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ETRIC AND GYBAECOLDGY CASE COMMENT!

L

and commentaries presented in this

fulfilment in the achievement of the

degree of Master of Medicine in Obstetrics and Gynaecology
o

in the Universitz of Dar es Salaam.

The sases of written have been managed and supervised
by the author tween 1978 - 1981 at Muhimbili Medical
Centre, Dar es Salaam, Tanyania, which alse incooperates

L €

the Faculty of Medicine, University of Dar es Salzam.

The function of the centre is to give services to
patients, teaching and research, It acts as the main
consultant hespital in .the countrz, and in particular the
Eastern bBad Southern yones, (Comprising of Dar es Salaanm,
Coast, Mtwara, Lindi, Ruvuma, Iringa, Mbeya and Merogoro
regions). In addition it he referral hospital for
Dar es Salaam

Teaching services include Postgraduate and

undergraduate doctors, Nurses, Midwives and Paremedicals,

The department of Obstetrics and Gynaecolegz is
divided into 4 firms, (A, B,'C, D,) each with at lest 2
€onsultants/Specialists, "Each firm has its own patients
in the wards, with independent outpatient and operative

schedules including emergefMcy duties.
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Muhimbili Medical Centre has 1,065 bed out of which
356 beds are under the Obstetrics and Gymaecology
department The latter are dis tributed as follows:-
Seua Haji block Muhimbili for Gynaecological services

Ward 18 40 beds
Ward 20 39 beds
fcean Road Hospital

For normal obstetric services has the following wards: -
Ward 29 for antenatal and postnatal patients 33 beds

Labour ward 16 beds
Ward 31 for special care postnatal patients 33 beds
(Post caesarean section, episiotomy etc,) 33 beds
ward 32 postnatal patients 33 beds

Total 115 beds

UBSTETRIC SERVICES

B . Antenatal care

The department provides specialist antenatal care for
high, risk pregnancy a@mmaddition to grade one mothers
(normal and abnormal), Peripheral clinics are Mun bg Nurse
Midwives who identify the high risk patients who are then
raferred to Muhimbili Maternity clinics. These clinics are
BUn by ;Specialists, Consultants and Residents with

laboratorg services provided by technicians,

The indications to attend to Muhimbdli maternity

Clinics are Usually stipulated in the antenatal clinic

eard, which includes:-

Past obstetric history of

1, Instrumental delivery,

Lo Previous caesarean section,

3. Third degree tear of the perineum,




Delivery by gyymphisiotomy,
Previous still birth,

Previous neonatal death,

Manual ‘removal of the placenta,
Post partum haemorrhage,
Gravida 10 .or above.

Age over 35 zears.

Gynaecology history of ’

Repair aof Gynaecological/Obstetrical fistula,
2. Myomectomy, /
3 Repair of genital prolapse,

Maternal diasese such as:

1. Diseases of the heart and or lungs,
Diabetes Mellitus,
Positive serological test for szphillis,
Uterine fibroids and. other abdominal lumps.,
Chronic. renal dissase,
Preeclampsia and or Edema, Proteinuria,
Hypertension Gestesis syndrome,
Haemoglobin levels of 7.4 gm percent or less,
Primigravida with

A height of 145 centimenters or less,

2, Age under 16 years or over 30 years,
Suspected disproportion,

4, Deformitz of spine, pelvis or lower limbs,

Lomplications during pregnancy such as

s Multiple pregnancy

- Breech and malpresentations,

3, Polyhydramnios.,
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Antepartum haemorrhage.

Rhesus - !D' negative mother.
Intrauterine fetal growth retardation.
Intrauterine fetal death.

Prolonged pregnancy beyzond 41 weeks,

First anaternatal attendance:

At the first booking the patient is seen by the

Miduife who reviews the previous and current ebstetric
history. The midwife then reguests few basic investigations
dike haemoglobin, bleod grouping and Rh=tgping, and
serological test for syphillis, The urine is then checked
for albumin and sugar. The blood pressure weight and

Neight are measured and recorded on the antenatal elinic
gard, The patient is then directed to see the doctor
(Resident, Specialist, Consultant) with her card and
laéboratory results, The doctor reviews the history of

the present pregnancy, past obstetric and gynaecologic

i
histories, medical and surgical history. The patient

then given 'a detailed general physical examination,
raspiratory, cardiovascular, abddominal and vaginal

@xaminations and a plan for her antenatal care laid out.

Subseguent antenétal visits

The patient is then seen monthly till the 28th
Week, then fortnightly till the 36 weeks and veeklyy
thereafter until delivery. 1If complications arise which
necessiates freguent visits, she is then asked to come
accordingly.
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puring each wisit the patient is asked if 8he had any
new complaints and her general condition and fetal well
being is reviewed. The weight is taken, hagmeglmhin level
estimated dnd urine tested for albumin at each visit, If
the patient's problem has been cerrected and the doctor is
satisfied that normal pregnancy will continue, the patient
is ‘asked to attend her former clinic-with her antenatal
card.,

At each visit all patients receive the following

prophylaxis:~-

le Ferrous sulphate tablets 200mg twice daily.

% Folic acid tablets Smg once dailg,

3a Chloroquine tablets 400mg weekly.

4, Tetanus texeid injection at 28, 32 and 36 weeks

of gestation,

Extra investigations done during antenatal clinics if

necessasrz ares-

1, Serclogz for anti-D-antibodies

2, Radiological studies for fetal maturitg confirmation
of tuin pregnancies, malprasentation and intrauterine
fetal death.

A With the acquisition ef the ultrasonography machine,
radiological investigations for some obstretic

compllcatlons is being gradually replaced.

Antenatal admissions:
The patients: with complications during pregnancy

requiring admission are admitted to the ana tental wards
%8 or 39.  The commonest indications for admission teo th

gantenatal werds in 1978 were anaemia (37.1%), Edema



Protenuria-Hypertention-Gestosis Syndrome (24.7%)
and false labour (21%),

2, INTRA-PARTUM CARE

Nermal deliveries are conducted at the Ocean Road

Hospital, All patients who require specialist antenatal
gare are asked to come to Muhimbili Maternity Centre for
deliverg., If complications arise in the course of labour
for the mothers destined to deliver at Ocean Road Hospital,
they are transfered to Muhimbili Maternity Centre by means
of an ambulance, In 1978 a total of 28,827 deliveries
Were conducted at Muhimbili and Ocean Road hospitals.

Admission to the labour ward

All patients admitted te the labour ward &re first
seen by an admitting nurse in the admission room, The
nurse who is & midwife takes a brief history of the onset
of labour or any other reason for admission in the labour
ward such as antepartum haemorrhage. The miinFa further
ihguires about any abnormaelities in the present pregnangy
and previous obstetric history and cutcome. Usuallp such
information is available in the antenatal card if the

patient is a 'booked' case. She also carries a physical

gxamination, and records the general condition, tempepature,

blood pressure, the presence of oedema and the height of
the ' patient. The fundal height, size of the fetus, lie,
presentation and fetal heart rate is recorded as well as
the intensity and freguency of uterine contractions, The
grine is tested for albumin, and acetone,

The patient is then teken to the adjacent labour ward

where a doctor reviews the history and does a thorough
-

physical examination, An initial vaginal examination is
made to determine the state of the cervix, dilatation,




presenting part and its level and position in the pelvic
cavity and the presence or absence of moulding er caput,
and whehter membranes can be felt. The doctor also
gxamines the size and shape of the pelvic cavity. He
then decides on the management of labour and the plan for
delivery workecd out,
The first stage of labour

The Phillipot's modificdtion of friedmans curve is

o

used to record graphically on 'patogram the progress of
labour. The cervical dilatation, descent of the
presenting part and intensity of the uterine contra gtions
'érs recorded on the composite chart, An ‘example of a
partogram charted in & case of normal labour is sheouwn

in obstetric case No. 1.

The second sta

8 e of labour ,
When the cervix'is fully dilated and the presenting

part is in the low pelvic cavity a delivery tray which is
already prepared (consisting of scissors, 2 artery force
sterile gauge, antiseptic and rubber band for cord tying,
0.25mg ergomerine in a syringe and noedle) is brought at
the bedeside., Mothers who require instrumental deliveries

or who have breech presentations are usually taken to the

‘As the contractions become po wwr?ul and explusive in
hature and the presenting part distending the perineum,
the mother may have a desire to defeacate, At this time
8he is encouraged to bear down during each contraction,

A sterile pad is placed on the anus and the perinesum is

supported.

PSy



An episiotaon
if ‘indicated. The incision made by sciccors
in the midline at 6 B'Clock position for 2cm and then
giverted to either side making a "J" shaped incision.
Once the head is b the eyes, nostrils and mouth
@re cleaned and wiped with a sterile swab. The fcond is
divided with scic 3 between two artery forceps,
The third stage

At the delivery of the anterior shoulder
grgometrine is given intravenously. When the
contracts the placenta is delivered by applyincg
gord traction with the right hand while
‘presses the uterus immediately above
dpward and posteriorly. When the

vaginal it is held with two hands and rotated 3 f

pulling outwards to deliver the fetal membranes. The

placenta and membranes are then inspected for completeness
and evidence of any abnormalities The placenta is then
WBlghed and the total blood loss is recorded in the labour
chart,

3% POST=PARTUM CARE

The infant

After the bab 3 bor aral and nasal secretions are

SUcked out. In cases where sp Laneous raespirat
fiot established, endotracheal intubation is done
L@pyngoscope and oxygen adm

Bed% 'sodium hicarborate are

USIng the umbilical vain,

The baby apgaer score estima at one
flecessary after 5 minutes) is recorded in the
Umbilical cord is ligated about 6 centimetres above the
The baby is

gxamined for comgenital abhnermalities.




hy, it is taken to her

uncomplicated and the baby is heal
bno

4
mother, otherwise the rmal baby is taken to the neonatal

)
J

i~

cward for ca
All

discharged home.
L}

" 8
o

abies are vaccinated with B.C.G. before being

o
1)

The mothers

The birth canal is inspected for any tears or
lacerations., If these are found or if an episiotomyg had
been made then they are repatred immediately after delivery. |
The vaginal wound is closed with continuous No., 1 catgut.

Then the perineal muscles are sutured together with ‘
n

interrupted No, 1 catgut, Finall% the ski over ‘
the muscles with interrupted Ne. 1 catgut. ]

The uretus is sgusezed to expel any clots and felt
"

i
to ascertain a good contracted state. The blood pressure
p- | ¥

o
‘.—.‘.
ot

and pulse rate are checked soon after delivery. When

w0
@0
o+

is well the patient is taken to an adjoining roem for re ;
and .observation for 24 hours after which she is transfered

to Ocean Road hospital for another 24 hours observation

ed home, If any complications have

been noted such as a high blood pressure or anaemia she

is transfered to ward 37 for further: management,

4,  PODSTNATAL CARE:

Mothers who had normal deliveries are instructed to

attend the maternal and child health clinics at thedir

who had complicated

m
@

respective areas, while tho
geliveries attend a postnatal clinic at Muhimbili Maternity
Centre 6 wueeks later.

At these clinics the mother's haemoglobin, blood

pressure and uterine involution including the state of the

gervix are examined., The urine is tested for albumin and

sugars A general physical examination, weight and

presence 'of any abnormalities is checked on the infant,
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SOME COMMON OBSTRETRIC PROCEDURES

Vaginal @xanln ation

In the antenatal clinic vaginal examination is done
garly in pregnancz to exclude abnormalities of ths vulva,
vagina and pelvic tumours. Pelvic
assessed after 36 weeks in
whenever necessary,

In labour detailed
admission to assess the
part, membranes, and the pelv capaci Subsequen
vaginal examinations are do at leas i hourly to
the progress of labour. ;

(b) Procedure of vaginal examination

N T 0 ke e S £ 0 1 A AT

S

The examiner scrubs his hands using tapwater, brush
@hd soap for at least 5 minutes, The examiner puts on a
8terile glove on his right hand, ' The patient is placed in
the medified dorsal position or lithot tomy position. The
right hand picks the swab soaked in savlon solution and
gransfers it to the left hand. The left sideé of the vulva
s then cleaned by a single sweep from above, downhwards to
the fourchette., The same procedure is repeated for the
right hand the introitus is swabbed from the urethral meatus
@bove, downwards, The index and middle fingers of the
pight hand are then soaked in hibitane obstetric cream, with
the"labia separated the fingers are introduced into the
vaginal, The vaginal mucosa, cervix, fornices and adnexa

are then palpated.

(¢)" "Bony pelvis assessme

Tne fingers are gently but firmly pressed onwards
towards the sacral promontory, The distance of the diagonal
BONjugate is thus estimated from a previocus knowledge of

ERe length from the tip of the middle finger to the index-

etacarpophalangeal joint of the examiners hand.




An attempt is now made

on: top of the fingers lying

The thumb of the
symphysis pubis and
pushed down to the
disproportion can” be

of overlap is noted.

If the parietal bone

of the symphysis pubis

However if

symphysis pubis,

possibility of vagina

The

downwards so

fingers are
that
bispinious diame
prominence of the
assessed by the
fingers. The
abilitg to
between them,
() OPERATIVE

examiner's
feels
level: of

excluded,

the head is

first

intertuberous

accommodate

;5

to push the head into the pelvis

alonig the diagonal conjugate.
hand is dept over the frent of

for® overlap. " If the head can be

the ischial spines, brim
14t cannot the degree

anterior surface

overl

the

as irst degree

1t e

felt bg,thg thumb to overhang

degree overlap is diagnosed and the

delivery in such & case i8 unlikely.,

oacks

the
diameter is assessed

the knuckles of the clench

both as

glective anc

Pre-operative preparation

sometimes as

obstrtric department are performed

emergengz procedures,

of the pa

Preperation for

elective procedures

Most patients booked for eiecti

)

admitted at least 24

gnee in the ward, the

and a detailed

b 41 g
nours

pnysicad

before procegure.,

istory of her illness revieuwed

eXamination mage o cng paclellit,
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for general anaesthesia is checked with special

Her fitness

cardiova-

and

pressure, pulse and

goular systems. The patient's blo

temperature are recorded. “Urine is tested for albumin and
presence of sugars. Blood group and crossmatch is done
gepending on the need and type of operation. The
Ha@emoglobin is estimated in the outpatient a day before
gperation,

Consent for the anaesthesia is then obtained and the
exact rature of the operation’ is once more explained.
After a light supper en"the night before the coperation
patient fasts from 10 p.m. onvards, snd 'a tap water enema

given,
For abdominal operations. the

o

bdomen and. . mons veneris
inal preparation of the skin is done

are shaved. The . f

the theatre where

tollousd by flavine

@pplied starting on
gateérally as far as the breasts above and.to the level of

B8 kneses bslow, The patisnt.is then drapped -with sterile
Bouels exposing only the agperation si

as for an

Faer vaginal aperations,

@bdominal operation is followed except that the whole vulva

must be shaved,  The operation area is then prepared in-the

gheatre as above, All patients ape premadicated

ABur befere the operation with 0,6mg intramus
T

preparation for emergency procedu

...... e

When an operation has to be .performed. as an emergency,
Ghe preparation and premedication are done as described
time and enema

hey are done at the

P
@

above except tha

a.

®
C

O
L
®

18 omitted. A wid: gastriec tube is passed to

@spirate the stomach for any food taken in the past 6 hours,




ANAESTHESIA

While the patient is in theatre the anaesthetist

reassess the patient's fitness for anaesthesia,.

Induction of anaesthesia

The premedicated patient is induced with freshly
sied | prepared thidpentone sodium 250mg intravenously, The
;‘ patient is then hyper-ventilated with oxygen for about
| 5 minutes,
pro i  MAINTENANCE OF ANAESTHESI

Maintenance of an@esthesia is usually achieved by

>
9

! : using a8 varying combination of gases and vapours administered
i

L oMe0s inhalsr, Before the

€
Pts
L3
-
ol e
=
®
o
O
<
H
112]
-
o
;J
0
e
@
Q
]
53]
w

: delivery of the baby maintenance of anaesthesia is by

; oxygen and Nitrous Oxide. After the baby hes been delivered

&

and the first layer of the myometrium has b

3

2en repairedd

£

ether is added to the system,.

Endotracheal intubation

A short secting scle relaxant, suxamethonium bramide

40mg, is given

, oxygen through then

e}

inserted with the aid of a short acting muscle relaxant

L

5
Pavlon" (Pancurocnium oromide) 6mg is given intravenously,

Reversal of anassthesis

At the conclusion of the operation atropine sulphate

O0.6mg and neostigmine 1l-2mg are gi intravenously, Any

v
are sucked out and the

bronchial secretion

5

endotracheal tube removed. The patient is then taken to the
recovery room and when fully conscious, and the cough an
swallowing reflexes have returned, she is wheeled back to

the ward,




CAESAREAN SECTION

Pre-operative preparation

The patie is gi nagnesium trisilicate

orally to reduce the irritability of gastric juice

of accidental inhalation. An intravenous infusion

after taking blood for crossmatching. The abdomen
preparation and other preliminaries are done as described
before,

Technigue of theoperation

The lower segment transverse caesarean section
technigue is used,

o~

Opening of the abdome

A low midli
Pfannesteil inci

Skin incision

The skin is put on stret
index finger and a vertical incision made with
foree, This incision is carried out below the umbi
towards the symphysis and deep to pass to ths rectu:
sheath., Bleeding points are cla
forceps and tied with plain No, 3/0

Incision of the sponeurosis

‘ o

A small incision is now made
approximately in the middle of tl
gdges are picked up by long arter)
blades of the mayo scissors introduced behind the rectus
sheath, and the shesth cut through aleng the whole length
of the cision, first downwards the symphysis and then

Upwards towards




of the peritoneal

this stage all small swabs used are discarded and
checked ocut, being replaced when necessary
in.a sponge forceps. A site ecte
picked up with toothed dissecting forceps.
picks up the peritoneum at : same level
and the area between checked to exclude presence
Ihe peritoneum is then incised very carefully and once
gpened permits the aspiration of air, Mayo scisso
then introduced and the peritoneum . divided upwards and
gfunuards along the length of the incision, being careful

T

o to cut the bladder = the lower end of the incisien,

uterus is packed with

pack, to push away the intestines and imsge soiling of

the peritoneal cavity

A Doven's retracter is then inse
Dladder downwards he lower uterine
8t the loose uterovesical peritoneum covering
oh the middle with a toothed éiaa@aéiﬂg forceps
transversely to about one centim
R DOth sides, The bladder i
Stripped downwards, from
swab on a haimerg and
thereby expﬁ&in; the lower uterine segment A small
transvere incision is made in the exposed lower segment
88 low down as possible in t! mymetrium to the amniotic
BBC, The incision is then extended laterslly by curved
S€issors, If the membranes
fupture of the membranes is
Inserted into the uterus bet
the lower uterine segment,

presenting part.
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At stage- any:bleeding

¥

.

underpinned with fine

s

pperation the, following

Care 4's taken to avoid

wall from being caught

from the lateral anglses,

b
W

A'firm pull is kept on the

stitehing, for-the incision

iR size;, and 'there is a8 tend

te' work loese.

The insertion 'of the inner

=

as ‘accurate =&

«

07:‘ the u-i[g:'[‘i:”t&i

is'no 'bleeding

perttoneum. is stitched with conti

The abdominal
moppec ‘of £,

pefere closing the

glosing the abdomen

After completion

gauZe antd instruments are checked

BUPe ‘Chet' 'none hag been left in

Llesing of the peritoneunm

The peritoneum is picked

gnecf which is at

laceg
the

e

gtarting from above ~

continuous suture

£losing the rectus

The rectus she

trocpar pointed

with No.

or
1l chropic

Suspicion of the pre

ureters

stitches

identified

oimnts are and

suture No., 2 Throughout

°

are t

sand the bladder

- especially
whole
reguced

stitches

lengy for initi

made
tion

re

numper

the

RLer ci

¥

IITE

Dres:

i
2 1

itching




18 done with interrupted sutures atherwise continuous
interlocking su

Subcutanecus. 1

s

Suturing of this layer is done with interrupted
plain catgut
The

interrupted silk number one
the skin with mitche'ls
is occassionally done:. The
savlon (1 in 200) then with

ilavine in ‘70%

1

oRe to two laye
ips

separate stri

30

POS=0OPERAT

Return to the

After an operation the petien s kept in an adjoining
Betovery rocm until she has improved sufficie
moved ta the ard Ln the recovery¥ room the
meRiters .the general co b@b“ pulse, :blood pressure,
Eaantration of the patient Ihen the patient r ins
gonsciousness, she's wheeled to.the ward in the ward

g 3 e |
Pressures . ang
o~
i

Bhe patient’s blood
BRarees half hourly for 4 hours,
further ebservation

BOP 24 hours and later

galance chart is kept for every

temperature recording




Blood transfusion

there
wdard unit of bleood contains appreximetely 420
ml of whole blood and 120 ml. of acid-citrate~dextrose

@fticoagulant solution, OQDuring

o
e

patient is observed for febrile,

and hemolytic

Fluids

About
gdextrose~saline
per 24 hour

The volume of the administere
according to
afdditional 600-1000 mls (inmsensible loss) of fluids is
g@ded to the daily volume calculated from the flui alance
chart. UWhen the el sounds
gradually
soft meals

Antibiotics

These are not
Any patient

post oper

PDEJT-"HHL RATI VE

The patient is

the post-operat
b
$00n as she can get o

18 done on the third

= 8 days postoperatively according
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INTRODUCTION TO GYNAECOLOGY

Gynaecological services

he majorit f patients who receive the

Hospital gynecological services come, from Dar
region and_ to 2gser exter from the Coast
Those refesrred, come from

from the Southern

Gynaecology outpatie

There are . 4 g
pne infertility clinic, and fami
Bvery week, Patients attend these
from outside stations hey - reg
and are given an appointment to at!
Elinic At tha . clinic the patient
gonsultant o: pecialist or.a resident whao run these clinics,
The doc
getailec
Appraop
investi
1, A

Ca

is given the

gperative

£0 come to the ward and the surgical proc: re done during
the opesrating day Consultati th other disciplines

18 done whensver




22

GYNAECOLOGICAL INPATIENT SERVICES

patients are admitted to the gynaecology wards (18
and 20 and grade one wards 7 and 15) either as emergencies
through the casualty or from gynaecological outpatient
elinics. In ward 7 and 15, beds are available only when
there are empty beds since these wards are shared by other
departments, The number of patients in ward 18 and 20
however, far exceeds the available beds so that other
patients have to sleep on mattresses on the floor,

On admission. in the ward, the patient is first seen
by an; intern doector who takes a detailed history and
physical examination., The history is then reviewed by
the resident who makes a further detailed physical
examination, The management of the patients is done Dy
the resident in close consultation with the specialist/
consultant, \

Most of the investigatiens done in the ward are

similar to those done at the out patient clinic.
BYNAECOLOGICAL OPERATIONS: '

Pre-operative preparation of the patient

The extent and intended procedure is explained to the
S patient and a consent for anaes hesia and operation obtaired
from the patient, The history is reviewed and an independent
S history and full examinatien of the patient ts carried
cput on admission,

Baseline laboratory investigations are done. The
ivestigations include haemoglobin, urinalysis, the patient
blood group and Rh typing and in most cases 2-3 units
of crossmatched blood are reserved depending on the

intended procedure.,
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The patient is instructed to take a light evening
meal on the day before an operation, and no meals are
allowed after 10 pm, The abcomen, vulva and perineum are
shaved and washed with soap and water. ‘Those patients
undergoing a vaginal operations, are giv@ﬁ savleon vaginal
dolches in addition,
Anesthesia
1. Premedications and induction of anaesthesia is similar
. to that described in the operation procedures in
obstetrics,

Muscle relaxation is usually achieved by administration
of pancuronium bromide ("Pavlon") 6mg intravenously,
This is & long 'acting muscle relaxant and a positive
pressurev ventilation is usually necessary.

Maintenance and reversal of anaesthesia is similar

to that described in the operation procedure in
obstetrics, Unlike the general anaesthesia used

for ceesarean sectiony in gynecoleogical operations
ether is used in addition to oxygen and nitrous

oxide.

sLatheterisation of the urinary bladder

Before an¥ gynaecological operation, the urinary
bladder is catheterised,

The anaesthetised patient is put in the modified

@ersal or lithotomy position., The scrubbed surgeon or
@ssistant cleans the vulva and perineum aseptically as
geseribed in the inteoduction., The index finger and thumb
saparates the labia minora exposing the urethral meatus
which 1s then swabbed with a gauye saturated with savlon
Salution (1 in 200).

A sterile metal catheter is dipped into obstetric
peibitane cream and then gently introduced to the bladder
5;through the urethra.

BOff into a kidneydish.
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Examination under. anaesthesia

After emptying the bladder, the patient is re-examined

under anaesthesia to . confirm the previous findings. Extra
getails are usually obtained on examination under
anaesthesia, Sometimes in cases of abdominal hysterectomy
the vagina is painted with gentian violet and serves i

the identification of vaginal mucosa from its blue colour.

Preparation of the operation site

The patient is placed in the appropriate position
gepending on the type of operation., For abdominal
pperations the patient is placed in the dorsal position
in the trendelenburg position. For vaginal operations the
patient is placed in .the lithotomy position., Some
Uperations .for vesicovaginal fistulase, the knee chest
position is used,

The site of the operation is prepared as described in
the preparation for obstetric elective procedures.,

Upening and closing the abdomen

This is done as described in the opening and closing
the abdominal wall during caesarean section, The stitehed
Wolnd is cleaned with savlon and then with favine in 70%

“&lcohol.

Postoperative care

The patient stags in the:.recovery room until she is

Mllly recovered @rom anaesthesia.,' -During this time the

S 8naesthetist checks the blood pressure and pulse of the

in the ward the nurse follows: the post operative

'ﬁ‘”orders prescribed by the surgeon.




The pulse and blood pressure are checked half
hourly for the first 4-6 hours and then hourly
depending on the patient's condition.

Post operative sedation and analgesia is usually
achieved by Pethidine 100mg intremuscular inection,
€ hourly for 24 hours.,

Antibiotics are given to the patient whenever the
surgeon feels the need of prescribing them,

Fluid carting ' is done and the total 24 hours

input and output recorded.

The intravenous fluids are given in the form

5% dextrose in water or saline to a teotal of

= 3000 mls per 24 hours, the volume being
according to the input/output,.

When bowel movements return, oral fluids

meals are grédually started and intravenous fluids

weaned,

The temperature is checked 4 hourly for the first

24 hours and then twice daily if no abnormalities

have been detected.

Ambulation and discharge from hospital
g ( p

The patient 'is encouraged up and about as
BHBLS able to depending on the healing of the wound,
BAR stitches are removed between the 7th @nd 9th day

B8NE the patient discharged from the hospital om the °©

following day.




A OBSTETRIC CASE

l. NORMAL VERTEX DELIVERY IN APRIMIGRAVIDA

NAMEY mRS. A.M.

