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ABSTRACT 
 

Background: Malaria still remains an overwhelming cause of morbidity and mortality among 
children under five years of age, especially in sub-Saharan Africa. The aim of this study was to 
determine the prevalence of Plasmodium parasitemia among children below 5 years of age in 
Akwa-Ibom, Delta and Rivers States, located in the Niger Delta region of Nigeria. 
Methodology: A cross sectional study of 2630 children, selected by multistage sampling from 
Akwa-Ibom, Delta and Rivers States of Nigeria between April and June 2019. Parasitological 
diagnosis was by Plasmodium falciparum histidine-rich protein 2-based malaria rapid diagnostic 
test (RDT) and microscopy of giemsa-stained blood smears. Demographic information was 
collected using soft copies of pretested interviewer-administered questionnaires via the Open Data 
Kit application installed on android phones. Data analysis was performed using the statistical 
software SPSS version 25. Frequency, percentages, and Chi-square test were used to interpret 
data at a confidence interval of 95% and a p-value less than 0.05 was regarded as statistically 
significant.  
Results: A total of 2630 children less than 5 years old were included in the study, 1016 from 
Akwa-Ibom and 807 each from Delta and Rivers states respectively. Malaria parasitaemia was 
detected in 230 (8.6%) and 198 (7.4%) children by RDT and microscopy, respectively. RDT used 
in this survey has high diagnostic accuracy (98.8%) compared to microscopy. 
Conclusion: The study shows a decline in the prevalence of malaria in children under 5 years. It 
also demonstrates the reliability of the RDTs in the diagnosis of malaria. The use of RDTs is thus 
further recommended especially in peripheral centers where the access to skilled microscopists 
and laboratory infrastructure may be lacking. 
 

 

Keywords: Malaria; children; prevalence; Niger Delta; Nigeria. 
 

1. INTRODUCTION 
 

Malaria is a life-threatening, acute febrile 
parasitic disease transmitted by the bite of an 
infected female Anopheles mosquito [1].  The 
most implicated species causing human 
infections in sub-Saharan Africa is Plasmodium 
falciparum [2]. Children below five years of age 
and pregnant women are particularly vulnerable 
to the severe forms of the disease. Despite 
global efforts, it remains an overwhelming cause 
of morbidity and mortality among children under 
five years, especially in sub-Saharan Africa [1]. 
The World Health Organization 2020 World 
Malaria report estimates the global incidence of 
malaria in 2019 as 229 million with Nigeria 
contributing 27% of this figure [3]. Globally, 
malaria caused about 409 000 deaths in 2019, 
67% of which were children under 5 years [3]. 
Among these countries with malaria deaths, 
Nigeria’s mortality rate was the highest (23%) [3]. 
The Nigeria Demographic and Health Survey of 
2018 reported the prevalence of malaria in 
children below 5 years as 23% [4]. Within the 
Niger Delta, Rivers State had a prevalence of 
8.2% and Akwa Ibom State was 29% [4]. 
 

Malaria is endemic in Nigeria and the ecology of 
the Niger Delta region supports all-year 
transmission [5]. It remains among the 

commonest reasons for admission into the 
children’s emergency ward [6-7].  Even with how 
high the incidence of malaria is in Nigeria, there 
is still the potential to miss cases of severe 
malaria based on clinical signs and symptoms 
alone [8]. Efforts to reduce the morbidity and 
mortality of malaria starts with an accurate 
diagnosis of the condition. Therefore, the World 
Health Organization recommends that a 
parasitological confirmation of malaria be made 
before treatment is commenced, unless the 
resources are unavailable or the turnaround time 
for the test exceeds 2 hours [9-10]. Cases with a 
negative test result may then be reassessed for 
other causes of fever [10]. 
 
Microscopy is one of the oldest means of making 
a laboratory diagnosis of malaria [11]. With 
microscopy, it is possible to detect all species of 
Plasmodium, as well as determine the parasite 
load. The World Health Organization’s (WHO) 
recommendation is for both thick and thin blood 
films to be stained with the alcohol-based 
Romanowsky, Giemsa [12]. A thick blood film is 
performed to determine the presence or absence 
of the malaria parasite and allows for parasite 
quantification, while a thin blood film allows 
Plasmodium species identification. However, the 
accuracy of this method relies heavily on the skill 
of the microscopist. It is an extremely sensitive 
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method when performed by skilled professionals 
and is still the gold-standard for malaria 
diagnosis [13]. Microscopy also allows for the 
measurement of response to treatment, 
identification of the presence of gametocytes and 
has low concurrent costs once the infrastructure 
is available [10]. 
 

