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Abstract:
Background: Sickle cell disease individuals who get
pregnant constitute a high risk group during pregnancy
and in the peurperium. Females experience various
complications of sickle cell disease in pregnancy, hence
female health workers who are thought to be aware of
these complications, and who would be involved in
information dissemination about prenatal diagnosis were
studied to know how their knowledge would affect their
attitude to early termination of affected pregnancy
detected by prenatal diagnosis.
Methodology: Structured questionnaires were
administered to all categories of female health workers at
the Ladoke Akintola University of Technology Teaching
Hospital, Osogbo, Osun State, Nigeria
Result: One hundred and seventy-six responses were
obtained. Fifty-seven (32.4%) were single, while 119
(67.6%) were married. One hundred and fifty-three
(86.9%) were Christians, while 23 (13.1%) were Moslems.
Ninety-seven (55.1%) of the respondents were nurses, 14
(8.0%) doctors, and other health workers were 65
(36.9%). The mean score of the knowledge of the
complications of sickle cell disease in pregnancy for the
unmarried respondents was 4.60 ±1.6, and for the
married 4.03 ±2.0. The mean score for the doctors was
5.29 ±0.73, for the nurses 4.42 ±1.63, and for the other
health workers 3.66 ±2.18. Three (21.4%) of the doctors
would accept early termination of affected pregnancy,
while 31 (32.0%) and 21(32.3%) of the nurses and the
other health workers, respectively, would accept
termination of affected pregnancy.
Conclusion: Despite the knowledge of the complications
of sickle cell disease in pregnancy by the health workers,
they are opposed to the early termination of affected
pregnancy detected by prenatal diagnosis; therefore,
emphasis should be on genetic counseling as a means of
controlling sickle cell disease.

sickle cell anaemia (HbSS), sickle cell haemoglobin C
1
(HbSC), and sickle cell thalasaemia (HbSthal) . In
general, about 25% of people of African stock carry the
sickle cell gene, but only about 2-3% suffers from SCD.
In Nigeria, the prevalence of HbSS (which is the
commonest SCD) is 1-3% and poses a severe burden
on the affected individuals and their families.1, 2 Sickle
cell heterozygote survive and procreate without
hindrance but at least in Africa the homozygote usually
die young before reaching the age of reproduction, but
with improving medical facilities many more are
surviving into adulthood and the fertile ones among
them who get pregnant constitute a very high risk group
during pregnancy, and in the peurperium1,3,4. SCD is
associated with an increased risk of medical
complications during pregnancy. The maternal risks
include prepartum and postpartum painful crises,
urinary tract infections, pulmonary complications,
anaemia, preeclampsia, retained placenta, malaria
infection, Caesarean section, and death. Foetal
complications include spontaneous abortions,
premature delivery with its associated risks, intrauterine
growth restriction, low birth weight, foetal distress in
4-8
labour, and a high rate of perinatal mortality
Although the genetic control of HbSS through prenatal
diagnosis (PND) has been practiced in many developed
countries of the world for many years, it is a recent
phenomenon in Nigeria 9, 10, 11. Some of the methods used
for prenatal diagnosis include chorionic villus sampling,
amniocentesis, and ultrasonography. Chorionic villus
sampling is the one currently being used for prenatal
diagnosis of sickle cell disease in Nigeria12

Many studies had looked into the knowledge and
attitude of both the general population and health
professional to PND.12, 13 The aim of the present study is
to assess the effect, if any, of the knowledge of
pregnancy complications of SCD will have on the
INTRODUCTION
Sickle cell disease (SCD) embraces a variety of attitude of health workers towards early termination of
combinations in which the sickling gene is present with affected pregnancy.
another abnormal gene affecting haemoglobin production
or structure. In Africa 3 forms are common, which include
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MATERIALS AND METHODS
Structured questionnaires were administered to female
health professionals at Ladoke Akintola University of
Technology Teaching Hospital; this included all
categories of health workers in the hospital.
Questionnaires were administered by the doctors
involved in the study on one to one basis over a period of
four weeks. Since female doctors were few, all the
available ones had the questionnaires filled. Same
method of selection with other cadres with exception of
nurses who were randomly selected by departments. The
aim of the study was explained to all the participants and
questionnaires were filled and returned promptly. Data
entry was done using SPSS version 10, and errors were
checked and corrected before statistical analysis. The
knowledge of the complications of SCD in pregnancy was
scored. There were six options, for correct identification,
score was one, and incorrect was zero. Maximum score
obtainable was six. The mean value was calculated for
the different groups and compared using unpaired
Student t-test and analysis of variance; p value of less
than 0.05 was taken as significant.
RESULTS
There were one hundred and seventy-six respondents, of
which 32.4 % (57) were single while 67.6 % (119) were
married; the mean age of the respondents was 31.31
(SD±5.24). One hundred and fifty-three (86.9%) were
Christians, while 23(13.1%) were Moslems. Ninetyseven (55.1%) of the respondents were nurses, 14
(8.0%) doctors, and other health workers (which was
made up of laboratory scientists, medical record officers,
hospital maids/orderlies, medical social workers,
laboratory assistants, and administrative staff) constitute
36.9% (65).
Table I: Social Demographic Factors.

The mean score of the knowledge of the complications
of the SCD in pregnancy for the unmarried respondents
was 4.60 (SD± 1.6), and for the married 4.03 (SD
±2.0) which was not statistically significant (t=1.92,
P=0.06). Mean scores for Christians, 4.2(SD± 1.9) and
Moslems, 4.6(SD± 1.8), not statiscally significant,
(t=0.98, P= 0.328).
The mean score for the doctors was 5.29 (SD ±0.73),
for the nurses 4.42 (SD ±1.63), and for the other health
workers 3.66 (SD±2.18), which is statistically
significant (F=6.12, P=0.003). Further test showed that
the difference was statistically significant only between
nurses and other health workers, and between doctors
and other health workers, but not significant between
the nurses and the doctors.
Three (21.4%) of the doctors would accept early
termination of affected pregnancy, while 31 (32.0%)
and 21(32.3%) of the nurses and the other health
workers, respectively, would accept termination of
affected pregnancy; this was not statistically significant
2
(x = 0.69, df=2, P=0.71)
Table II: Acceptance of Termination of affected
pregnancy by health workers.

DISCUSSION
The doctors and the nurses had a good knowledge of
the complications of SCD in pregnancy, this is not
surprising, since they have the most direct contact with
the patient in health care delivery system; however, it is
surprising that this knowledge did not translate into
acceptance of early termination of affected pregnancy.
This attitude of health workers to abortion had been a
problem to prenatal diagnosis even in developed
countries, where it had been practiced as far back as
1978, and this had excluded provision of prenatal
9, 11, 14
diagnosis within some of their health systems.
In
this study, 86.9% and 13.1% were Christians and
Moslems, respectively and their mean scores were not
significantly different, this religious inclination, coupled
with the restrictive abortion law of Nigeria may be
responsible for the attitude of health workers to
pregnancy termination13, 15.
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This study is at variance with a similar study in the region
carried out among well informed educated Nigerians in
which up to 45% would opt for termination of affected
pregnancy11; the difference may be due to the fact that all
the respondents in our study were females who always
carry the pregnancy, and emotional attachment to the
unborn child could not be ruled out as a factor for rejecting
pregnancy termination

CONCLUSION
If health workers who are suppose to educate the
populace on benefit of prenatal diagnosis and
management do not accept early termination of affected
pregnancy, then more emphasis should be on genetic
counseling as a measure for controlling sickle cell
disease in Nigeria.
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