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Preamble 
Mr. Vice Chancellor Sir, Principal Officers of the University, 
Members of the University Council, Members of Senate, Provosts, 
Deans, Directors, Heads of Departments, Invited guests, 
Gentlemen of the press, Distinguished Ladies and Gentlemen. 

It is with immense gratitude to God Almighty that I stand before 
you today to deliver the 3 0 5 ~  Inaugural Lecture of the Obafemi 
Awolowo University, Ile-Ife. I am grateful to this University not 
only for giving me the opportunity to be a student but also for 
providing the platform for me to be a practising scientist who 
through the pursuit of academic excellence and the unlimited 
grace of God is contributing immensely to solving some health 
challenges within and outside this epistemic community. I am 
thankful for this occasion to be counted among the erudite scholars 
who have given inaugural lectures in our Citadel of Learning. This 
Lecture is the fourth from the Department of Obstetrics, 
Gynaecology and Perinatology. The first, titled 'Efforts at Making 
Pregnancy Safer', was delivered by Professor S.O. Ogunniyi of 
blessed memory. 'Journey Within the Tunnel: Women's Health 
Care and Interventions' is the title of the second lecture, which was 
delivered by Professor O.B. Fasubaa while Professor E.O. Orji 
delivered the third lecture titled 'Opening the Womb of Life: An 
Adventure of an Obstetrician and Gynaecologist'. These are all 
erudite scholars, renowned clinicians and trail blazers whose 
footsteps I try to follow as I give today's Lecture. 

Mr. Vice Chancellor Sir, the journey to this podium did not come 
by the will of man. I never wanted to partake of the 'publish or 
perish syndrome' associated with academic career. Having 
graduated from the Obafemi Awolowo University Medical School 
as the best student in surgery and surgical specialities, all I wanted 
to be was a specialist rendering care to patients. But then, Prophet 
Jeremiah aptly captures my odyssey, when he said: "...no one is 
the master of his own destiny: no person has control over his own 
life" (Jeremiah chapter 10 verse 23: Good news Bible). Thus when 
I heard the call of destiny in both the consulting room and the 



classroom, I yielded wholeheartedly, treating patients tenderly and 
enthusiastically as well as teaching students diligently and 
unreservedly. In doing so, I have become not only a good care- 
giver but also a great candlestick that lights others in the field of 
Obstetrics and Gynaecology. Mr. Vice Chancellor Sir, every 
candle of greatness, however, has a source. It is like a divine thread 
in human tapestry, comprising both God and human elements. My 
choice of Obstetrics and Gynaecology is a function of God and the 
people whom He placed on my path as teachers. Given that I was 
the best graduating student in Surgery, rationality and cerebral 
logics offered me Surgery but revelation gave me Obstetrics and 
Gynaecology and to the glory of God, I had a quantum leap to the 
echelon of the specialty and became Professor of Obstetrics and 
Gynaecology within a period of eight years of joining the 
Department. 

Certainly my choice of and exploits in Obstetrics and 
Gynaecology are also traceable to the influence of great teachers 
whose commitment to the teaching of the subject stimulated my 
interest in the field. To this end, I am eternally grateful to all my 
teachers from the preclinical to the residency days. Professors 
Onwudiegwu and Ogunniyi deserve special mention. The former 
admitted me into the residency programme in October, 1995 to be 
trained as a specialist in Obstetrics and Gynaecology, a programme 
I completed in a record time of 4 yeais in October, 1999, while the 
latter recruited me into the academic Department in September, 
2005 having worked as a consultant at the Federal Medical Centre, 
Owo from 2000 to 2005. 

The agonies of our mothers, sisters, wives, nieces, and aunties in 
labour, including an obstructed labour need a compassionate heart. 
The unimaginable dilemmas and pains of couples grappling with 
difficulties of infertility demand a caring hand and a 
compassionate heart. The joy of seeing a woman in labour 
suddenly smiling with her baby by her side after a successful 
vaginal delivery or caesarean operation and the glowing faces of 
couples who moved from being infertile to become expectant 
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parents are all unquantifiable psychological rewards. For over 
fifteen years, I have been caring for these categories of patients. 
My daughter, when she was just five years, once asked me, 'Daddy 
why do you treat only women? When I grow up I will be a doctor 
and I will treat everybody.' Mr. Vice Chancellor Sir, the answer to 
her protest-cum-question lies in the fact that women bear more 
burdens of pregnancy and infertility than men. Obstetricians and 
Gynaecologists are not only physicians and surgeons, they are both 
combined. They are also advocates, human right activists, 
counsellors and maybe priests, all in one. As a result, every 
Obstetrician and Gynaecologist wears a coat of many colours, 
albeit without any colour riot. Therefore to render an account of 
my academic stewardship in the field of Obstetrics and 
Gynaecology, I have come with my coat of many colours, 
reflecting in the title of this Lecture: 'Give me children ... Let me 
live: Combating the Misery of Infertility and Preventing 
Maternal Mortality' 