11P% NO: 1549
ADRESS: TANWNDIKA gﬁﬁ
AGE? 19 ' YEARS
ADMITTED:  29.4.80
DISCHARGED: “30.4.80

SUMMARY :
The patient attended grade one antenats
Muhimbili Maternity Block. She had a normal
210 heours in labou
PBSTETRIC HISTORY:
This was her first
GYNAECOLOCGICAL HISTORY:

Her menarche was ‘at 14 years, Menstrual cycles of

ir and was discharged home

4=5/30 days rand regular.  The last normal menstrual period

had .started on 20.7.79, - There was no vaginal bleeding
since her last menstrual period,
BREVIOUS MEDICAL AND SURGICAL HISTORY:

There was no history of serious illnes

aperations.

FAMILY HISTORY:

There was no family history of diabetes mellitus,

hypertension or tuberculosis.,

SOCTAL - ECONOMIC HISTORY:

8he had secondary school education, She and her

husband wvere both primary school teachers,




ANTENATAL CLINIC BOCKING AND PROGRESS:

At the time of booking she was not anaemic and had

no ankle oedema, She weighed 58 kg and her height was

156 cm, The blood pressure was 110/70 mm Hg. The
uterine siye was equivalent teo 26 weeks of pregnancy.
The presenting part was cephalic, The fetal heart was

feard and respiratory systems were normal., The pregnancy

gontinued to term without complications.

LABORATORY INVESTIGATIONS:

. 4 Heemoglobin estimation'at 26,730 and 36 weeks of
pregnancy was 10,6 9/100 ml bloed,'11.2 g/100 ml
blood and 10.8 g/100 ml blood respectively.

s P

20 Blood group was '0' Rh-positive.

3 Urine was negative for albumin and sugar.
4, Serological tests for syphillis were negative.

3

HISTORY ON ADMISSION:
Labour pains started at home on 29.4.80 at 10.00a.m.

She uas takem to the New Maternity Block at 1,00 p.m. on

the same day.,

W EINDINGS ON ADMISSION

(88,
i
e

She was in good general condition. She was not
8

“
“

anaemie and not dehydrated She was afebrile and had

Ao oedema. The radial pulse was 80 beats per minute

regular and of good volume, The blood pressure was
r

120/70 mm Hg. The respiratory and cardiovascula

were normal.,




ABDOMINAL EXAMINATION:

The abdomen was uni?rmly enlarged uterine contractions
3]
lt., The fundal ss8

cy. The lie was longitudinal and cephalic

were f ize corresponded to a full term
tation., The head was engaged. The fetal heart
rate was 136 beats per minute and regular,

VAGINAL ECAMINATIUN:

Vaginal examination was done as described in the
introduction.

FINDINGS

38 The perineum and vulva were healthy.
2e The cervix was 3 cm dilated and well effaced, thin

and soft,

The head was at the level of the ischial spines.

L J

4., The membranes were intact and were ruptured by

@ pair kocher's forceps. The liquor was clear,

5, The head was in the left occipito~eanterior position.
T The bony pelvis was assessed as described in the

introduction and was found to be adeguate,

FURTHER MANAGEMENT AND PROGRESS OF LABOUR:

1. The fetal heart rate was auscultated every 30
minutes and ranged from 136 to 140 beats per minute

and was regu




contractions

terine
30

more freguent and increased in durations

were

minutes and were

Ry Py PN B
the fetal head

Pescent of

abdominal examination

Maternal pu aken

wag assessed

checked every

2gsively

by

every hour.

gvery hour,

stronger,

Maternal temperaturé and blood pressure were

taken 2-hours.

Urine

Was

gvery two hours.,

Vaginal exan

gssegssmenc. o1 _ prg

Jress

=

are on the labour ehart

The above ohservations

in the modified

done

of

at 6

labour

attached.

on this patient were

labour chart

charted

attached.




SPECIAL

: [
, RECORD OF LABOUR '"®THeToNe
‘ e NAM!JM,L,:]_:,‘ _ HUMBER: 1549 pama__ 0 erav___ L paTe  29/4/80 o
- o b At ] ; 17
- '
HEART 140 - 13@
* . Rate 10 | EREEE bl =
n“: 5 - 120
JRRTTON ¢F AUPTURE h = ] ue
: 'm““ 1o r SER - L 160
L L1 8 Lk
= —————l '3} i i §i i i
= 5 " 0
(‘l.iouuﬁ(l.c.wffllﬂlI!l[¥!il!!!l!!§lii‘!?]!E}!I?i5§LJl!‘!§‘
. NMOULDING !l“il}ll!iiifllilil}il¥!1§L‘!igi;7ii!iEJ?IlI%gg%'
of 9 j
B
.
<
= e K
& 3 ﬁy
v ¥
O*O
] Qi
s Ololo !
¥
Ol i i
3 ¥ [] § 1 [] t 13 1 15 H i 18 it 2 3 7 2 i
TIME T T T TTTTTTTTTTT
ITTT:?T';TSTE!?Qi‘.x;?lE
2pm 3 4 5 6 8 g 10 lipm
: 29/4/80
3 8 &
4 E s
=8
g "
=T
Bownua E[E T 1 0 0 O 0 M
LR ! 7 T O O O
b B vun % L) 7 1 | Sl T
:F, T ¥ T T
W B P Ll
ek oRues
AND
W,
FLUIDS
OXYTOCIC T O O OO G O O R
DROPS / MINUTE |17 il R R N 0 O O O I S M A
e 80 | 80| B4 |86 | 86|86 | 88 i
120 120 120 120 ] i T
2 § L |
:‘E&%"sune 70 79 B0 801 e
; proOTEIN| NEG| _]NEG NEG NEC 1 ¥
( ) URINE ACETONE NEG £G NEG NEG 1
VOLUME
{4 oo 4 bl
. TEMPERATURE | 37¢ 37C ‘37! 4
o - : SUMMARY OF LABOUR:
Date.of birth, Time of BIrt Moo
METHOD OF DELIVERY SPONTAHEOUS Prot Blege: Duration JOHOURS _  sesund Btage: Durstion 30 MINUIES
e Yhird Btage: Dur 5 MINUTES oy, and Mombranes ORTLETR
Woighs 2000g8s__ew: FEMALE_APSAR__LD Bood Lose " far PP
e _ TSUCTION OF ORAL AND Porineum. . EPISIOTRNY Repatr by LE
NASOPHARYNX Dolivered by XM, [ N E—————————

POST DELIVERY BLOOD PRESSURE 110/70mm Hg. 9.45pm.




31
T
3

The patient progressed well and 7 nours after the
initial vaginal examination the contractions were very

strong lesting more than 40 seconds and goauring 3 - 4

times every 10 minutes, 'The cervix was fully dilated

and the head was in the low pelvic cavity.
Prepardtions for delivery was done as described in

the inmtroductions

THE *DELIVERY s

The patient-was instructed to lie in the supine

position and-to.bear down with each contraction. The
2

perineum and vulva were cleaned with savlon (1 in

As the perineum wss bulging infront of the descending
foetal head a posterolateral episisotomy was done as
‘ described in the introduction. A spontaneous vertex d
delivery followed by shoulders and the rest of the baby
was easily effected by the wother. - The umbilical cord was
doubly clamped and divided and mucus sucked from the mouth

The baby had #n Apgar score of 10 at one minute.

THE THIRD STAGE OF LABOUR -~ 'was managed actively as

described in the ‘introduction., After the delivery of Bhe

placenta and membranes, which were complete, the uterus
was well tetracted. The perineum and véaginal canal were
( inspected and there were no tears or bruises, The

gpisiotomy was repaired as described in the introduction.

The blood loss wis about 150 ml.




SUMMARY OF LABOUR:

Sexs

Buration of the lst stage: 10 hours

Buration of the 2nd stages 30 minutes
Duration of the 3rd stage; 5 minutes
Total durationsg i0 hours, 35 minutes,

THE INFANT:

Femalsg

Slleight: 3p00 grammes

On examinatiagn the baby was active with no birth trauma or
gongenital abnormalities, The cardiovasculap and respiratory
systems were normal,

POST PARTUM CARE:

Sa Thirty minutes after delivery the blood Pressure was
110/70 mm Mercury, The pulse rate was 72 per minute,
_ regular and of good volume,
“
2 The patient yas instructed to bath her perineum
after sach bowel motion with savlon in water solution
to keep the @pisiotomy clean,
5 The baby was given BCG faccination in the postnatal
Wward. 24 hours later ‘the ‘mother and ‘'her infant were
discharged home and ‘advised to sttend the MCH clinic
at Temeke dispensary,
COMMENTARY :
Mv—u‘

IN our obstetric unit idn mubhimbili hospital, the

progress of labour is usually monitored using the mooified

Phillipot's labour chart, The case described was &

Primigravida yho was managed wusing such a chart, and she

D

had a normal lat




The mean duration of primigravid labour as calculated
By Friedman was 14,4 hours, in contrast to 10 hours in
the patient described,

The cervical dilatation graph was used in the
of progreés of labour to identify 'and permit early
gorrective therpy in case of abnormal labour. This was

s

reeorded in detail on a composite graph which displayed
@il features of the labour on one s

heet of paper.

Friedman and others made & valuable contribution to
Bh8 knowledge of the progress of labour by shouing,
graphically, that labour as judged by cervical dilatation
progresses in several phases, the latent and the active
phase,

ThHe latent phase extends from the onset of labour to =
@ point in time uhen the corve begins to change acutely
§%8. Uhen the cervix bacomes taken up and dilated up to
-] €m. In primigravid this is about 8 hours, "This is
folloved by the active phase, a period of upswing of the
GUBVE 8hd terminates at full dilatation of the cervix.

PThE @ctive phase is further subdivided into the phase of

i
BEEeleration of some 2 hours, a phase of maximum dilatation

Bhe then a brief phase of deceleration of about'1 hour

PEtleen 9 and 10 cm dilatation.

The corrssponding descent curve for the presenting
Part retains its latent aspect until the phase of maximum
pallatation of the cervix. Descent reaches its maximum

P

8lope with the onset of deceleration phase of dilatation,
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OF PLACENTA PRAEVIA MANAGED BY
CAESAREAN SECTION
Mrs,. LIB.
Age: 26 years
Reg. No,: 23824/79
Address: Ilala Dar
Admitted: 6.11.79
Uperated: 6.11.,79
Bischarged: 15,.11,79

SUMMARY

The petient was admitted te the lebour ward on egceount
of profuse painless vaginal bleeding.. She was examined
Under gensral anaesthesia and found to have placenta
présvia, She vas delivered by cagsarean section and
gischarged home with a healthy baby on the ninth

postoperative day,

UBSTETRIC HISTORY

This was her fifth pregnancys The first three

pregnancies were normal deldveries.. The children, two
Qiels, and one boy are alive and-well, « The fourth: pregnancy
BlEed, as an abortion at, three monihs and was evacuated at

fuhimbili hospital,

GYNAECOLOGY HISTORY

Menarche was at 14 years and her cycles

gays. Her last menstrual period was on 25.2.7¢
y P

@Xpected date of deliverz would be 2.11.79,

FAMILY HISTORY

There was no family history of diabetes mellitus,

nypertensive disease or tuberculosis.




€ was an unemployed house wife-and-her husband

was a bUSii“XESSFﬂEﬂ.

PAST MEDICAL "AND SURGICAL HISTORY

There was ‘nothing significant.

£
dhe booked at Ilala M.,C.,H., antenatal clinic. The
antenatal card she carried with her showed that at booking

she was not

he weighed 51.4 kg and her height
Was e 156cm, The blood pressure was 110/70 mm Hg. The
rindal height was equivalent to .16 weeks of gestation.

The cardiovascular and respiratory systems were normal.

LABORATORY. INVESTIGATIONS

The blood group was 0 Rh -~ 'B' positive
2 serology for syphillis was negative
- The haemoylobin level was 76 percent
4, Urine was negative for proteins and sugars
Pregnancy continued normally till at 3€ weeks. 0On
B811.78 at 9 am she noticed profuse painless bleeding
Ber vaginum,. - Her husband rushed her to Muhimbili hospital

Mhere she was admitted.

BENDINGS ON EXAMINATION OF THE PATIENT ON ADMISSION

She was in good general condition, She was moderately
gn@emic but afebrile, The blood pressure was 110/70 mm Hg
he pulse rate was 90 beats per minute, regular and of

@008 volume. The cardiovascular and respiratory systi

Were normal.,

ABDOMINAL EXAMINATION

the abdomen was uniformly enlarged. ' It was . non
Benoer.. There were palpable uterine contractions lasting

BBOUE 15 seconds and occuring at the rate of 2 every 10

minutes.

e

e




37

The fundal . .height was equivalent to"36 weeks of pregnangy,
The lie was longitudinal _.and cephalic presentation., The
e Les free.” The fetal heart rate was 146
minute and regular,
A provisional dlauumw’& of placenta praevie
o 'the baesis of the histo and findings above.,
geclided to ‘deliver the psatient actively on
Bhelfact that she had bled!” heavily and the
The patient was then prepared for
general anaesthesia (Hﬁ describ
Ehe theatre where apparatus for
Magde ready in ease an immediate
necessary.
BREPARATION OF THE OPERATION

i ARtintravenous infusion of 5% dextrose

after taking bleod for crossmatching 4
group O-Rh 'D''positive
The ‘patient was sedated « Smg of morphia
intravenously
lsvel
nasogastric tube
aspirated,
EXAMINATION UNDE

The ‘abdomen

BEEseribed in the respective

B lihile” an assistant was
Bhe patient was examined in

S The head was pressed into

pfornices were thoroughly explored for any interverning
shickness in the lower uterine segment between fin
ane the fetal head. A mass suggestive of tis

ar

:’J

BATOUgh the fornices and before proceeding
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the examination the patient started bleeding briskly.

The sxaminastion was abandoned and the patient put in the
supine position ready for ceesarean section,

ROMER SEGMENT CAESAREAN SECTION

The technigque used to epen the abdomen, and perforéing
the caesarean section was similar to that described in
the introduction save for some few observations and preca-
utions, The lower uterine segment was found to be well
geveloped with distended tortusus veins visible subsero~
sally, After incision of the lower uterine segument the
placents was sncountered and was pushed & side starting
feoom its edys, in order to extract the baby. The prese-
nting part was high and the baby was easily delivered
put of the s=bdomen. is soon as the basby, was out the
unbilicel cord was doubly clamped and divided, The placents
Nas delivered and was found to be complete after thorough
gxanination. The urerus wes closed in 2 layers and the
sbilomen closed in layers as described in the introduction.
The total amount of blood lost was estimated teo 700 mls,

IRFANT
Sex: Female
Weight: 2400 grammes
fApgarscora: 7

Bn clinicel exemination, the baby showed no birth
injiries or congenital abnormalities. The baby was giwen
B.L.5. while in the neonatal ward,

£§§T CPERATIVE CARE ARD PRUGRESS

1. The blood pressure, pulserate and respiration vers
recorded 1 hourly for 24 hours then 4 hourly for 2

days.




24 The patient was observed for vaginal bleeding, and

no active bleseding was :noted post-operatively.

S The patient received 5% Dextrose in water, 2000 mls

in every 24 hours for 3 days, after which she was

allowed on fluid, then solid diet. PRoest-aperatively

the patient received one more unit of blood (to make

a total of 3 units of blood).  No blood trans

fusion
reactions ocoured,
4, Pain was relieved by 6 hourly dimtramuscular
injections of pethidine 100 mg for 24 hours,
Qe Crystalline penicillin 2 mu 6 hourly was given for

48 hours followed by P.P«F. 1.2 miu intramusculary

5 days, hleorgmphenicol 500 mg was administered
intramuscularly for. 3 days after which time she 'vas
given oral tablets 500 mg three times & day for

2 days,

6. The patisnt made an uneventful and guick recovery.
Bn the 4th post-operative daz, the hzemoglobin was
estimated and found te be 68%., Skin sutures were
removed on the Bth post-eperative day, and the
patient discharged on the 9th post-operative dag.
she was given ferrous sulphate 200 mg tablets to

be takem thrice daily fer 14 days,

POSTNATAL CLINIC VISIT

The patient was seen at clinic 6 weeks

after‘being discherged from She“was well
BRBShad Ao complaints, She' was afebrile. "The pulse rate

MBS B0"beats per minute, reguldr and of good volume. The

Blodd pressure was 110/70 mm Hg. There were np abnormal
gRd vaginal examinations, 'The baby was well and breast
teeding from her mother,
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Sgveral publications (Cebert, 1971; Nisuander etal 1974)

appear to support the idea thet plecenta presvis does

ot retard or in any way impede fetal growth., It should

o8 noted however, that their date were plotted on a
Birthusight -« gestation graph which ere foreign to our

SR populations and which may not be precisely epplicable
6 our oun populations becasuse of differences in race, sex
af infant, nutritional status of the mother, and many other

factors.




A CASE OF CERVICAL INGCOMPETENCE 1
MANAGED BY CERVICAL CERCULABE H

ameﬁ Mrse, S.Ms :
1P, Nos 32/M/80 |
Delivery No.: 4282 it

Magomeni Dar es Salaam ;
6.12,80
10.5.80 Al
12.5,80

=

Address:

Operated:

Deliyered:

Discharged:

SUMMARY
the patient had four consecutive midtrimester
abortions. Cervical incompetence was diagnosed and cervical

cerclage was ‘done at' 14 weeks of pregr The pregnancy

£

Went  on to term followed by aspentaheous vaginal delivery
pf"a healthy infant,
UBSTETRIC HISTORY

This was her fifth pregnancy. .She had.a full term

formal delivery in 1971 followed by four consecttive,
Bpontaneous sbortions at 5 months, The four.abortions
Were preceeded by drainipg of liquor follewed by calicky
gbdominal pain and spontaneous explusion of a live fetus,

She did not use any form of contraceptives,

BYNAECOLOGICAL HISTORY

Her menarche was at the age of 15 years. The menstrual

gycles were 3-4/30 days and they were regular,

FAMILY HISTORY

She was @& housewife who was not employed. She neither
ook alcohol nor smoked cigarettes,
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PAST MEDICAL AND SURGI‘AL HISTORY

There was no history .of any major illness or admission

to hospital. There was nNO history of dilatation and
curretage or of any surgical -operations. There was no
history of dysuria loin pains, frequency of micturition
or recurrent fevers,

THE PRESENT OBSTETRIC HISTORY

The patient was seen in the gynaecological outpatient
elinic on 28,11.,80., Her last menstrual period started on
20.8.80, Her expected date of delivery would be 27.5.80.

She complained of recurrent abortions and was anxious

about the outcome of ‘the présant pregnancy.

FINDINGS OF EXAMINATION
The antenatal card she ca arried with her showed that

~ she was in good general conditien, not anaemic, afebrile
and had no oedema, The blood pressure uwas 96/66 mm Hg.
The cardiovascular and respiratory systems were normal,
ABDOMINAL EXAMINATION

The liver ‘and spleen were not palpable and the Lfﬂal

angles were nermal on palpation. . The abdomen was
enlarged in the lower parts. The size of the uterus
cgrraspmnded 6 14 weeks gestation. This was consistent

with the peried of amenorrhoea.

YAGINAL EXAMINATION

The vulval end vaginal uere normal, Speculum

examination revealed a healthy parous cervix,  There was

no evidence of scars oOr growth on the cervix. - The

cervical oswas closed, Bimanuel ‘examination was not done,




INITIAL INVESTHEATIONS
i The haemoglobin was 10.4 grammés percent

2,  The blood group was ngw . Rhesus positive
Serological tests (Kahn and VeD.R.L.) for
syphillis uere negative,

Her urine was ‘sterile an culture and was nagatlva
for albumin "and sugars, '

A randem blood sugar was 90mg%

Serum creatinine was 0,8mg%

Blood urea was 10mg%

DIAGNOSIS

A dlﬁgﬂ3u¢5 of cervical incompetence was made on
the basis of the above clinicdl findings.

- MANAGEMENT ‘

The diagnesis was QXplalnpd to the patient and sha
uaa asked to come to the gynhaecology ward for adm1881on
and insertion of shirodkar suture,

INSERTION OF SHIRODKAR SUTURE ON6.12.79
: The patient was admitted to the gynaecalogy ward and

Was prepared for a vaginal operation as descrlbed 1n the
ntruductlnn.

“ﬂPERATIVE;ﬁRBﬁEBURE

Premedication, induction and maintenance of general

‘anaesthesia was done as described in the 1ntr06uct1an.
FIMSERTION OF SHIRODKAR. SUTURE IN THE- THEATRE ;

k The patient was placed in the lithotomy pesition and
prepared and drapped with 2terile towels in the manner

. described (im the intreduction) fDr vaginal eperation.




The cervix wgs visualised and grasped with a pair
of Allis forceps and @frawn forward to expose the posterior

formix, A small verticel incision:was then mede in the

vaginal mucosa about 2cm above the cerviee vaginal
junction, A similar transverse incisien was made on the :
anterior\va@inal wall just above the cervico-vaginal 'ﬂ
junction and the bladder dissected off the cervix te the
level of the internal.es and the bladder pillars exposed,
A large half eircle anlrysm needle threaded with No. 3
nylon suture material was passed through the posterior
incision around the cervix subcutaneously to emerge
through the anterior incisienm, A bite was taken in the iy
anterior lip_.of the cervix and the needle then passed i

subepithelially through the anterior incision on the other }H

side of the cervix te .reappear through the posterior i
incision, so . that the entire cervical circumference vas
encircled by the suturs. The suture was .tied posteriorly }%
s0 that the cervical canal could only contain a 6mm size
dilator, _The vaginal incisions were clesed with 2/0
chromic catgut,

At the end .of the operation the patient's general
condition was good, the pulse rate was 80 beats/minute
and bloond pressure was l00/60 mm Hg. After recovery
from the general anassthesia she was taken back to the |
ward, j
IMMEDIATE POST-OPERATIVE CARE ‘i
¢ I8 The patient, was sedated with valium tablets, lOmg E

orally, 8 hourly fer 48 hours then bBmg hourly for |

3 days, : 3:&
2 The patient was kept in strict bed rest for 48 hours. I
3. Eighty milligrames of dilatol was administered

» © o . Ly . 1“
intravenously in 500mls 5% Dextrose 40 drops per i

|
minute followed by 5Smg tablet 6 hourly for 48 hours. w



SUBSEQUENT CARE .IN THE WARD
The patient was kept in the ward for 6 weeks. Dering

her staz in the uward she was advised to rest in bed as
much as possible., Four weeks after the operation,
haemoglobin was -checked and found to be lOmgs percent

and .the uupine was negative for sugars and proteins,

Urine culture were sterile. Bhe was discharged on 10,1,.80
et 20 weeks of gestation, The patient was advised to
report to hospital immediately if§-

a) She developed lower abdominal pains

b) She noticed any &bno-minal pains

¢) She developed a febrile illness, She was asked

to refrain from sexual intercouse and to attend

the high risk antenatal care at Muhimbili hospital.
ANTENATAL CISITS ’
THE FIRST ANTENATAL CLINIC VISIT ON 24.1,.80

Her antenatal clinic card shoued she was not anaemic,

afebrile and had no oedema, The blood pressure was
100/60 mm Hg,‘ The ?undal height was 22 weeks and the
fetal movements were felt. Her haemoglobin level was
10 grammes percent, Her urine was negative for proteins,
; Her pregnancy went on to term,, On the lO.SQBD she
was admitted into the labour ward ‘on account of labour
pains which started at 7,00 a.m,

FINDINGS ON EXAMINATION OF THE PATIENT ON ACMISSION

Heér general condition was good. She was not anaemic,

She was afebrile, temperature 37.59C, Her blood pressure
was 110/70 mm Hg and her pulse was 80 beats per minute,

regular,

The cardiovascular and respiratborz systems were normdl.




ABDOMINAL EXAMINATION

The abdomen was non tender, Uterine contractions

were felt lasting 30 seconds and occuring 4 times every
10 &inutes. The fundal height was equivalent te 38 weeks
of gestation, The fetus was in longitudinal lie cephalic
présehtation. The fetal heart rate was 136 beats per

minute and regular,

VAGINAL EXAMINATION B,35 a,m, 10,5.80
The patient was placed in the lithotomy position,

The vulva and vagina were normal, The nylon stitch was
exposed and removed. The eervix was found to be 5 cm
dilatad (after the stitch removal) and was 50% effaced..
Spontaneous rupture of membranes occured with clear

liquor.. There was no cord felt. The presentation was

, {
vertex in the left occipitoanterior position, 3/5 in the

pelvis,  There was no moulding or caput farmétian, _The
pelvis was asséssed and found te be adequate. ’
INVESTIGATIONS

Urine was negative for acetone and albumin,
FURTHER MANAGEMENT AND “PROGRESS OF LABOUR

The blood pressure, pulse rate, and fetal heart rate

. remained nopmal in the "subsequent 2 hours. The uterine
contractions became stronger and at 11.30 a.m. they
ocoured 4 times eVery 10 minutes and lasting for 40 seconds.

DELIVERY AT- 12,30 MID-DAY 10,5,.80

At. 12 mid-day the patient started bearing down and

the head of the baby was seen distending the perineum,

A male -baby- -was born-by spontaneous vertex delivery at

- 12,30 pm., The ‘third stage was méﬁaged actively as
described in the introduction, The perineum was intact.
The total blood loss was estimated to 200mls. The uterus

was well retracted,




THE INFANT

sexs Male

. nce
Apger scores 10
weightt 2950 grammes

On examination there was no birth trauma O COiiy-
abnhormalities. The gardipvascular and respiratory systems
were normal.

POST-FPARTUM CARE
The post delivery blood pressure wWas 110/80 mm Hg

and the pulse rate was 86 beats per minute. The mother ,g
and the baby were discharged on 12.5.80 to attend the ‘E
Mmaternal ‘and ‘Child Health Clinic. She was advised to it
report cearly dguring her next pregnancye The patient was il |
however lost for follow up and until the time of writing i

the ' patient was not seen-at the Myhimbili postnatal clinic. il

COMMENTARY
i
The opération of cervieal cerclage is afairly commen TM

procedure in Muhimbili: Hospital. 1IN 1978 a total of 34
patients were edmitted to the gynaecology yards for
cervical cerclages

This patient presented with midtrimester abortions
Wwhich were: preceeded with draining ef liguor followed by
expulsgion of a live fetus, . It appeared that in her case
a mechanical factor of cervical incompetence existed and
might have been responsible for the recurrent abortions.

singe she denied history of any operations on the
cervix, the twe probable causes could have been gither il
some undetected cervical trauma during her first delivery

or to some congenital abnormality in the cervical musculaturdi

leading to cervical incompetence. it
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Unfortunately .the diagnosis of cervical incompetence
is not straight forward., 1In abortions associated with
a malformed fetus, the fetus is usually dead and the
uterus is performing its rightful function invexpalling
it, Im this patient however, the aborted fetuses were

alive,

Since therée is alwaks a;ﬁ%@xbf trying te "lock up®
a pregnancy alreacy doomed, the operation of shirodkar
suture in this patient was performed at 14 weeks of

pregnancy, At _this period of .pregnancy i$% was presumed
that if the fetus had a faulty development, it would
have been expelled by then. :Another danger of performing
the operation before 14 weeks of pregnancy is the initiation
of uterine contractions associated with manipulations
of cervie,

The shirodkar suture probably works by interfering
with uterine polarity by discouraging the internal. os
and the neighbouring lower segment from beipg taken up.
The patient was confined to bed rest for a period of
six week and this alone could have played a big role in
the successful continuance of her pregnancy.