Rapid diagnostic tests (RDTs) are 
immunochromatographic assays with monoclonal 
antibodies targeted at specific Plasmodium 
antigens such as the histidine-rich protein 2 
(HRP2), Plasmodium lactate dehydrogenase 
(pLDH) and aldolase. Its non-reliance on 
technical expertise, laboratory infrastructure and 
electricity make it suitable for use in resource-
poor settings [13]. Some of these RDTs are 
specific for P. falciparum and target the PfHRP2 
antigen, others are pan-sensitive to PfHRP2, 
pLDH and aldolase thereby enabling P. 
falciparum infection to be distinguished from 
mixed parasite infections [13]. However, the use 
PfHRP2-based tests is limited by its inability to 
differentiate between current and past infections 
due to the persistence of the PfHRP2 antigen for 
several weeks after treatment [10]. Also, with 
reports of PfHRP2 deletions, some infections 
may be missed if PfHRP2 RDTs are used solely 
in diagnosis of malaria. 
 

Although other tools such as PCR, microarrays, 
loop-mediated isothermal amplification (LAMP), 
nucleic acid sequence–based amplification 
(NASBA) are available for malaria diagnosis, 
they are mostly employed for research purposes. 
  
The purpose of this study was to determine the 
prevalence of Plasmodium parasitaemia among 
children below 5 years of age in three states of 
the Niger Delta region of Nigeria using both 
microscopy and RDT. 
 

2. METHODS 
 
2.1 Study Design 
 
A descriptive, cross-sectional study. 
 

2.2 Study Population and Sample 
 
A minimum sample size of 1,848 children under 
five was calculated using Cochran formula, 
based on a prevalence of 19% from the 2015 
Nigeria Malaria Indicator Survey [14], degree of 
precision of 0.02 and a 20 percent markup to 
take care of non-response. Participants were 
recruited using a multistage sampling technique. 

Stage 1: three states in the Niger Delta were 
selected by simple random sampling. Stage 2: 
stratified sampling was employed in the selection 
of two (2) local government areas (LGAs) from 
the three (3) major senatorial zones in each 
state, making a total of six LGAs per state. Stage 
3: Cluster sampling for facility selection was 
performed using computer-generated random 
numbers to select two (2) facilities in each of the 
smaller senatorial zones and four (4) facilities in 
the largest senatorial zone of each of the states. 
The sample size was then distributed 
proportionately according to the patient load of 
each facility. All children who presented to the 
facility for any health-related matter, and whose 
parent(s) gave informed consent in writing, were 
included in the study. Data was collected over a 
period of two weeks in each local government 
area.  
 
2.3 Data Collection 
 
Trained research assistants and microscopists 
were employed for data collection, phlebotomy, 
and laboratory procedures. Soft copies of pre-
tested interviewer-administered questionnaires 
were used to collect demographic information 
from the parents/caregivers via the Open Data 
Kit (ODK), an open-source data collection 
android app installed on android phones. 
 
2.4 Malaria Diagnosis 
 
Diagnosis was made using rapid diagnostic tests 
and microscopy. One milliliter of venous blood 
was collected from each participant. A rapid 
diagnostic test was carried out immediately using 
the Histidine rich protein 2-based SD Bioline 
Malaria Ag Pf test kit (Standard Diagnostics Inc., 
USA) according to the manufacturers’ 
instructions. A pair each, of both thick and thin 
blood smears were made on glass slides and 
stained using 3% Giemsa stain. Each of these 
were read by two independent microscopists 
blinded to the results of the other. A patient was 
said to be positive if either RDT or microscopy 
demonstrated the presence of malaria parasites. 
 

2.5 Data Analysis 
 
Data analysis was performed using the statistical 
software SPSS version 25. Frequency, 
percentages, and the Chi-square test were used 
to interpret data. A confidence interval of 95% 
was used and a p-value less than 0.05 was 
regarded as statistically significant. Decisional 
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analyses were made with sensitivity, specificity, 
positive and negative predictive values using 
two-by-two tables with microscopy as the gold 
standard for diagnosis.  
 

