OBSTRTRICS AND GYNAECOLOGY

CASE RZCHADS and COMMONTANIES:

PRNEST JONAS NASUYWA URASSA

}f. D.

DISSENTATION SULNITTEL FOR T™IE  DOLIBE NF MASTER

IF MEDICINE IN OBSTZIMICS ANL CQYNARCOLNGY.

UNIVERSITY O DAR TS SALAANM,

TANZANIA«



Irens

CONTENTS

1. Acknew‘ledgemnts oo ees sse s

2. Iatreductien soe eos see ss o

3. Obstetpic Cases

<01

oz

03

08

O

08

010

EePol Gestosess Imminent Eclampsia
Vacuum extractien with Incompletely
dilated Cer'vix eeeo ece eseo

Antepartum Hasmorrhage
Zxaminatien under Anaesthesia
Artificial Rapture of Membran®@s eeo

Areach Presentation
FPailed Bxternal Cephelic Version
As=isted Breech d@’.lVOry cee sse

Cephaiepelvic Dispropertion
Lower Segment Caesarean Sectien <.

Recurrent Abertien
Incompetent Cervix
Cervical Circllqt‘ eece oo eve

Iron deficlency Anaemia
Bloed Transfusion: Total Doge Imferon

Bad Cbstetric History
Inductien ef Labour .
Spontencus Vertex delivery cee oo

Rhesumatic Heart disease
Acute Plumonary COesdema
Agsisted Vaginal delivery at term

Retentiond of Placenta
Manual removal ese soe eve

Obstructed Labour
Raptured Uterus
Repalr of uterus and Sterilisstien

sce

PAGE

23

35

44

54

67

91

103

116

126



4, Cemmunity ebstetrics
Feod habits ameng Pregnant and Lactating
mothers in a mixed tribal pepulatien of
Meshi « rural Jam « Feb 1982 eeoe eoes

S. Long Obstetrics Commentary

Perinatal Mortality in Muhimbili ¥Medicel Centre

6. Gynecolegic Caszes

31 Trepheblastic Disease
Hydatid form mele

Spentencus abertiem: Digital Evacuation ...

G2 Incomplete abortion
Bvacuatien of Uterus
Bload Transfusien sew see eeo

L €3 Extra uterime Pregnancy °
Laparatemy for Raptured Tubal
Pregnancy: Autetransfusion PP

Gé Acute Pelvic Inflamatory disease
Antibistic treatment ase cee

g@! Carcinema of Cervie
Conbined External and Intracavitary
radicotherapy: Cemplete remision seeo

Gé . Retroverted Uteruss
Gilliams Operation ece ses beoe

G7 Uterine Fibreids: Severe Menorrhagia
Petal Abdeminal Hylto:tcbny soe

G8 Bartheolins Abscess: Incisien and
drainage - Marsupialisatien veo

GP BSenign Ovarian tumeur - Laparatomy
i Salpinge-ophorectomy sce ese

10 Vesico~vaginal fistula
Successful repair sos ces

7 Leng Gynecelegical Cemmentary
The rxole of Sexually transmitted Disease in
The causatien eof Pelvic Inflamatory disease

LA R

137 |

156

174
is2 -

189

188

211
221
250
249
24¢

28!

269



CACENOWLEDGEMENTS ¢

I am grateful to Professor Le.A.Re Mtimavalye
for his supervision criticimts and encouragement
during the preparation of this dissertetions
Y am indebted to Mrse Re S5e Kihampa for the very
tiring Secretarial services. I would Llile to
thank the liead of Department of (bstetrics and
Gynaecology and all members of 3taff for the day
to day. Dlermisgion and guidonce in the
management of their patients some of whom are

reported in this dissertation,



LNAROLUCTICNS

——

Pubimbili pedicel Gentre offers spesianlist
and comesultant medical cervieces te the wheole of
Tas caits It ds the largest of the three
consuliaont hospidtals and has suech facilities ag

RedioYepeny nad # Central Pathology Luborztodien

whic ¢ ot evailsnile in oiher hozpitals, The
T “Widor ssiv’ 1 unusrgraducsis and poste
e tr2iving 2ud Jirplonms aad Lertificate
sooa T IO | f Al AT ieul stuiiosge