The ‘danger of obstructed labour feollowed by severe
cervical laceration is real if onset of labour preceeds
ramoval .of «the stiteh, It is for this reasen that the

stiteh shouwld ‘be removed at 38 weeks, This patient

was accordingly waved off the 'danger.




A CASE OF

RETAINED PLACENTA MANAGED BY MANUAL REMOVAL

UNDER GENERAL ANAESTHESIA

PATIENTS NAME: MRS,
BGE: 35 YEARS
ADDRESS: - TANDIKA, DAR

ZO&‘

ES SALAAN

ADMISSION: 12,11.1979
CISCHARGEDS 15.,11,1979

SUMMARY

The patient was 8
in labour. She had spontaneous

T i‘i’l@k% m.to%‘éo Clif"ic
va

ginal delivery one

tained placawb

€’|

STORY

she was gravida 9 pé
The first chilﬁ was 17 years old. All her

childrens
deliveries usre norma
a 4 month abartion in

Hospital, .There were

manualxy, under general ana aesthesia.

grandmultipara, referred from

hour after admission folloued by

‘i‘\.a @tal“&%& Vr}la(,aﬂid M&&‘ IP.;'“OVQG‘

second postoperative day with her

ara 7 Abortion 1 with 6 living

1 with no complications, She had

1875 which was eva apuated in. Muhimbild

ne post abortal complications.

GYNAECOLOGICAL HISTORY

Her menarche was

days.  Her last memai
livery weuld be 22.33s 79

expected date of de

is8a3e

hypertensiv

1
There was no family his
Ve

at 15 years with cyeles of 4/30
rual period was on 15,2.79, Her

;tory of diabetes mellitus,

or tuberculosis.
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SOCIAL HISTORY

She: was merried and she was unemployed, 'She neither

smoked nor toock alcohel.

PAST MEDICAL AND SURGICAL HISTORY

She had ne serieus illness or surgical operation,

ANTENATAL CLINIC BODKING AND PROGRESS

She booked at Temeke M,C,H. ~ Clinic., The antenatal

card she carried with her shdwed that at beoking she was
not -anaemic she weighed S4kg and her height was 155 cm,
The blood pressure was 110/70 mm Hg., The fundal si%e was
equivalent to 32 weeks gestation longitudinal lie and
cephalic presentation,  The ‘fetal ‘heart rate was 144

beats per minute and regular, “ The cardiovascular and
respiratory systems were normal, Pregrancy continued

to, term without complications,

LABORATORY INVESTIGATIONS

1, The haemoglobin levels at 32, 34 and 36 weeks

vwere Sgms, 1l0gms and 9,6gms respectively.

£ Serological test for syphillis was negative,
o Urine was negative for sugar and albumin.

The patient went spontzneously inte labour on 12,11.79
at 10am, She was admitted at Muhimbili Maternity block

at 4pm on the same day.

FINDINGS ON EXAMINATION _OF . THE PATIENT ON ADMISSION

She was in good general conditians -She was afebrile,
had no cedema and was not anaemic. Her pulse rate wa 86
beats per minute, regular and of good volume. Her blood

pressure was 110/70mm Hg. = The cardiovascular and

respiratory systems were normal,
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ABDOMINAL EXAMINATION

The abdomen was symmetrically enlarged. The uterine

size was equivalent to 38 ‘weeks of pregnancy, consistent
The fetus was in longi-

with the period of amenorrhoea.
She had strong uterine

tudinal lie, cephalic presentation.
contractions lasting about 30 seconds and occuring 4 times

gvery 10 minutes., The fetal heart rate was 144 beatls per

minute,

VAGINAL EXAMINATION
Preparations for vaginal examination was done as

described in the introduction.

Findings on vaginal examination:

The vulva and vagina were normel, The cervix was

fully dilated. Membranes were not felt but clear liquor

was seen draining out of the vaginal. The head was in

o

left oceipito anterior position with slight moulding
Four fifth of the head was in

the
but no caput fTormation.
the pelvic cavity,

DELIVERY

Half an hour after admission te the labour ward the

The patient
A

uterine contrections became very strong,

was advised to bear down with each eontraction,

spontaneous vertex delivery of e female baby was

aceomplished a few minutes later. The Apgar score of the

§
0]

baby was 10, Intravenous ergometrine 0.5mg was given

rg
with the deliverz of the anterior shoulder. As soon as
the baby was delivered the umbilical cord was divided

between two clamps, A trial to deliver the placenta by
controlled cord traction failed, The bladder was
as described in the introduction, and about

Controlled cord

catheterised,
30mls of clear urine was obtained.
but failed to deliver the

fraction was attempted again
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A diagnosis of retained placenta was made, and the

patient was prepared for manual removal of the placenta

under general anaesthesia.
the patient for manual removal Of

Preparation of _the

1.

Blood was taken for cross matching and two units

of group. !'0' Rh - positive blood were requested.
1000ml normal sa started,
The patient was prepared for a vaginal operation as
The procedu

maintenance of

»

An intravenous aline drip was

N
°

(7]
°

L

described in the General Introd uction.

for premedication, induction and

general anaesthesia was as described in the introduction

MANUAL REMOVAL OF THE PLACENTA il

The snaesthetised patient was placed in the dorsal
position. Preparation of the operation site and bladder

catheterisation was oone

A vaginal exami

still not
to steady
while the
The right
up te

the

placenta

as described in the introduction,

o+

was done and the placenta
L{ ,,r]r‘l

The left/KXxd we

nation

expelled, on the abdomen
it down

h the vag

the fuwdua of the uterus and push

Ahand

right /ix&dk throug ina,

uaa intftoducsd

hand grasped the umbilical ccra and followed it

ylacenta, As soon as the right hand reached
=1

and the centa-uterine

pla

this steadied and pushed down the uterus to control the
movement of the right hand, The placenta was then

detached
movement
seperated
placenta
be comple

intraveno

been

star

pbeginning with the lower margin b2 a sweeping
placent was
The

found to

of the hand, After the
it
and
te, . Ergometrine C.S5mg was administered
By

one

right

—_
\

by gentle traction.

ot
o

was withdrawn

membranes were then examined and

usly. then blood transfusion had already

administered.

ted and upit of blood had been

attachment identified,
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The ‘uterus was felt to be well contracted, and the
amount of blood lost during the: procedure was 300 mls,
Her blood pressure was 100/70 mm Hg.  and the ]
was 88 beats per minute,

The patient was sent teo the postnatal ward where
one more unit of blood was transfused,
and pulse rate remained normal and there was only slight
vaginal bleeding in the following 48 hours,
postoperative day the haemoglobin was checked and found
to be 10,3 grammes, The patient was discharged on the
second post operative day and she was asked to come to
the postnatal clinic 6 weeks later,

The patient was however lest for follow up.

COMMENTARY

-
X

Retained placenta is & common obstetric e

mergency in
Muhimbili Medical Centre, The placenta is usually
delivered within 10-15 minutes of the birth of the baby
in normal cases, When the placenta has not been expelled
within 30 minutes of the birth of the baby the placenta
is said tc have been retained,

Mismanagement of the third stage of labour is the

=3

main aetiological factor in retention of the placenta.

This includes fiddling with the uterus or overzealous

massage of the uterus, during the third stage of labour,

resulting in an hour - glass constriction of the uterus.

Pelivery of the placenta by the Crede's method, is thus

associated with this complication, The reason for the

retentionof the placenta in this patient was not knoun,
Other conditions associated with retentionof the placenta
ares

The bleod pressure

On the second
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(a) Ineffective uterine contraction and anatomic defect
in in the uterus, preventing development of a cleavage

plane between placenta and uterus.

(b)° Abscence of normal decidua with direct attachement
of ‘ehorionic villi to the myometrium (placenta
accreta). This is a rare condition., In this patient
the placenta was adherent to the uterine wall and
there was no evidence of placenta accreta,

Complications of retained placenta include post
partum haemorrhage, shock, infection and anaemia.

Urgent blocd transfusion, afiter initial resuscitation
with intravenous fluids. is mandatory as demostrated in
this patient. Gentle handing of the patient and manual
removal of the placenta, without delay, under general

anaesthesia should be done to prevent shock and hasmerrhage.

3

Infeetion commonly follows if the placenta has been retained
for lornger than eight hours and antibiotic therapy shoald
be used in such cases, In this pstient the placenta uas
removed within“two hours after the second stage of labour,
and there was not need of antibiotic therapy.

Since complications of the third stafe of labour

tend to recur in the subsequent pregnancies, this patient

required hospital deliveries in-all 'her-future deliveries,




UNCOMPLICATED BREECH DELIVERY

NAME : MRS, A. S.
REG. NO. k2906
AGE: 23 YEARS
ABDRESS: MUANANYAMALA, DAR ES SALAAM
DATE OF ADmIssion; _ 19:4.80
DATE OF DELIVERY: b
21.4.80

DATE OF DISCHARGE:
SUMMARY

The patient who was in her second pregnancy was
admitted in the labour ward because of breech presentation
during the first stage of labour. AN uncomplicated breech
delivery was ‘suceessfully effected, The mehter and her
baby were in good health when they were discharged two days

later,: The puerperal period was normal,

OBSTETRIC HISTORY
She was in her ‘secontd pregnancy with one living child.

The female baby who was born in 1978 was full term:and
weighed 3.2 kilegrammes.  There was no ante or postpartum
complications. - There was no history of ‘the use of

eontraceptives since her last confinement,

 GYNAECOLOGICAL HISTORY
Her menarche was at the age of 14 years. 'Her cycles

were 4/28 and regular, Her lastinormal menstrual period
was on 16,7,79. There was no history of vaginal bleeding

since her last menstrual period.

PAST MEDICAL AND SURGICAL HISWUORY

There was nothing significant,




GYNAECOLOGICAL HISTORY

The patient had her menarche at the age of 15 years.
The Cycles were of 28 days lasting 4 - 5 days, normal
flow regular, and dysmenorrhoea when the menstrual flow
is established. '

Her .last menstrual period started on 11.4.80, so that
at the time of admission she had 11 weeks of amenorrhoea.

There was no history of use of any form of contraceptives,

OBSTETRIC HISTORY
She had one full term normal delivery in January, 1979
at Ocean Road Hospital. 'She had no ante or post = partum

complications, ' There was no history of abortions,

PAST MEDICAL HISTORY
She gave no history of any major illness or operations;

and she had never been admitted to hospital before.

FAMILY AND SCGCIAL -HISTORY
She .was immrried in 1978 and she was unemployed., She

never smoked but she took on average 3 - 4 beers especially
during weekends. There was no history of any familial

diseases,

PHYSICAL EXAMINATION
She was 'in good genéral ‘condition; she was not anaemic,

afebrile but 'in pain, She had no oedema,

CARDIOVASCULAR SYSTEM
The pulse rate was 94/minute, regular and of good
volume., The blood pressure was 100/80 mm Hg. There was

no cardiomegally and the heart sounds were normal,




SOCIAL AND FAMILY HISTORY

She was a housewife working as a telephone operator.
There was ne family history of diabetes mellitus,
hypertension or twin delivery,

ANTENATAL CLINIC BOOKING ANC PROGRESS

She booked at Kinondoni MCH Clinic,  Her expected

date of delivery was calculated to be on 23.4.80., At the

time of booking &he was not anaemic and she had no pitting

ankle oedema, Her examination of the cardiovascular and

respiratory systems were normal. The fundal height

correspondenced to 24 weeks of prgnancy and was consistent

with the period of amenorrhoea. The lie was longitudinal
and the presenting part was cephalic,

and it was regular,

The heart was heard

The patient made three more antenatal
clinic visits at 28, 32 and 34 weeks of gestation
respectively during these visits the
the cephdlic.

LABORATORY INVESTIGATIONS

presenting part was

l.  The haemoglobin was estimated at 24, 28 and 34 weeks

of pregnancy and was found to be 10.3, 9.8 and 11
grammes per 100 mls of blood respectively.
2, Blood group was '0'-Rhesus D-positive.
3. V.D.R.L. was negative for syphillis.
4, Urinre was negative for proteins and sugars
The pregnanecy continued to term without complications.
LABOUR, ITS PROGRESS, AND MANAGEMENT

The patient went inte spontanecus labour on 19,4,.,80
at 9,00 am and she was taken

by relatives to Ocean Road
At the hospital she was found to-have a breech
presentation and was referred to the New Maternity Block
for further @management.

Hospital,
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FINDINGS OF EXAMINATION AT THE TIME OF ADMISSION

The patient was in good general condition. She was

afebrile and not anaemic, She had no pitting -ankle oedema,
The pulse rate was 84 beats per minute, good volume and
regular, The blood pressure was 110/70 mm Hg. Examination

of the cardiovascular and respiratory system were normal.

ABDOMINAL EXAMINATION

The abdomen was unfformly distended and it was non

tender. There was no hepatesplenomegally.,  Uterine
contractions were felt, The fundal height was equivalent

to 38 weeks of pregnancy., “The fetus was in longitudinal lie
with breech presentation. The fetal heart rate was 140
beats per minute and regular. The baby was estimated to

weigh 3000 grammes,

VACINAL EXAMINATION

Preparations and procedure for vaginal examination was

done as described in the introduction, The vulva and vaginal

wvere nermal, The cervix was 5 cm., dilated and it was fully
effaced, The breech was felt in the dilated cervix, in the
left sacral anterior position, fixed in the pelvic brim.
The membranes were felt and ruptured with kocher's forceps,
yielding meconium stained liquor, There was no cord
prolapse., The pelvis was assessed in the manner described
in the obstetric introduction and was found te be adeguate

for vaginal delivery of the baby,

PROGRESS OF LABOUR

The patient was transferred to a high bed and she was
asked to lie on her left lateral position, The progress
of labour was monitored as described in the obstetric case
Nos, -l -and: it was nermal, Four hours after admission the
patient was reassessed and the c¢ervix was found te be fully
dilated and the breech was bulging in the vulva, The first

stage of labour lasted 8 hours,
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THE-SECOND STAGE OF LABOUR

The patient was asked to lie in the lithotomy pesition.
The vulva, perneum and sorrounding skin were cleaned with
savlen (1 in 200) antiseptic. The perneum was infiltrated
with 15 mls of 0.5% lignocaine. When the fetal buttocks
started to distend the perimeum an episiotomz was made
in the manner described in the obstetric introducéﬁry remarks,
The buttocks and folded legs.were born and the body
gquickly slipped to the umbilicus, . A loop of cord was
drawn out, @As the patient bore down with suceeeding:
peinful econtraction, the hanging fetus descended so that
the lower angle of the anterier scapula appeared, The
atms were felt flexed scross the front of the chest. The
arms were delivered one after the other by hooking a finger
in the bend of the &lbow. With the birth of e&ch arm,
first the anterior, then the posterior, the corresponding
shoulder appeared leaving the fetus hanging by its neck.
The head was then in the vagina . With the help of gravity
the head descended until the hairline appeared in the vulva.
The baby was held by taking the ankles in the fingers
of the right hand and by applying traction, the fetal
trunk was lifted at the same time through three guarters
of a circle up over the mother's abdomen. The chin, face
and fore head in turn appeared over the perineum as the
head was slowly and carefully delivered under control,
Mu-cus was sucked out of the baby's mouth and nostrils

and the baby started crying.

G PR |

THE THIRD STAGE OF LABOUR

The third stage of labour was managed actively as

described in the bbstetric introduction. The third stage

lasted 5 minutes. The episiotomy was repaired as described

in the introduction. The total blood loss wal 200 mls.




SUMMARY OF LABOUR

BDuration of first stage: 8 hours

Duration of second stages 25 minutes
Duration of third stage: 5 minutes
Total duratioms *8 hours, 30 minutes
THE INFANT

Sex: Male Apgar score: 10 Weight: 3100 grammes

Examination. of the infant showed ne ebvious congenital
abnormalities and had.mobirthtrauma, Further examination
of the respiratory, cardiovascular and central nerveus

systems were normal.,

POSTPARTUM MANAGEMENT
The mother was in‘'good general condition, Thirty

minutes after‘delivery, the blood pressure was 110/70 mm Hg
and the pulse rate ‘was 86 beats per minute, regular and of
good volume, The uterus was well contracted and there was
no active wvaginal bleeding. Up to the day of discharge,

2 days later the baby was helathy with no neurclogical

deficits,

POSTNATAL CLINIC
The mother and her baby were seen at the postnatal clinic

6 weeks later. The baby was well and sucking normally

from his mother. Up to the time of the visit the mother

had not seen her menstrual periods. She was,in good general
cohdition and not anaemic. Abdominal and pelvic
examinetions were normal, She was given child spacing

adviee and allowed to go home,




COMMENTARY

The intrapartum management of uncomplicated breech
has been described. The management of breech presentation
at term continues to be a great problem. Methods of 3y
management have varied from delivery of all breeches :
vaginally te recommendation that all breech cases should
be delivered by elective caesarean section. Overell breech
mortality is so much higher than the vertex because of the
large number of premature babies that are delivered by
breech, but even when these cases ate excluded, the breech
presentation offers a greater risk to the infant,

Caesarean section has become a safe procedure as far
as the mother is concerned in properly. eguipped and. staffed
hospitals, and this fact tempts the feeling that all the
difficulties of breech presentation might be avoided by
doing a cagsarean section, —On the other hand, caesarean
section still carries a certain risk to both mother and
baby. Among the risks which the mother is exposed in
caesarsean section includes, anaesthetic accidents, haemorrhag
and sepsis. The magnitude of the problem of sepsis in
Muhimbili Maternity unit is exemplified bz the 1977/1978
Annual report. The report showed that the leading cause
of maternal death in Myhimbdili Medical Centre in 1977 and
1978 was puerperal and postabortal sepsis. More than 50%
of the maternal death was attributable to this cause.

The danger of the scar on the uterns is well known and in
each: instance, the guestion of the proper method of
delivery will have to be re-evaluated. It seems wiser to
perform a caesarean section only in those cases in which
the need for it can be demonstrated, and to deliver

pelvically those cases in which delivery tbn be shown to

be as safe as with vertex presentation,
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Thie gave a mortality rate of 37 per thousand deliveries
at the Muhimbili Maternity Block. There were all together
599 preech deliveries at Muhimbili and 31 of them had

antepartum fetal death, Because of the increased hazard,
midwives conducting antenatal clinics in the MCH., clinics,
routinely refer patients to Myhimbili high risk antenatal

clinic whenever a breech position is diagnosed.
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A CASE OF EsPyHy = GESTOSIS DELIVERED BY VACUUM
EXTRACGTIGN

NAME § MRS, F.A.

AGE: 17 YEARS

1§P. NOo: 20196

ADDRE S5 TEMEKE, DARES SALAAM

DATE OF ADMISSIONS 9..5.80

DATE OF DISCHARGE: 13.5.80

SUMMARY s

o v

The patient attended Temeke M.C.H. antenatal cliniec,

E.P.H., Gestosis was diagnosed during labour. She had
assisted vaginal delivery under sedation and was discharged
with her baby 4 days after admission in good gensral

condition,
PAST OBSTETRIC STORY

This was her first

(5

i

pregnancy.,

]
H

GYNAECOLOGICAL HISTORY

Her menarche was at the age of 16 years. Menstrual

cycles 3-4/28 days and regular,

The éate of the last menstrual period was not

remembered,

PREVIOUS MEDICAL AND SURGICAL

There was no history of serious illness or surgical
operations,
FAMILY HISTORY

There was

no family history of diabetes mellitus,

hypertension or tuberculoesis,




. RE S

SOCTAL - FCONOMIOC HIBTOR)

She was an unemployed housewife who had no formal

gducation, Her husband was a fisherman.,.

ANTENATAL CLINIC BOOKING AND PROGRESS

She booked in Temeke M,C.H. Clinic, The antenatal
card she carried with her showed thet, at the time of
booking she was not anaemic and she had no pitting ankle
cedema, - She weighed: 62,5 kg and her height wes 155 om.
The blood pressure was 100/70. mm Hg, The uterine size
was equivalent to 28 weeks of pregnancy, = The presunting
part was ecephalic the fetal heart was heard and it wes
ré&ular. The cardiovascular and respiratory systems were
normal.,

Pregnancy centinued to 'term without complications.

LABORATORY INVESTIGATIONS:

1 Haemoglebin estimation was 11,8 g/l100 ml, blood and
11.23/100m1 of bleod at 28 esnd 34 weeks of gestation

respectively.

2 Serological tests for syphillis were negative,

3 Blood group was '0' Rh-positive,

4, Urine was negative for sugar and protein,

REASONS FOR REFERRAL:S Was E.P.H. -~ gestosis in labour

in a primigravida.

HISTORY ON ACMISSION

The patient wes admitted to our intensive care unit

where the following history was obtained., The patient
started labour pains‘on 9,5.B0 at 11.00 p.m.  She was taken
by relatives to Ocean Road Hospital where she was found

to have moderate E.P,H. gestosis. She was given valium

10 mg intravenously and referred to the New Martenity
Block.




P
|

ABDOMINAL EXAMINATION

The sbdomen was uniformly enlarged., Uterine contra-
cetions wvere felt. The fundal height corresponded to a 38
weeks pregnancy. The lie ues longitudinal and cephalic
present?tion. . The head was desply engaged, The fetal

heart rate was 136 per minute with regular beats,

VAGINAL EXAMINATION _
. Preparations for waginal examinution was done

e
detailed in the introduction, The bladder was catherised
by ‘@ soft rubber ecatheter and about 100 mls of elear urine
was obtained., The perineum and vulva were healthy. The
cervix was 8 cm dilated, fully effaced and thin., The
vertex was presenting and the head was deeply engaged.
Membranes were not felt, The pelvis was assessed as
described in the introduction and was found to be adeguate
for vaginal delivery. 'Urine was tested for albumin and
showed a proteinuria of 300 milligrammes/litre.

DIAGNOSIS:

From thHe above clinical findings a diagnosis of moderately
severe E.P.H. - gestosis during labour was made. 1t was
decided to assist the second stage of labour with vacuum
extraction under sedation,

The following observations and chartings were mades

1. Blood pressure,. pulse, one houply

2. The fetal heart rate every half an hour

34 Maternal temperature .every one hour

4. Urine was tested for proteins using albustics

every 3 hours. ;
Other observations pertaining te active management

of labour as described in case No., 1 were observed.




6 The

patie

patient was given intravenous valium 20 mg at the
time of admission &nd the valiumuwas to be Trepeated after
every 4 hours at the dose of 10 mg intravenously.

by n

£ An intravenous infusion of 500 ml 5% dextrose was

_ started at a rate of 20 drops per minute.

8. A 100 mg. intramuscular injection of pethicine uas
administered at the time of_ admission to reduce
labour pains which might precipitate a fit.

9. A fluid balance chart was stated., " Within 30 minutes

after admission to the intensive care ward, the
patient started bearing down. "A vaginal examination
dong at this time showed that the cervix was fully
dilated and the head was in the low cavity. It was
decided to assist the second stage of labour by

vacuum extraction,

PREPARATION. FOR VACUUM EXTRACTIONG
1l Valium 10 mg intravenously was gimen to deepen the

sedation in order to wminimige the occurence of fits

during the procedure.

2. The patient was on & delivery bed and put into the
lithotomy position and both legs tied on stirrups.
3 The doctor, scrubbed and dressed, as for caesarean
gection, infiltrated the perineum with 1% lignocaine
and a large right posterplateral episiotomy was done,
4, The vacuum apparatus was assembled and a number 5
cup was attached to the baby's occeciput and vacuum
pressure raised to 0.2 kgfamz. The rim of the cup

was checked that it did not grasp the cervical or

vaginal tissues.




SUMMARY ©OF LABOUR

o
The instrument's pre

|
|
|
|
2ssure was raised gradually by l
% 2 P : g ;
0.1 kg/em®™ per minute until the pressure reached J
A 2 L L ? i : . |
read ‘0.8 kg/em”. By then 8 minutes -had passed since (|
the ‘application of the cup.
During each contracticon, traction was applied . in the
axis of the pelvis synchronous with the contractions.
The fetal head gradually descended and with a final
upward tractien, the head was delivered, |

The vacuum was released, and the baby delivered. i

]

The third stage of labour was managed actively as
n

e

described the introcution, The episiotomy was |

repaired. as described in the introduction, (

The lst stage: 8 hours

The 2nd stage: 15 minutes

The 3rd stage: 5 minutes

Total duration: 8 hours, 20 minutes

PASTPARTUM CARE AND PROGRESS

After delivery the bleod pressure, pulserate, maternal
temperature, urinetesting for albumin and a fluid
balanee chart observations were continued. Fifteen
minutes after delivery the bloocd pressure eas 120/80
mm Hg and subseguent % hourly checks of blood pressure
were normal,

After delivery the valium dose was tapprered douwn
gradually and was stopped 36 hours after delivery.
Urine became negative for proteinuria 36 hours

after delivery.

Urine output was normal.

The patient and her baby were transfered to the

postnatal ward and discharged home 4 days after

admission.




THE INEANT

The ‘infant was .resuscitated by suction of mucus from
the nose and oropharynx. The Apgar score was 8. The " |
baby whose sex was female weighed 3200 grammes. . Clinical ‘
examination of the respiratory and cardiovascular systems
was normal. The baby had no birth injuries or congenital
abnormalities, The baby was given BCG vaccination while
in the neonatal ward,
POSTNATAL 'VISIT

The patient and the baby were seen at the postnatal

clinic 4 weeks later, The baby was healthy and breast
feeding from “her mother, The mother's blood pressure was
100/70 mm Hg, and the pulse rate was 76 beats per minute,
good volume and regular., Abdominal examination and vaginal
examinations didn't reveal any abnormalities. She was
given family planning advice, and persuaded to attend

antenatal Clinic early during her subsequent pregnancies.

COMMENTARY

n
This patient, like most wome with E.P.H. - gestosis,

had no symptoms attributable te the raised blood pressure
unless the condition had deteriorated to the stage of
impending eclampsia., - The main aim of management in the
pre-eclamptic stage is to prewent eclamptic seizures. 1In
cases with pre~eclampsia before 38th week, the pregnancy

be should maintained as long as possible to ensure adequate
growth and maturity. The stress of labour may cause a

rise in blood pressure. It is for this reason that the
patient should be given analgesics and sedation to relieve

pain and apprehension., In addition the second stage of

‘labour should be assisted in order to shorten the duration.