3. RESULTS 
 

A total of two thousand, six hundred and thirty 
(2630) children between 0 and 59 months of age 
were included in the study; one thousand and 
sixteen (1016) in Akwa-Ibom state and eight 
hundred and seven (807) each in Delta and 
Rivers states respectively. 
 

Their age and gender distribution are displayed 
in Table 1 below. 

The distribution of positive tests by microscopy 
and RDT in the entire sample population is 
shown in the figure below. 

 
4. DISCUSSION 
 
In all three states sampled, most of the subjects 
were below two (2) years of age. Since 
recruitment was performed within health facilities, 
the demography is in keeping with studies that 
demonstrate a higher number of visits to the 
clinics and children’s emergency wards in 
younger children [6]. It could also reflect a 
greater health seeking behavior of caregivers of 
younger children. 

 
Table 1. Age and gender distribution of children by state 

 
  Akwa Ibom (n =1016), % Delta (n = 807), % Rivers (n = 807), % Total  
Age        
< 2 years 820 (80.7) 605 (75.0) 623 (77.2) 2048 
>2 < 5 years 196 (19.3) 202 (25.0) 184 (22.8) 582 
Gender        
Male 515 (50.7) 434 (53.8) 435 (53.9) 1384 
Female 501 (49.3) 373 (46.2) 372 (46.1) 1246 

 
Table 2. Distribution of RDT and Microscopy results by state 

 
Results Akwa Ibom  

(n =1016), % 
Delta  
(n = 807), % 

Rivers  
(n = 807),% 

Total (n=2630), 
% 

RDT Positive 90 (8.9) 109 (13.5) 31 (3.8) 230 (8.6) 
Negative 926 (91.1) 698 (86.5) 776 (96.2) 2400 (89.6) 

Microscopy Positive 55 (5.4) 67 (8.3) 76 (9.4) 198 (7.4) 
Negative 961 (94.6) 740 (91.7) 731 (90.6) 2432 (90.8) 

Overall, more malaria infections were detected by RDT when compared to microscopy, however there was no 
significant difference (chi-square = 2.60, p = 0.106) 

 

 
 

Fig. 1. Distribution of microscopy and RDT results 
There was no significant difference in the distribution of positive tests by microscopy and RDT among the sample 

population (chi-square = 2.60, p = 0.106) 
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Table 3. Comparison of diagnostic accuracy of mRDT compared to microscopy 
 

Test (RDT) Disease (Microscopy)   
Yes  No Total 

Yes 198 (a) 32 (b) 230 (a+b) 
No 0 (c) 2400 (d) 2400 (c+d) 
Total 198 (a+c) 2432 (b+d) 2630 (a+b+c+d) 
Sensitivity  a/(a + c) 100.0% 
Specificity  d/(b + d) 98.7% 
Positive predictive value  a/(a + b) 86.1% 
Negative predictive value  d/(c + d) 100.0% 
Prevalence of the disease (a+b)/(a+b+c+d) 8.7% 
Accuracy* (extent of correct classification)  (a + d)/(a + b + c + d) 98.8% 
An analysis of the diagnostic accuracy of the RDT test compared to microscopy showed that RDT used in this 

survey has high diagnostic accuracy (98.8%) compared to microscopy 
 

The percentage of children who tested positive 
by either RDT or microscopy was below 15% in 
all the states sampled. Previous local studies 
have reported higher values such as 81.9% in a 
2012 study by Oladeinde et al in Edo State [15], 
63.3% in a 2015 study in Bayelsa State [16], 
66.3% in Cross Rivers [17] and 63% in a 2019 
study in Ekiti State [18]. These studies all used 
microscopy for parasite detection. Microscopy, 
although considered as the gold standard for 
malaria diagnosis, is heavily reliant on the 
expertise of the microscopist. A Tanzanian study 
compared the results of routine microscopy for 
malaria diagnosis to expert microscopy and 
reported 53.1% of slides positive by health facility 
routine microscopy but only 2.1% positive by 
expert microscopy [19]. This difference is quite 
significant. A Nigerian study that described a 
rigorous methodology involving confirmation by 
three independent microscopists who had all 
received a thorough training prior to their study, 
reported a prevalence of 16.9% in children under 
5 years [20]. Also, the Nigeria Malaria Indicator 
Survey (NMIS), which was a household study, 
reported prevalence of 19% in the South-South 
region [14]. Both studies are likely to reflect the 
true prevalence rates based on the thorough 
description of their methods and processes. The 
slightly lower prevalence rates of 5.4%, 8.3% and 
9.4 % in Akwa Ibom, Delta and Rivers States 
respectively in the current study reflect a 
downward trend in malaria infections in Nigeria 
which is consistent with global reports [3]. This 
trend is as a result of continued support for 
malaria preventive interventions including 
specific diagnosis and treatment [3,21]. 
 