! - - Y 2 oad3 -.Js L S g RS W R it - L2600 £} T ‘.
¥ -

s Jeutre offore olivicsl mervwicrs in

Sur iorys Jnetdatiries, intermwdi wmedicine oand
Phavetsdiue and Vivudecel vpy depnyinert congiots
Oz 2 TR PN S S A 48 2 b 9% § #® R o 33 i
abny { iy ! rraily baoer with LwWo
AT I LRl WY Js, Tid dnlensive crre labour sardfe

There ig also 3 porwsl 1< L(;LI‘ waid situated at
the foeron 300l hoepital wikere & ward Jor itoe
uneonpiicateoty prograsacics and delivaries is alsoo
avanilables Loe dntenzive cars lapour ward only
2bes oore of Digh risk prognancies either from

tha antenatal clinics or raiervcoed frum Ocevsn roud

Losuital oi* othey periphcral hospitaise



Obstetric Servicess

Consultant antenatal care and delivery of the
high risk pregnancies are done at the Muhimbili
Maternity unit while all normal deliveries are
done at the Ocean Road hospital and antenatal
care for low risk pregnancies is done at
peripheral clinicse There are, however, permanent
resident doctors and interns in attendance at the
Ocean Road hospital whose duty is to supervise
the deliveries and spot out any developing high
risk factor so that there is immediate action
in terms of either treatment or transfers to the
high risk labour ward. At the high risk labour
ward there is a comnsultant or specialist and a
resident on duty for twenty four hours per day

and an intern on duty on a twelve hour shifte

Antenataé Careg

Antenatal care is provided at the peripheral
clinics where it is conducted by midwives., The
main aims are selection of the high risk pregnancies
and their referral to the high risk antematal clinie,
supervision of uncomplicated pregnancies and give
advice on nutrition, prevention of malaria by
prophylaxis | administration of haematinics to

maintain adequate haemoglobin and health education,

PP &



liost of the patients who present at the high

risk elinic have been referred from peripheral

clinice dus to some high vrisk factor although a

few of thom attend this special clinic only

for sogcial roeasonse

Some of the indications for referral to the

high risk clinic includege

1) Past Ubstetrie lidstory of

a)
b
c)
d
e)

£)

Abdominal delivery
Vagival operative delivery
Complicated third stage of labour
Yorinatal death

Lei'slie gostosis

Gravida 8 and abowve

2) Present history of

“a

b)
e)
@)

e}

Age above 35 end Primigravida
{Clderiy Primigravida)

Age below 16 years (underage)
Short stature below 145cme
Spiney hipy or pelvic deformity
antepartum haewmorrhage

3 Maternal disease including

a)
)
¢l
d)
a)
)

iypertension

Henal disease
Cardio=pulmonsry disease
Annexia less than 8.5g/dl
Diabotes Mellitus

Tumours - ovarian or fibroids



4) Foetal conditious including

a) 1Twins or triplets

b} mMalpresentation

¢) Polyhydramnios

d) Intra-uterine Growth Retardation or

fetal deathe

The murses conducting the peripheral clinics are
at libesriy to refer patients whenever they fesl
necessary for any other reason including patient‘

woryry abouil dindnished fetal movementse

The procedures at the antenantal clinics
ineclude tho taking of history, examinsation and
soma laboratory investigations. The age, parity
and past obstetrie history of the patient is
recordedes Auny dedical history of Diabetes Mellitus,
Tuberculosis or cardiovascular disease is noteds
All past obsteiric cowplications are noted in

detaile

The putient is welghed in each visit, the
Blood pressure is recovdede Amy evidence of oedema
is noted and signs of anaemia are looked fore. lHex
general mutritional status is noted. At the high
risk glinic the chest and heart are examined and
the abdomen is palpated for any spleen or liver
enlargenante

.-000/5



In both ciindcs the fundal height, lie and
presentation of the foetus is noted and foetal
heart beats are recordede. The patient's urine
is emanined for sugar and proteine The bleod
group aml ihesus status is determined and
serum is sent to the laboratory for Veneral
piseaze Research Laboratory test for syphilise
The potients haemoglobin is determined monthlys
Ultrasound amxi rodicolegical services are
availeble for selecled coses onlye

Where sverything is normal the patient is
seon monthly till the 28th week of gestation
thercaftor fortnightly till 36th week and then
waekly to terme Three doses 6f tetanus tomoid
are given ot 20th weel  32nd amd 36th week of
gestations More frequent visits may be indicated
in specinl ceses such as mild 2PH gestosis,
caprdiac disossa Grade I {(New York Heart Uisease
Classification) oF previous bad obstetric historye
Iron andd folic acid and Malaria prophylexis are
given in each wisit for use at homee Plan for mode,
time and place of delivery is made during entenatal
gare and the patients are admitied if necessary for
treatment of any Pregnancy complicationse

..‘/6.