Prevention of eclempsia consists of early ant

-

tietection and control of ecldmpsia. In th
preeclampsia was first diasgnosed in labou
control the condition were instituted late in the first stage|
of labour. About 25 percent of women who have presclampsia
will heve a rise in blood pressure in a subsequent pregnancy,
The likelihood of furthsr episodes of pressclampsis is much
higher if the patient had severs hypertension with p?ﬂﬁﬁlﬂufle‘
in twe or more preceeding pregnancies, This patient will have
to be watchsd extremely carsfully during the next pregnancy,

Gue ent

5}’

preferably with constant in-patient observation and fre

monitoring of fetal development,

EoPeHe = gestosis is the wost common hypertensive ﬂiﬁﬁ&ﬂfJ

in pregnancy., The fundamental cause of this disorder is unkne

oune. Nonstheless the pathophysiclogy of E.P.H. - gestosis is
nouw better understtood, snd ressonably effsctive plans of f

management, all palliatire, have been developed. The patho-

&
of £.P.H. = gestosis is characterissd by internse

ge.

£

shysiology

P

.

vasospasm of peripheral arterisles. The initiating svent in
the development of this vasospatic hypertension is unknoun,
it may be related to alterations in vascular sensitivity to 1

ssibly

% o f . T
endogencus hormeones (angiotensin II, catecholamines) p
mediated through changes in artericlar wall sodium concentrae)|
tions, te tha appearancs of a z yet undescribed presscr

agent or to diminishing concentrations of sndogenous vasodi-

>

%

dators (Prostaghudin £, ) Whatever the cause, the sndd rasult
A

is acuts vasospastic hypertension, with contraction of the

circulating plasma volume in proportion to the ssverity of

vasospaso in peripheral artericles and capacitance vessels

Decreases of plasme volume up to 40% have been reported in

<

8

t severe dissase.

the m

r
s
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Sensitivitiy fe angiotensin II can be seen as early as
20 weeks' gestation; 1long before tne deveiopment of
overt hypertension,

In some reports diminisred plasma volume has been
Oobserved at 26 weeks gestation in patients wno later
developed E.P.H. gestosis, The significance of these
later observations is unclear. They suggest that the
process begins .ong before it becomes apparent clinically
It has been suggested that primary hypovolaemia, hypotensian
and hypoperfusion inciate the vascular reactivity,
subsequently producing hypertension, However this seems
to be most unlikely turn of evenys, A much more likely
seguence is primary vasospasm, producing first a contracted
plasma volume and then elevation of blood pressure,

The differential diagnosis of hypertensive states in
pregnancy presents mny uncertainties, Should a patient

present during the first half of pregnancy with an elevated

blood pressure, and the examination of the urine be negativ
(forproteins), one can assume that the patient has sasssentia

hypertension,

Should the bleod pressure remain within rigrmal limits
during the first half of pregnancy and then increase in
the second, ons must rely on the presence or abscence of
proteinuria for the diagnosis, If proteinuria is present

the diagnosis is likely to be E.P.H, - gestosis; if absent

essential hypertensien in the more likely diaunosis,

@

et



ADDRESS: KARIAKOO, DAR ES SALAAM
ROMITTED ONt 26.,8.80
DELIVERED "ON: 26.8,80
DISCHARGED ON7 29.8.,80

SUMMARY
The patient's blood group was. B, ive
while her husband!s blood group was B ositive,

She had a total of 6 delivaries and there was no evidence
of isoimmunisation in the bebies or the mother. The rarity

of isoimmunisation in rhesus negative pregnant women in

Tanyania is discusseed,

PREVIOUS OBSTETRIC HISTORY

Mrs H.5. was in her fifth pregnancy having had four
full term babies previously, 1In 1971 she had a full term
normal delivery, twin pregnancy. Both babies were females

weighing 6lbs,  7lbs respectively.

In 1974 she had a full term normal delivery of an 81lb
female baby. Antenatally she was diagnosed as Rhesus
-''D - negative mother but she was not investigated for

rhesus antibodies, The baby's neonatal period was normal,

In 1976 she had a full term normal deliverdY of an

8lb female-dnfant, No investications for rhesus antibodies

were carried out., There was ho history of neonatal jaundice,




AT A

In 1978 - she delivered a 7lb male baby. Antenatally,

rhesus antibodies were estimated but were found to

negative No cord blood was taken, The baby's blood

group is 0 rhesus positive (checked “in '1979). The mother

and the baby were well when discharged 3 days later,

Al

pregnancies were with the same husband. There

@

i

e
|

Pt

story of jaundice or anaemia in the neonatal

et

W h

m
0

3 NOo
0

ds of ‘her babies,  There was no history of blood

.
T 1
g 3

o
LTt

transfusions. She used oral contraceptives in 1974 =
1975 then stopped because she wanted to get pregnant.

MENSTRUAL HISTORY

Menarche was at the age of 15 yegars. Menstrual flow
was mocerate in amount lasting 6 ~ 7 days and occuring
every 30 days.  .There was premenstrual dysmenorrhoea which
improved after the birth of her first baby. The last
menstrual period statted on 9.,11.79, There was no

iginal bleeding after the last menstruation,

AELOLOGICAL HISTORY

There was no history of any ‘gyntéecological illness,

MEDICAL AND SURGICAL HISTORY

She was admitted in Muhimbili hospital in 1975
because of urinary tract infection, She was treated with
antibiotics.,

9 she was operated for a right Bartholin's

AMILY AND SOCIAL HISTORY

She worked as a Personal Segcretary in the. Prime
Minister's Office. She was married since-1971, _Her

mother delivered twins once.  There was no history of

hypertension, or diabetes mellitus in her family.




She booked as a grade one patient.on.20.5:80 at the
Muhimbili antenatal meastrual period had

started on 9,11,79

late. of delivery was

1
4. C

)« The gestational age was 28 weeks.

and had"no‘'ankle pitting cedema. She was not anaemic and
not'“jaundiced. * Her weight was 76kgs and height was 169cm,

CARDIGVASCULAR SYSTEM

The pulse rete was 84 beats per minute regular and
of good volume. The blood pressure was 1l0/60 mm., of
mercury. There was no cardiomegally.,. The first and second

heart sourds were normal.

RESPIRATORY SYSTEM

There was nothing significant,

The ‘abdomen was distended, more m

parts. - Therewere no scars, The abdomen was non tender.

ha fiind: heioht rAarroernnrdaed +¢ p R ~nalk mrennc ~ 3 o3
The fundal height corresponded to a 28 week p egnancy size.

The-lie“was longitidinal with cephalic presentation. The
fetal ‘heart “‘rate ‘was 150 beats per minute. The liver and

TR o L & 4 & & 1= 2 e PORER
spleen were ‘not palpable. The renal ang

NMasses,

VAGINAL EXAMINATION

he wvulva 'and vaginal were normal, The cervix was

i

healthy parcus and closed, There were no dishcarges. The
cervix was soft on bimanual examination, The uterus was

equivalent to 28 weeks pregnancy size., There uere no

o

{

adnexal tumors.
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EXAMINATION OF "THE 'INFANT

Wieghts 500 grammes

o

3
Apgar Score: 1
Male

-
a&

Sex:

The baby wass pink, active, with no jauncice or congenital
Further examination of the baby showed

abdormalities,
All other

that the liver and spleen were not palpable,.
systems were normal.

The baby was taken to the neonatal ward for observation.
and the mether were discharged

Three days later the baby
in good condition.

3
FOLLOW UP

The mother and her baby were seen in the postnatal clinic

4 weeks later.
and a haamoglobin of 10.5 grammes. Blood for rhesus
antibodies was negative.

The baby was healthy looking active, and not anaemic,
She was: discharged howme and
rlth
child
n

haeemoglobin 14 grammes.

adviced to take her child to the Maternal Child Hes
t

(M.C.H.) ©linic regularly where she would also ge
tte

She was also advised to a

spacing advice there. S§h ¢

antenatal clinic early in the next pregnancy.
COMMENTARY:

There is @ widely held view that isoimgunisation of
a very rare

f \ L 2 » _ . o
(D) Negative pregnant women in Tanyania 18

occasion (Nhoneli and Kiango, 1874).

by «the ‘fact that

The mother looked healthy she was afebrile

Rhesus

This view is supported

the inciderice -or Rh (D) Negative is only 3%.




Thesmotherte: rhesusnfactor w

a

asrnegative: (i,es. dd aldele)

and- the fathéertwas:rhesus:positive  (i.e. either Dd

¥

heterezygous,: or DD homozygows),o-The children born could

either be Rhesus pesitive or negati inherited in the

Q

mendelian: fashion, The relatdiverdikeldiheod:eof the ratio

of Rhesus positive and negative wouwld depend on whether

the Rhesus ' D « peositive father was homezygous (DD aiiale)

| #2

roheterozygous (Pd alieie) for the Rhesus gene., Th

o

o
two children whose Rhesus factor was

known were both
hesus positive,
patient described was a TanZanian African multipara

whose blood group was B-Rhesus negative and that of her

husband was. B~Rhesus positive, 8he had 4 full t

erm normal
deliveries and the last (5th) delivery was also normal,

i '! T ., £ & - b 4
All the five chi

[

dren born were from the same husband and

showed. no. evidence. of, rhesus immunisation.

Acecording to'mendelian laws the ABO blood groups of their

ey

children could only be inherited from the BD or BB genotype

of either parents who phenotypically are both of B group,
The resultant pehnotypic ABO blood groups of their children
could onl¥ be either group B or group 0 as indeed shoun

in the last 2 borns in whom the ABO blood groups were known,

Rhesus isoimmunisation does not occur in every case in an

]

Rh-negative woman bearing an Rh positive child, but the

renomenon is doubtless depencdent upon the sige, quantity
enic stimulus and AB0 blood
ige and quantity ef

i
; = stimated as

but one fetus whose




81

rhesus factor was known te be rhesus positive, Nevertheless
transfer of fétal cells to the maternal circula?ion was not
documented either. Since the blood groups of all the
babies from her husband could either be group-0 or group B,
the red cells freom the fetus on gaining access to the
maternal circulation would be compatible with that of

their moether and therefore immuniye the mother in cases of

Rhesus positive fetuses.

A further facter which could explain why mothers of Negro

O

~

sence of a of Rhesus D antigen designhated as

igin do not cemmonly develop isecimmunisation is the
8

r
pr
Bu antigen, This antigen is a weak type and hence

phenotypically may be taken as Rhesus D poesitive or negative

during ‘bloed grouping., ' Some of our patients grouped as

=4

Rhesus = D /negative may infact be Bhesus - Dy and these
patients for practical purposes, cannot be sensitized by
Rhesus - ‘D antigsn., 'THe Du &8 been found in some

of the women around Dar es Salaam ‘agessa),




U

ITHE

o

e
°
“r
®
™~

.
o S

Wwa

period

%

3 L

e

e

el

St d

[

4 3

.

S R

%

curec svery

e

%




There was
Or any surgical operatiens performed on her,
AMILY ARND SOCIAL HISTURY

There was no family history of twin pregne
H

3

4

nclas

b

&
¢
w

]

mellitus, hypertension or tuberculosis. She was an

unemployed hauseuife. She never smoked nor took alcoholic

d a4 =l -
OTriNKS8.

rst seen at the Muhimbili hospital

10,11.,79, Her last menstrual
xpected date of delivery was on

ational age was 18 weeks,

good general condition, ' She was

and: not: anaemic.she had no pitting oedema,

CARDIDYASCULAR SYSTEM

s'per minute,  The blood pressure

rstoand second heart sounds were

Chest movements were egual on both sides

central in position. Breath sounds were versi Air

entry was good on both lungs. There were no crepitations,




ABDOMINAL EXAMINATION

The abdomen was enlarged mor

There was a median subumbilical scar,

was equivalent to 18 weeks g

the periocd of amenorrhoea.

VAGINAL EXAMINATIONB

Speculum Examination:

The vulva and vagina' were

loekingy: nulliparous type.

discharge.

The

Bimanual examinations

caervix was soft and the

was soft, smooth and evemly

to an 18 weeks

and non tender.

Laboratory Investic

i

haemoglobin level we

gestation, T

¢ marked #n the lower parts.
The fundal height
estation sige, consistent with

Fetal movements were falt.

normal. The cervix was normal

There was no abnormal

08 was closed, The uterus
snlarged to size corresponding
he adnexa were free of masses

P $ - - ) & o 4 4 -
2., Blood group was Rh='0' positin
" 1 & uu s e . - : %Y . &
t. Serology tests for syphill WBTE
y Y
G jrine was negative for proteins and sugars.
The patient was given ferrous sulphate )lets to be

taken porally 600 mg daily;

and chiproguine 300 mg

&£
Weer .l

dicaci
y#

plan of delivery of the petients

Flective caesarean

Tgedy BB e 3, R KR
t8Cl10Nal ag

e

. ;
section was pianned 0 U

performed

e of 38

°




SUBSEQUENT ANTENATAL CLINIC VISITS:

The patient made three subsegquent antenatal clinic vis
at 28, 32 and 36 weeks of pregnancy.: At these visits
patient received tetanus toxoid immunisation. The
haemoglobin levels at these visits were 70%, 76% and 78%
respectively, The weight gains and blood pressure of the
patient during the visits was within normal ranges. At 28
weeks of pregnancy the fetal heart was first heard. The
lie" wae longitudinal end cephalic presentation with normal
fetal heasts . rates during all. the amtemat&ﬁ elinig visits,

The pregnancy progressed nermally until 38 weeks,

ELECTIVE CARE

The patient was admitted ip the apntenatal ward.en 1.8.789.

PHYSICAL EXAMINATION

She was in good:generalcondition. She was

anaemic,

foatie

she was afebrile &anc she had no pitting

were similar

£ - \ v
o b i1l ¢ 3‘,. EXRE] :

The abdemen was evenly distendec with e subumbilicalmedian

séar, It was'fion tender.”  The fundal height was

wyere normal.
cervical
The uterus

pregnancy.




Investigationss

The hzemoglobin level was BO per cent.
24 Urine was negative for albumin and proteins.
% A Three units of group A-Rh=0D-positive blood

were reguested,

A consent for operation was obtained from the patient.
An elective caesarean section was planned to be done on
the afternoon of 2.4,795

Preparatibn for elective caesarean section, This wuwas

done as described in the introduction,

Low segment caesarean section 1 p.m, '2.4,79

The patient was taken to the opérating theatre and placed
in the supine position. Premedication -and general
anaesthesies vere administered .in the manner described in
the introduction, The abdomen was cleaned with savlon

anf flavime in spiriti

lpening of the abdonmen:

Two tissue forceps were placed one on each end of the scar,
Thescar was then dissected off and the abdomen epened in
layers as described inm the introduction,

y

Findingss The uterine scar wéas found intact, 'There were
minimal adhesions in the pelvis. Roth ovaries and fallopian
tubes looked healthy without adhesions, Other viscera

were inspected and found to be healthy.

Procedures

A low segment caesarean section was performed in the manner
described in the introduction, Artificisl tuptiure of the
fetal membranes was done and str2w colored ¥luld was sucked
out. A male baby, Apgar 10 end weighing 2860 grammes was

celivered, The third stage wss managed as described

in the introduction,
1
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The uterus and abdominal wall were 'closed as described
in the introduction, 'The total amoeunt of blood loss was
estimated to 800 mls.

After the patient had reeovered from general

anaesthesia, she was taken to the postnatal ward,

Post operative management:

de The pulse rate and. the blood pressure were taken
1 . x
7 hourly. fer 4 hours then 1 hourly for 4B hours.

They were within nermal limits.

2. A- fluid balance chart was instituted.
K Pethidine 100 mg was administered intramuscularly

every 6 hours for 24 hours,

4 A 2000 mls 5% Dextrose was. infused intravenously
every 24 hours for 2 dazs, Two units of. group A=Rh-D
positive blood was transfused within the first

24 hours post operative,

Progress of the patient:

The patient started to take oral feeds on the 3rd post
operative day. She was not ansemic, afebrile and had
minimal lochia discharge., The heemoglobin level was 70%
on the 4th post operative day. The stitches were removed
on the 8th post operative day and the patient was allowed

to go home.

Postnatal clinicg

1

The patient reported teo the postnatal clinic 6 weeks later,
Her baby was healthy and lactating. Thbk patient was well

and had no complaints, She was afebrile and her blood

pressure was 110/70 mm Hg., The abdomenal gpound had healed

normally., Further abdominal and pelvic examinations were
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were normal, Her hcemoglobin was 70 gms per cent. The
likely hazards to future pregnancies were discussed with
the patient. 'She however wanted one more child before
considering sterilisation. She was therefore given family

planning advice and started on oral contraceptives,

COMMENTARY:

The concept of mandatory repeat caesarean section in the
management of a previously incised pregnant uterus has been
subjected to extensive review and criticism with the

result that the dictum "once a sectiom - alwazs a section"
is no longer an inflexible rule in obstetric practice.

The rationale of this change in policy is based on repeated
demonstrations that in many instutions vaginal delivery
following caesarean section is not only a feasible
procedure but is associated with improved perinatal
survival and maternal morbidity statistics. . However

after two caesarean sections the uterine scar is ne lenger
able to withstand the process of labour and uterime rupture
is more likely, Many studies have shown that feuwer
‘ruptures of the uterus occur when such a policy is adopted,
' The lower uterine segment becomes much more highly
developed during the last weeks of pregnancy, and especially
when the head becomes engaged. During labour it is non
, contractile and dilates to form the upper part of the

birth canal. At the time of delivery this segment may

only be 2 to 3 mm thicks It is recognised that various
types of defects may exist @long the line of closure, some
of which mag actually be samll "windows"™. Usually they
present no problem and in the case of vaginal delivery

the presence of a defect may not be recogniged in many

occasions.
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Clinical signs and symptoms at any time during
pregnancy or labour are notoriously insccurate in the
diagnosis of impending rupture. Likewise the clinical

course following the previous operation - febrile r
character of abdominal @ound healing, pus discharge-provides

very little information that might suggest uterine rupture.

Following vaginal delivery, a pelvic examination done
during a uterine contraction may give valdable information,
The use of .a hysterogram in the nongravid state has been
suggested by some authors, in demonstrating both large
and small defects could be seen in the film yet no defect

could be.found at the time or a subsequent caesarean section.

The major argument infaver of vaginal delivery in selected

instancee following caesarean section is the decrease in

maternal mortality. Abdominal delivery is associated with
increased incidence of puerperal morbidity compared to

vaginal delivery. While a difference between the twe models

of delivery will probably exist, better care in selecting
candidates for the initial section and yyproved clinical
facilities will remain the optimum methods for reducing
meternal morbidity and mortality ‘associated with this
problem,

The problem of prematurity of the infant at birth

of the draw backs to the concept or routine, repeat

.f
cagsarean delivery. BUntil estimation of fetal maturity
date of

becomes an exact process, and scheduling the ¢

delivery prior to the onset of lasbour will be

(}
©

with an increased incidence of premature birth
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A_CASE OF CORD PROLAPSE DELIVERED BY CAESAREAN

SECTION
NAME ; MRS, HeM,
AGE: 20 YEARS
IP. NO: 45/80
ADDRESS TEMEKE, DAR ES SALAAM
SUMMARY

The patient was referred from Ocean Road Hospital on
account of cord prolapse. She was Fﬁund to have pccipito-
posterior position and cord prolapse, She was delivered
by caesarean section and discharged on the eleventh post

operative day with a live baby,

PAST OBSTETRIC. HISTORY

This was her third pregnancy. Her previous two pregnancies
all ended in normal delivery in 1976 and 1977, Rll the
ehildren are alive and well,

GYNAECOLOGICAL HISTORY
Menarche was at 14 years with mestrual cycles 6/30 days,

The date of her last normal menstrual period was 12.11.79,
Her expected date of delivery would be 19.8.80. There was
no.vaginal bleeding after the last menstruation.

FAMILY HISTORY
There was no family history of diabetes mellitus,

hypertensive disease or tuberculosis,

SOCIAL HISTORY
$he was an unemployed housewife., Her husband worked ae

a clerk with the City Council.

PAST MEDICAL AND SURGICAL HISTORY

She had no serious illness or surgical operations,
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ANTENATAL CLINIC BOOKING AND PROGRESS

She booked at Temeke M.C.H. clinic, The antenatal card

she carried with her showed that at booking she was not
anaemic. She weighted 62 kg and her height was 160cm.,
The blood pressure was 90/60 mm Hg, The fundal sige was
equivalent to 16 weeks gestation,

The cardiovascular and respiratory systems were normal,

She made 6 subseguent antenatal clinic visits at 20, 24,
28, 30, 32 and 34 weeks gestation. The pregnancy continued

to term without complications.

LABORATORY INVESTIGATIONS

i3 The haemoglobin levels at 32, 34, and 36 weeks of

. pregnancy were 9gm/100ml, blood 9.6gms/100mls blood
and 10gms/100mls blood respectivsly.

2. Serological tests for syphillis werese negative

Fre Blood group was '0' Rh-positive

4. Urine was negative for sugar and albumin

REASONS FOR REFERRAL

Cord prolapse.

HISTORY AT ADMISSION
Labour started spontaneously at 1:40 am on 24,8.80. She

went at Ocean Road Hpspital, where after spontaneous
rupture of the fetal membranes the cord was felt in the
vaginal. She was: immediately transferred to the. New

Maternity Bleck.

FINDING ON EXAMINATION BF THE PATIENT ON ADNISSIQN

She was in goed general condition. .She was afebrile and

not anaemic, The radial pulse was 84 per minute good

volume and regular,
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CAESAREAN SECTION PERFORMED ON 24.8.80 AT 2 AWM

The petient was taken to the theatre. On the operating
table the bladder was catheterised aseptically as

described din: the introduction,

Premedication and administration of general anaesthesia

was done in the manner described in the introduction.

The fetal heart just before caesarean section was 150

beats per minute, The abdomen was then cleaned with savlon
(1 in 200) followed .by flavine in spriti The patient

was then drapped with sterile towels,

PROCEDURE OF OPERATION
The abdomen was opened by a median sub-umbillical incision

@s described in the introduction, and a lower segment

caesarean section done,

The right hand was 'introduced into the uterus below the
foetal head and delivered the head of the baby. At this
peint the foetal arm presented and was guickly replaced
into the uterus, preceeding to extraction of bhe baby.
The third stage was normal and was managed as described
in the introduction, The uterus end abdominal wall uwere

repaired as described in the introduction,
The total bleeding was about 700 mls,

THE BABY

The male baby whose weight was 2800 grammes was born,. The
I

aby he
apgar was 7, t was rescusciated by suction of the
Pg

oropharynx and administration of oxygen by a nasal catheter.




The baby had no congeni

THE. MOTHER
POST-OPERATIVE CARE

Lfter receovery from gen
taken to the postnatal
and pulse rate were mon
remained normal., A fiu
and was normel., - She wa
for 24 hours teo allevia
received two units of D
operative, 5% dextrose
intravenously daily faor
oral feeds. . Crystallin
administered intravenou
by PePefe 1.2 mu daily
she ‘made a good postope
postoperative day the
The stitches were Tremov
she was discharged homg
sulphate tablets 600 mg

POSTNATAL VISIT

The mother and her infa

6§ weeks after discharge

tal malformations.

eral anaesthesia the mother was
ward. In the ward blood pressure
itored one hourly for 48 hours and
id balance chart was kept for 3 days
s given pethigine 100 -mg 6 hourly
te post operative paine: She
lood in the first 24 hours post-
in water, 2000 mls were administered
3 days before she started taking
g penicillin 2 mega units were
sly 6 hourly for 48 hours followed
for 5 days.
rative progress and on the 4th

o

haemoglobin was 86 per cent,

ed ‘on the 8th postoperative day and
5,9.,80, " She was .given ferrous

daily for two weekss

nt attended the postnatal clinic

from the hospital, She had no

complaints, The baby was active and breast feeding hormally.

She was not anaemic. T
normally. The cervix,

closad., The uterus was

-

he abdominal wound had healed
yas firm and the cervical os was

normal sige and mobile. There uas

no adnexal pathology detected. The hagemoglobin was 11

grammes. pPercent., She was advised to report garly to the

antenatal clinic (with

conceives again.

her discharge card) uwhen she




COMMENTARY

In this patient the occipitoposterior pesition of the
fetus is likely to have :favoured prolapse of the cord by
interfering with the cleose application of the presenting
part to the lower segment of the uterus and the brim of
the pelvis,

Unfortunatély it was not known when the foetal membranes
had ruptured, . Sudden rupture of the membranes especially
if the patturient was in the erect position, is a possible

predisposing factor,

The ‘cord having prolapsed was likely to'have been piinched
between the presenting p rt and the pelvic brim, resulting
in a rapid fetal heart rate and a2 low apgar score at birth,
Fetal death may however occur even without pressore on the
cord., Spasm of the cord vessels may be as important a

cause of fetal death as actual mechanical block.

The likelihood of fetal death would have been much greater
if the cord was actually allowed to prolapse outside the
vagina., and suffer a loss of temperature, Since the
occipitoposteior condition which favoured prolapse

&
prevented the early engagement of the head, the cord

1]

escaped extreme of pressure during labour.

The line of management of this patient was influenced by
e condition wkigk of the child, the presentation of the
fetus and degree of descent of the presenting part into the
t

maternal pelvis.

At attempt was made to replace the cord or at least minimise
compression by postural treatment, the knee chest, position
employed was aimed to raise the pelvis and bring the

cervix to a higher level than the fundus, thus permitting

gravity to act.
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PUERPERAL SEPSIS WITH ACINETOBACTER SIP.P. BACTERIA

NAME 3 DeEs

AGE 20 YEARS |
1P, NO.: 30426/78 i
ADDRESS : Magomeni, Dar es Salaam |
OCCUPATIONG Unemployed

AGMITTED: 10.12.78

DISCHARGED: 21.,12.78

SUMIARY

The patient was admitted through the Casudlty as an emergency
case with a history of fever 3 days after delivery. A
diagnosis:of puerperal.sepsis and septicaemia was made,

She was treated with antibiotics, intravenous fluids and
blood transfusion and was discharged 11 days later in good

general condition,

HISTORY OF PRESENT ILLNESS

The patient was unable to talk and the short history was
given by her husband, The patient delivered in Ocean

Road Hospital 7 days prior to admission. 3 days after
delivery the patient had continous fevers associated with
abdominal pains, and a blood stained foul smelling vaginal
discharge. There was no history of vomiting oer-diarrhoea.
One day pridr to admission the patient was unable to

talk. She had been attending Magomeni Dispensary: where

she was given teblets and injection.

No furthser details of the histery, pregnancy OrT delivery

was available.
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UBSTETRIC HISTORY
She was a primipara. She hadn't received any antenatal

MEDICAL AND SURGICAL -HISTORY )

The patient couldnlt give

J
BIB NN S i e ey N 3 o 1y o 4 e 4
GYNAECOLOGY HISTORY ) any history.
SOCTAL HISTORY )

FINDINGS ON EXAMINAT

bt

Filid ¢
Lis e

The patient was conscious but unable to talk.

ill looking 'but well nourished, - “She.was mildly dehyrated

with a tinge of jaundice and moderatély anaemic, Her bedy
o , ; ; .

temperature was 48°C,’" The calves were not swollen. and

they were non-~tender.