To support the progress being made in malaria 
control, efforts to increase health seeking 
behaviors of caregivers need to be emphasized. 
Adekanmbi et al. reported an average of only 
2.2% of sick children were taken to a health 

facility during their illness [22], allowing for 
missed opportunities for making a possible 
diagnosis of malaria and appropriate treatment 
administration. Caregivers are more likely to 
explore various treatment options prior to 
hospital presentation than reporting to a health 
facility at the onset of illness. Antimalarial 
medications are available over-the-counter in 
Nigeria and studies have reported that caregivers 
are more likely to seek for help from drug 
vendors and pharmacies rather than hospitals in 
cases of suspected malaria [23]. In other 
instances, treatment of malaria in children is still 
performed based on clinical suspicion, rather 
than accurate laboratory evidence of 
parasitaemia [20]. More so, response to therapy 
is seldomly verified. Thereby, antimalarial and 
antibiotic misuse and abuse is most likely, in the 
absence of parasitological diagnosis. The World 
Health Organization strongly recommends a 
parasitological diagnosis before the 
administration of antimalarials [24].  
 

Both microscopy and RDTs achieve 
parasitological diagnosis. In this study, there was 
no statistically significant difference between the 
findings of microscopy and RDT. Malaria RDTs 
reported comparable sensitivity and specificity to 
microscopy in several other studies especially in 
areas endemic for P. falciparum [10,25-26]. 
Thus, for its ease of use, minimal training/ skill 
requirement and cost-effectiveness, the use of 
RDTs for diagnosis is strongly recommended at 
the communities and other settings where 
microscopic diagnosis is not feasible, if the 
provider is able to demonstrate the minimum 
competence required [24]. 
 

5. CONCLUSION 
 

The prevalence of malaria in under-five children 
in the Niger delta of Nigeria, is decreasing. This 
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study provides useful local data for the Niger 
Delta and is in line with the third pillar of the 
World Health Organization’s Global Technical 
Strategy for Malaria, which advocates for 
increased efforts in malaria surveillance. The 
usefulness and reliability of RDT kits for malaria 
diagnosis in the absence of expert microscopy is 
also re-enforced.  

 
6. LIMITATION OF THE STUDY 
 
A limitation of this study is its cross-sectional 
design which takes a snapshot of the population 
at once and does not consider seasonal 
variations, if present.  
 

CONSENT  
 
As per international standard, parental written 
consent has been collected and preserved by the 
author(s). 
 

ETHICAL APPROVAL 
 
Ethical approval for this study was obtained from 
the respective ethical boards of the states and 
facilities (UPTH/ADM/90/S. II/VOL.XI/676; 
UUTH/AD/S/96/Vol. XXI/227). 
 
COMPETING INTERESTS 
 
Authors have declared that no competing 
interests exist. 
 

REFERENCES 
 
1. World Health Organization. Malaria Fact 

sheets; 2020.  
Available:https://www.who.int/news-room/ 
fact-sheets/detail/malaria.  
Accessed 24 March, 2021 

2. Jamison DT, Feachem RG, Makgoba MW, 
Bos ER, aingana FK, Hofman KJ, et al 
(Editors). Disease and Mortality in Sub-
Saharan Africa. 2nd ed. Washington (DC): 
The International Bank for Reconstruction 
and Development / The World Bank; 2006.  
PMID: 21290641.  
Available:https://www.ncbi.nlm.nih.gov/boo
ks/NBK2279/. 
Accessed 5 April, 2021. 

3. World malaria report 2020: 20 years of 
global progress and challenges. Geneva: 
World Health Organization; 2020. Licence: 
CC BY-NC-SA 3.0 IGO.  