ANTENATAL, ADVESSIONS

Cases moeding admission are determined by
the high risk antenatal c¢clinile or are referred
for aduission from the peripheral clinic om an
emergency bBasise The bulk of the aduissions ‘consict
of anacula patients, who form more tham 50%e
Second to ancemda are patients with hypertension
in pregnaney who form about 25% and the rest will
include thuse with antepertum haemorrhage,
Premosiure labour, cardiac disease and the likee
Trectuent of the ansemia patients 1s individualised
depending on the liacwoglobin level, gestation of
pregaoney and condition of the petiente They may
receive blood transfusion and / or intravenous
total dose Imferon and oral folic acids A full
bleod piciure ineclwding red cell morphelogy is
sometinoe aecessary for diagnosis and rarely in
unresponding cases bone marrow, liver function
tests and lgpsl function tests may alse be

ecarriod outs
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JETRAPARIIM CARES

All patients are advised to deliver in
the hospital so that there is overcrowding of the
labour wards. The normal pregnencies deliver at
the Ocenn load Hospital while the high risk
pregnancies are delivered at the high risk
intensive labour warde The process of labour is
sometines observed graphically as described
by Philpotte The time of arrival to the hospitsl
is regarded as zero time and only the active
phase of labour is plottede The progress is
allowed 2 spead of cervical dilatation of
tem/houre

A line is drawn on the chart at the APPIO=
priate time and dilatation with a gradient of
iem/houre This is the alert line. Another line
is drawn & Louwrs to the right and parallel ' to the
alert line and this is called the action line.

The alert line is drawn 3 hours to the right of
the actual merk to allow for a slightly slower
dilatation ratee These lines act as guides in
timing the action to be taken such as
augumentation of labour with syntocinon,

caesaredn section and vaguum extraction.

...'./3'



Dasecent of the foetal head is plotted
on the partogram by assessing the number of
fifths of the head above the pelvie brime The
strenzth duration and frequency of coutraciions
are plotiod and yecordeds The state of fatal
wewbranes and colowr of liguor are alsoe recordeds
The foctal heart rate is recorded half hourly in
nornal eases and V& hourly in those women with
high wisk factorse

An attempt to maintain aseptic conditions
is mede Ly deily vashing the labour ward floor
with Eveol sod using sterile rubbesr gloves tw
vaginel excundnntion and deliverye Chlorhexidine
antigeptic croam 1% is used during vaginal
exapincfion ond deliveries; wmasks and gowns are

not worne

Agsistod Dreech deliveries, vocuum
extraction and forcops deliveries are done on
obetetric couches in the second stage roose
In this roviu & resuscitation trolly with
oxygen, gl bag, respirators, mucus extractors
leryngoscopes and endotiracheal tubes is
presents

4-000/90



Imduction of lcboury preparation of patients
for caesaroean section, trial of labour or scar
and any ciber patient needing emtraspecial
attention are conducted in room one by a
specially allocnted trajusd Nurse addwifoe

The delivery tray consists of sterile
gousme pleces, sterile rublber gloves, antiseptic
soluticng & pedir of scissors for episiotomy
and gutiing »f the cord, two pairs of long artery
foreeps vnd & ayringe and needle comtaining

Qs Smge arzomoeivrince

i thiwd stage of labour is managed
aglively with ergomotrine at the delivery of the
antorier swulder amd a contrelled cord triction
with the Lores uterine contraction after the
Zmd sloge of Llabowr except where contreindicated
ag in cardiog discuses
POSTHAAL ST ICESS

411 nowpal deliveries are discharged

after 24 howrse Thoir newborns receive DeCele

vacoination bofore discharges ALl compliicated
delivories are kept in hospital for & verying

pariod ol time depending on the problem,

sees/i0s



There are two postnatal wards, one for clean
hospital delivered patients and another for septic
and home delivered patientse All women with
complicated deliveries are given an appointment

to a postnatal clinic six weeks later wvhere

they are checked to see whether uterine
involution is complete, all wounds have hecaled

and that their health is back to noirmal.