CARDIOVASCULAR SYSTEM

T I - o e y e e 1 § by oo o 4
The pulse rate was 130 beat

@
®
-

minute good volume.
Blood pressure was 105/40 mm Hg. The jugular venous
pressure wes not raised.," The first and second heart seunds

were heard and-were fiormal, There were NO MUTIMRUTS,

fhe respiratory rate was 48

i+ g "
nere was good air sniry on

1
both sides of the' chest., ' The lung fileds were clear.
gREASTS

The bressts, were well developed with bilateral hyper-

pigmented areaclae. @Hoth breasts were secreting milk

and, the nipples were normel. No lumps were palpable




CENTRAL NERVOUS SYSTEM

The patient was unable to talk or Obey commands but
she was conscious, The neck was soft and kernig's sign
was negative. The pupils were equal in size and reacting
to light normally., The optie fundus was normal, There

Was no sensory less and the tendon jerks were normal,

ABDOMINAL EXAMINATION
The abdomen was markedly tender and there was guarding

in the lower abdomen extending to the peraumbilical ares,
There was no rebound tenderness and there was no sevidence
of free fluid in the abdominal cavity, The uterus was
enlarged to about 12 weeks siye, smooth, regular and was
not tender. The liver was not Palpably enlarged but it was
dgll ta pPercussion, and 3cm beloy the costal margin, The
spleen was 3cm enlarged below the costal margin, smooth and

non tender. The bladder and kidneys were palpable,

VAGINAL EXAMINATION

There was a foul s\melling, yellowish/brown discharge
from the vulva. There was no vulval tear, Speculum
examination revealed a yellowish/bkown discharge admixed
with fresh blood ensuing from the external cervical os,
There was ‘Ae cervical lacerations and the vaginal walls

were intact,

Bimanual examination revealed an enlarged uterus
squivalent to a 12 weeks gestation, tender, with a smooth
contour.  There vas marked adnexal tenderness, but it was
difficult teo feel ths presence of any massess because of the

extreme tenderness, The cervix was soft, and the cervical

08 was closed,
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DIAGNOSIS

Puerperal sepsis with septicaemia,

INVESTIGATIONS

1.

B

6,

Blood picture

b |

Haemoglobin was 5.4gms (37%) .. Total white cells count
was 13,000 of which 72% were polymorphs, 25% lymphocytes

and. 3% eosinophils,

Blood cultures were taken at 2 different sites, with

different syringes. Both samples isolated heavy

growth of acinetobacter S.p.p. sensitive to sulphafura-
zole, Ampicillin, tetracyecline and kanamycin, resistant
to chloramphenicol.

Blood urea

87¢ma% (at the time of admission)

45gm% (36 hours after admission)

Serum creatimine

0,21gm% (at the time of admission)

U

0.21gm% (36 hours after admission)

Serum electolytes

Sodium 133m Eq.
Potassium 3.2m Eq.

=

Liver function tests

Sebulele 0 1,0,

B.G:P.16 2 1.u,

Alkaline phosphatase 8.8 K.A.U.
Bilrubin (serum) norma

Total serum protein 4,6mgh

Cervical swab preparation

few pus cells, shoued trichomonas vaginalis, no yeast

cells were found.,

Gram stain: few pus cells, no bacteria. isolated,
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Blood group O - Rh - positive

8.

9.

104

11,

Urine
Showed few granular casts, Culture was sterile,

Fibrinogen level was 400mg%
The clotting time was 5 minutes

Blood slide was negative for malaria parasites

MANAGEME NT

Resucitation

1,

"N

&
=

After taking blood for the aboverinvestigations,
intravenous drip was set up, of normal saline to
alternate with plasrigel, and a litre each was given
in the first 8 hours., 8 hours later blood transfusion
was started and one unit of blood was given and
dextrose-salire drips at the rate of 300 mls/24 hours
the amount of fluids was subseguently adjusted

according to the input output chart,

Antibiotics

5 mega units of crystalline penicillin was given 6
hourly intravenously with BOmg of gentamycin 12 hourly

intravenously for'5 days.

Antimelarials

Chloroguine 200mg was administered intramuscularly
ours

and 100mg 6 hours later.

Beneral care

Blopod pressure, pulse rate and temperature were

recorded one hourly., A fluid balance etart was started.

10.,12.78 7,15pm

o

<

£

The patient's condition was the same except that she

s then well hydrated. Blood urea result arrived and

as B87mg% and the dose of gentamycin was reduced to 40mg

hourly intravenously.




- 182 ~

11,12,78
LEZ5 LK RA S
There was improvement in the general condition of the
patient although she was still unable to talk, The blood
oressure was 110/60mm of mercury, and pulse rate of 12 per
F USRS Y 0 : h
minute and the temperature was 37,5 C., The abdominal

tenderness was less marked,

12,12.78
There was subjective improvement and the patient
could talk,  She was afebrile, blood pressure of 110/70mm
of mercury, but the pulse rate was still 112 per minute,
still anaemic (Hb 37%). Blood transfusion was
requested. Bloed urea was 45mg% so the original dose of

o
cin of 80mg, 12 hourly was given.

2 units of blood transfusion was given with lasix

80mg intravenously.,

Progress of the patient condition

Four days after admission, the patient was well and
was up and about, There was no abdominal pain, and no
vaginal discharge, JThe sige of the uterus was equivalent
to an 8 week gestation uterus.  The patient's heaemoglobin
on the 6th day was 61%. 0On the 10th day the patient was
discharged home and instructed to a tend the postnatal
glinic,

POSTNATAL CLINIC VISIT :
The patient attended the postnatal clinic 6 weeks

later with her baby who was breast feeding.

There was no abdominal pain or vaginal discharge.
The cervix looked healthy and the cervical os was closed,
The uterus wes normel size and anteverted. The adnexaa
were normal. 'She was advised to attend antenatal clinic

during har subsegquent pregnancies, and was alloued to

go. home,
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MENTARY

Puerperal "and pest abortal ‘sepsis was the commonest
ause of maternal moratlity in 1978 (34% of the toatl deaths)

\nd the second commenest cause in 1977 (19% of the total *N

O

s3]

LR

fber of deaths) in mMuhimbili mMedical Centre (Mtimavalye |

"
977, 1978). "In ‘this patient the diagnosis of puerperal

s

¢

sepsis was suspected because .of the pyrexia which occured

s

during the peurperium,

3

Cervical swab was preferred to high vaginal swab.
a

@

This is because high viginal swabs can be misleading in the
absence of an oeverriding intrauterine infection, as the L

cultures may @grow normal u&gimal inhabitants which are not Q
necessarily pathogemic, evertheless the cervical swab

upon culture didn't grow any bacteria.

The presence of abdominal tenderness, foul swelling i
bloody vaginal discharged and the culture of bacteria in

the blood stream was very suggestive of a puerperal

sepsis, Id&ally, however, to confirm that the septicaemia
was secondary to the genital infection a similar bacteria

should be isclated from both the blood specimen and the

Acinetobacter S.p.p., is & seprophyte found in the
environment (scil, vegetation etc). Since separate
venepuncture specimens, were taken, after cleaning the skin

with 90% alcchol, it was unlikely to have been a contaminant,

The commonest aerobic bacteris iscolated from the cervix

and vagina. in Muhimbili medical Cen

(Mtimavalye 1879) Acineteba




Although the patient was given antibiotics (Gentamycin

and crystalline penicillin) to which the bacteria

sensif#vity was not specifically tested, the patient showed
improvement on the second and third day of admission, It
was assumed therefore, that the bacteria was sensitive to

the prescribed antibiotics, at least in vivo,

Full sensitivity reports taken a couple of days.
gince sensitivity results require the use of pure cultures
of the organism, this alone takes about 36 hours. The
initial choice of antibiotic must be based upon the likely
type of infection and the effecacy of the antibiotic used,
bearing in mind the danger of breeding resistance by the

encouragement of the growt of other organisms.
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TWIN PREGNANCY IN MUHIMBILI MEDICAL CENTRE

INTRODUCTION

Multiple pregnancy presents problems of obsteric and social
nature due to difficulties confronted with in relation te
eaprly diagnosis, delivery complications, and increased

neonatal mortality among the newborns (Skalba, 1974),
In general, all complications caused by or associated with
pregnancy are most frequent in and are aggravated by twin

regnancy (Panwalla, 1971), Skalba fourid that 15% of the

pr
twin pregnancies exhibited complications, the most serious

being prematurity.,

The 'high perinatal mortality rate in twin births has often
been attributed to

twin, while the risk din the sec

"1

rematurity, especially so in the first
in has been related to

the period of retention of. the

The pattern of tuwinning varies markedly from one area to

another and the iIncidence of tuwinning is noted to be higher

among the African race ( Das, 1934 Ye “The ‘first
account of twin ‘pregnancy in Tanyania was given in 1977

n
(Mgaya). Th “his retrospsctive study based on & sample of
474 twin deliveries, he found the incidence of twin
deliveries, to be 18.5 per 1000 deliveries (oer 1l.dn 55
deliveries). Another study based, in Muhimbili Medical

idence. of twin deliveries
1,7 1978). &« The

Centre in 1978, reported the in

3

m

e
to be 16.7 per 1000 deliveries (Massawe et.
reasdon for the high incidence of twinning in seome races in

is not properly understood, It seems that certain races

®
<
®

tendency of multiple ovulation resulting into
fertilisation of more than one ova,
icpose of the present study was to find:

g r }’

pu
l. The incidence of twin pregnancy in Muhimbili Medical
C r

e over a 6 month period,
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16,185 mothers delivering between lst January

o
1979 "to 30th June 1979 was
t

“
e

identified,
detai.

et

o
3

o

-y
4

The necessary

ivering during this peri
were recorded on. a daily basis,

-

he patients del iod
Babies requiring neonatal
were foellowed up in the neonatal unit until the

time of dischargs,

cars,

Ciagnosis of twin pregnancy:

The presence of twir
suspected muring

the dntenatal clinic in

5 by o o Py 2 miil 4 4
abdomen, multij

'S was

cases of undue
enlargement of the

Fa &

of- the ‘head

(_.,-
-

|..J

®

ot
i
c
s
-~

3

rarts, sige

smaller than expected or when three pol

® OoLEes
were palpable. The suspected cases of twin

pregnancy,
were coenfirmed

\

b b ad
vy T&;

ing a straight abdominal X-ray after
the 28th week of

pregnancy.

Birth weights ~The weight

ght"in grams
after birth,.

@8 was recorded immediately

Any fetus weighing less then -1000
-] -

was ‘excluded fromithe study,

grammes

M
-
ct

™

al Mmortality: comprised late fetal deaths (still

i
births) and first week deaths

w2 e

RESULTS:

.WM.‘WW S

buring

the & mohth period of the study, t
of

there wers a total
&,'d‘ deliveries 'in Muhimbili Medical Centre as shown
1.

".J

in

-
m

b

r"‘"
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Yo JABLE 1 DELIVERIES .IN MUHIMBILI MEDICAL CENTRE FROM
Yo ke19-T0-:30e8,19

L UNIT | " TWIN | ToTaL NUMBER
| " DELTVERIES | OF DELIVERIES
| OCEAN'ROAD HOSPITAL | 51 ! 9,936
THE NEW MATERNITY BLOCK | 274 | 6,249
TOTAL ; 325 [ 16,105

The incidence of twinning ‘(a&s ‘calculated firom table 1) ovel
the 6 month period was 5,1/1000 for Ocean Road Hospital and
43,8/1000 for the New Maternity Bleck, giving an overall

incidence of 20,1/1000 deliveries for Muhimbili Medical

Eentre.
2.  TABLE 2 DIANDSIS OF TWIN PREGNANCY AT THE NEW MATERNITY
BLOCK
Diagnosis Number f Percentage

{%(a) Undiagnosed twins | 122 4445
; |
{(b) Clinical diagnosis i 152 55,4 ‘
i (i) Confirmed by X-ray z (80) ! (5246) E
; §ii) Net Confirmed by X-ray f (72) | 674 %

In 122 (44.5%) twin pregnancies, the diagnosis was not made
before delivery. .OR the 152 twin pregnancies that had been
diagnosed antenatally (between 32-34 weeks of gestution)

only in 80 cases was an X-ray taken to confirm the presence

of twins,
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A\BLE 3 DISTRIBUT

ON OF TWIN DELIVERIES BY MATERNAL

AB b I
AGE AT THE NEW MATERNITY BLUCK

f Age | Number of patients

| ‘Under 20 years | 58

{ : —
{ 20 - 30 YEARS ! 142 22

| Over 30 Years | 74

| T.0 T AL | 274

100

About half of the mothers who velivered
20 =-30-year age group,

twins wvere of

4, FABLE 4 DISTRIBUTION OF THE I
OF THE MOTHERS:
Parity | Number i -Percentage Lo in all

{ (for twins) | deliveries
] i N

Para 0 ! 44 16,1 24

Para 1 475740 14.6 22

, : F 4 o ‘ 4

rara 2 .- 4 ! 93 3349 ; 24

Para 5 - 6 &5 17.9 { 13

Para 6 30 10.9 : 16

- ——

o

TOT AL T 24 100

o

T o
FRE

o e e

"y g

33% of the mothers who delivered tuwins

between 2 to 4 times previously

#% distribution By parity of all women

January 1978 to December 1978 (ﬂaaaua).

hade delivered

who delivered tuwins




TABLE 5 FAMILY

R ——

; History of twins Number # ‘:

T%atiant was. a twin 16 .8 ?
Patient has had twigg” l; 4.4

f?atien;a mother/sister has or had twins 144 92.6

;ﬁusﬁaﬂc“was a twin or husband had & twin

; brother/sister 20 7.6

gfw history of. tuins 52 19,0

. - .
”~ ITi
L T Orm

: ation not available 30 10.9

T 0T AL 274 100
Note: .Only the above possibilities with regard to the
Family history of'twins were looked inte, and there eould

been othe

have r possibilities, JAbout half of patients
who delivered tuins had & female sib who was & twin or had
ﬂ?liver@ﬁ tuwins,
6. TABLE 6 PRESEN IABIES AT THE TIME OF DELIVERED
| First tuin second twin ¥ Number | Percentage
i A e . 55 1 B e

i Vertex

EUGPtEX

o

o dagh s T S z S
Vertex Transverse 9 1.1
i
ireach Voertoyw = 1 1:—} 6
i greech varoieXx o L B o P

Breech

6

Transverse

Vertex

Transverse greech 3 & ok
i Transverse Transverse 5 0.4
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Not stated Note statsd id 6.2

A VR ok 274 100.0

From the above table the commonest presentation of tw
was by vertex/vertex followed by Vertex/Bresch. The

of malpresentation is evident,

Ts TQBLE 7 'DPERATIVE CELTVERY IN TWIN BIRTHS

{ Operative i Number of births |
i procedure ; 2 Total
i {| First twin:} sesond e
g i o i A
“ i twin
v g ] | ,
Vacuum Extraction : 4 ! 4 8
|
Forceps delivery i 0 : 1
Caesarean section : 6 g o

of the total 548 births a total of 24 births had operative
delivery,

i

(a) Vacuum Extraction There were a total of 8 vacuum

gextractions done among the 548 tuwin deliveries§ l.45%0f the
total deliveries, Four vacuum extractions were performed
for retention of the second twin, while the other 4 uere
done for.the first twin becsuse of prolonged second stage
of - labouy (2) 'ant Petal distress (2).
0f the B pabies delivered by vacuum sxtractiun, 3 babies

2 were second and one first twin) ended in still births,
‘he still born babies weighed 2.2, 2.3 and 2.0 kilogrammes

ectively.

“Dl“j—-«!/\{:ﬁ

11 the babies delivered by vecuum extrection weighed between

2,0 to 2.5 kgs and 6 of them wepre males.

0f the 8 mothers delivered by vacuum extraction, 5 were

nullipara, one was a primipara and 2 werae para 3.




(b) Caesarean section inthe bwin deliveries

Of the 548 twin births in the study group 15 babies were
delivered by caesarean section from 9 mothers (3.2%).

(i) - Indications for caesarean section were:

1., Retained second twin v
2, Prolapsed cord (one for the first and

one far the second twin)

2
% Previous caesarean section scar
and “"big baby", 2
4, Beth twins intransverse lie 1
o Transverse lie for the first and
vertex in the secornd -twin 4
b + Aoute fetal distress for both twins 1
TOTAL 9

During the same period of study 405 caesarean sections were

performed out of 16,185 deliveries (2.5%) in Muhimbili
Medical centre.
(ii) Apgar score: The 5 - minute Apgar scores for the
babies delivered by caesarean section was 6-7 in

10 babies and 9-10 in 5 babies, There were no still
t

-
N8

births or neenatal dea

(iid) Parity: 7 out of the 9 mothers whe had caegarean
sectionwere rpara 4 and asbove 2 mothers were

primigravidae,

(iv) Diagnosis of twin pregnancy: In 4 out of the 9

mothers delivered by caesarean section the diagnosis

of twin pregnancy was not made until the uterine

incision was performed., 2 of the caesarean

sections

|

were performed for a diagnosis of "previous caesarean
th

section scar

with a big baby" only toc deliver twins,
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(v) TABLE 8 SHOWING BIRTH WEIGHTS OF THE TWINS
DELIVERED BY CAESAREAN SECTION

Weight in grammes § Number of babies ' Percentage
Below 2000 | 0 ! 0

2000 '~ 2500 | § 9 | 60

2500 - 3000 5 5 | 33.3
Gver 3000 § 1 | 6.7

B e SR 5 15 ! 100.0

60 per cent of the babies delivered by caesarean section

weighed between 2000 - 2500 .grammess

¢ TABLE 9 SHOWING BIRTH WEIGHTS OF THE DELIVERED TWINS

Second f Total I Percentage

Birth weight é First, .| .
(gremmes) | twin | twin ? {
¢ i i ¥
Less than [ / § é
200 | 73 ; 72 - 145 i 2645
Over 2500 101 | 1lo4 1 205 | 374
, | |
Unrecorded I 33 66 | 12,0
! -
T G THAtk 274 | v i S 548 100.0

OQut of the 548 twin deliveries 63.9% of the-babies born

weighed 2500 grammes or less, and only 24,1% of the babies

weighed more than 2500 grammes.,
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10, ' TABLE 10 THE TIME INTERVAL BETWEEN DELIVERY
OF BOTH TWINS

{ Belivery interval | Number of % still- “neonatalé

patients births | deaths [Mortality

0 - 15 minutes 8851 ppegnalicy,| conlicataaiet

15 - 30 minutes 44 13.6

4
30 -: 60 minutes . | Sl ik, o8 | 28,5
: |

L bBour - 2 hours 12° 66,6

Over 2 hours 10 2 ~ ? 60.0

Unrecorded 25 ‘ - ‘ ; -

VT v s ipoy

22 17

§
§
!

Mest of the twins were delivered within 15 minutes and
those that were delivered beyond the 30 minutes interwal
had increased neonatal mortality. 1In 43 (7.8% recorded
second twins were bron 30 minutes after the birth of the
first twin,

11, TABLE 11: PERINATAL DEATHS AMONG THE TWINS

Mortality | First § Second
twin | tudn

Fresh still births §PI Ve g

{ Macerated still births 4 é S

ﬂFirst week deaths 9 f 8

j

| Total Perinatal deaths




DISCUSSION:

1, Incidence of twin pregnancys

The incidence of twin pregnanecy is shown in Table I. The
relatively low incidence of twin pregnancy in Ocean Roead

 Hospital is due to the fact that this hospital mainly

delivers patients with normal pregnancy, complicated céses
(including twins) being referred to the New Maternity Block.
This is likely to account for the high incidence afvtwinning
(43,8 per 1000 deliveries) in the New Maternity.Block,
resulting from the bias in selection of the patients with
twin pregnancy., The hospital twinning rate is therefore
reflected by the overall tuinning rate of 20.1 per 1000
~deliveries, This figure is not very different from that
found by others in this hespital (Mgaya 1977, Massaue 1978),

Hellin's law (1895) is usually gquoted for estimating the
incidence of multiple pregnancy (Beisher 1978). This law
states that the frequency of twins is 1 in 89 births and
triplets 1 in (89)2 births and so on. This is roughly
correct - ‘the incidence of twin pregnancies in the
caucasian races ranges from 1 in 80 to 1 in 90 deliveries;
for Negro races the incidence is greater (1 in 50) and for
Asiatic races it is less (1 in 150) ( Das, 1934 Y

An exhastive investigation by Greulich (Moir, 1870) who
studied over 120,000,000 births, noted the incidence of
twin births to be 11,7 per 1000 deliveries,

The incidence of twinning in other parts of the world is
shown in the following Table:l2.
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Country % Incidence i Author
! Nigeria ; :
| Adeoya Hospital { 45,9%0 | Nylander (1969)
;England Wales 7 11,2%0 ‘Ragistrar General
i - (1967)
| Sweden § 13,6%0 | Herlin and Hague(1967) |
| UsS.A. (General) |"~ 10.6%0 | Shipley, etal, (1967)
White |+ -10.0%0 . | )Statistical |
, i JBulletin of Metropoli-
Negre 13.4%0 tan of Life insurance |
)Co. (1960)

{ Japan | 6.4% { Kaminura (1970)
;Tan;ania | |
(Muhimbili Hospital) | 16.7%0 | Massawve (1980)

21,9%0 | massaue (1978)
z 18.5%0 |- Mgaya (1977)

Hospital deliveries in developing countries are a
filtrate from a much larger number of pregnancies, most of
which end in home deliveries unless some complications |
supervenes (Nylander, 1970). Thus twinning rates are only |
representative when the figures have been calculated from
the total births in a defined population. Hospital twinning
rates may only be representative if they are calculated from
booked patients only, that is patients accepted for antenatal

care, usually several weeks before delivery; before the

diagnosis of twins has been made.
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All of our patients who delivered twins had been booked
for antenatal care either in muhimbili Medical Centre or in
other peripheral units offering antenatal clinic services,
Since complications (necesiating emergency admission into
hospital) oecur more frequently in twin pregnancies
(Panwalla, 1972) than those with singleton pregnancies,
total hospital populations will have higher twinning rates
than would be found in the general population. When data
from booked patients only are used, as in our cases, this
bias is minimised, so that twinning rates in the hospital
will be in close aggreement with that collected from the

whole community,

2., Diagnosis of twin pregnancy

Studies have shown that prier to delivery, twins are
diagnosed or seriously suspected in approximately 70% of
twin gestation,  If one excluded cases in which neither twin
weighs 2500 gms., the percentage diagnosed or seriously
suspected twin is raised to 80% (Gutfmacher, 1937). Analysis
of our data shews that 44,5% of the twin pregnancies were
not diagnosed before delivery. Clinical diegnosis of twin
pregnancy was made in 55.4% of ‘the cases and in obly 29.1%
of all twin pregnancies was an abdominal X-ray taken to

confirm the presence of twins and excluce triplets etc).

Failure to diagnose twins has little practical importance
in the matter of caesarean section in twin pregnancy
(Guttmacher, 1962), but has impertant applications if bed
rest is considered important, Premature birth rates and

subsequent perinatal mortality may be 'considerably reduced

if twin pregnancies ere-diéagnoseédreaepdy and.patiénts are
hospitalised for bed rest from 28" -"32 weeks to the time of
delivery (Lampe, 1977),.
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3. Distribution of mothers who delivered twins according

T0 Age "and Parity

The relationship of age to twinning has been reported
by many authors. That high twinning rates occur at the
21 - 30 age group has been reported by some authors
(Noetal, 1975; Panwalla, 1975) while others have reported
peak twinning rates at 30 - 34 year age group (Nylandér,
1970; Kamimura, 1976).

A high percentage (52%) of.the mothers who delivered
twins in our study group belonged to the 21 = 30 yeer age
group, However, this could be solely due to the fact th
mothers in the active reproductive age delivering at

Muhimbili Medical Centre were in the 21 - 30 year age g

-
=
at

2]

ouUp .
Twinning rates. increases with parity (Kamimura, 1976;

Hoet al, 1975% Nylander, 1970; Pettersen, 1876): -In this

study 16% of the mothers who delivered tuwins were primi-

gravidae, while B4% had delivered at least ence.
b ) 7

4, Family history of twins

Table 5 shows that most of the mothers who had delivered
twins had a sibling who was a twin or a female sib who had
delivered twins, This may indicate that female sibs of twins
have increased twinning rate among their oun offspring.
Studies done elsewhere (Water house, 1950; White; 1964)

confirms the latter obsservation.

Only 7.6% of .all the mothers who . delivered twins did

the paternal side show evidence of a:family history of twins.

Most authors now have shown that the father plays a small
role in twinning, (Morton, 1962; white et al, 1965) while
some felt that the genot e of the father is ai least as
important as that of the mother in the production of

dizygous twins (Greulich, 1934; Davenport, 1928).
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A sib of dipygous twins would probably have the same
probability of inheriting the dizygous twinning gene or
genes as the twin themselves. If such-genes can be
expressed through the female but not the male, the twinning
rate should be raiséd in the families of the female sibs
of unliked sexed twins, but not in the families of male
sibs., 8ince liked sexed twins include both dizygous and
monozygous pairus, the sibs of these twins should have a
twinning rate lower that that for the female sib of unlike-
sexed twins, The details of the patient's brother's

children was not houever inquired in the present study.

5., Presentation of twin babies at the time of delivery

According to literature data, the rate of pregnancy and
delivery complications is up to 40 times higher in multiple
pregnancy as compared to the singletons. . Skalba etal (1974)
found delivery complications te be 43.5% for the first. and
56.5% for the second one, due to frequent irregular
presentation, Similar results were found by Wave and others,
who reported an irraguiar presentation of the first twin

in 28% of cases, and of the second one in 46,9% (Guttmacher
and Kohl 1958; Kuczynski and Slomko 1965; Sternadel 1867,
Wave 1971).

A crucial problem in multiple pregnancy is that of premature
delivery, which occurs in not less than 60% of pregnancies
below the 38th week. ‘Along with complicatiens associated

to pregnancy and delivery, and with low weight, malpresen-

tation carries a further hazard to the fetus,

Table 6 shows the order of frequency of presentation of the

twins at the time of delivery which is similar te that

generally accepted to be common. (Ian Donald, 1979),
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6, Operative delivery in twin births

The still births that were delivered by vacuum extraction

in the study group could have been due to the indication of
the operation rather than to the operation perse, The added
risk of premeturity of the delivered babies, may have

worsened the prognosis.

In Ho's series (1975) 71 out of 354 twin deliveries
were by caesarean section - a total incidence of 20% (compared
to an overall incidence of 10%), while in a larger study
140 out of 2,418 twin births (5.8%) were terminated by
caesarean section as against 5,9% in sigleton deliveries
(Guttmacher, 1962).