Introduction 
The lived and narrated experiences of Rachael and her husband, 
Jacob, in the Holy Bible informed and inspired my Lecture's title. 
Rachel at the peak of her infertility crises vehemently vented her 
frustrations in these six words: 'Give me children or I die'. 
Therefore, the imaginative worlds and the lived experiences that 
informed the title collectively attest to the enduring importance of 
human reproduction to the way of giving meaning to life that 
profoundly resonates with a set of deeply held beliefs of a given 
society. Accordingly, the title explicitly suggests that the meanings 
of living, dying, life and death are all implicated in child-bearing. 
As such, giving birth as a biosocial activity is of great importance 
not only to mortals but also to immortal beings. Mr. Vice 
Chancellor Sir, depending on the prevailing belief system, human, 
God, Satan, angels, demons and ancestors are often mentioned as 
critical stakeholders in a successful or failed child-bearing 
experience. 

In the beginning, God charged humans, after the creation, to be 
fruitful and multiply and replenish the earth. This charge is 



popularly known as the divine mandate. However while many 
couples have been struggling to realise the mandate, some have 
fallen apart while pursuing it. Worse still, others have lost their 
lives in the process of fulfilling their God-given mandate. The 
latter category often leaves behind distraught husbands, children, 
parents and siblings who continue to ask questions without 
acceptable answers. Infertility and maternal death are therefore the 
twin robbers that rob couples of thei, God-given mandate. 

I am pleased to announce to this gathering that I have in many 
instances, at different geographical locations and over a period of 
fifteen years arrested the robbers, retrieved and restored the 
mandate to the affected couples. It is my experiences with 
retrieving and restoring the lost mandate to the affected couples as 
well as a set of newly emergent research ideas, which I intent to 
pursue to ensure that couples conquer infertility and maternal death 
that collectively form the bulk of today's Lecture. 

In some traditions, the inaugural lecturer presents a new area of 
research that helshe hopes to pursue, while in others, the lecturer 
gives account of hisher stewardship leading to the chair. In this 
lecture, however, the two are combined. This is because I have a 
new research interest in the area of Infertility and In Vitro 
fertilisation as well as an unfinished business of maternal mortality 
prevention. 

Professor Isaac Adewole, in his inaugural lecture at the University 
of Ibadan titled-"From Womb to Tomb: Protecting the Gate from 
the Crab" stated that: 

While our counterparts in the developed world would 
like to bother themselves about in-vitro fertilisation, 
cloning, developing new generation contraceptives, 
intrauterine monitors, perfecting laser techniques and 
pinhole surgery, we in the developing world have the 
real agenda of safeguarding the lives of our women 
(Adewole, 2000). 
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That was more than 16 years ago, and he was right at that time. 
Almost two decades after, we still have unfinished agenda with the 
rcduction of maternal mortality and morbidity. Howcver. we just 
cannot turn a deaf ear to the deafening sobs of infertile women and 
Inen in less developed countries of the world who continue to exist 
miserably on account of their childlessness and look on while 
couples with the same problem in developed countries, have their 
infertility resolved through the use of modern assisted reproductive 
technologies such as Tn-vitro fertilisation1Tntra Cytoplasmic Sperm 
Injection (IVFIICSI). While those who are rich may embark on 
medical tourism to resolve their infertility often at huge financial 
costs, what becomes the lot of those who cannot afford the 
financially lacerating cost of medical tourism? Mr. Vice 
Chancellor Sir, I have good news: The poor need not die in 
sorrowful silence. Even the rich no longer need to carry the huge 
financial cost of medical tourism. For God has now placed at our 
finger tips the amazing power of scientific and technological 
advancements to turn a sorrowfully sobbing infertile into a joyfully 
singing parent. And today's Lecture substantially captures some 
milcstonc rcscarch and heart-warming clinical cxperiences with 
these newly emergent technologies as well as what has been done 
so far with the unfinished agenda. The Lecture is divided as 
follows: 

1 .  Obstetrics and Gynaecology: Mapping the Shifting Landscape 
2. Infertility: Causes, Psychosocial Effects, Current Management 

and my Contributions 
3. Maternal Mortality: Causes, Prevention and our Interventions 
4. Our Life Together: Bridging the Town and Gown Divide 
5 .  Capacity Building: Towards Institutionalization of Sound and 

