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Abstract

In order to determine the perceptions, prevalence and prognosis of leg oedema during pregnancy as well as the treatment-
seeking behaviour for the condition among Nigerian Igbo women, we conducted a point prevalence survey of 1000 consecutive
pregnant Igbo women over a 10-month period.The age of respondents ranged from 17 years to 45 years with a mean of
28years. The overall prevalence rate of leg oedema during pregnancy was 8.5%. The earliest gestational age at which it first
appeared during pregnancy was 24 weeks, and 100% of cases disappeared within one week of delivery. Anaemia, malnutrition,
excessive body water, kidney diseases, liver diseases and hypertension/preeclampsia were the presumed causes of leg
oedema during pregnancy. 73% of those who have had the condition had sought treatment for it outside the hospital.The low
prevalence rate of this condition as well as its presumed association with ill-health could explain why the few women who
develop the condition consider it abnormal. Its excellent prognosis supports reassurance as adequate management for the
condition. Reassurance should, however be preceded by adequate counselling to dissuade the women from receiving
potentially harmful medications for this condition.

SUMMARY

In order to determine the perceptions, prevalence and
prognosis of leg oedema during pregnancy as well as the
treatment-seeking behaviour for the condition among
Nigerian Igbo women, we conducted a point prevalence
survey of 1000 consecutive pregnant Igbo women over a 10-
month period.

The age of respondents ranged from 17 years to 45 years
with a mean of 28years. The overall prevalence rate of leg
oedema during pregnancy was 8.5%. The earliest gestational
age at which it first appeared during pregnancy was 24
weeks, and 100% of cases disappeared within one week of
delivery. Anaemia, malnutrition, excessive body water,
kidney diseases, liver diseases and
hypertension/preeclampsia were the presumed causes of leg
oedema during pregnancy. 73% of those who have had the
condition had sought treatment for it outside the hospital.

The low prevalence rate of this condition as well as its
presumed association with ill-health could explain why the
few women who develop the condition consider it abnormal.

Its excellent prognosis supports reassurance as adequate

management for the condition. Reassurance should, however
be preceded by adequate counselling to dissuade the women
from receiving potentially harmful medications for this
condition.

INTRODUCTION

Human pregnancy is associated with changes in most of the
physiological systems of the body as a result of the increased
functional demands to cope with the additional requirements

of pregnancy, delivery and lactation1, 2. In the absence of
associated functional impairments, these changes are

regarded as normal2.

Many of the pregnancy-induced changes manifest on the

skin with well recognized signs1, 3. Leg oedema is one of the

cutaneous manifestations of pregnancy1, 4, 5, 6. Oedema is also
a common sign of many pathological conditions such as
cardiovascular, renal, haematological and nutritional

disorders, among others7, 8, 9. In the absence of these
disorders, pregnancy–induced leg oedema is associated with

favourable pregnancy outcomes10, 11, 12, 13, 14 , and is

functionally regarded as normal4, 10. Its aesthetic status as
normal or abnormal is defined by the personal and
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community perception of the condition15, 16, 17. These
perceptions are usually informed by the prevalence and
prognosis of the condition, being regarded as normal if the

prevalence is high and the prognosis good16, 17. With a

prevalence of 75 to 80%7, 18 and complete resolution after

delivery among the Caucasians7, 19, 20, leg oedema during
pregnancy is regarded as normal in the Caucasian population
in the absence of identifiable diseases.

Among the predominantly Igbo population of Enugu, South
Eastern Nigeria, leg oedema is generally associated with
diseases which have poor prognosis such as liver and renal
diseases or with very poor nutrition and anaemia. Women
who develop leg oedema during pregnancy therefore

consider the condition abnormal and seek treatment for it21.
The concern expressed by pregnant women who develop leg
oedema could suggest a low prevalence of this condition
amongst this population or its poor prognosis or both. For
instance if only one out of ten pregnant women develops leg
oedema, she would be justified to consider herself abnormal
but if eight out of every ten pregnant women develop leg
oedema, they are more likely to consider leg oedema a
normal feature of pregnancy. Also if women who had
pregnancy-related leg oedema in previous pregnancies could
associate the condition with specific adverse pregnancy
events, the worry about leg oedema during pregnancy would
be better appreciated.

Although a number a number of physical and
pharmacological measures have been tried to relieve leg

oedema during pregnancy22, none has been consistently

found to confer benefits superior to non-treatment23, and

some are potentially harmful11, 12.

The objectives of the study were to determine the perception,
prevalence and prognosis of leg oedema during pregnancy
among the Igbo women of South Eastern Nigeria as well as
their treating seeking behaviours for the condition.

MATERIALS AND METHODS

The study was a cross-sectional point prevalence survey
involving 1000 consecutive eligible pregnant Igbo women
who presented at the antenatal clinic of the Park Lane
Specialist Hospital Enugu over a 10-month period. The Park
Lane hospital is the only state-owned health care facility that
offers general and specialist obstetric services in Enugu
capital city. The maternity unit has 4
Obstetrician/Gynaecologist, 7 other doctors (residents and
general duty doctors) and 23 nurse/midwives. Its annual

deliveries range from 3,000 to 4, 000. The hospital offers
services comparable in quality to those offered at the
University of Nigeria Teaching Hospital (which is also
located just outside Enugu) but at a much lower cost. As a
result, women of different socio-economic backgrounds
access maternity services at the Park lane hospital. The
eligible study subjects were pregnant Igbo women. Those
excluded were sick women, those who were not of Igbo
ethnicity, those who declined consent, and those with the
following conditions that are usually associated with
pathological leg oedema: preeclampsia, hypertension, severe
anaemia, malnutrition, renal diseases, liver diseases and
other cardiovascular diseases. Data were collected using
structured, pre-tested, researcher-administered questionnaire
pro-forma. Following consent, blood pressure was measured
and the results of urinalysis were documented, and a brief
history was taken to determine the subject’s eligibility for
the study (by eliminating the exclusion conditions). Verbal
consent was considered adequate. In eligible subjects,
relevant socio-demographic data (age, parity, education and
occupation) were obtained and documented. Full clinical