The more liberal use of caesarean section in high risk
pregnancy has been claimed to help reduce the neonatal
mortality rate. Thus the neonatal death rate of twins
delivered by caesarean section is much lower than .the neonatal

death rate of non-caegsarean ssction babies (He et.al, 1975).

This observation is in agreement with ours in that
there were no still births or neonatal deaths among th e
babies delivered by caesarean section. The incerased
perinatal mortality rate among the second twin is usually
associated to prematurigy and the period of retention rather

than to the operative procedure instituted (Adeleye, 1972).

Parity: It has heen suggested (Guttmacher 1962) that there
is a positive aetiological role played by primiparity in the
incidence of caesarean section in twin pregnancy. Our

study failed to confirm this observation as the majority of

cases delivered by caesarean sectinon were of parity 4 and above

Diagnosis of twin pregnancy

In the caesarean section in which multiple pregnancy uas

not diagnosed no twin weighed more than 2500 grammes. 1In
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the 2 caesarean sections done for thet wes thought to have
been a big baby the total weight of both tuins was above

4500 grammes. This ‘finding contrasts the finding (Guttmacher
1962) that tuinning per se was not the reasen for caesarean
section, and that 'one or more associated complicating

factor was uSually the cause,

In the remaining tuins delivered by caesarean section
in the study group the indications for caesarean section
for the undiagnosed twins warranted the operation, whether
the diagnosis was or was not mede preoperatively.  Thus the
diagnosis of twins would have no influence on whether or not

to do & caesaresn section,

7. Birth weights of the twins

The incidence of prematurity in twin pregnancy is very high
(Ferguson 1964; Ho et al. 1975; Skalba, 1974),

The birth weights. of the twins in this study is shown in
tahle 9, 63,%% of .the twin babies weighed 2500 grammes or
less.,
The problem of prematurity can be approached in two ways
- prenatal or prophylactic management and postnatal care.
Pasdiatric management of the premature will probably remain
complex and expensive, even with a better understanding of
the physiadlogy of these babies, The human uterus is still
the best incubator devised, and more effort should be
expended-on _enabling it to retain the fetus for longer
periods,

The tendency for a normal multiple gestation to end in
premature labour is probably related to overdistension of
the uterus:  This appears inevitable, and it is questionable

whether we have any control over the siye of the intrauterine

mass. (Ferguson 1964).
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There is some suggestion (Bender 1952) that rest may
be of benefit in prolonging gestation and increase the
weights of the babies., This may act by preventing the
weight of the intrauterine mass from compressing the lower
segment of the cervix. Even though the intraamniotiec
pressure is not changed by this mode of management, the
effect of gravity must be appreciable in the upright
position (Ferguson 1964). Perhaps clearance of excess

fluid by rest in the horizontal position plays apart,

Bed rest in twin pregnancy has not been extensively
practiced in our obstetric unit, Nuhimbili hospital,
Overcrowding and the lack of enough antenatal beds for the
at risk patients in pregnancy, is the main problem. The
problem then is to pick out those patients who should be
confined to the bed completely..

The incidence of gran/%ultiparity in Dar es Salaam
is high (Gumodoka, 1979) while we can do little about the
gravidity, these patients are prime condidates for premature
labour, and extra precautions are necessary. It is suggested
that grand multiparous women with twin pregnancy should be
given priority to bed rest in hospital, Unfortunately high
parity also predisposes to twinning,

B, Time interval between delivery of both twins and |
Parinatal Mortality

Argument whet®®er the second twin is at greater risk
. s s [ s . |
than the first dwin has been the subject of discussion for

some time. That labour carries no extra haZsrd to the second |

twin had been reported by some authors (Bender, 1952¥% Potter |
1949), few others (Graves, 1962; Robertson, 1964¥% He 1975;
Adeleye, 1972) shared the oppesite view.
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Since there is no agreement on a standard delivery
interval between the first and the second twins, the
definition of a retained twin rests on the view of the
obstetrician concucting the delivery (Adeleye, 1972).
Experience from this -study has shown that the perinetal
mortality rate doesn't differ significantly between the

first and second twins,

There is also a dispute about the best delivery interval,
Greenhill (1955) advocate waiting for an hour before
rupturing the fetal membranes in the ebscence of complica-
tions; but in 1960 the same author reduced this interval to

15 minutes.

A tendency to shorten the delivery interval is seen
throughout the literature except Danielson (1960) whe though

it acceptable to wait for 2 hours,

The results frem our study show that the perinatal
mortality rate was related te the period of retention. The
perinatal mortality rose sharply when the delivery interval

between beoth twins was over 30 minutes,

Although the perinatal mortality rate of the retained
win in this study was related te the period of retention,
e longest retained twin was l4 hours and was born as a
vertex, apgar score 10 after artificial rupture of membranes.
0f the 13 still borns after 30 minutes 6 were born before
arrival to hospital., This factor emphasiyes that twin
pregnancy as a high risk case and the need for hospital
delivery of all twins, « 0f the 43 retained twins 4 were
delivered by vacuum extraction and 2 were delivered by
caesarean section and one macerated still birth by forceps

delivery, Only one twin delivered by vacuum extraction

was still born, the twin having beenh retained for 10 hours.
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Anesthesia, which is quite often used in second twin

delivery, and trauma have been blamed for the high perinatal
mortality in the second twin (Wood, 1963),

Active intervention by way of operative procedure in

cases of abpnormal presentation with ebstructed leabour

reduce the length of retention and the conseqguent perinatal

mortality rate.

SUMMARY

i,

by
e

The expected incidence of twinning calculated by
Hellin's law was higher.than ths observed incidencs,
The twinning rates _in the study group was about twice

that in Western Eurppe and three times that in Jap an,

Clinical diagnosis end investigation of twin pregnancy
is quite low, If premature births could be reduced by
bed rest, then the undiagosed twins will miss this

part of treatment,

Family history of twins on the maternal side will help

to arcuse suspicionun the possibility of twin pregnaney.

Operative delivery especially for the second tain
may helpvin the reduction of fetal loss, When the
indication for baesarean section is for a "bigbaby",

one has te rule out twins first.

The incidence of prematurity in twin pregnancy is
very high (64%).

Perinatal mortality for the second twin was high when

the delivery interval of both twins was above 30 mnutes.
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B, GYNAECOLOGIC CASE COMMENTARIES

INCOMPLETE ABORTION EVACUATION OF PRODUCTS OF CONCEPTION

NAME : MRS, L.N,.

AGEs ¢1 YEARS

REG., NOI: 209124

AUDRESS: OYSTERBAY POLICE STATION, DAR ES SALA AM
ADMITTED ONg 26,6.80

EVACUTATION ON: 26.6.80
DISCHARGED Ong “°27+6:80

SUMMARY

The patient was referred from a dispensary and a dianosis
of incomplete abortion was made in our gynaecology ward.
Evecuation of preducts of conception was dons, Difficulties

in diesgnosis and dangers of evacuation are discussed,

HISTORY OF \PRESENT ILLNESS

The peatient was referred from @ysterbay Police dispensary
because-ofrvagingl bleeding.and lowsr abdominal pain for 2

days following amenorrhoea of 2 months.

The psin was located in the. louecabdomen and was intermittent
and rediatingrto the back. It was not aggravated by

anything and it was not relieved by paracetamol tablets

which were prescribed at the dispensary. The pain was
followed with fresh, red, vaginal bleeding a few hours after
the onset of the former.

The pain was not accompanied with fever, vomiting, dysuria
or--frequency of micturition, Her bowl mevements were normal,
On the day of admission the pain incressed in intensity and

the vaginal bleeding increased in intensity to the extent

ef pessing bloed:clets per vaginum,




ABDOMINAL EXAMINATION

There were no scars, and no observable abdominal distensii
The lower abdomen was mildly tender, with no guarding or
rebound tenderness, The uterus was not palpaébles The rer
angles were free of masses and non tender, the liver and

spleen were not palpably enlarged.

VAGINAL EXAMINATION

Vaginal examination was performed as detailed in the

introduction., Céatheterisation of the bladder revealed
50mls of clear urine,
FINDINGS

l. The vulva and perin@um were healthy.

2. . There was blood clots in tha vaginal,

3. There was no evidence of trauma to the wvaginal walls

or fornices on spesculum examination,

4, The cervicsl os was open and products of conception

were protruding from it.
5. The uterus was bulky corresponding to an eight to 10

weeks sigye of pregnancy., The uterus was mobile and

non-tender.
6. - There uere no adnexal masses or tenderness,
DIAGNOSIS
On the basis of the above findings & dianosis of incomplete
abortion was made,
NVESTIGATIONS

1 5
l. The haemoglobin level was estimated and found to
be 10,4gm/100ml of blcod.

2. Urine for microsco didntt reveal any abnormalities,
py

3 The bloodgroup was "0" Rh - Positive.
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CPERATION

Preparation

The patient was explained as to the diagnosis and the
intended treatment procedure, The vulva and perinuem was
washed with spap and water and shaved. .She was then taken

to the minor theatre (sidercem) where ehe was given imjection
Pethidine 100mg; and injection Dieazepam l0mg. intravenously,

slowly; and then placed in. the l1ithotomy pesition.

Evaguation of the products of coneeption

The vulva and vaginal was cleaned with Savlon antiseptic,
and the patient was drapped with sterile towels, The bladder

was emptied with a plastic catheter aseptically and clear
urine was obtained. Examination under pethidine and valium

was done confirmed the previous vaginal fincings,

Self retaining vaginal speculum was inserted amd: the cervix

was grasped with a pair of volsellum foreeps on the anterior

lip, _The products of conception were seen protruding from
the dilated cervical os.. By means of an.ovum foceps the
products of conception were regmoveds The uterine cavity

was then explored by the right.index finger-while the left
hand steadied and depressed the fundus ef the uterus frem the
abdomen, _Some products of conceptien were removed digitally,
with.a8 big sharp curette the uterus wes gently but thoroughly
curretted until a gritting sensation could be felt., The
total .amocunt of blecd loss during the whole procedure was
about 150mls. Injection Ergemetrine 0.5mg was given
intramuscularly and a2 sterile pad placed on the wvulva, At
the end of the operation the uterus was firmly contracted,

and her blood pressure was 110/80 mm Hg and a .pulse rate

of 80 per minute.




- 132 ==

Histology HReport

Fegments of tissue. Uecidua and chriemic villi
gemostratsed,

Post - Uperative treatment and Progress

The patient was taken to the ward where her blood pressurse
and pulse were monitored %m hourly for 2 hours, then 1
hourly for 4 hours, the 4 hourly in the next 16 hours,
These remained within normal range thoughout 24 hours,
Later her hasmoglobin was checked and found to bs 99m/100mls.
There was no active 9 vaginal bleeding and the uterus was
well contracted. The cervicel was closed to ths examining
finger. She was discharged home on fersoclate tablets 200mg
three times a day for one wesk and advised to come for
follow - up after & weeks,

follow up

The patient was seen in the gynaecological outpatient 8 |
weeks after discharge from the hospital. Her menstrual ‘
period occourefi 2 weeks before coming for follow up, lested ||
for 4 days and was normal flow. She was not anaemic and

was afebrile. The sbdomen was non tender. The cervical i
was closed and looked healthy, The uterus was of normal z
size, mobile and non tender. The adnexs wveee werse free

she was discharged home and advised to attend antenatal

clinic early during her next confinsment,

LCOMBENTARY

Abortion is & common cause of emergency admission to the

gynaecology wards of Muhimbili Medical Centre.

The annual reports of the department of obstetric

s
Gynaecology show that 50-60% of all adaissions into gyna-

scology wards in the this hospital wers due Lo abortion,
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In the course of expulsion of the foetus and placental
tissue or chorion frondosum, the patient may develop severe
and at times exsanguinating uterine haenorrhags. Besides
initisl haemorrhage further intermittent bleeding with
irreguldar and heavy bleeeding may occur. Post sbortal
sepsis is & constant threat to the life the patient and
future repeoductive efficiency. It is becauss of these
immediats complications of abortion that the uterus should
be evacuated, as uas done on this patient, as sgon as the
diagnosis hss been made. Houwsver, in seversly shocked
patients dus to incowmplets asbortion, vigorous resuscitation
by restoring the ciculetry blood volume preferably with
blood, should be done before svacustion ef the uterus. Where
bleeding is profuse, evacuation is done while resuscitating
the patient. Evacuation of the uterus follouwing sbertion
carries some risk. The immediate problems which may aris e
are shock, severe blood loss, perforation of the uterus, and
the risks of general ansesthesis which may be fatal to the
patient. The use of diazepam {(valium) and pethidine as in
this case enables evecuatien to be done under sedation
aleng and hence avoid risks of genersl anassthesia, The
choice of the type of currette for curreting a pregnant
uterus is a controvesial issue. With a blunt currette ths
operator tends to use force to dislodge products of conceptior
from the uterine cavity and thereby stands & high chance
of uterine perforation, A big sherp currette ss was used
in this case, wminimiges the chance of uterine pesrferation
and achieves a good result. The use of the sharp currette
in routine evacuations of incomplete abortion has its
own dravbacks., Denuding the endomaetrial cavity has the
unfortunate result of the 'agshermanls syndrome and its
aftermath, Occasionally the soft, pregnat uterus cen be
perforated using such a currette., Suction of the endometrial

cavity with the Karman's cannula




followed by digital exploration. of uterine cavity

minimises such dnagers.

The patient made a guick and an un-sventful recovery,
f g Y




SECONDARY INFERTILITY LAPARASCUPY AND DYE INSUFLATION

NAME 3 MRS. A. S.

1. P, Nog 178983

AGE: 24 YEARS

ADDRESS? MAGOMENT. MIKUMI, DAR ES SALAAM
ADMITTED: 20.7.80

DISCHARGED: 21.7.80

SUMMARY

The patient was referred from Magomeni dispensary on account
of secondary infertility. |aparascopy was performed and
revealed extensive fibrous tubsl adhesions and right
hydroselpinx. Tubal insuflation with methylene blue revealed

fo S6A 3. A& B & s T At 3
bilateral complete tubal block.

HISTURY -OF PRESENT Tt LNESS

The patient was referred from fegomeni dispensary to the

Muhdmbili gynaeceslogical outpatient clinic because of failure
to conceive. ' At the eclinic she complained of failure to
conceive for 4 years. -Her last pregnancy was 4 years

previously,  After delivery the patient had fever and lecwer

t treatment

]
o’

aboominal pain but no vaginal dischargs. She g

at a local dispensary and the fever subsided, but the abdominal

i

painpersisted to the time of referral to Muhimbili outpatient
clinic. The pain was continuous, nonradiating and aggravated

bv menstrual periods.

PAST MECICAL 'AND®  SURGICAL HISTORY

There was nothing relevant,

o

FAMILY BISTORY

There was no family history of hypertension, tuberculosis or
i

in her family.
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SOCIAL HISTORY

She was -an unemployed housewife. Her husband worked as

motor mechanic .and had no .other wife,

GYNAECOLOGECAL HISTORY

Her menarche was at 13 years with normal mesturation 3-4/30
days and regular, After her last delivery she had

dysmenorrhoea before and during her mestrual periods.,

OBSTETRIC HISTORY

She was para twe with two living children. The last child
was born 4 years previously, There were no anteé or intra-
partum complications, The puerpéral period was complicated
by lower abdominal pain and fever as described above.
EXAMINATION OF THE PATIENT AT THE GYNAECOLOGICAL

QUTPATIENT CLINICS

She was well nourished, afebrile and not anaemic.  The pulse

rate was 76 beats per minute, regular and of good volume,
The blood pressure was 120/70 mm Hg, Examination of the
cardiovascular, respiratory and central nervous sgstems

were normal,

THE ABDOMEN

The abdomen was non tender. There was no hepatcsplenomegally.

The renal angles were free of masses.

VAGINAL EXAMINATION

Preparation and procedure of vaginal examination was done

as described in the introduction., The patient was asked

to empty her bladder before the examination.




Findings of the examination

The vulva and perneum were healthy. The cervical os weas
closed and there was no abnormal discharge. The cervix was
firm and appeared healthy. The uterus was normal sige,
mobile, non tender and ante-verted. The adnexa were free

of masses, and non tender.

DIAGNOSIS
From the abeove clinical findings a provisional diagnosis

of secondary infertility following puerperal spsis was made.

INVESTIGATIONS

1. Urine was negative for sugars and proteins. Urine

culture was sterile,
2. V,D.RelL. for -Syphillis was negative.

3. Cerical smear was class 1l with no a typical cells,
Microscopic examination of the cervical mucus showed

no arborisation. Ferntest wasnegative.

4, Haemoglobin was l2gms percent and white blood cell

count was 5400 with normal differential count.
5. Blood urea was 20mg percent,
6. Fasting serum blood sugar was 90mg per 100ml,
7. X=-ray of the skull and chest were normal.

8. Husband's semen analysis - showed normal morphology
with 70 - B0% forward progression, Volume of 4mls,
normal leooking seminal fluid.  The count was 96,3

million per ml, of seminal fluid,

Management

Further examination of the husband revealed normal findings.
1t was decided to do a tubal patency test by dye insuflation
under Laparascopic view, and endometrial curretage for

histological evidence of ovulation on the endometrium.
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Preparation for Laparascopy

She was given a cleansing enema, the night before the

operation, Premedication and administration of anaesthesia

was-done as described in the introductionm,

Ogeration

1,

2,

Se

The patient was placed in the lithotomy position with

thighs extended to about 45° to ‘allow access of the

abdominal wall,

The abdominal skin was cleaned with iodine. 'The wvulva,
perineum and vaginal were prepared as described in the

introduction for a vaginal operation,

The ‘bladder was catheterised as eptically as described

in the introduction.

Bimanual pelvic examination was done and the previous

findings were confirmed.

The cervical os was exposed by means of ‘a'sims speculum
and the cervim grasped by a volsellum forceps. A
standard self retaining patency cannula was inserted
into the uterine cavity for manipulation of the uterus

and dye insufflation,

One centimetre transverse incision was made just belou
the umbilicus. Through this incision a verres needle
was inserted into the periteneal cavity and carbon
dioxide was continued to a volume of '2,5 litres when

the liver dullness disappeared.

A trocar and cannula were inserted inte the abdominal

cavity in a direction of 45 degrees towards the concavity

of the pelvis.
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7. The trocar was removed and a the telescope inserted

through the cannula, and a direct view of the pelvie

cavity was obtained,

Findings
l, There were extensive bilateral fibrous peritubal

adhesions,
2. The uterus appeared normal in shape and sige,

d¢ A right hydrosalphix was viewed. Both fimbrial ends
of the fallopian tubes were adherent to their respective

ovaries,

4, The pouch of douglas was viewed but there were some

adhesions,

S, 30 mls of methylene blue dye was injected through the
fimbrial ends of the tubes. A diaghosis of bilateral

tubal block was made,

6. Laparascopic examination was concluded and the
laparascope was removed and carbon dioxide was allowed
to escape, The skin incision was closed with a
single catgut 2/0 stitch.

Curettage of the Endometrium

While the patient was still under the anaesthetic, the
uterine cannula was dislodged. The cervical canal was
dilated gradually from Ne. 5 Hegar to No, 8 siye Hegar's
dilator.

The walls of the uterine cavity was then curetted uwith
"a sharp curette and the endometrial curettings sent for
histology.

The sims speculum and volsellum forceps wers then removed.

Post-pperative Management and Progress

1., The condition of the patient remained good post-

operatively. The blood pressure and pulse remained normal,




2, Histology of the endometrium showed normal secretory

endometrium,

3, The condition of the pelvic organs wes discussed with
the patient., The pregnosis after reconstruction
operation of the tubes was condidered to be poor but
not hopeless., Because of the risks and likely success

of the operation the couple decided against the operation,

COMMENTARY

Infertility is a common gynaacological problem at Muhimbili
Medical Centre., It accounted for 3.9 percent of total

gynaecological admissions in 1978 {1978 annual hospital report

This patient complained of failure to conceive. Most
commonly the patients' primary complaint is that of
abdominal pain, It is only after direct questioning do
these patients admit that their main problem is that of

failure to conceive,

In most cases of secondary infertility with regular normal
menstrual periods the disorder is usually secondary to
pelvic infeetion, resulting into petvic adhesions and tubal
obstruction. This usually arises from perisalpingitis as

a result of general peitvic peritonitie of appendicitisyp
postabortal, puerperal or postmenstrual sepsis., 1In the
patient described the most likely cause of the pelvic

pathology was puerperal sepsis.

Laparascopy is the most useful modality in complete evaluation!
of the infertile female as it gives an overview of the
genital tract, A full idea about the uterus, tubes and
ovaries can be obtained. Hydrotubation will show tubal

patency. Laparascopy is the only modality by which the

peritoneal factor of infertility can be assessed.
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Patients presenting with infertility and tubal pathology
should be made aware of the risks and likely success rat
of the operation. Indeed, no woman should be persuaded
have a tubal plastic operation for infertility; rather s
the surgeon agree to do it at the pressing request of th
patient,

Results of tubal surgery are known to be universally poo!
and hence the prevention of pelvic inflammatory disease

should be the main approach to the problem of secondary

infertility,
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CYSTOCELE ANTERIOR COLPORRHAPHY

NAME s MRS, M, H,

AGE; 50 YEARS

REGs MNo.: 198260

RDDRESS: FUNDIKIRA STREET, DAR ES SALAAM

DATE OF ADMISSION: 1.,7.80
DATE OF OPERATION: 2.7.,80
DATE OF BISCHARGE: 11.7.80

SUMMARY

The patient had a Cystocele with trouble~some symptoms,
Anterior colporrhaphy was done, and herp symptoms disappeared,

The non-surgical therapy in older patients is discussed,

HISTORY OF PRESENT ILLNESS

The patient was admitted through our Gynaecolegical out-
patient elinic complaining of feeling 0® mass in the

vagina for one year,

sige. The mass uas more apparent when she strained,

as in coughing.,  The mass wasnever associated with pain or
any discharges, but a month before coming to the outpatient
clinic she felt sonsiderable discomfort. She alseo felt
dysuria, fregquency of micturition and difficulty in emptying
the bladder fully., There was no history of incontinence,
haematuria, Pyuria, loin pains or fever., There was no

history of vaginal bleeding and her bowel movements @Were normal,
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PAST MEDICAL HISTORY

There was no history of chronie cough, constipation,
vaginal operations or trauma, Thers was na history of
vemeral diseases or vulval swellings,  She had never been

- admitted to hospital pPreviously,

FAMILY BISTORY

complaints in her relative,

SOCIAL HISTORY

She was married, unemployed, and she neither took alcohol
ner smoked tobacco, She did routine house work and she
never involved herself in strenous activities,

OBSTETRICAL HISTORY

She was para 7 a@nd had no abortions, There were no
Complications in the antenatal periods and no difficulties
were encoumbtered intracrupcst—partum. Her last chilgd was
14 years gld,

RESPIRATORY SYSTEM

The (Ea$E ‘was symmetrical in shape with good respiratory
Mavements, the respiratory sounds were normal without

additional soundsg,

ABDOMINAL EXAMINATION

The abdomen was Scaphoid without scars. There were no
demostrable massess or free fluid, The liver, spleen and

kidneys were not palpable., Hernial sites were normal,
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VAGINAL EXAMINATION

The vulva looked normal, No stress. incontinence sould be
demostrated.on eoughing. A _reducible mass was felt on the
anterier vaginal wa3l, it was non tender, non pulsatile,
This mass was more apparent on straining (coughing). On
introduction of the sims speculum this mass could be held
backe

The cervix appeared healthy and was not descended. On
bimanual examination the cervix was firm, and the cervical
os was closed, The uterus was anteverted and non=-tender.
The adnexa were free. ' There was no evidence of enterocele

er recteocele,

RECTAL EXAMINATION
The &nal sphincter was of normal tone and the rectum was

empty without abnormelities detected,  The pouch of douglas

was free,

DIAGNOSIS

Cystocele without uterine descent or cervical hypertorphy.

MANAGEMENT

Anterior colporrhaphy ‘was planned on 2,7.80 under general

anaesthesia,

INVESTIGATIONS

1. Haemoglobin 13.1%mg.

2. 'Urine was negative for sugar and protein, urine

culture didn't grow any baecteria,
3, Chest X-ray wes normal,

PRE~OPERATIVE PREPARATIONS

The patient was prepared for vaginal operation as
described in the introduction, The peribeum was cleaned
with soap and shaved., She was given enema on the night

before operation.
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ANAESTHESIA

The operation was done under general anaesthesia which

was administered as described in the intreduction,

PROCEDURE

The patient was placed in the lithotomy positien. The
vulva, vaginal and perineum were cleaned with savlon and
then with hibitane in sprit and drapped with sterile towels,

The bladder was emptied and about 100 mls of clear urine
removed, Examination under anaesthesia was done and the
previous pelvic findings were confirmed,

ANTERIOR COLPORRHAPHY

The labia folds were separated and stitched laterally to
the skin to provide better exposure, Volsellum forceps
wereplaced on the cervig and drawn down,

The urethral meatus was identified and a stitch marker was
placed about 1 em; procimal to it, 4 artery forceps were
placed on each side of the midline of the vagina, The
forceps were held in traction and a midline incision was
made which stopped about 1 cm from the bladder suleus, At
the cervicel end of the incision lateral incisions were made.,
The vesico-vaginal space was then identified. By means of
the blunt dissection, with gauge wrapned arcund the index
finger the vaginal fascia was separated from the vesigal
fascia laterally, this procedure exposed the urethra,
urethovesical Junction and the bladder ‘was thus mobilised
from the cervix. The bladder was dislogated from the cervix
and pushed upuards carrying the ureters with it and thus
excluding it from the risk .of dinclusien in the subsequent

suturing of the fascia,
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Three mattress sutures were applied from both sides so
that the lateral pillars of pubovesical and suburethral
faciae were approcimated medially. The redudant vaginal
wall was escised and a series of No, O chromic catgut
sutures were passed throug the edges at intervals of about
lem, ‘

At the end of the operation the vagina! was firmly pécked

with gauze rolls which were removed after 48 hours,

A self retaining catheter (Foley) was inserted. The
anaesthesia was then reversed and the patient recovered

from anaesthesia without any complications,

POST-OPERATIVE MANAGEMENT

l, The patient had continous bladder drainage for 7 days
2., Prophylaectic Nitrodurantoin 100mg 8 hourly for 7 days

was given
3. Her blood pressure and pulse were closely monitored

for 24 hours and the vaginal observed for bleeding.

4, Pethidine 100mg injections were given intramusculary

P

6 hourly for 24 hours.