Safe Maternal Health 
6. Recommendations and Conclusion 

Obstetrics and Gynaecology: Mapping the Shifting Landscape 
Mr. Vice Chancellor Sir, the Oxford Dictionary defines obstetrics 
as the branch of medicine that is concerned with the birth of 
children, and gynaecology as the scientific study and treatment of 



the functions and diseases peculiar to women. Obstetrics started as 
midwifery, and it is as old as humankind. In current use, obstetrics 
appears to mean difficult midwifery. Obstetrics is derived from the 
latin word obstare, which means I stand by or opstare, meaning to 
render aid. In the past, gynaecology was part of general surgery 
and the history can be traced back to antiquity. The word 
gynaecology was first used in its proper sense in the middle of the 
1 9 ~  century to mean the physiology and pathology of the non- 
pregnant state. The landscape of Obstetrics has had several shifts, 
reflecting changes in practitioners, practices and ethics of the field. 
From time immemorial, what is known today as obstetrics was 
originally midwifery and remained woman's exclusive territory. It 
was not until about AD325-403 that history recorded Oribasius as 
a male obstetrician in Byzantium. Politics and practices that paved 
the way for the entrance of the male folk into the field are however 
outside the coverage of this Lecture. But worthy of note is the fact 
that the entrance of the male folk into the field has done more good 
than harm. We, both mhe and female, as obstetricians and 
gynaecologists collectively render aid to women, not only by our 
professional activities but by being their advocates. We stand by 
them to render aids. 

Professor Mahrnood Fathalla, a former International Federation of 
Gynaecology and Obstetrics (FIGO) president a f f i ied  that: 
Delivering babies and cure of pelvic organ disease are not all what 
our noble profession is about. Our profession is the profession of 
women's health care. And we are fully aware that women's health 
is not simply determined by their biological destiny but also, and 
even more, by how societies view and value their role. FIGO is 
committed to stand beside women and to stand behind women in 
their struggle for their human rights. Women can rely upon us 
when they look for supporters of their just cause. We will always 
be there standing up, ready to be counted. (Fathalla 1997 at FIGO 
Congress Opening Ceremony, Copenhagen). 

Women are often neglected in the scheme of things, they are not 
allowed to make decisions on their own health and policies and 
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even cultures are not women-friendly. As a result, obstetricians 
and gynaecologists are human rights activists and advocates in 
addition to being health care professionals. 

There are several research tracks in the field of obstetrics and 
gynaecology. Mr. Vice Chancellor Sir, my earlier contribution to 
the field is mainly in the area of maternal mortality prevention 
through research efforts aimed at achieving a better management 
of labour in order to reduce labour complications while my new 
area of interest is in the management of infertility through the use 
of modem techniques including in-vitro fertilisation and embryo 
transfer (IVF-ET). 

Infertility: Causes, Psychosocial Effect and Current 
Management 
But Rachael had not borne Jacob any children .....and said to 
Jacob, ' Give me children or I will die'. (Genesis 30: 1, GNB) 
She was deeply distressed and she cried bitterly as she prayed to 
the Lord. ..She was praying silently, her lips were moving, but she 
made no sound. So Eli thought she was drunk, and said stop 
making a drunken show of yourself. 1 Samuel 1 :13,14. 

Both stories of Rachael and Hannah above provide a tip-of-the- 
iceberg illustration of the anguish that infertile women go through 
every day. While some might contemplate suicide as a result of 
frustrations; others are mistaken for drunkards because of their 
predicaments. Infertility is defined as the failure of a couple to 
'achieve conception despite adequate unprotected intercourse for a 
period of one year' which could be primary or secondary. In 
primary infertility, there has never been any pregnancy while in 
secondary infertility at least one pregnancy has occurred 
irrespective of the outc6me of such pregnancy i.e whether a live 
birth or an abortion. Infertility is very prevalent in our environment 
and affects about 20 96 of married couple. Infertility results in 
strained relationships within the marital union; unfortunately, 
women are often at the receiving end. 