GYNAECOLOGICAL, SERVICES:

The Gynamecological outpatient clinie
consist of patients referred from hospitals,
health centres and cliniecs around the town and
also from wvarious regions all over the country,

It is run by residents specialists and consultants
dailye. Patients requiring inpatient treatment are
admitted while others are seen by appointument
regularlyes Other patients are admitted directly
from other hospitals for specific treatment like
Radiotlherapy for carcimoma of cervix or for
emergency treatuent such as laparatomy for ectopic

pregnancye

eose flte
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The turn over of patients is very highe
The bulk of patients consist of patients with
incomplete abortions who are evacuated and
discharged after 2% hours. Evacuation of the
uterus of patients with incomplete abortion is
done in 2 side room modified into a minor
theatre and situated in one of the Gynaecological
wardse Those patiemts whose °°" V" %“fieed dilatation
and the septic cases are evacuated in the ordinary
operating thsatre. For the majority of patients
Pethidine 100mg. and valium 1i0mg intravenously

is used for analgesiae

There a2re four firms each operating in
the main theatre once a weeks Patients needing
ma jor or minor elective operations are therefore
oporated on one of these days. There is in
addition to the mormal clinics an infertility
elinic and a family pleamning e¢linic each once
a weeke These clinics are also run by consultants

and yresidents,

s /12



In the cases to be presented the procedure
«mmummmum«mm“y
unless otheruise stated in the case. They will
be described here once and reference will be
made to this description whenever NECeSSArye

VAGINAL EXAMY NATIONS

Examination during labour is dome after
the hands have been scrubbed thoroughly with soap,
water and @ boiled brushe Sterile rubber gloves
are worn om the right hand and the patient is
put on the dorsal pesition, kneesflexed thighs
abducted ;thorchy the perineum is exposed,

A sterile swab soaked in saviom 1120 is picked
with the right hand and handled to the left hand.
The swab is used to clean the left labia
anteroposteriorlye The procedurc is repeated
for the right lobia with a fresh swab, The
labiae are them held apart using the left hand's
index finger and thumbe A third swab is picked
and using the right hand the nitrcitus ig
cleaned anteropostesdorlye. 35till with the
12bise held apart the middle and index finger
of the right hand are dipped in chlorhexidine
ereom 14 and them introduced inte the vegima te

perform the examinatione

Pan
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SLINICAL PELVIMETRYs

Vorr pelvic assesswent the middle and index

finger of the right hand are passed inte the vagina

until the tip of the middle finger impinges on
the promontory or fails to do so. the forsfinver
of the other hand morks off the lower margin of
the subpuble ligauonte The distance bétween the
tip forofinger is measured and is the diagonal
conjugate of the inlete The pelvic cavity is
agsessed by polpating the depth of the sacral
concavity and the prominence of the ischinal
spiness The ischial sy:lni: are palpoted and the
sidewalls infromt of the spinmes ore felte Any
tendency to convergence of the sidewalls is

Boted fnd the bispinous distance is estimated,
The outleil is then measured by estimoting the
subpubic arch which is usually about 85%°, The
intertuberous distance is meamuared by placing

the four ““U1S5gp the first of the right hand
in the intariuberous spacee The number of knucicies
accomodated is noted and the distance is weasured
on thelmickless I¢ is usually about 10cme

cees /1l
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The poslerclateral episiotomy is used in
21l casose ‘or ansesthesia loeal infiltrationm of
the ares of episiotomy with 1% lignocaine is
used Dule of the lignocaine are drawn into a
syringe osud the skin of the perineus extending
from the posterior commissure to a distance of
en postarelioterally is infiltratede Then the
subcutonous Sdssue aud muscles are infiltrated
and Linaliy the vaginal epithelium in the same
line is indiltratods In toto 10 milliditres are
uaadte In 8ll cuses before infiltration aspiration
is afloupted to exclude entry of the needle inteo
2 blood vessole

The epistotomy is performed when the
presentirg port is heginnding to bulge the
perincsums eyots pair of scissors is usede The
left hand wenring sterile rubber glove is passed
inte the wvagina with dorsum of the hend facing
the presenting part to guard it and the paluer
surface facing the perinouwns The middle and
index Tinvers are held apart to keep the
ansesthiefised area of the perineum in bhetweele

oo .:oidf 15



One blede of the pudir of scissors is pnssed in
betwesn those fingers and the other stays outside.
In this way an incision is made posterolaterally
starting at the posterior comissure to a distance
of Seme