9. Chloramphenicol 500mg intramuscularly were given for
5

1
days.
The vaginal pack was removed on the 3rd post-cperative day
On the 4th post-operative day the haemoglobin was chedked
and found to be 12mg% and the urine showed no epithelial
cells and culture was sterile. The self retaining cathete
was removed on the 5th post-operative day and she subse-

guently passed urine well without dysuria, frequency or

stress incontinence,
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The patient was discharged on the 8th post-operative
day when the wound was well healed and with & haemoglobin

Y of 13mg% with normal micturition.
FOLLOW UP

The patinent was seen in the gynaecology outpatient
clinic 8 weeks after discharge from hospital., She was in
good general condition and she was not anaemic. She uas
passing urine normally., The previous symptoms of feeling
&8 mass per vaginum and micturition symptoms had disappeared.
The vaginal walls looked normal and there was no mass
palpable, Urine was sterile upon culturs.

COMMENTARY

In this patient the cystocele produced urinary symptoms
and a fegeling of a mass per vaginum by the patient, Cystocele
develop slowly and when small rarely produce more than minor
symptoms., Some of the complications of cystocele incluge:

5

l, Angulation of the urethra during streining, causes

difficulty in emptying the bledder resulting in

hypertrophy and trabeculation of the bladder walls.

2. The downward movement involves the lower and of ureters,

which become attenuated angd constricted in the ureteric

canals at the sides eof the uterus. Back pressure from

| the bladder and obstruction of the lower urster
| ultimately lead to hydroureter and hydronephrosis,

3. If the pouch of a cystocele is’'low it may not be emptied

®

3 i

during micturition., The residual urine favours grouth
of organisms and cystitis. There may also be pyelitis

and pyelonephritis especially if ‘the upper urineary

J tract is dilated. The final outcome is renal failure.
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Although urine of this patient was sterile by culture,

patients with cystocels are frequently associated with

urinary tract infection due to stasis,

4,

Stress incontinence is also a common problem in patients
with icystoceles due to distortien of the urethro
védical angle, OQur patient did not have stress

incontinence, probably ‘because the urethro-vesical

“angle was intact,

Unless the patient is having repeated bouts of urinary

/tract infection, there is no urgency in advising surgery

in . a patient with symptomless cystocele. This is

particularly true of the zounger patient who may have more

children which would destroy the surgical repair, Elective

had

cagsarean section is indicated in most of the patients who

@ cystocele repaired, cduring delivery.

The pepair of the cystocels in this patient was advised

becausess~

to

The patient was having distressing symptoms
The ‘cystocele was becoming larger and

The patient was past the reproductive, age. In old

patients where there is some contraindication te surgery
guch as an dintercurrent disease, conservative treatment
by using pessaries is advisable, On the other hand

pessaries are useless if there is so much relaxation

of  the outlet as they are promptly expelled during

coughing or 'at the act of defecation. Contraindications

surgery should be based on medical groundgs rather than

age &lone as old patients, such as this one, are capable

to undergo vaginal surgery and the minor cemplications that

may go with it,.
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RUPTURED TUBAL PREGNANCY LEFT SALPINGECTOMY

NAME : €.A,

34 YEARS

REG. '‘No, 3 163939

ADDRESS MCHIKICHINI, DAR E¢
OCCUPATIONS UNEMPLOYED
ADMITTED ON: 25,7,79

PERATED ON; 25,7,79

DI'SCHARGED “ON’s 6.8,79

£
&
-
-
b )
;3
=

SUMMARY
Pod i

e R s

This patient .was referred from Mnazi Mmoja pisp 1sary

o

ang
agmitted through the casualty as an emMergency case with a
history of sudden onset of lowe abdominal pain and dark
slight vaginal bleeding for one day,
A ruptured ectopic PTegnancy was suspected, At iﬂﬁ?fﬁtﬁmy
a left ruptured tubal Pregnancy was found with haemope
Left salpingectomy was done,

period was dyneventful and the

Tie
toneum,

The post operative

H 4
patient was dis Ccharge on the
10th day post Operatively,

HISTORY OF PRESENT ILLNESS
The

atient was admitted in Ward 18
She. vas® referred from Mnazi

o~ P

29.7.,78 at Ypm,
Mmoja Dispen

on
sary because of
1"pain, cutting’ in nature non
since the previous day’,
one day,

severe lower abdoming

slight dark vaginal bleeding for
and episodes of momen ‘tary loss of Consciousness
for one day." " She also vomited once on the Gaz of admission,
but there was no history of f@u&r,afrequ@mﬁy of
dysuria, loin pains shoulder tip pains or bowel

micturition

dis Lurb ance,

i
|

radiating




PHYSICAL EXAMINA

ad
©
o
ct
(=
“
ty
{
¢
«
<
L d

She was obese, her general condition was
{': £

D
Q.

was moderatsly ansemic but not jaundiced.
There was no oedema; and she was not-dehyarateds She wa
afebrila.

CARDIUVASCULAR SYSTEM

he pulse ra wa o minute, moderate volume and
The pulse rete was 100 per minute, moderate vol nd
regular, The blood pressure was 90/70 millimeters of Mg
The Jugular Venous Pressure was not raised. Ths Heart s

1 and. 11l were heard and were normal with no added murmur

RESPIRATORY SYSTEM

The chest mo)

£

respiraetion was 42 per minute,
with respiration symmetricelly. The trachea was central|
positioned. There was good air entry and lungfields wert

clear,

| Were eactive, normal looking, without any abrnormal lumps,

ABUOMINAL EXAMINATION

The abdomen was moving with respiration and not distended
There was minimal guarding., There was generalised mild

tenderness but no rebound tenderness, Shifting dullness
L

i
was elicited but there was no fluid-thrill, The liver,

Spleen anc Kioneys were not ;'m—ir;:t;)ifcf. There were no

®

palpable masses,

f |

VAGINAL AND BIMANUAL EXAMINATION

The perineum and vulva were normal. There was a dark blet

o

W
i aginal discharge, small in amount but not foul
The

g

ied

m
<

St

smelling, Bartholin's glands were not palpable. The

vagina.! was normal,
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Her menarche was at 15 years, The cycles were regular or 28
days duration and lasting 5 - 7 days. There was no history
of dysmenorrhoeaand flow was normal,: The last menstrual

period was on 9,6,79, There was no history of use of

~ctontraceptives, There was no history of dyspareunia, post

coital bleeding er vaginal discharge.

OBSTETRIC HISTORY

She was para 4 0 abortion.. The first pregnancy was in 2963
and delivered a male baby at home. The second pregnancy was
in 1964 and delivered a female baby at home. The third
pregnancy was in 1966 ancd delivered @ wmale baby at Ocean
Roed Hospitals: The fourth pregnancy was in 1972 and
deliversd a male baby-at Ocean Road Hospital,

She denies any histery of ante ~ or.pest-nstal cemplications
and she-attended antenatal clinic only in the last 2

pregnancies,

PAST MEDICAL AND SURGICAL HISTORY

She“vas 'married since 1963, She was unemployed.  There was

no history of any familial ilinesses,

The cervix looked healthy with no growth, it was firm parous
but tender on movement in all directions., The pouch of
douglas was boggy and very tender, but no adnexal masses
were. felt,. The uterus was not well defined because of

W
tenderness,
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PROVISIONAL DIAGNDSIS: Ruptured Ectopic Pregnancy

MANAGEMENT

UPERATION::  Salpingo - Oophorectomy (Left)

l. The haemoglobin was found to be 8 grammes,
2., Her urine was negative for sugar and proteins, !
3« The blood group was "A" - Rhesus positive

4, Three units of blood were crossmatched and an
intravenous infusion of normal saline was set up.

5. The planned surgical treatment was explained to the
patient and the patient's consent obtained,

6., The patient was premedicated with 0,6 mg. of
atropine intramuscularly,

7. The abdomen was prepared for -laparatomy as described
in the introduction,

8, An induelling bladder catheter uwas inserted as

described in the introcuction.

The patient uwas taken to the coperating theatre. Admin
of anaesthesia,; preparatien of the operating site, and

opening ef the abdomen wes done as described in the

intreduction.

THE FINDINGS AT LAPARATOMY

l, Haemo peritoneum of dark blook and blook clots, about
2500 mls, W

2, A distended &and ruptured left fallopian tube in the %
i'(

region of the ampulla, L
Rl |

3. Both ovaries and the fupkurese ipf%. fallppian tube were %
!

normal, The corpus luteum was found in the left ovary. i
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4,  The uterus was enlarged to a size corresponding to
n

r
6 - 8 weeks gestation. 1t was soft and freely mobile,

5. "0Other sbdominal viscers were inspected and found to be
nermaly On gross appearance there was no evidence

gsuggestive of chronic pelvic inflammatory disease.
¥

The right ‘hadn was introduced into the abdominal cavity to
he pelvis and the uterus lifted upwards and delivered a

friable mass in the left adnexas.,

The infundibulopelvic ligament was identified and doubly
clamped with Kocher's artery foceps the ligament was divided
between the two clamps and doubly ligated with Number - O

chronic catgut., The remainder of the broad ligament uas

[

clamped and divided ‘up to the uterine end of the tube,

L .

The fallopian tube and the ovarian ligament were excised

from. the uterus, The excised ends were 'ligated with.chromic
catgut. The cornual end was closed with'a figure of 8
suture with number 0 chromiec catgut, .The raw area was

peritonelized after ensuring good haemostasis,

Luring the time the above procedure was performed, blo
and blood clots were removed from the abdominal cavity
using ‘the 'sunction machine and abdominal mops.

- Instrument anc swab count-was coenfirmed correct and
the abdomen was closed in layers as described in the

introduction.,

- "Rt the end of the operation the patient had already
received one litre of normal sesline, one litre of
X

trose = saline intraveneusly and one unit of group 'A!

Rhesus positive blgod transfusion.
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POST OPERATIVE MANAGEMENT

The post operative blood pressure was 120/70 millimeters
of mercury and the pulse rate was 92 per minute. These
together with respiratory rate were monitored % hourly for

the first 6 hours then 2 hourly for 24 hours.

Sedationsg Intramuscular injection of Pethidine 100mg - 6
hourly for 24 hours was given, She was given one more unit
of group 'A' positive blood transfusion in the ward and 2,500
millilitres of Dextrosesaline in the following 24 hours.,

A striet input, output chart was maintained.

POST OPERATIVE PROGRESS

Intravencus . fluids were discontinued after 48 hours when

bowel -sounds _were _heard.,

The patient was up and about after 48 hours and hemoglobin
checked on the 4th post operative day was found' to be 9.5
grammes. On the 7th post operative day the wound was found

to be dry and clear and stitches were removed on the 8th day,

On the 10th day she was discharged and asked to attend the
gynaecological clinic after 6 wveeks, She was given ferrous

sulphate tablets 200mg twice daily for 2 weeks.,

FOLLOW UP CLINICAL EXAMINATION

The patient reported st .the gymaecological clinic after 6
wesks, Her genersl condition was good.and a hemoglobin of
il grammes.

The abdominal scar was well healed, and abdomen was nontender.

VAGINAL EXAMINATION

There was no abmormal vaginal discharge. The vaginal and
perineum were normal., The cervix was healthy nontender firm.
mobile anteverted and the

The uterus was normal size
9

fornices were free.




The patient was reassured end advised.te attend family

planning clinic . for contraceptive advice,

COMMENTARY

In this patient estopic pregnancy was suspected because of
attacks of abdominal pain, a period of amenorrhoea, mark

vaginal bleeding, and periods of syncope.

Diagnostic puncture of the pouch of Douglas was not attempted.
The method is undoubtedly useful including the diagnosis of a
pouch of Douglas haematocle., A "dry" puncture does not rule
out the possibility of an intact tubal gestation, or of a
haematoma occupying a high position. In other cases scanty
amount of blood mey be obtained; and such a case would have
come from elsewhere. In addition the procedure has a risk

of introducing infection, Laparascopic examination was not
performed in this case as a hsemoperitoneum was suspected,

l1ts usefulness lies in the diagnosis of unruptured tubal
pregnancy or in cases of tubal pregnancy before any significant
intfap@ritmneal bleeding has occured,

Unfortunately autotransfusion could not be done as the blood
in f§ross appearance looked altered and what had remained was
in the form clots. This life saving measure has the advantage
of speed and simplicity, as blood grouping is unnecessary.

The methed is»iﬁtEHGEd for patients with sudden, recent
haemorrhage. Blood from the peritoneal cavity has increased
Fibrinegen - Fibrin - Degradation products and has reduced
clotting factors. The citrate used in the reception bottle
for autotransfusion may reveal the potential danger of blood

coagulation post operatively,

1
!
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HYDATIOFORM MOLE DETECTED BY

ULTRASONDGRAPHY

NAME ¢ MRS, TeM.

LeP. NO:3 205149

AGEs 24 YEARS

ADDRESSS : MAGOMENI, DAR ES SALAAM
UATE OF ADMISSIONS 2.6.80 i

The patient was referred from a dispensary with a
history of amenorrhoea, vaginal bleeding and abdominal
pain., The Human corionic Ganodotropin levels were highe.
The Qltraﬁmnwgra@hic appearances of the uterine camtént%
were characteristic of hydatidformu mole. The mole was
gvacuated surgically and by the use of oxytocics., The
patient made on uneventful recovery. The pr@gnaﬂcy test

was negative 3 months latery up to one yes

up tTO year.,

HISTORY. OF PRESENT ILLNESS:

The patient uwas referred from Magomeni dispensary with

a history of ‘emenarrhoea of 4th menth duration, followsd by

‘vaginal bleeding and lower abdominal pains 3 days prior to

sdmission in Muhimbili Hospital ¢ YUpXXOOO0DEX HSEBDe

Abdominal pain was lgcated in the lower parts, colicky

and localised. There was no associated diarrhoea, vemiting,

dysuria, freguency of micturition or fever. The vaginal

bleeding was bright red with no clots.
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GYNAECOLOGICAL HISTORY

Menarche was at the age of 12 years, The cycles were
every 28 days lasting 5 days,r regular normal flow and ther
was no associated dysmenorrhoea., Her last menstrual period
was on 15,2,80, so that at the time of admission she had
15 weeks of amenorrhoea, There was no history of

intermenstrual bleeding or post coital bleeding,
There was no history of the use of contraceptives,

OBSTETRIC HISTORY:

The patient had 3 full term normal deliveries in 1974,
1876 and 1978 respectively. All her children were female
were alive and well, There was no history of obstetric

complications.,

PAST MEDICAL AND SURGICAL HISTORY

There was nothing significant.

FAMILY AND SOCIAL HISTORY

She was married in 1974 ‘and divorced in 1979, She
re-married in 1980 and now lives with the present husband,
She was unemployed and she neither took alcohel nor smoked
cigarettes, There was no family history of twinsy diebetes,

hypertension or tuhsruclosis in the family,

PHYSICAL EXAMINATION

She was in good general condition, She was moderately
anaemic but not jaundiced and she had no oedema. Her

temperature was 37.50C.\

X

CARDIOVASCULAR SYSTEM

The pulse rate was 88 beats per minute and of good

volume. The blood pressure was 130/80 mm Hg. There was

no cardiomegally and the heart sounds were normal,




RESPIRATORY SYSTEM

The ehest movements were normal. The trachea was
centrally situated. The percusion note was resonant ' and
the tactile vocal fremitus wes similar on the left and right

sides ®of . the chest, The breath sounds were vesicular and

there were no added respiratory sounds,

ABDOMINAL EXAMINATION

The lewer part of the abdomen was uniformly distended.

The abdomen was non tender, there was no guarding or rebound
] ‘ T

‘tenderness. The fundal height was equivalent to ZD‘week$

of gestation, while she had 15 weeks of amenorrhoea. WNo

fetal parts were identified, The renal angles were free and

non tender. The liver and spleen were not palpable.

VAGINAL EXAMINATION

There was a slight bleod vaginal discharge at the vulva
otherwise the vulva was normal, Speculum examination
revealed normal vaginel walls, the cervix was healthy and

the cervical os was closed,

On Bimanual examination the cervix was found te be soft,
long and the cervical os wes closed. The uterus was enlarged
to the siye of 20 ueeks pregnancy, non tender and smooth.

The adnexa were free of masses.

DIGNOSIS "

From the above clinical findings a provisional diagnosis

of threatened abortion was made,  The differential diagnosis

was that of Melar pregnancy.




Postoperatively the patient received two units of blood

and the syntocinon infusion was continued for the fellowing
6 hours, Post eperative blood pressure and phlse rate weve.

Monitored and were normal.

The uterine sige decreased to about 12«14 weeks of
gestation and there was minimal vaginal bleeding‘ There

was no adnexal tunnors clinically.

PROGRESS OF THE PATIENT IN THE WARD

The patient's general condition remained goed. The blood
pressure and ‘pulse rate were normal, The uterus was only

slightly bulky and there was no vaginal blseding.

On the 7th postoperative day the haemoglobin was
logms per cent and the human chorionic geonadotropin (H.CeG.)
litres was 1000 l,u., She was given ferrous sulphate tablets
200mg thrice daily. The pronosticon planotest was negative
three times at weekly intervals before the patient was
discharged homeé., She was asked to refram from sexual

intercourse,

FOLLOW UP OF .THE.PATIENT |

I

The peatient was seen in the gynaecology outpatient \
2 weeks ffter discharge from the ward, _She had no complaints., ||
She denied any history of. cough, ckest pains or vaginal
bleeding. She was not anaemic, A thorough examination of
the respirateory and cardiovascular systems were normal, The ‘
abdomen was non tender and there were no masses felt, There

was no vaginal bleeding and the uterus was of normal size, '

The prognosticen - planotest was negative and & chest

X-ray was normal,




e was started on oral contraceptives and asked to

Sh
come to the gynsecology cutpatient clinic monthly for 3 months
then 3 monthly for 1 year and 6 monthly thereafter. The
patient was however lest for follew up after one year.
During these follow up visits’there was no abnormality
cetected on physical examination end the pregnahcy test

remained negative,

COMMENTARY

The chief value of detection methods employing
ultrasound tests is that it is not necessary to resort to
radiation detection methods, The classic ultrasonic pattern
in molar pregnancy helps to differentiate between a
hydatidform mole and an early pregnancy in addition to
whether the pregnancy is multiple, ectopic or in the process
of aborting. Although ultrasound is helpful in different-
iating between a mole and either a normal or abnormal
preghancy, it . is of po value in assessing malignant change

in the hydatidform mole., Confusion arisses when a normal
preghancy. occurns. in a uterus containing a leiomyoma, The

appearance in the scan is much the same as that of a mole,

Quantitative determinations of the amount of eirculating
chorionic gonadotropin is of limited practical value when
used as the only criterion of an accurate diagnosis of
hydatid@orm mole., There is too much individual wvariations
in the trophoblastic diseases to rely on such information
completely., The amount of H.,C.G. recovered depends on how
much trophoblast is present and how active it is. Since some
moles may be inactive or incepable of producing large
amounts of hormone, it is probable for & patient to have
a hydatidform mole even though guantitative tests show less

than the normel amount of H.C.G.  Some normal pregnancies

at ten weeks produce levels of H.,C.G. in excess of those
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found in a mole, Multiple pregnancy and other complications
of pregnancy such as permicious vomiting are associated with

high levels of H.C.G, titer.

Therefore the mere presence of a high level of H.C.G.
neither makes nor rules out a diagnosis eof hydatidform mole.
If twoo much stress is put on such findings, there is _a
danger of & normal pregnancy being interrupted or that the

diagnosis of hydatidform mole may be missed,

A number of elinics are now experimenting uith/ggégféir
kaskike chemotherapy in the treatment of the hydatidform
mole preceding and following its expulsion, In this way
they hope to improve the cure rate there is the theoretic
chance that the disease may already have extended beyond
the uterus to other regions of the body such as the liver

and the lungs.

It has long been recognised that metastatic or invasive
disease is more likely to follow a molar pregnancy if the
time taken for the gonadotropin titre to fall fellowing
evacuation of the mole is prolonged. If the patient is not
pregnant again and continues to bleed vag lly, and if
monitoring shows elevated H,C.G. titres, in all probability
she has either an invasive mole or choriccarcinoma some
authors consider that they can avoid such a situation if
they give a fiveday course of chemothaerapy (methotrexate
actinomyecin D) at the time of the initial evacuation of the
mole and follow at regular interrals with H.C.G,
determinations., @ther therpists have guestioned the
advisability of giving prophylactic chemetherapy for
hydatidfoerm moles, noting that there are distressing,
sometimes dangerous side effects from methotrexate and

actinemycin D. They question the accuracy of histologie

grading in selecting the patients most likely to benefit

from prophylactic chemotherapy.




- 164 =

The place for crysterectomy is anbther source of
controversy, In the past hysterectomy was performed to
control excessive bleeding in a patient who had incomplete
evacuation of a malignant mole present in a large interns
following curretage. Today suction curretage has largely
replaced curettement in many centres suction curetage is
both effective and sefe. The indications for hysterectomy

include excessive uﬁcontrcilablﬁ bleeding, perforation or
spontaneous rupture of the interns., For the most part
the guestion of whether .a hystersctomy is dane would d@penm

on the size of the uterus but- also on the age of the patien

ctr

and her parity. One would be more inclined te do a
hysterectomy. 1f . the above conditions prevarled in a patient
Wwho had on treatment not delivered any tissue, when the

uterus was 14 to 16 weeks size, partcularly if she has

completed her family er.is unlikely to have a baby because

of age or lack of desire,




She used Lyndiel in 1968 for 2 months but stopped

because of intermenstrual bleeding. Since then she had nsver

used any other forms of contraception.

There wéds no previous history of cdilatation and

curretage or any vaginal operations,

SUMMARY OF PAST OBSTETRIC HISTORY

he was para 9 abortion 2 with 7 living children. The

first pregnancy was in 1961 and the last was in 1975,

I1n 1962, 1976, 1971 and 1975 sha had recurrent episodes
of antepartum hsemerrhage. She had 3 premature deliveries
in 1966, 19704 1971 and 19875, During the" last pregnancy
she developed intrepartum eclampsia, the male baby which
weighed 1360 gms is alive and well. Since then she had been
treated for hypertension. She has been on Aldomet, lasix
brinerdrim and valium.

PREVIOUS MEDICAL AND SURGICAL -HISTORY

There was ne history of any previous operation, She has

been treated for:-hypertension since 1975,

SCCIAL FAMILY HISTORY

She was married since 1960, . .She is employed as an MCH

aid but has worked as a nurse since 1857, She is a non

smoker and doesn't take alcoholic drinks.

There is nao family history of hypertension or diabetes

mellitus, her grandfather died of pulmonary tuberculosis,

PHYSICAL EXAMINATION

o
e
=
®
=
i
,
fod

concdition was good. She was not anasmic,

T
a~fabrile and there was ne cedema.
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3. Blood group 0 and Rh factor positive
4, Stool examination showed no abnormality
5., Papanicolau smear Hc 1157/80

for cytology: Shows benign squamous cells showing
mocterate dyskaryosis, There are also many red blood

cells in the back ground., No malignant cells seen.

[
@
e

Conclusion moderate dsyplas

FURTHER MANAGEMENT

& 2 r’a . TR "
Because of the appearance and the firm/hard consistency

18y was requested,

Jors

C
of the cervix a cone b

PREPARATION FOR CONE BIOPSY

The patient was prepared for vaginal operation as

gescribed in the introduction.

PRODECURE FOR CONE BIDPSY

On 22.10.80. The patient was placed in the lithotomy
sition. and the vulve sndivaginal was swabbed with savlon
terile towels, The bladder was

catheterised in the manner described in the introduction,

p tion was made and the features of the
@xamination as described before, confirmed,

The anterier lip of the cervix was grasped with a
volsellum well sbove the area to be excised for biepsy. A

mark was placed at the "12 O'clock" positien, A circular

incision was made with a bladed knife. As the velsellum on
the cervix exerted traction in upward direction, the inecision

1

€
i
@

eepened with circular sweeps until the region of the

prrs

nternal os was reached, This point formed the apex of the

e

he cone, After removal of the haemorrhage from the cervical

branch of the uterine artery., The cavity which was left was

clossd by a double Sturmdorf suture




ati Fiai nrt thesia was
&8 ,xVDﬂ wig sd&a fNIEBLlLE Was

the recovery room as

¥

Blood pressure and pi

remained normal 24 hours

operatively, There was only slight vaginal bleeding.

The patient was discharged on the 3rd post-operative

P
day and she was asked to come to the gynaecology ocutpatient

t
or cone biopsy histology results.

™o z
i

HISTOLOGY RESULTS

Were available &n 1.11.80 Path, No. HP, 6443/80 reported.

Early ivasive sguamous cells carcinoma in cone. Neot

in total removed,"

AGEMENT

lev A °Fful)l blood picture it was normal

2. Urine for proteins and albumin "was negative and

nt was readmitted to the ward and

&
te start radiotheraphy.

o




past error is then detected,

In the British Columbia cytology laboratory 8% false
negative cases were found among the pre-clinical carcinoma
etween 1968-1972, (0f the false negative smears 78% were

atypical squamous cells,

The false negative rate for clinical invasive carcinoma
is not too important if it is made clear to the physician

that cytology is ‘a poor method of inuastigatimﬁ of obvious

diseasse and that a biopsy should be done

cytological finding,

Felse negative smear could be due to

1, Faulty technigue in making the smear, for exampls

insufficient material ebtained, or the material being
llected from incorrect site.

2., Ubserver error during screening and interpretation

of the smear,

p, S5 "Inherent error® in the tumor cells.

‘ his patient had -antepartum hazemorrhage during most
of her pregnancies starting frem 1962 for which no obvious
cause was ascertained, In 1975 a ®pap" smear ves taken

and showed.grade 11 smear, like cysplasia, carcincma in1

stitu is not always & progessive lesion but may pemain

stable, neither progreseing nor regressing for meny ysears,

‘ Since progressicn from the "pap" report of graede 11
: {
‘ to microinvasive carcinoma in this erit gannot be fully \

F
explained., More so &s the fact that even in the last "pap"®
smegar which was reported as moderated dysplesia and yet the X
cone biopsy histology revealed microinvasive carcinoma. The
false negative result could be due to an oserver error but |

|
a2 £ kb 2 ure e ion o i gt f Y aaa g - ol i ¥ = £ & Xy
an inherent error could alse have played a role in the 1

z
|

& 3 - 2 - n T T y g T & - & b 2 s oo
difficulty of early detection of malignant cells in this case. *
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It is known that some cancer cells have strvong
intercellular cohesive forces and therefore do not
exfoliate., The frequency of such "non exfoliating™ lesions
of the cervix has been estimated to be around 6-10% cases.
Could this patient have belonged to this group? This
case emphasises histological examination in all cases of
suspected cervical maslignancy, Some of cancers of the
cervix will obviously ‘be missed if we rely entirely an
interpretation of the smear. As a screening device the
vaginal smear simply alerts the gynaecologist to the
possibility that epithelial change may be taking plece in the
cervix. Sirce treatment is based on histologiec interpretation

as to

of tissue removed by biopsy, the question
where 'the biepsy sheuld be taken., The shiller's iodine test
and colposcopic evaluation of the cervix have throuwn light
in answering the above guestion the schiller's test which

s painting the cervix with schillers solution (iodine

invodlyv
+ potassium iodide) is a useful diagnostic tool for it aids

1

the gynaecologist in the dacision of where to take the
biopsy, When glycogen is present in the cervical cells the
normal epithslium stains a deep mahogany caler, The
suspicious areas that should be bippsied are those

that feil to take:the, stains.