Infertility is not only a medical problem; it is as well a social 
problem, especially in Africa where high premium is placed on 
childbearing. In Africa, most of the blame of infertility is placed on 
the woman while the male partners rarely present for investigation. 
The social consequences of infertility are great and demeaning. 
Some women even take their own life as a result. In traditional 
African societies, some are labelled witches and treated as 
outcasts. They are excluded from the inheritance and battered by 
husbands and in-laws. When they die, they are buried far away 
from the farmlands so that the land will not be cursed with 
bareness. Infertile women are made laughingstock in the 
neighbourhood. They dare not correct any child or they will be 
reminded of their childlessness and infertility.Abuse is frequently 
reported and intimate partner violence is common, making the 
home unsafe for them. According to Fathalla, 

You can say that violence, in general, is 
pervasive and we all may be exposed to it. But 
you can protect yourself if you go inside your 
home, close all doors, shut all windows, and feel 
safe in the company of your close family. For 
women, especially infertile women violence 
occurs behind these closed doors, hidden from 
the public view, and the aggressor is one who is 
supposed to be your loving protective intimate 
partnerM(italics mine).(Fathalla, 2005) 

The infertile women are subjected to ridicule and scorn; 
marginalized in family 1 community; excluded from contact with 
children and are accused of witchcraft. 

Even in biblical times, a man must beget children. Tf a man dies 
without a child, the widow is given to the brother so as to rear 
children for the dead man. God killed Onah for not helping his 
dead brother achieve fatherhood. (Genesis 38:9).This underlies the 
importance of childbearing in ancient times, which is still the same 
today. As a result, the consequences of childlessness have varying 
dimensions. Box 1 and Figure 1 show some psychosocial 
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consequences of infertility and a continuum of the severity of the 
consequences of infertility, respectively. 

The continuum comprises six levels: At the first level, individuals 
feel guilty and engage in self-blame. At the second, high levels of 
anxiety and depression only comparable to those found in women 
with coronary disease, cancer and AIDS take hold of the infertile 
individuals.(Domar, Broome, Zuttermeister, Seibel, & Friedman, 
1992). 

I 

1 
I 

&% C O N T I N U U M  O F  CONSEQUENCES O F  
FI o INFERTILITY 

Level F) 
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Box 1: Showing Psychosocial Consequences of Infertility 
- Loss of gender identity 
- Systematic loss of self esteem 
- Marital instability 

Isolation and loss of social status 
- Ostracism and abuse 
- 

I 
- Anxiety, depression 

I 

I 

A .  
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These high levels of anxiety and depression may also be 
accompanied by other forms of marital distress. In a study of 200 
infertile women in Nigeria, it was observed that 40% of the male 
partners engage in extra-marital affairs, 30% take a second wife 
and 12% considered divorce(Umezu1ike & Efetie, 2004). These 
actions of male partners contribute significantly to the burden of 

9 



infertile wives. They suffer from psychological distress and 
dedession, have repeated failed marriages and are at increased risk 
of HIVIAIDS (Dyer, Abrahams, Mokoena, Lombard, & van der 
Spuy, 2005; Oji ,  Kuti, & Fasubaa, 2002; Ukpong & Orji, 2006). 

At the third level, there is mild social abuse and isolation(Cui, 
2010; F. E Okonofua, Harris, Odebiyi, Kane, & Snow, 1997). They 
are subjected to stigmatization, ridicule and scorn from neighbours 
and in-laws; marginalised in family and community; excluded 
from contact with children and accused of witchcraft. The quotes 
below, from infertile women, emphasise this point: 
"My mother in law called me a 'eunuch', blamed and threatened 
me, said that I will be thrown out. Not that I wanted my own child 
so badly.. .... but I wanted to prove that I am a woman. "(Widge, 
2005). 

"I cannot be anybody in the world if I cannot bear children. "(S. 
Dyer, Abrahams, Hoffman, & van der Spuy, 2002) 

There is loss of social status as the infertile woman has no child to 
assist her in domestic/subsistence related tasks and no health care 
and old age security. In traditional African societies, social status is 
dependent on the number of children, especially sons and fertility 
is considered as a blessing from God and the ancestor while 
infertility is a curse or a punishment that warrants no compassion. 
According to Tola-Olu Pearce, a childless woman will not be 
listened to in public among traditional Yoruba ethnic group 
(Pearce, 1999). Adulthood is achieved through relationships and 
reproduction is considered a public matter. An infertile woman is 
nameless because women are named after their children e.g Mother 
of David. A woman without a child might be excluded from 
inheritance. Domestic violence is common and as observed by Ali 
in 400 infertile women in urban Karachi, 97.5% reported verbal 
abuse from husbands and 80% reported physical abuse from 
husbands. 97% also reported verbal abuse from in- laws while 
57.5% reported physical abuse from in-laws (Ali & Bustamante- 
Gavino, 2007). 
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Infertile women are prone to starvation, disease and suicide. A 
study conducted in Tanzania involving 154 infertile women and 
259 fertile controls showed an HIV-1 prevalence rate of 18.2% in 
the subjects compared to 6.6% in the controls (Favot et al., 1997). 
In India 4.3% of 187 suicides were found to be due to mfertility 
(Shukla, Verma, & Mishra, 1990). 

