae and 
assisting in gaining employment and possibly in 
gaining research grants. 

 Many studies have documented the benefits of 
mentoring to organization/ institution, protégé, 
and mentor. Organization/ institution benefits 
includes; improved integration and organization 

24,25
socialization,  reduction in turnover intentions, 
26-28 improved dedication to organization, better job 
satisfaction; the benefits to the protégé include 

28
greater recognition, career satisfaction  and higher 

29-32 ,promotion rate. Furthermore,  beside learning 
how to achieve career advancement strategies 
through avoidance of career missteps, the protégé 
will also learn some “hidden curriculum” of the 
profession, unwritten rules and techniques of the 
profession. Other protégé benefits include 
acquisition of necessary skill in; writing of research 
proposal and articles as well as sourcing for grants 
to carry out research, management and resolution 
of conflict, knowledge and how to deal with failure 
and hindrances, and negotiation skill among 

33-35others.  The power of negotiation skill is very 
important in surgical residency training in 
developing countries as surgical trainees are often 
confronted with several difficulties in their day- to- 
day practices due to some peculiarities of work 
challenges encountered in these countries.  Some 
of the authors also experienced such challenges 
while in training and are still experiencing it. Such 
negotiating skill include skills to get investigations 
done, retrieving blood from blood banks against all 
the odds  and finding one's way through in the 
operating room among the staff when planning for 
surgery especially during off hours. The process of 
learning and acquiring such aforementioned skills 
are often in a friendly and risk free environment 
without the influence of work pressure and master-
servant barriers. These benefits if at all will be 
gained by non-mentored trainees will be through 

trial and error approach and will take a longer time 
to realize.
The mentoring program also accord the mentor 
some benefits such as satisfaction with protégé's 

36career developmental achievement,  it also affords 
the mentor to share and learn from the protégé , the 
relationship also drive the mentor to the trend of 
current research and professional techniques. Also, 
the ovation and recognition given to the protégé 
and the eventual rise to the top echelon of the 
professional career serves as a source of joy to the 
mentor. These are often expressed when a mentor 
pronounced such statement as “he's my boy I 
trained him”. Also, recognition of roles of mentor 
has led some professional organization to allocate 
continuing professional development point (CPD) 

37
to mentors in recognition of their activities.   

DEMERIT OF MENTORING AND NEGATIVE 
MENTORING EXPERIENCE  
From the socio-psychological point of view all 

38-39relationships have positive and negative effects,  
a view point that does not exclude mentor-protégé 
relationships.  Though mentoring is associated 
with many benefits it's not completely devoid of 
negative effects and experiences such as abuse, 
jealousy, among other factors as identified by 

1,40 Levison et al and Kram.  Another dimension to 
previously highlighted negative experiences was 
the belief of some residents in our study that 
mentoring would rather have more negative effects 
on their professional advancement and thus 
believed that the risks of mentoring outweighs its 
benefits and preferred not to have a mentor. The 
main reason for such negative view of such 
residents towards mentoring is the fear that they 
may be victimized if conflicts should exist between 
their mentor and other senior members of the 
faculties who may be involved in their professional 
advancement.

Factors responsible for negative mentoring 
experiences may be related to protégé or mentor 
behavior or both. The common causes of negative 
mentoring relationship from protégé perspectives 
include mentor's unavailability, exploitation, and 
too much demand from mentor with subsequent 
feeling of inability to meet the mentor's demand 
and negative personalities and behavior of the 
protégé.
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S i m i l a r l y ,  p r o t é g é  u n d e r p e r f o r m a n c e ,  
interpersonal problems and destructive relational 
patterns were previously recognized factors from 
mentor's perspectives as causes of dysfunctional 
mentoring relationship. Negative mentoring 
experience was classified into five broad groups or 
metathemes, which are poor match within the 
dyad, distancing behavior, manipulative behavior, 
lack  of  mentor  exper t i se  and genera l  
dysfuctionality. According to study the most 
common reported metatheme was poor match 
within the dyad, which is due to wrong fit in the 
mentor-protégé dyad. And this often is caused by 
differences in values,  work-styles  and 
personalities. Distancing behavior is due to lack of 
interest in protégé career. Such behaviors manifest 
in form of neglect (lack of feedback), self-
absorption (preoccupation with one's career 
progress and promotion only through self serving 
action). Manipulative metatheme was further 
divided into two themes. The first was described as 
position power, which is a form of tyranny with 
power intoxication and unbalanced delegation of 
works inform of under- or overwork or 
unwarranted works.  The second theme, involves 
playing politics, wrong uses of position of 
authorities such as taking credit for protégé's 
accomplishments, destructive act against protégé 
and lying against protégé. Lack of mentor expertise 
was further divided into two groups: technical 
incompetency (alien to latest research methods and 
conventions) and interpersonal incompetency 
(poor act of communication skill). The fifth theme 
known as general dysfuctionality include mentor 
personal  mal-behavior such as alcohol 
consumption resulting in intoxication and 
improper behavior or  mentor's family conflicts 
and mentors with wrong or poor attitude towards 
their job. All the five metathemes have tendency 
individually or in combination to lead to negative 
mentoring experiences. The negative mentoring 
relationship must be recognized early; as such 
experiences can lead to psychological disturbance, 
decrease job satisfaction and complete loss of 
interest in such relationship in future. This 
dysfunctional mentoring relationship often occur 
when the need are not met or one or both partners 
are being stressed. It must be noted that the 