Pathologic changes other than heoplasia may produce
the same appearance. The test is yood only for those areas
of the cervix that can be sesn consequently & negative test
does not rule out cancer, for the true fosal area carcinoma
in situ may rest entirely in the endocervix. When the
sclillers test is used in conjuetion with a 'smear, accuracy

runs as high s 80 per cent,

!
i
|
|
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The main field in which colposcopy has been increasingly
used is in the interpretation and management of the abnormal
smear, In many departments the first step in the fellow up
of women with an abnormal cervical smear would be a
diagnostic conisation as was done in this patient, With
the guidance of the colposcops however it is easier teo
determine the site and type of biopsy that is necessary.

It should be emphasised however that expliative cytology is
the best screening device for the early detection of cervical
cancer, but invaluable information may be obtained by the
simultameons use of colposcopy. Without colposcopy, an
unnecessarily radical procedure may be sometimes used to

treat a relatively trivial lesion,

The diagnosis and management of early cancer of the

cervix is clouded with a Jlot of controversy,

In the management of stage I carcinoma of the cervix,
gynecologists have put forward conflicting claims fer the
superiority of their own methods of treatment, To scme
gynecologists "Microinvesive" means the stage of invasive
cancer in which the diagnosis is made only those lesionss

in whieh neoplastic cells have extended no further than
a certain distance in the stroma,:  Thig distance has been

variously considered te be 2mm, 5mm,; 9mm by different
investigators, Differences also arise according to the
Significance of involvement ef lymphatic channels, vascular
channels, or the presence of growth patters termed
"cagnfluence” similarly there is no agreement as te whether
the measurement should be made from the surface of the

ephthelium, the basement membrane, or the nearest endocervical

gland invelved with cancer changes,
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The debate continues as to the efficacy of irradiation
therapy in these lesions., Proponents of both modalities
have good results with' low complication rates. Radical
surgery has the disadvantage of being a major operative
procedure with possible genitourinary complications, It
cannot be utilised in all patients, ' Surgery has the
advantage of preserving overian function and allowing

gvaluation of the extent of the dissass.

Radiation therapy has the advantages of being almost
universally applicable te all pstients or requiring minimal
anasesthesia, and of lacking immediate major complications.
However late radiation complications in the bones, bowel,

and genitourinary tract can be very serious,

It is obvious therefors that no one single form of
treatment will be adequate to overcome all the problems
presented by stage.IA cerrical cancer.. There is general
agreement that the degree of invasive penetration inte the
sorrounding stroma is the deciding factor in choosing therapy
Vascular and lymphatic involvement play important roles,
as does the appearance of similar carcinomatons areas in
different parts of the specimen simple hysterectomy with
removal of the upper part of the vaginal is considered Dy
most gynsecelegists te be adegquate treatment for carcinoma
in situ and stage lA with. invasive pensetration of less than
3 mm. depth.  Somefeel that & simple hysterectomy is adequate
if the tumor in guestien is sorrounded by 0.5cm, of healthy
tissus, A few will contend that a well performed cone will
be sufficient., With tumer invading the stroma to 3 to Smm
or more, a cone or simple hysterectomy would be considered

as inadequate by most gynaecologists.
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UTERINE FIBROID TOTAL ABDOMINAL HYSTERECTOMY

NAME 3 MRS. Ta.M.

AGE: 50 YEARS

REG. NO,: 179488

ADDRESS: ILALA, DAR ES SALAAM
ADMITTED: 22.2.80

CPERATED: 25,2,.80

CISCHARGED: 5.3.80

SUMMARY

The patient complained of lower abdominal pain, swelling,
and excessive menstrual periods, The diagnosis was of large
multiple uterine fibroids causing menorrhagia, She had a
total abdominal hysterectomy and had an uneventful recovery.

Differential diagnosis and extent of surgery are discussed.

HISTORY OF PRESENT ILLNESS

The patient was seen in ocur gynaecological outpatient clinic
with complaints of an abdominal swelling and lower abdominal

pain for 2 years and painful excessive periods for 1 year,

Twe years previously the patient noted an abdominal swelling
which increased in size progressively, This swelling was
associated with & dull ache in the lower abdomen which did
not radiate and had no relieving factors. The pain was
intensi%ified during her menstrual periods,

She had no history of fever, dysuria, haematuria, dyspareunia,

vaginal discharges or postcoital bleeding. She had not-lost

weight and her bowel habits were normal.,
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GYNAECOLDGICAL HISTORY

Her menarche was at 15 years of age. The cycles were
of 28 days lasting 3 to 4 days, painless and of normal flow.
S8ince one year previously her menstrual periods changed to
10 days in every 28-30 days, heavy flow with clots and
moderately severe dysmenerrhova before and during her
menstrual periods, "Her last menstrual periods started on

3%}.2;5&%}.

OBSTETRIC HISTORY

She had 3 full term nermal deliveries at Qcean Road
Hospital. Her last child was 25 ysars old, There was no

1

history of abortions or eof using contraceptives,.

BABT MEDICAL HISTORY

RIS

She gave no history of any major illness or eperations;

she had never been admitted to hespitel before,

FAMILY AND SOCIAL HISTORY

Sha vas married since 1950, and she was still living
nor too alcohol,

with the same husband, She neither smokead

and there was no ‘history of any familial dissases,

PHYSICAL EXAMINATION

She was in good general dondition; she was slightly
anaemic but not jaundiced.. She was a febrile and there

was no oedema. or hymphadenopathy.

CARDIOVASCULAR SYSTEM

There was nothing significant., 1t was a normal chest

with good bilateral air entry. The breasts were normal

sige without any lumps or secretions,




il
OPERATION j
|
PRE-CPERATIVE PREPARATION 1
(
l., Three units of cross matched group O Rh "D" positive |
blood were requested for the operation, 1
i

2. Preoperative preparetions, premedication and general

anaesthesia were all given in the usual maaner as

described in the introducing chapter. Q
EXAMINATION UNDER ANAESTHESIA i
|
This 'was done as described in the general introduction f

after preparing the vaginal and emptying the bladder. The 1
vaginal was painted with gentian violet. Skin preparation 7

and opening of the abdomen was as described in the introduction

FIRDINGS AT LAPARATOMY

l, The uterus was enlarged to about 26 weeks pregnant ﬂ
i

size with multiple subserous and intramural fibroids, [

4

It was firm and mobile. There were a faw adhesions |
betwesn the sigmoid colon and the uterus, il

\2‘

- M " R . |
2., Both ovaries and right fallopian tube were normal, ﬂ
i

The left fallopian tube was fixed to the posterior h
part of the uterus, @

|

TOTAL ABDOMINAL HYSTERECTOMY ANU BILATERAL |
SALPINGOOPHORECTOMY i
i

i) A myomectomy screw was inserted into the fundus and i

|

the uterus pulled upwards out of the pelvis, w

ii) The intestines were packed off with moistened |
, i

abdominal packs, ﬁ

1

i

iii) The ureters: on either side and the fundus of the P

bladder were indentified.
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The left rownd:ligament was then clamped and divided.
The stumps were transfixed with catgut chromic No. 2.
The upper berder of the broad ligament including the
ovarian Jligament and the left fallopian tube were

and divided near the uterine ceornus and the broad

igament opened up, The same procedure was done to the

ight round ligement, broad ligament, riyht ovarian ligement

r
and the right Fallmpianltube.

v)

vi)

From the opened up broad ligament a transverse cresent
shaped incision was made joining the twe round
ligaments anteriorly on the vesico-uterine peritoneum
which was carefully reflected downwards with gauye
covered finger to mobilize the bladder and the ureters

away from the cervix,

The uterine vessels came into view., They were
+

clamped close to the uterus divided and transfixien

ligatures of No. 2 chromic catgut applied to the
stumps, . Uther-appendages were also transfixed. The
Same procedure was done to the laft as to the right

uterine vessels,

The right and left uteroc - sacral ligaments were
clampted divided and ligated close to their carvical
attachments,. - Tha cardinsl ligaments on each side
together with vascular plexus adjacent to it wers

grasped close to the lateral border of the cervix,

divided and securely ligated.

The anterior vaginal wall was opened with a knife

and incision extended around the cervix with clamps
applied to the vaginal vault 'and total hysterectomy
performed, -The vaginal vault was closed with mattress

catgut sutures, The angles of the vaginal vault

were secured with separate haemostatic sutures,




ix) The raw surface were then covered with peritoneum

and the uterosacral and cardinal ligaments together
with the

r
sutures to the lateral angles of the vaginal vault,

& 4

o
ound ligament were fixed with transfixition

x) T

there was no evidence of malignancy.

he removal uterus was opened up and macroscopically

xi) The abdominal packs and retractors were removed and
the abdomen closed in layers as described earlier, in

the introduction, The uterus was sent for histopatholog

POST OPERATIVE CARE AND PRUGRBRESS

FOLLOW UP

The patient recovered from ansasthesia without any

complications, She received 3 units of blood(1500

millilitres) and 100 mls of normal saline in the following
24 hours,  Blood pressure and pulse were checked svery 1
2

hour for 4 hours then hourly and were normal, She

passed 900 mls of urine in 24 hours and she was afebrile.

On the second post operative day she passed flatus
and bowel sounds were heard, so the intravenous drip was

removed and early ambulatien encouraged, Un the 3rd post

s

&
operative day her haemoglebin was S.5gm per 100 mls and the

rine was sterile on culturs.

gn the B8th post operative day all ‘stitches were ramoved
and on the 5th March 1980 she was discharged angd advised

to report at the gynascological outpatient clinic after

iy

i

The. patient reported to the gynaecological outpatient
elinic sbout 8 wesks after operation, She was in good
general condition with a haemoglobin of 10.5k. Speculum and
vaginal examination revealaed no abnormality in the wvaginal
vault and in the pelvis, Histology results: Path No, HP

1105/80;3 “"revealed benign leiomyomas., There is no evidence

of malignancy",
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This patient presented with the main complaint of
menorrhagiae. . In her case the menorrhagia was probably

caused byi-

1. An crease in sige of the endometrial cavity. and of

fm

e _bleeding 'surface,

..3-

24 Inereased wascularity of the uterus

The symptoms of low abdominal ‘pain was ascribed to

pelvic inflamatory disease and adhesions,

The surgical treatment of total hysterectomy

was cdecided upon because of the menorrhagia and large sizse

of the, uterus. Myomectomy was not considered begause;

l, The tumour 8ilze was large (corresponding te 26 weeks

2, She wsas years old and the need of the uterus for
reproductive function was non existent,
3.

The uterus could be the seat of mali 3{»1cy. Papanicolaou
smear from the cervical os and poste

endometrial curretage were not done. his wes considered
as a serious omission despite the apparent clinical
picture which was not suggestive of such malignant change.
The histological examination ferrthe uterus after
hysterectomy showed benign changes, however.
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with normal adnexa at hysterectomy

3

sease is a traditional source of gynaecologic

&
g-} ]
w

for benign

P

controvesy., A few gynaecologists at opposite ends of the
spectrum advecate either routine removal or routine
¢servation, but the vast majority are probably in the
@. Those who believe on conservation, argue on the

1
yat benefits to the patient of continued ovarian function

&
in post menopausal women. In addition only 1.4% of patients

S T
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reguire subsequent gperation for adnexal pathelogy (Funt

et al 1977) and nene of them was maligr

disease found,

\ancy or other saricus

gn ths other hang many gynnsaml&gists pelieve that

45% of women aged 45 years may gdevelop

oyarian malignancy

and therefors thers is & strong peint for removal of the

ovaries, It is felt that this patient

chance of removal of potential source

yas denied the

of malignancy,

aceording to the pbelief of the jetter group of gynﬁecolagiats.

Funt, M.l. penedict B.B.3 Thompson, Je

Am. Je. Obstet, Gynecol, 129 3 251, Oete 1, 1977.




THE PUSTERIOR FORNIX

&gﬁgz FilS. Sef.

IP, NOu: 6687

AGE: 16 YEARS

AUDRESS: TEMERE, CAR E5 SaL
BATE OF ADEIS=Ion: 17.8,79

DAYE OF BEPLIR: 17.8,79

LUHTE OF DISCHARGE: 21.8.79

SUMFARY:
AT

The patient was referred from Teweke dispensary on
account of vaginal bleeding., Clinical examinstion tevealed
& posterior vaginal fornix laceration. Restoration of the
cerdiovascular volume was schieved followed by repair of
the lsceration under general anasesthesia. She made an

vheventful recovery,

HISTORY OF PRESENT JLLMESS:

The patient wss referrad from Temeke dispensary on accouni
of heavy vaginel bleeding fer one day. The patient gave an
initiel history of sudden onset of vaginal bleeding on the day

of admission., GShe later sdeitted that the vaginal bleeding
followed sexual intercourse & hours tefore adumission. The
bleeding wes continuous end was not sssccistaed with pain,
She denied ever having had semual iwt&r&&&xa@ before that

incident,

fienarche was st the age of 13 years. The cyeles were
4/28 regulsr and of normal flow. Thers vas no history of
dysmencrrhoea. The last menstrusl period started on §.8.79,

UBSTETRICAL HISTORYS

She had never besen pregnant bsfore.




SOCIAL_AND FAMILY WISTORY

Shs wes merried to a fishermen two days Trom the date of
asgmission, There was ne history of any familisl dissases.
paAST FEDICAL ARG SURGICAL WISTORY

There was no previous history of agmission te hospital

or of undergeing any feorm of surgical operation. Thers was
no history suggsstiva of = blesging tendenty.
FHYSILAL ﬁﬁé%in&?ﬁ&ﬁ

The patient was apprehensive, very snesmic but sfebrile.

The racial pulss wes 110 per minute, small volume but regular.
The blood pressure was 90/50 mm Hg. Furthsr exsmination of
the carciovasculsr and respirastory systems were normal.

ABLORINAL EXAMINATION

The sbdomen was non tencer. Thers ware ne palpable

masses or Free fluid. The liver, splson anc kidneys were
not palpable.
(il EXARMINATION

preparation end manner af veginal examination wvas dons

as described in ths introduction.

?iﬁ@iﬁﬁa
i. Bloed cleots ano fresh vaginal blesding.

%

2., Rewoval of bloot clots wae done wiih sterile swabs and
revealed a healthy cervix. The cerrical os uas closed
with no bleeding from it.

%, & longitudinel laceration was sesh extending from the

posterior fornix of ithe vsginal to the adjacent posterio:

vaginal wall. This laceration measursd about 4«5

centinstres and was plesding actively.
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an encomnon gynascologic

n FBuhisbili Medical Lentre.

ceitus cen result in serious tesrs invoelwving

and vaginal wall, These injuries are most likely in the

goung virgins and in old women with atrophied tissues. The
t i | 1ly 16 years old, Invarisbly a
failure of adequate examination

jiagnosis. Examination under anassthesia

is necessary as mest of the patients who have coital lacere-

tiegn bleed profussly. The patient
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of malignancy and trestment of such a tumer
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tient was referred from

Dispensary to

our gynagcoloci: patisnt on 30.4.80 because of lowsr

peing and @ she noted
periocdic lower z2bdomin J menths,

There wes no associgted history of

yquency, lein pains, fevers of altered

he patient had her wess

fer last menstrual period uas
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9.7gm/100m1
-~ 0 - Rhesus-D-positive
-5 Uzine for sugar - NIL

4., VUrine for albumin - WIL

LAPARBTIONMY :
Preoperative preparations:

2 Units of crossmatched bloed wes reserved for the
eperation. The vulva and abgeomen were shavet, LConsent for
the operation wvas cbteined. Premedicstion was given as
described earlier in the intreduction.

gx&mgm&tiﬂﬁ gnder &ﬂﬁ&&ﬁﬁ&ﬁéﬁ:

This was done es described in the general introduction
after preparing the wvaginal and emptying the bladder. The
previous findings were confirmed,

EXPOSURE 3
The abdomen was then opened in layers through &
subumbllicel incision,

0

?iﬁﬁiﬁg&:
A smooth cystic tumor with a glistening capsule was

ok

feund invelving the whole of the left ovary but lying in the

5

micline. The ovarisn tumsor measured about 14 centimetsrs

€

and was tethered by mild adhesions to the wterus anc sorrou-
ding structures, @Both fallepien tubes and the right pvary

were normal.. The utetus was of normal size, aenteverted and

mobile. The eppentix, liver and spleen wers normal,




JHE

The tumor was freed from edhesions by pesling with a

suab covered finger. The fresd tumor was delivered out of

the sbdominal wound and held by an assistant who spplied

i

traction on 1t. Two clamps were spplied first beslow the

@
tumor st the infundibuleopelvic licament. The tumor uwee
excised off bestwesn the twe clamps and the remeining stump
stitehed with cetgut and hemostasis mesintained. The removed
tusar was excised ancd slippery fluid escaped to leave a
collapsed tumor with thin walls. The mass wss then sent for

histolegical examination., The sbcomen was closed in layers.

Fac § scopic examination of the cysts The cyst measured 14
cEntia $§f$ i size. The cspswile wss thin snc swmooth. The

fluid was strau colored witlh no papillary Angrowthe.

Post ﬁgﬁ}:é&t@w& é%:mm‘—;gi%?m@ﬁ% gnd progress:

S bk eatin withnut eomold
The petient recoversd from ansestheslia wilnout gompli-

dition pulse and blood pressure uwers

gations. The genural cor
monitered hourly. She received 2 units of
of Dextrose - saline in the first 24 heurs. Her w§iﬁ$ out

&
vlood

Loe ang ‘i

put was norsel anc she remsined efebile. On the secand post
sperative day the intrevencus drip wes discontinued after

Bovet .

bowelsounds were heard., ©n the third dey her hsemoglebin was
10.4 gm/100 wis and en the Bth day 28ll stitches uere re
She wes discherged on the lith Q&ﬁtap&r itive day.

FULLOW P
T A A OIS
The patient was sesn 6 weeks later in the gynaecsology

out patient clinic. She wes in good genersl condition, She

S ol ate sk T  sonak i
waes afebrile sng no

t ensemic, The abd
& well healed subumbilicsl scer, with no other sboomalitiss
noted. Pelvic examination was normal,

gminal exegmination shous

'E(‘
£
o




E
fot
@2
-

§

Histology results: Benign serous scystadenoma,

LOMMENTARY

A case of a benign ovarian serous cystadenoma, of a
moderate size, in a zouny woman has been described.

-

The tumer was unilsteral, with a normal contralateral
ovary. The macroscopic examination of this tumor showed
1

absence of papillomatous ingrowth, and hence less potential
formelignancy.,

Lo »

fhis neoplas app
frequently bileterial; and it is primari

At the time of opesration, the benign natu

suggested if the cyst wall is thin and the papilliar

gxcrecences are swall and discreste. 1f, however, bloody

%

gscitic fluid is found together with peritoneal implants and
there are solid areas of infiltration in'. the cyst wall or

fication of the neoplasm ta neighboring structures; then

.J

malignancy should be highly suspected.

The trestment of benign ovarian neoplasm depend on wmany
factors, the main ones are parity and age. In pestients over
the sge of 40 ysars a complets hysterectomy and bilateral \
salpingo~cophorectomy should be performed. £Even in gounger 2
women the presence of bilaterel invelvement, periteonesl \
implants, ascites or sxternal excrescences demands radical \

therapy. In this patient the clinical findings &t the time

s d

laparstomy didn't werrant such & radical procedure,
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A CASE OF BARTHOLIN'S ABSCESS TREATEL BY MARSUPILIZATION:

NABE s KR3., X.L.
AGE: 21 YEARS
1P, WO 192117
CATE GF ADRISSION: 19,2.60
DATE OF LISCHARGE: 20.2.80

* LERRER B
S UNMRARY
UL A DR RSB

The patient wes referred from Pnayi Fecja Uispensary
because of a painful vulval swelling., She was found to have
@ left Bartholin's sbscess for which mersupiliyation vas
dong under general snassthesia, She was discharged 24

hours after operation.

HISTORY OF PRESENT ILLNESS

The patient noticed & small swelling on the left medical
aspect of the vulva ons week prior to admission., The swelling
prugressively became larger and painful end a day before

atdmission the swelling wmade walking difficult.

Thares was no history of dysuria or frequency of

micturition, but theres wes a foul smelling vaginal discharge.

She rsporied at Mnayi Mmojs Uispensary and was refearred to
fluhimbili Hospital for further maensgement,

GYNAELULOGICAL HISTORY

Her menarche weas &t the age of 15 years. The mentrual
cycles were 3/28 days, regular end nermel flow. Her last
menstrual peried started on 15.2,80. There was no history |

of ths use of contraceptives, |

OBSTETRIC HISTORY:

She had never besen pregnant before.




PAST FECICAL KND SURGICAL HISTORY:

<

There wes nothing relsvant,
4 FAMILY AKD SOCIAL HISTORY:
She was not marvied. She worked as & bar umaig in
Kariskoo. There wes no history of sny familial diseasss.
EXAMINATIUN O ACHMISSION:
s 7 LT
She was well nourished, not ansemic, afebrile, and had
ne lymphadsnopathy., The pulse rate was 72 per minute,
regular and good volume, and the blood pressure was 110/70 :
wmm Hg. The cardiovasculesr, respiratory system, and ebdominal
examinations wers normal.
VAGINAL EXAMINATION:
Preparation of the patisnt and procedure of vaginal
examination was as described in the gynaecological intreduction
There was & foul smelling purulent vaginel discharge at the
: vulva., The urethral orifice was normal with ne abnormal

discharge from it,
2 A swelling approximately 6 ce ine dismeter wes sean
bensath. the pesterior pert of the left labium majus extending
inwards to the base of the labium minus was ssen. The
swelling was warm, tender endfluctuant. The overlying skin
was shiny and the surrounding tissues were indurated snd

oedenatous,

The cervix wes closed but purulent yelleowish discharge
was seen from the external es. The cervix was firm on
palpation ang tender. The uterus wees normal size, anteadnexa,
but no masses were palpsble,

Sarthelin's abseess,
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The study which wes a dese
b
/

(non concurrent of TROMOC) type, invelved all women

agmitted to the gynascology werds with & diagnosi

8
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bortion

An initisl diagnosis was then made from the elinical findi

h wes then reviewed by the resident or speciali
of the petients wheo had an incomplete abortion were
within 24 hours of svacustion eof the uterwus. Those
threatened abortion were observed for up to 5 days

vaginal bleeding, while on bed rest antd sedation.
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. Age : Number of . Percentage
i {Years) : ; patisnts :

15 = 19 g 56 ! 28.1
26 - 24 ; 83 36.8
125 - 29 ? &3 19.1

0 - 34 | 29 5 12.8

'3 |
135 - 39 ; 10 5 4.4
40 - 44 § 4 f 1.7

' Jver 45 ’ 0 : 00

The distributionef the patients who had ebortiom according
to age wes stucies in 225 patients, The age renged between

15 -~ 44 years 61.,9% of all patients who had sbortion were

& wd

betueen 15 - 24 yeers, This reflects the sgs - populstion

cistribution of Tanpania (See Appendix 8).

Jable 2: Distribution of the 225 patients who had

abortion according te parity
Parity : Number ! Percentage
o) i 48 § 21.3 !
& : } N—
1 i 70 | 31.1
b : 5 £
: ¢ ‘ g W
2 § 30 i 13.3
o L
3 { 18 : 8.0
4 29 : i2.8
£
§ # i o
| 5 i3 9.7

10 4.4

&
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glinical types of sbtertiom sccording to the
diagnosis wmade &t the time of discharge frowm hospital of the
225 studied pestients is shown in the order of fregusncy in
the table asbove. Tue or more cisgnoses were splimes wade
8g. threstened sbortion which later becams incomplete. Only
the Pinal diasgriosis at the time of dischsrgs from hespital

w8s, however, recorded.
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married women constituted 71,1% of &ll patiente who had an
abortion in the study group. Out of 160 married women who had
abortion 23.0% hed threatened abortion; while the corressponding
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able shows that 40.4% of ths patients in the study

group didn't have » haemoglobin., ©OFf the 134 patients who

had a haemoglobln estimation, 51% had 2 hsemoglobin level
c

below 67% and were considered snaemic
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SCUSSION

The distribution and incidence of asbertion, sccorcing to
were studied in 2285 petients, the results are shown in
kbout 28% of the women were of zound zge {15 - 19 years)

imigravidee were eiso found te heve higher incicence of

ortioeh, (omparet to other gravicee. This could be due
to a higher incidence of chromosomal sbnermalitises of embroys
in wothers in the extreme age groups.
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An sttes it was made in this study, to inspect the abortuses

with the view of g&t@aiimg obvious anatomicsl sbnormaliti

&

No sbrnormality was not in the few asbortuses theat were I

inspected. Petisnts who ceme with incomplete sbortiens did

not bring slong with them the conceptuses which had been

prior to sdmission, It is evic

in order to

ides of the role played by chromesomal abnormalities,

the public should be dvucated about the importance of

preserving the conceptus for exemination on arrival in %ﬁﬁ?iﬁéio‘
Using a megnifying glass or the naket sye one cap obtain
invaluable imformation (Exalte, 1976).
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s has bsen stated serlier

iants who had & history of 2

or more previous mbortions, and who were admitted with
threatened abortion were subjected to ultrasonography in order
to detect the presance of & blighted ovum. Three cases of
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jhted evum wers tetectsd in the study group. - The
importance ef this finding lay im the menagement of the case,

in that bed rest wes not prescribed in these




ce has been blasmed for abortion

spo
in_sxtreme ends - of the reproductive periods (Javert, 1957).
It is tp be expected that such hormonal abnormslitises as may
be raesponsible for causing an abortion have their toll in
the sarliest stages of pregnancy, as they would originate
from luteal dysfunction, This is presumed to be the case
because the placents frum the sarly stages produces lamge
amounts of hormones compurecd to those from ths corpus luteum,
In this study 58% of patienis who had 2 or mors previous
abertion prior to missing tuo menstruzl periods éi.m. below
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induced abortion has been blamed (Luwanga, 1979) to be the
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incomplete abortion wers no
acerstions or tears, indicating a possible sttempt to
termination of pregnancy. All of the 5 patients were

were schoolgirls one was an unmar

nulliparae, 4 of

typist., Of the 225 psatients
ebcominal pain and pus discharge psr vaginum. fhese patients
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nduced abortion is 2 gleobal problem of epidemic proportions
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in maternal wmortality. In wmost countries undergeing rap
urbanisation and scme degres of .economie development; the

incidence of abortion is incressing.

Of the spentaneous sbortions no cause eit

gensrsl can be found in more then half the c&ses
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