Whare 2 pudendal merve blogk is used for
anagusthesin befere spisiotomy such as in breech
delivery ond yaeuus extractiona, the transvagionl
route 1g useds & lomg lwsber puncture nwedle is
used acd the gyriasge is fililed with lignocaine
ag deteiled abovee The left hund is passed into
the vagine and sfler identifving the ischial
spine the neodle is advanced along the hand in
tmwginavrhaMMtwaﬁwm
ischial spineciOml of lignocaine are injecited to
blogk thw pudendal merve before it enters
the Alenchks capales The procedure is repeated
for thoe opposite sides

PAIR OF EPISY H

maring vepoir of ihe episiotomy the
pationt fa puf om lithotomy posiiion on &
delivary bad,

i‘;-ou 0e/16,.



Repadyr is dome immediately after the third stiage
of labour which allows the same andesthesia used
for woaking episiotomy to bo used for its repaire
The full extont of the wound is explored and
repaiy iz domne in three layerse. First a continuous
stitch of 2/0 chromic catgut is used for the
vaginael epithelium starting with the apex in the
vagine worliing outwards. Then interrupted catgut
sutures number e Chsromic are used for the muscle
layer approximations The skin is repaired with
interrupted Suwiber O chromic catgut sutures. &

sterile voginal pad is applied to the valvae

SADUETURISHTION OF THE BLADDER:

Catheterisation is dome in both obstetrical
awl Synoegolagical patients. In obstetries it is
done when the patient cannot pass urine, coomonly
in the late first or second stage of laboure
During this time the presenting head may be
comprnasine the wethira and the full bladuder
rises up into the abhdomens & full bladder discoue
rages ulorine contractions. Alsc in the third
stage &f labour & full bladder mway inhibit uterine
contraction and predispose the patient to postpartum
hoemori iy ce

F oy
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Cathoterisation in ubstetrics is also dome
prior to aporative deliveries such as cunesarean
soctione

in Yynnecology cotheterisation is done
prior to sll polwviec end abderdiual cperstionse The
procedure is dome in the operating thestre prior

to the relsvent operations

ﬂmﬁ Dm;g [ 3
The hends are scrubbed with soap water
and boliled brush and sterile rubbsxr glove's

[Xre Wollls

The patient is put on the dorsel position
with kuess well flexed and thighs abducted thereby
exposing the perinoume The wulva is cleaned with
savion 1:20 ag described for vaginsl examinationes
With the labiae held wide apart with the index
fingey ond thusd of the left hand the external
urethre is cleaned with sterile swab soaked in
savione The cleaning is done antereposteriorlye
Tha sterile estheter of suitabls size is dipped
in chlorhexidine 1% and introduced thrcugh the
uratira ¢o the bladders Urime is drained into
a kidnny dishe Gentle suprapubic pressure is
applied to wake swre the bladder is empty.s
For patients going for abdeominal operation the
catheter is loft in situ till after operation
otherwise it is removed immediatelye



mw«’ TIVE PgtEPAR&IION;
() Preparstiom in the Nard:

The patient is examined and declared fit

for ansesthesis and surgerye The pulse, temperature

amud blood pressure are chockeds The heart and
lungs are examined to exclule any patholegye
The hasmoglobin is determined and the urine is
examined for both suger aml proteine Depending
on the type ol operation which is te be done
and the physicel exnudnsiion findings, ‘'pecial
investigotions may be done like Serum creatinine
and blood vrea Lo assess rendl function,
intravepovs pyelogrophy %o chart the course of
the ureters or chost x-rey to excliude cardiag
enlargouente The pationt is starved frem 10p.me

in he previous nights

The potients going for abdominel operation
have theiy lover abdomen and pubie area shaved
and waghoed with soap and watere It is then draped
with storile towels. An enens is sometimes given
on the ovening and morning prior to operation

whenever indiceteds

cossel1de
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(1) Preparation in Theatres

The surgeon scrubs with soap and sterile
brush and wears sterile gowns and rubber gloves.
Magks and ¢s8ps are worne The patient is placed
in the appropriate position and the area of the
operation is cleaneds For the abdomen Chlorhexidine
0.5% in 70% aleohol is useds The abdowen is cleaned
with gwabs soaked in the solution first starting
with the &xed of operation and them out wardly
to cover the whole abdomene This is repeated
twices For wvaginal operations savlien 1320 is used
to clean ithe perineum and vagine.