examination of the antenatal client19, 24 was conducted,
including checking for leg oedema and weight. The
questionnaire contained questions on the respondents’
perceptions about leg oedema during pregnancy (as normal
or abnormal) and what they believed were the causes of leg
oedema during pregnancy. Those who had leg oedema were
further asked whether they sought treatment for the
condition and if yes, the source of treatment (from hospital
or outside the hospital) and type of treatment (reassurance
alone, reassurance and drugs or drugs alone). They were also
asked the gestational age in the index pregnancy at which leg
oedema first appeared.

Determination of the prognosis of leg oedema during
pregnancy was based on the information provided by the
respondents who had the condition in their previous
pregnancies. They were asked whether leg oedema occurred
in a previous pregnancy, and if yes, whether there were
adverse pregnancy events or adverse pregnancy outcomes
associated with leg oedema as well as how long after
delivery the leg oedema disappeared.

The data were collated and analyzed with the computer
statistical software SPSS version 15 for descriptive and
inferential statistics. Level of significance was set at p<0.05
(95% confidence interval). The research ethics committee of
the University of Nigeria Teaching Hospital Enugu granted



Leg Oedema During Pregnancy Among Nigerian Igbo Women: Perceptions, Prevalence, Prognosis And
Treatment-Seeking Behaviours

3 of 5

the ethical clearance for this study.

RESULTS

The age of participants ranged from 17 to 45 years with a
mean of 28 years. The overall prevalence of leg oedema
during pregnancy was 8.5%. The earliest gestational age at
which leg oedema during pregnancy first appeared was 24
weeks. Among those who had it in a previous pregnancy, it
disappeared in 100% of cases within one week of delivery.
Although 380 out of the 666 women in their second or
higher order pregnancies (representing 57.1% of that
population) had had leg oedema during one or more previous
pregnancies, none of them remembered any specific adverse
pregnancy event or outcome that resulted from the oedema.
All the women (100%) however believed that leg oedema
during pregnancy is abnormal and requires treatment. All the
85 respondents (100%) of those who had leg oedema were
offered only reassurance without drug in the hospital.
However, 62(73%) of those who had leg oedema admitted
receiving some forms of drug treatment for the condition
outside the hospital setting. On what they believed to be the
causes of leg oedema during pregnancy, the majority
(75.8%) believed it was caused by anaemia and only 1.3%
associated it with hypertension and preeclampsia. Their
other presumed causes of leg oedema during pregnancy are
shown in Table 1. There was no significant association
between the development of leg oedema during pregnancy
and maternal age, parity, education, occupation or weight (p
> 0.05).

Figure 1

Table 1: Presumed causes of leg oedema during pregnancy
among Nigerian Igbo women

DISCUSSIONS AND RECOMMENDATIONS

The observed prevalence rate of 8.5% is much lower than

the Caucasian rate of 75% to 80%7, 18. This low prevalence
rate could mean one or both of two things. First, it could
represent a true lower prevalence rate in the study

population. But it could also result from the study design. In
a condition such as leg oedema during pregnancy that is
transient, (appears and disappears again), a point prevalence
survey captures only those who have it at the particular point
of survey. Those who had the condition before but not at the
point of survey, as well as those who will develop it after the
point of survey, are not captured by the survey. A
longitudinal survey on the other hand, captures all those who
develop the condition from the beginning to the end of their
pregnancies. The latter design will record a higher rate. It is
noteworthy that 57.1% of respondents in their second or
higher order pregnancies admitted having leg oedema during
one or more previous pregnancies, suggesting that the study
design might account for the much lower prevalence rate
recorded in this study. Previous studies did not specify the
method of survey used.

The low point prevalence rate of pregnancy-related leg
oedema in this population might contribute to why the few
women who have the condition at every point considered it

abnormal enough to seek treatment21. But the major cause for
their worry is probably the association of oedema with
serious ill health and malnutrition.

The favourable prognosis observed in this study is in

agreement with the Caucasian studies6, 4, and suggests that
reassurance is a reasonable management for the condition.
Such reassurance should take cognizance of the prevailing
belief in this population namely that leg oedema, even
during pregnancy, is a sign of some serious ill health or
malnutrition. Therefore a pregnant woman with leg oedema
should be offered adequate counselling during which the
woman’s understanding of leg oedema, concerns about the
condition and expectations are explored and understood.
This should be followed with provision of relevant
information on the pathogenesis of leg oedema during
pregnancy, correction of wrong perceptions and finally,
reassurance. It is only when the women are convinced, not
merely told, that leg oedema during pregnancy is normal,
that they will stop receiving potentially harmful treatments
for the condition outside the hospital setting.

It is concluded that despite a low prevalence and good
prognosis of leg oedema during pregnancy, the Nigerian
Igbo women consider the condition abnormal and seek
treatment for it. It is recommended that pregnant Igbo
women with leg oedema be adequately counselled to
dissuade them from receiving potentially harmful treatment
for the condition. A study on what constitutes the drug
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treatment offered pregnant women with leg oedema outside
the hospital setting is recommended. A follow-up
longitudinal study of pregnant women throughout
pregnancy, would determine the true risk of this condition
during pregnancy. Such a study is recommended as a follow
up to this point prevalence survey.
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