Available:https://www.who.int/publications/i
/item/9789240015791. Accessed 24 March 
2021. 

4. National Population Commission (NPC), 
ICF International. Nigeria demographic and 
health survey 2018. Abuja, Nigeria, and 
Rockville, Maryland, USA: NPC and ICF; 
2019.  
Available:https://dhsprogram.com/pubs/pdf
/FR359/FR359.pdf.  
Accessed 17 April 2021. 

5. Adigun AB, Gajere EN, Oresanya O, 
Vounatsou P. Malaria risk in Nigeria: 
Bayesian geostatistical modelling of 2010 
malaria indicator survey data. Malar J. 
2015;14(1):1–8.  
DOI: https://doi.org/10.1186/s12936-015-
0683-6.  

Accessed 27 March 2021. 
6. Enyuma COA, Anah MU, Pousson A, 

Olorunfemi G, Ibisomi L, Abang BE, et al. 
Patterns of paediatric emergency 
admissions and predictors of prolonged 
hospital stay at the children emergency 
room, University of Calabar Teaching 
Hospital, Calabar, Nigeria. Afr Health Sci. 
2019;19(2):1910–1923.  

DOI: 10.4314/ahs.v19i2.14.  

Accessed 24 March 2021. 

7. Ibeziako SN, Ibekwe RC. Pattern and 
Outcome of Admissions in the Children's 
Emergency Room of the University of 
Nigeria Teaching Hospital, Enugu. Niger J 
Paediatr. 2002;29(4):103-108.  
DOI: 10.4314/njp.v29i4.12018.  

Accessed 24 March 2021. 
8. Graham H, Bakare AA, Ayede AI, Oyewole 

OB, Gray A, Neal E, et al. Diagnosis of 
pneumonia and malaria in Nigerian 
hospitals: A prospective cohort study. 
Pediatr Pulmonol. 2020;55(S1): S37–50.  

DOI: 10.1002/ppul.24691.  

Accessed 24 March 2021. 
9. World Health Organization. Parasitological 

confirmation of malaria diagnosis: WHO 
technical consultation, Geneva; 2009.  
Available:https://apps.who.int/iris/handle/1
0665/44323.  
Accessed 25 March 2021. 

10. World Health Organization. Guidelines for 
malaria. Geneva: World Health 
Organization; 2021. Licence: CC BY-NC-
SA 3.0 IGO.  
Available:https://www.who.int/publications/i
/item/WHO-UCN-GMP-2021.01.  



 
 
 
 

Oboro et al.; AJPR, 5(4): 10-17, 2021; Article no.AJPR.68191 
 
 

 
16 

 

11. Charmot G. Laveran and the Discovery of 
the Malaria Parasite. Centers for Disease 
Control and Prevention; 2015.  
Available:https://www.cdc.gov/malaria/abo
ut/history/laveran.html. 
Accessed 5 April 2021. 

12. World Health Organization. Basic malaria 
microscopy – 2nd edition. Part 1: Learner’s 
guide. 2010.  
Available:https://www.who.int/malaria/publi
cations/atoz/9241547820/en/.  
Accessed 4 April 2015. 

13. Amir A, Cheong FW, De Silva JR, Lau YL. 
Diagnostic tools in childhood malaria. 
Parasit Vectors. 2018;11(1):1–12.  
DOI: https://doi.org/10.1186/s13071-018-
2617-y.  
Accessed 24 March 2021. 

14. National Malaria Elimination Programme 
(NMEP), National Population Commission 
(NPopC), National Bureau of Statistics 
(NBS), and ICF International. Nigeria 
Malaria Indicator Survey; 2015.  
Available:https://dhsprogram.com/publicati
ons/publication-mis20-mis-final-
reports.cfm. Accessed 1 April 2021. 

15. Oladeinde BH, Omoregie R, Olley M, 
Anunibe JA, Onifade AA. Malaria and 
Anemia among Children in a Low 
Resource Setting In Nigeria. Iran J 
Parasitol. 2012;7(3):31–37.  
Available:https://pubmed.ncbi.nlm.nih.gov/
23109959/ 
Accessed 29 March 2021. 

16. Abah AE, Temple B. Prevalence of Malaria 
Parasite among Asymptomatic Primary 
School. Trop Med Surg. 2015;4(1):2–4.  
DOI: 10.4172/2329-9088.1000203.  
Accessed 29 March 2021. 