Opening and Clssing the sbdomeni

A wmidlire subumbilical incision is usede
The incision is made towards the svmphisis pubis
from aboui Ze5cm below the umbilicuse. Preliminary
seratehing of the skin transversely is done and
four seratches are made to help with the subseguent
approxivation of the skia during elosings The
wound iz deeprcned gently until the rectus sheath
is visvaligseds Bleeding vessels are picked up with
swill ecurved artery forceps and tied with plaim
catgut Nueber O« A small incision iem long is
made on the rectus sheath using a scalpel and

then the incision is extended using Mayo's scissors,

eesee /@.o



One blade of the scissers is introduced between
the fascinl tissues and peritoneum and the
incision is then extended first upwards then
downwardse

The peritoneum is then hicktd up around
the middlie of the incision using long straight
artery forcepse. The assistant picks up the
peritoneum at the same level but icm away.
The surgeon then removes his forceps and reapplies
ite This emables omentum and/or Lnwel to drop
away from the peritoneum in case either was

included in the original “bite",

The peritomeum is néw opened carefully
after palpating to make sure that no intree
sbhdominal structure is neare After it is opened
by a small incision air entry causes the bowels
to £all beagk into the peritoneal cavitys. The
fingers of the left hand are introduced into
the ahdomen with the palmar surface upper mosts
The fingers press the abdominal wall upwards
away from the intestines.Mayo's scissors are then
introduced and the peritoneum divided upwards
along the length of the incision making sure

the surgeon sces what he is cuttinge.

vee/2iee



In prolonging the incision dowmwards great

care is taken mot to injure the hladdeyr which
is recognised by the imcreasing vadcularity and
also by the urachus which define: the apex or
by the disappearance of the peritoneal

he abdomen is closed after all swabs
have been counted and checked aganinst the
original mmbers The peritoneum is picked up
with straight long forceps one of which is applied
to each end of the imcision end on each lateral

side of the peritoneum.

It is then closed with continuous Ne ©
chromic gatgut ou a round - bodied needles The
sutures are introduced by picking the inner
surfaces ¢7 the peritoneum to produce eversion
of the peritoneume This leaves a smooth surface
of peritonsum facing the bowels and other viscera

and ninimises adbesionse

oses il @
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The anterior sheath of the rectus is now sutured
using iuterrupted No I chromic cetgut placed

lem aparte in obese vwomen the subcutensus tissue
is approximated with No O plaim eatgut. Interrupted
stitchos are usede The skin is approximated with
silk musber 2/0 on a straight needle. Interrupted
stitches are used and are tied just  ight enough
to ensure aposition of the wound edgese. Those

skin sillk stitches are removed on the Seventh

postoperative day unjess otherwise indicated,

#on
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E. P, Hl, GESTOSIS
IMMINENT ECLAMPSIA G
VACUUM BXTRACTION WITH INCOMPL

DILATED CERVIX 1@

Name: Mrse Le Jo¢ Age: 20 Years Para O,
Date of Admission: 16.7.81
Date of Delivery : 1047.,81
pate of Dischargel 18.7.81

Mrse Le Jeo was admitted to Muhimbili Hospital
because of labour pains and mild hypertensione She
had no proteimuria or oedema, She was on normal
lahour record observations when during the late first
stage she developed proteinuria, the Blood Pressure
rose and she had nausea and visual disturbancese
Vaginal examination revealed a cervix fcm dilated and
the head that was only 2/5 above the brime She was
imrediately delivered by vacuum extractiomne
Pubsequent to delivery her blocd pressure subsided
and the proteinuria disappeared within 24 Lourse

She was discharged in 48 hourse

f
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Antenatal and Oresent Obstetrie Histogx!