The final level of the continuum is the loss of dignity in death. At 
this level, the infertile woman has no child to conduct funeral or 
mourn her. In some tribes in Nigeria, the corpse of a childless 
woman is not buried in village or town land for fear of diminished 
fertility of the soil(Hollos, 2003). They are thought to be excluded 
from reincarnation in Southern Chad (Leonard, 2002). In 
Mozambique, infertile women have different burial rites, their 
corpses are marked with charcoal before burial (Mariano, 2004). 

The psychological and social consequences of infertility are 
lessened by the status of women, the available social support and 
access to infertility treatment. Infertile women with higher 
socioeconomic status experience less distress and stigma. There is 
an inverse relationship between available social support and 
psychological distress but when pregnancy happens, it wipes out 
all the distress and stigma. 

Pregnancy occurs when a mature ovum is fertilised by a normal 
sperm and the resulting embryo implants successfully in the womb. 
The ovum is released from the ovary and has to pass through the 
fallopian tube where it is fertilised by the sperm before moving to 
the endometrial cavity (womb) for implantation. Any problem in 
the above process will lead to infertility. To this end, the major 
causes of infertility are ovulation problems, fallopian tube 
blockage and sperm problems. 

These problems can be in both husband and wife or in one of them. 
The problems may not even be traceable to any of them. These 
possibilities are shown in Figure 2. In a small group of couple, 
there are no abnormalities in the basic tests performed on both 



husbands and wife and this is referred to as unexplained infertility. 
while in another minority of couples, problems exist in both 
partners. 

F - ' I C , - C ,  FSr T 8 1 r C ? ' r l .  ? T I '  

UnldmtiTid 

Both, / 
ff 

Women 

Figure 2. Diagram Showing contributions to infertility. 

Specific causes of infertility in women are textually and pictorially 
presented in Box 2 and Figure 3. The causes in men are shown in 
both Box 3 and ~ i ~ u r e  4. 

Box 2: Sho\ving specific causes of infertility in women 

damage to the fallopian t ~ ~ b e s  

ovulatory problems 

endome~riosis 

conditions affecting the uterus 

a combination of factors 
no identifiable reason. 

Other factors that may play a part include: 

age -- female fertility declines sharply after the aye of 35 

Polycystic Ovary Syndrome (PCOS) 

bynaecological problems such as previous ectopic pregnancy or having 
had morc than o l ~ c  miscarriage 

medical conditions such a s  diabetes, epilepsy, and thyroid and bowel 
diseases 
lifestyle factors such as stress, being overweight or undenrreight, i~nd 
smoking. 
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low sperm count or quality 

problcms with thc hbcs canying sperm 

problcms getting an erection 

problems ejaculating. . 
Other factors that may play a part in infertility include: 

.having had inflamed testes (orchitis) 
a past bacterial infection that causcd scarring and blocked tubes within thc 
epididymis as it joins the vas deference 

having received medical treatment such as drug treatment, radiotherapy or 
surgery - for example to correct a hernia, undescended testes or twisted 

genetic problems 

diabetes 
lifestyle factors such as being .overweight or- having a job that involves 
contact with chemicals or radiation. 



Figure 4. Male reproductive system 

A successful treatment of infertility is hinged on a number of 
factors such as proper history, relevant investigations and therapy 
directed at the causes that are identified from the evaluation. 
Management of infertility include couples education on basic 
biology of reproduction, use of ovulation induction agents, 
Intrauterine Insemination ' (IUI) where indicated, In-vitro 
Fertilisation and Embryo Transfer (IVF-ET), Intracytoplasmic 
Sperm Injection (ICSI), surgical treatment for surgically 
correctable conditions etc. , 

My contributions 
Mr Vice Chancellor sir, my contributions begin with the menstrual 
cycle through childbirth to the prevention of maternal death. I will 
spend the rest of this Lecture to highlight these milestones. Women 
start bearing the burden of reproduction from the time they start 
menstruating. Menarche (the first menses) signifies the beginning 
of reproductive maturity although for optimal outcome of 
reproduction, there is also the need for emotional maturity as well 
as physical maturity (Loto,. Ezechi, et al., 2004). Menstruation can 
be very unstable at times. The hormonal changes in the menstrual 
cycle may be associated with mood disorders in the women 
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(Adewuya, Loto, & Adewumi, 2008, 2009;. Loto, Adewumi, & 
Adewuya, 2008). The woman may also suffer from pain during 
menstruation (Loto et al., 2008). All these are in preparation for 
getting pregnant and when the expected pregnancy does not occur, 
women suffer the social consequences mostly. In one of our 
studies, we found out that the prevalence of painful menses 
(dysmenorrhoea) was 53.3% among first year university 
undergraduates. About half of the students reported that menstrual 
pain interferes with their normal daily activity. The independent 
predictors of dysmenorhea were longer days of menstrual flow, 
younger age .at menarche and lower scores on extraversion scale 
(Loto et al., 2008). 