negative mentoring experiences as described by 
Eby et al is a continuum. And the continuum 
indicates a spectrum of relational conflicts from 
mild, as in poor match within the dyad and general 
dysfuctionality (where the mentor is not 
intentionally evil), to more dangerous and severe 
forms as seen in distancing and manipulative 
themes, where mentor's  negative behavior is 

42dangerous and intentional.  When the benefits of 
mentoring relationship becomes questionable or 
equivocal it is important to critically view negative 
mentoring experience as a continuum, rather than 
as a distinctive entity. It is important to evaluate the 
roles played by each negative experience and to be 
weighed against the positive experiences as the 
negative mentoring experiences do not necessarily 
mean absence of positive experiences. Notably, 
both can be exhibited by the same mentor (e.g., 
when a mentor provides good support but lacks 
interpersonal competency). However if the 
relationship need to be terminated when the 
negative effects and its impact outweighs the 
benefits it should be respectfully brought to an end 
to avoid the disastrous and negative effects of such 
failed relationship on both protégé and mentor.

The negative experiences of mentor-protégé 
relationship can be reduced through careful 
selection and choice of mentor in mentoring 
relationship. For successful mentor-protégé 
relationship, the protégé must consider certain 
qualities and attributes of the proposed mentor 
when choosing a mentor such as; mentor's depth of 
knowledge as it is expected that a mentor should 
have a higher depth of knowledge than the protégé, 
willingness from the proposed mentor to accept 
such position without force or coercion from 
external source. This factor becomes more 
important in a structured type of mentoring system 
when protégé are assigned to a specific senior 
member of the faculties with or without their 
knowledge. 

MINIMIZING NEGATIVE MENTORING 
EXPERIENCE
In order to improve the mentorship experience 
John Rombeau, MD, an emeritus professor of 
surgery at Perelman School of Medicine, University 
of Pennsylvania, Philadelphia and a staff
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surgeon at U.S Department of Veterans Affairs, 

Palo Alto Health care system, CA, at the 2014 

American College of surgeons (ACS) leadership 

and advocacy submit in Washington, DC proposed 

four new approaches in surgical mentoring for the 

millennial generation. First, the concept of reverse 

academic pyramid; in this approach the most 

senior surgeon will be assigned to mentor the 

junior ones who are just beginning their surgical 

training. This approach will afford the mentor to 

have more time for protégé  as such cadre of 

surgeon are near to retirement, having ample 

amount of time, wealth of experience  and are often 

shouldered with lesser clinical responsibilities than 

younger surgeons. This will also allow younger 

surgeons to focus on their career advancement and 

clinical works. The second is mosaic mentoring. 

This approach emphasis that a mentor may need to 

play different roles such as clinical specialist 

mentor, research mentor and so on based on the 

need of the protégé, and also a protégé  may need to 

have more than one mentors at different phases of 

training based on the dictate and the need of the 
43trainee along the career path.  This will allow a 

trainee to choose a mentor who will be suitable for 

particular aspect of training and thus reduce the 
44

attention that is required from the mentor.  This 

will also minimize the negative experience that 

may results from technical incompetence as a 

single mentor may not be technically competent in 

all areas of surgical career. The third approach is 

the use of simulation lab where mentor and protégé 

interact to learn surgical skill and develop 

relationship with the mentor in a stress and risk 

free environment without fear and pressure of 

operating suite. The final approach is the scrub sink 

and OR mentoring styles. This occurs when 

surgeon poses questions to trainee with intent to 

teach and encourage the trainee.

Mentoring plays a major role in surgical training. 

However, this important aspect of training seems 

to be less prominent in surgical residency training 

in Nigeria, progressive loss of this vital aspect of 

training was also noted by Rohrich who expressed 

his fear in one of his commentary on mentoring in 
45medicine and plastic surgery  a fear shared by 

many other surgeons and the authors of this article. 

CONCLUSION
Mentoring is an important aspect of professional 
and career development that help in early 
realization of goal with minimal career missteps. 
We suggest that there is a need to incooporate this 
important component into our surgical residency 
training through formal and informal mentoring 
system in collaboration with postgraduate 
colleges. The senior member of the faculties should 
take the lead for effective and rewarding 
mentorship in our training programs. 
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