She booked at a peripheral dispensary at 28
weeks gestation where she paid four visitse Her last
normal menstrual period started on 1410480 and since
she had a regular 28 dayes cycle with bleeding which
lasted 5 days her sxpected date of delivery was
21/7/81. She had no antenatal history of vaginal
bleeding or dischargee She had no urinary or

cardiovascular complains, She wag a primigreavida,

Exauination at the Peripheral Clinic

She wag examinred at the periphersi clinic where
she was found not te be pale, jaundiced and had noankle
oedema, Her blood pressure was 110/7C mm wercury im
all four visitSand her haemoglobin was 1ie7g/dle Her
urine contained neither sugar nor albumin and urine
culture revealed no orgenismse She weighpd GLkge
at 28 weeks gestation and by 36 weeks she weighed

66kg.o

She was admitted with labour pains at Ocean Roead
Hospital vhere her blood pressure wes found to be
150/90mm mercury and so she was referred to the

Muhimhili High risk labour ward for delivery,

Fergy
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Admission at Muhimbili on 16e7e81 = 1000

She was seen at Jubhimbili labouy wagd where

hey gositation was noted to be JY weelkas o

obstetric history was as noted abovee

Gynaecological history:

Si:e had mencrche at 15 years folloved by
regulur menstrual cycles every &8 dayvs Lusding
five dayse There was mo history of vagirnl discharge
or acute lower abdominal pain o There wWis up

history of taking countraceptivess

gggicnl and Surgical fiistorys

There was nothing aebnormale

social and family Historyt

She neither smoked nor dranl &lLeohtlie
She was housewife married to a peasants

nxandnetion at Muhimbilie

The pationts condition was gootle Sha waz not
pale but had moderate labour painse iy hwedsht was
150c and she weighed 67kge She hac & pulse rate
of {o/mimte of normal volume and Fegulire
ler blood pressure was confirmed to be 130/90mun
mercurye The femoral pulses were felt and were

SYyneronousSe
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sbdominael Examinationt

The abdomen wa uniformly elargede There
were no éreas of tendernesse The liver and spleen
were not palpable and the kidney areas werg normale
The fundal height was 38 weeks of gestation, the
presentation was cephalic and foetal hearis were

heard with a regulax rate of 1h4/minutee

Vﬂginal Examination:

A vaginal examination was done as detuiied in
the introduction. The head was 2/5 above thio briw
and the cervix was 5cm dilated, fully eifaced and
softe The membranes were raptured and no mecorniuwm
was seeng there was no cord prolapse and the i.cad
was in the left occiput anterior positione Therc

was no caput or mouldinge

Labour Progresss

The patients blood pressure and pulse was
recorded ¥ hourly. The foetal heart rate nund ctorine
contractions were okserved ¥ heurlye, The contractions
were strong occuring every 3 minates sad lasting 43

secondse The patient was given diazepaw “0mg

intramuscularly becanse of the Blood pressurae

o...i:?
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Three hours latex the patient complained of severe
frontal headache, dizziness, nausea and visual
dipturbances. Her Blood Pressure rose to 160/ 100mn
movcury and her urine showed preoteinuric + +e s0¢ looked

pufive

A diegnosis of lmminert eclampsia wes nade sie woe
given &u intravencus dose of diazepawm 20wE AN zhe ug oo T
varinellye The cervix was only 8em dilated well applied
to the head which was 1/5 above the brime A docision

to doliver her by vacuum extraction wes madoe
Pelivery:

The petient was tramsfered to the delivery bed amd
placed on lithotomy positione The eccoucheunr scrubbed and
wore sterile rubbes gloves, govwn and & maske The
perinecun weas cicuned with salven 1:20 oand dreped with
sterile towelse The bladder wes catheterired as explained
in tho introducticne A pudendal nerve bloek was done
using 1% lignocaines 5ml of lignecaine vwere infilterated
or cnch side as detailed in the introduction, 4 left

sustorelateral episiotony was donees

cssese /28



VYaguum Bxtractions

The rubber tubes and cups of the Malmstromg
vacuum extractor had been sterilised. They were fitted
ant checked, No leakage was detectond. Cup number
5 wag fitted and applied to the babies head as
clese to the oceciput as possible and jplaoaty o7
Hibitane cream was used to smear to the cup and

in the vaginae The cervix and vagina were checked

to noke sure they were not included in the cupe

» negative pressure was created in the systewm
usiny wanual pump and Ge2kg. 'sqecm was created
every two minutes until Oe7kg/sgyecm was reacheds
& chieck for maternal tissue inclusion was madg
againe Tragtion was applied during uteriue
convractions but the mother was not encouraged
to push because she was drowsy due to diazepom
apd fox fear of precipitating eclampsia,

Traction was applied in the axis of the pe’vie vl o
than upwards as the head engaged and crowﬁed.