We investigated the incidence of premenstrual syndrome (PMS) in 
one of our studies. Female University students (n=409) completed 
questionnaires detailing socio demographic, menstruation/ 
gynecological history and personality traits. They were then rated 
with a checklist for premenstrual symptoms. The most frequent 
premenstrual symptoms were 'breast tenderness' (35.5%), 
'sleeplessness' (15.6%), 'decreased interest in usual activities' 
(15.4%), 'lethargyleasy fatigabilityllack of energy' (13.2%) and 
'change in appetite' (13.2%). The prevalence of premenstrual 
symptomatology was 50.1 % and the correlates of increasing 
premenstrual symptomatology included increasing age, increasing 
severity of menstrual pain, personality traits of neuroticism and 
agreeableness and increasing body mass index. Although the rate 
of premenstrual symptomatology in sub-Saharan African women 
was comparable with that in the western cultures, there may be 
cross-cultural differences in the pattern of presentation (Adewuya 
et al., 2009). The study revealed that while emotional symptoms 
predominates PMS in western cultures, somatic symptoms 
predominate in our culture. 

The rate of Premenstrual Dysphoric ~iso'rder (PMDD) amongst 
sub-Saharan Africans is unknown. We also conducted a study to 
see the rate of PMDD among undergraduates and to evaluate 
psychosocial correlates and comorbid psychiatric conditions. 



Female university students (n3410) completed questionnaires 
detailing sociodemographic, menstruation, and gynaecological 
history. They also completed the Big Five Personality Inventory 
(BFI), and the presence of PMDD and any other Diagnostic and 
Statistical Manual-IV (DSM-IV) axis 1 psychiatric diagnosis was 
assessed with the Mini International Neuropsychiatric Interview 
(MINI). The prevalence of PMDD was 6.1% and the correlates 
included older age (p=0.00 1 ), painful menstruation (p=0.006), and 
high score on neuroticism scale (p=0.019). Compared with 
participants without PMDD, participants with PMDD have 
significantly higher rates for the following psychiatric diagnoses: 
dysthymia (odds ratio [OR], 3.82; 95% confidence interval [CI], 
1.68-8.69); major depressive disorder (OR, 17.00; 95% CI, 6.72- 
43.00); panic disorder (OR, 4.39; 95% CI, 1.35-14.30), and 
generalised anxiety disorder (OR, 1.21; 95%CI, 1.21-17.83). The 
rate of PMDD in this environment is comparable to that found in 
western countries (Adewuya-et al., 2008). 

Traditionally, women are blamed for a couple's inability to 
conceive and men hardly present in the clinic for evaluation. 
Recent studies have shown that problems in the man and the 
woman occur in almost the same frequency as a cause of infertility 
in couples. Couples suffering from infertility need to be properly 
assessed as soon as possible, so that the cause of the infertility is 
known and appropriate therapy applied as soon as possible. A 
complete evaluation is possible within one to three months (Loto & 
Ijarotimi, 2015). 

In one of our studies, we examined the semen analysis of husbands 
in infertile marraige and we found out that male factor contribution 
was over 42%. This shows that men contribute significantly to 
infertility. It also foregrounds the need for early involvement of 
men in infertility evaluation, which can never be over emphasized 
(Loto, Fadahunsi, Osuolale, & Okon, 2004). Male factor infertility 
is usually as a result of abnormal seminal parameters and may 
occasionally be due to retrograde ejaculation (Makinde et al., 
2012). 
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Tubal factor infertility is common in Nigeria as a result of the high 
prevalence of pelvic infection following Pelvic Inflammatory 
Disease (PID), complications -of abortion, delivery under 
unhygienic condition, and adhesions from pelvic surgeries. 
Diagnosis of tubal blockage is commonly done using 
hysterosalpingograpy (HSG) or laparoscopy. However, both tests 
are complimentary ( Okonofua, Essen, & Nimalaraj, 1989). HSG is 
commonly available as a test of tubal patency, but sometimes the 
result of the test is inconclusive warranting the use of laparoscopy 
and dye test which is not available in many hospitals. As a result 
Mr Vice Chancellor Sir, we developed a method of 
minilaparotomy and chromopertubation as an alternative to 
laparoscopy in cases where HSG is inconclusive and laparoscopy 
is not available ( Loto, Adesoji, & Adebayo, 2006). Through these 
procedures, other incidental fmdings such as adhesiolysis, removal 
of small fibroids etc., can also be carried out. 