17. Alain Inah S, Ejemot-Nwadiaro R, Anuqua 
Inah J, Ebi Eko J. Prevalence of Malaria 
among Pregnant Women and Children 
Under Five Years in Abi Local Government 
Area, Cross River State, Nigeria. AJMAH. 
2017;7(1):1-7.  
Available:https://www.journalajmah.com/in
dex.php/AJMAH/article/view/15606.  
Accessed 5 April 2021. 

18. Simon-Oke IA, Ogunseem M, Afolabi O, 
Awosolu O. Prevalence of Malaria 
Parasites among Pregnant Women and 
Children under Five years in Ekiti State, 
Southwest Nigeria. Journal of Biomedicine 
and Translational Research. 2019;5(1):5-
10.   
DOI:https://doi.org/10.14710/jbtr.v5i1.3711.  
Accessed 29 March 2021. 

19. Kahama-maro J, Acremont VD, Mtasiwa D, 
Genton B, Lengeler C. Low quality of 
routine microscopy for malaria at different 
levels of the health system in Dar es 
Salaam. Malar J. 2011; 10(1):332. 
 DOI: https://doi.org/10.1186/1475-2875-
10-332.  
Accessed 4 April 2021. 

20. Oladosu OO, Oyibo WA. Overdiagnosis 
and overtreatment of malaria in children 
that presented with fever in Lagos, Nigeria. 
ISRN Infectious Diseases; 2013.  
DOI: https://doi.org/10.5402/2013/914675.  
Accessed 29 March 2021. 

21. Maharaj R, Kissoon S, Lakan V, Kheswa 
N. Rolling back malaria in Africa–
challenges and opportunities to winning 
the elimination battle. S Afr Med J. 
2019;109(11b):53-56. 
DOI:10.7196/SAMJ.2019.v109i11b.14250.  
Accessed 3 April 2021. 

22. Adekanmbi VT, Adedokun ST, Taylor-
phillips S, Uthman OA, Clarke A. 
Predictors of differences in health services 
utilization for children in Nigerian 
communities. Prev Med (Baltim). 2017; 
96:67–72.  
DOI:http://dx.doi.org/10.1016/j.ypmed.201
6.12.035.  

Accessed 2 April 2021. 
23. Geldsetzer P, Williams TC, Kirolos A, 

Mitchell S, Ratcliffe LA, Kohli-lynch MK, et 
al. The Recognition of and Care Seeking 
Behaviour for Childhood Illness in 
Developing Countries: A Systematic 
Review. PLoS ONE. 2014;9(4):e93427.  
DOI: 10.1371/journal.pone.0093427.  

24. World Health Organization. Universal 
access to malaria diagnostic testing: An 
operational manual. WHO Press. 
2011;12(1):31A.  
Available:https://www.who.int/malaria/publi
cations/atoz/9789241502092/en/.  

Accessed 29 March, 2021. 

25. Oboro IL, Maduka O, Kasso T, Awopeju 
AT, Paul N, Yaguo-Ide L, et al. 
Plasmodium Parasitaemia among 
Pregnant Women in the Niger Delta 
Region of Nigeria. Advances in Infectious 
Diseases. 2021;11:84–94.  
DOI: 10.4236/aid.2021.111010.  

Accessed 4 April, 2021. 
26. Andrade BB, Reis-Filho A, Barros AM, 

Souza-Neto SM, Nogueira LL, Fukutani KF 
et al. Towards a precise test for malaria 
diagnosis in the Brazilian Amazon: 



 
 
 
 

Oboro et al.; AJPR, 5(4): 10-17, 2021; Article no.AJPR.68191 
 
 

 
17 

 

comparison .021among field microscopy, a 
rapid diagnostic test, nested PCR, and a 
computational expert system based on 

artificial neural networks. Malar J. 
2010;9:117.  

DOI:10.1186/1475-2875-9-117.  
  

© 2021 Oboro et al.; This is an Open Access article distributed under the terms of the Creative Commons Attribution License 
(http://creativecommons.org/licenses/by/4.0), which permits unrestricted use, distribution, and reproduction in any medium, 
provided the original work is properly cited.  
 
 

 Peer-review history: 
The peer review history for this paper can be accessed here: 

http://www.sdiarticle4.com/review-history/68191 