Ovulation problem is also a common cause of infertility. The main 
causes of anovulation are hormonal disorders which can be 
congenital or acquired. Most congenital causes of anovulation are 
usually recognized at puberty when menstruation fails to occur. 
Polycystic Ovary Syndrome (PCOS) is a fairly common cause of 
anovulation in our environment though not commonly recognized ( 
Loto & Akintayo, 2012). Anovulation is a more common cause of 
Infertility in developed countries compared to developing countries 
where tubal blockage is predominant. 

The use of ineffective treatments may lead to unnecessary delay. A 
couple may start with a diagnosis, but as the woman's age 
advances she may end up with anovulation. It is in trying to treat 
infertility that women may be subjected to numerous ineffective 
treatments which are expensive and time consuming by quacks and 
even some supposedly professionals. In the case of an infertile 
woman, any time wasted on unnecessary treatment is harmful 
because her biological clock continues to tick each passing day 
with each tick representing a stroke in the dimming of her hope for 
fertility for life as it pulls her towards menopause. 



Fertility decreases with the age of the woman mainly as a result of 
anovulation. A woman's chance of ovulation can be assessed by 
tests of ovarian reserve. 

There are various methods of ovarian reserve testing, which 
include basal follicle stimulating hormone (FSH), antral follicular 
count (AFC) and serum antimullarian hormone (AMH). My 
colleagues and I conducted a pilot study for generation of age- 
specific nomograms for FSH and AMH among fertile women in 
Ile-Ife, Nigeria. The study involved 65 fertile women within the 
age range of 18-45 years who were prospectively and 
consecutively recruited from November, 20 14 to January, 20 1 5. 
Peripheral blood samples were taken for basal serum FSH and 
random serum AMH. The samples were processed using enzyme 
linked immunosorbent (ELISA) assays. The Age-specific FSH 
nomogram showed a gradual increase which became steeper at age 
35 years with an average yearly increase of 0.2 IU/L in basal 
serum FSH as shown in Figure 5, while age-specific AMH 
nomogram showed a peak at 25 years and then; an average yearly 
decrease of 0.1 1 ng/ml in random serum AMH from 25 years as 
shown in Figure 6.(Okunola et al., 201 6) 

Figure 5. A& Specific nomogram for FSH in Ile-Ife. Source Okunola et al. 
(20 16). 
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Figure 6. Age specific Nomogram for AMH at Ile-Ife. Source: Okunola et al. 
(2016). 

We further conducted a study to know if there is a difference in 
these hormone levels between fertile and infertile women 
(Okunola, Ajenifuja,. Loto, Salawu, & Omitinde, 2017). The result, 
as shown in Table 1, revealed a significant difference in the serum 
levels of these hormones among the women. 

Tablel. Comparison of anti-Mullerian hormone (AMH) and 
follicle stimulation hormone (FSH) between fertile and Infertile 
women. 

'Frrllk ImkMr \In. 95% Cl I sl.Hs~lrs Pvnloe 
(~nrsn t SD) (mela t SD) dlflrrtpcr 

Source: Okunola, Ajenifuja, Loto et a1 (2016). 

The findings from this study suggest that reduced ovarian reserve 
in regularly menstruating women may be associated with early 
ovarian ageing or subfertility. 



Mr. Vice Chancellor Sir, I realised the fact that basic treatment will 
not solve many couples' infertility problems as noted from a study 
from Benin (Orhue & Aziken, 2008) and embarked on a trip to 
India to the Institute of Reproductive Medicine (IRM) of the 
Madras Medical Mission in Chennai. Here, I was able to learn the 
advanced methods of treating infertility including In-vitro 
fertilization and embryo transfer (IVF-ET). I learnt under the 
tutelage of Professor Thankarn Varma. The embryology laboratory 
of this Institute which was the best in the Asian Sub continent at 
that time was headed by Dr V.M Thomas as the Chief 
Embryologist. Some of the pictures from that professional voyage 
for medical knowledge are presented from Figures 7 to 1 1 : 

- 

Figure 7. The Madras Medical Mission (MMM) Hospital, Chemai, India. 

Figure 8. Professor Thankam R Varma. Director, Institute of Reproductive 
Medicine (IRM), MMM Hospital Chennai. 
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Figure 9. The Inaugural Lecturer with some of the staff at IRM- L to R, the 
Inaugural Lecturer, Dr. Arti, Dr. V.M Thomas, and two other 
embryologists. 
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Figure 10. The Inaugural Lecturer with some embryologists at 1Rbl 



Figure 1 I .  The Inaug~~ral Lecturer with the ICSI machine at IRM. 

In-Vitro Fertilization (IVF) 
In-vitro fertilization and embryo transfer is the process of bringing 
the sperm and the female eggs together outside the body and 
transferring the resulting embryo back into the womb of the 
woman. It is a modern method of managing infertility that is not 
amenable to traditional treatment modalities. It involves 
fertilization of the female eggs in the laboratory and replacing the 
resulting embryos into the womb for the pregnancy to continue so 
that the woman can deliver her baby at term. IVF involves some 
basic steps which are: pituitary down regulation, controlled ovarian 
hyperstimulation (COH), ultrasound guided egg retrieval, sperm 
collection and preparation, fertilisation of the collected eggs, 
incubation and monitoring of the embryos in the embryology 
laboratory, transfer of the embryo into the prepared uterus on day 3 
or day 5 after egg retrieval and hormonal support to improve the 
chance of implantation. Obtaining sufficient ova (eggs) from the 
woman during COH depends on the ovarian reserve of the woman. 



It was initially developed to overcome infertility due to tuba1 
blockage. but it has since expa~dcc! in application to treating 
medical conditions that include severe male factor infertility, 
prevention of inheritable diseases and reproduction after cancer 
therapy. 

The procedure was first successfully carried out by Edward and 
Steptoe culminating in the birth of Louis Brown in England in 
1978. This was followed by several success stories all over the 
world. In Nigeria and indeed West Africa, Professors Giwa-Osagie 
and Oladapo Ashiru in Lagos were credited with the birth of the 
first IVF baby (Ezechi et a!., 2008). Dr Ibrahim Wada of Nisa 
Premier Hospital, Abuja was responsible for the birth of the first 
baby in Northern Nigeria. This was followed by successes at the 
Bridge Clinic, Lagos led by Dr Richard Ajayi and then The 
Nordica Fertility Centre in Lagos headed by Dr Abayomi Ajayi. 

vith the ICSI machine at IRM. 
Currently there are several IVF clinics in Nigeria today and the 

I number of babies born by this technique is on the increase. 
~nsfer is the process of bringing 
ogether outside the body and 
back into the womb of the 

managing infertility that is not 
ent modalities. It involves 
he laboratory and replacing the 
pr the pregnancy to continue so 
by at term. IVF involves some 
in regulation, controlled ovarian 
id guided egg retrieval, sperm 
isation of the collected eggs, 
2 embryos in the embryology 
nto the prepared uterus on day 3 
lrmonal support to improve the 
sufficient ova (eggs) from the 

e ovarian reserve of the woman. 

Mr. Vice Chancellor Sir, the good news is that both the knowledge 
and skills required to carry out IVF are currently being 
institutionalised in our University Teaching Hospitals. And very 
soon the hospital will record its first set of babies. While waiting 
for the complete institutionalisation, I meticulously preserve the 
knowledge and skills gained from my trip to India by honing the 
skills at the Paramount Fertility Clinic in neighboring Ondo town 
in Ondo State using the excellent laboratory of the Gani 
Fawehinmi Diagnostic (Mecure) Laboratory for hormonal tests. 

These efforts Mr. Vice Chancellor Sir, have yielded outstanding 
results attracting newspaper headlines. Specifically, the efforts 
resulted in the birth of the first IVF babies (a set of twins) in Ondo 
State, which was widely reported in the press as shown in Figure 
12. 
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Figure 12. Report of the first IVF twins in Ondo State in the Hope Newspaper. 

Figure 13, is the pictures of the first IVF twins in Ondo State. 



Figure 13. The first IVF twins in Ondo State. 

Mr. Vice Chancellor Sir, the case of the twins was followed by 
several success stories, some of which were also widely reported in 
the press. Among these success stories is the case of a couple who 
was delivered of a baby after 20 years of bareness, even when the 
wife was already 48 years, just 42 years younger than Sarah of the 
Bible. Figure 14 shows the press coverage of the case of the 48 
years old. As at today and to the Glory of God, over 83 babies have 
been delivered to infertile couples from the efforts at Paramount 
Fertility Centre with many more ongoing pregnancies. 
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The press reports culminated in the visit of a high powered 
delegation sent by the then Governor of Ondo State, Dr. Olusegun 


































































