Three tractions were necessarye. The pressure

was released as the baby's head came oute

The cup was removed and delivery completad

uorimallye ‘The process took 12 minutese
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The ﬁhird stage was completely normale It
was accomplished without ergometrine for fear of
aggravating the hypertensione The episiotomy was
repaired using chromic catgut number 0, There were
no cervical or vaginal tearse, The baby weighed
2e8kce Was male and was born with apgor score 10

at 1 minmte.

Puepoerun ond follow up:

The Blood pressure post delivery was 150/90uzan
mercury and the nulse rate was 80/minutce The urine
gtill contained protein 4+, She was put on close
observation of pulse rate, Blood proessure and
for ony convulsions. The headache subsidel and
she did not develope any convulsionse Her blood
pressure two hours later was 140/90 mm mercury and
her urine contained only trace proteine Her urine
output six hours later was 450ule and contained
no proteing, She was drowsly and the dose of
valium was reduced to 10mge sSix hourly orallve
12 hours post operative her blood pressure was
120780 mur mecury the urine contained no protein
and urinary output was 1000mle. ler pulse wasg

7€/mimmte and she had no proteiruria,

..../30.
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ihe sadation was stopped but we contimed
Blood pressure and pulse monitoring for 4Bhourse
Thn Llsod! pressure stabilised at 120/70mm mercupy
and the urine contained no proteine She wasg

oot ceed with an avpointument to the postnatal

¢liric 2 weeks laters

e wags seen in the postnatal clinic after
Lwe Weakse Her blood pressure was 120/ 70uan meveury
ald Ger wine contoined no proteine She was
lagtuiing norzallys ler baby was well and had
e $out or hoematoma on the heade She was Seon
agadin at the postnatal clinic 8ix wesks 1oter
for cocch up and family plasning advices sie
suoseguently had an intrauterine contracentive

device inscikteds

Cormentas
R T ]

the aims of treatment of B.P.He gestoses arg
¢2 ndndndise bazards to both the mother and the
Tootus until such time a3 thoe fvetus stonds a
bovter chance of survivel outside the utsrus

than 4ine

00-00331.
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The onset of symptoms which inciude headache and
photophoebiay, epigastric pain nausea and vomiting
is ominous and il negiected eclampsia and coma
may supervene (1) Early ana efilective treatment
iz imperative when the above symptoms of imminent
eclampsia occur because the Wellbeing of the
mothesr hHecowes ths dominant factore (1) In this
who was at term and in labour salvage
of both the mother and the foetus was possible
through delivery by tas rost coavenient methode
Vaginzal delivary, as in this case, in the absence
of aui clear gut chstotric contra-indications is
recommiended for the termination of pregnancy in
Bevere B.P.H. Gestosis (2) altheugh others (3)
advocate prompt terminstion of pregnoncy by the

most expeditiovus means irn the stable patient

rather than risk <®mnitinswswspharmacological
insuld to both tue patient and fostuse

In This case assisted vaginal delivery was
praeferred because of the almost fully dilated
cervix and engaged theado Prepagation for any

other mode of delivery would have taken much

longer timee
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inergetic management of severe M.l
geslosis is said to reduce the incidence of
cclampsia {(4) and eclampsia can be anticipated
aud prevented (5)e In this case Diazepan was
used to sedate the patient heavily and prevent
convulsions, Diavepam has a wide safaty marzin
is & sadative and anticonvalsant. (1) It acts
by depressing the medullary centrese (4) Large
doses of diazepam have bean shovwn to aidect the
nevwhorn adversoely ({}. “here the blood nressure
contimes to risge the roduction of the hypertension
sy be cchioved by llydraliazine which acts rapidiy
prodiciably and hag A wide safoty mercin (A)e
It increases eordice ouvipet and renal ~na corebral
hlood flow &nd decreases blood pressure by
decredeing peripheral resistauce. Diswzoxide may
alzo boe used affeciively but « dose higher than
G00ug way dinduce hyperglycemia in the nevborn
{h)e In this patient the blood pressure grodually
uernliged a2nd there were no recosons for

antibhypertersivese
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In & deeply sedated patient with incompletely
dilated cervix, the vacuum extractor is the best
aid to hasten vaginal delivery. It has been said
to have an advantage over the forceps and several
workers (8) (9) have used it in the incompletely
dilated cervix with overwaelming succcsses. But
others have reportad some troubles from vacuum
rangsing from failure due to unsuspected
disproportion to intracranial injury and deathe
Notwithstierding this it is the writers opiniou
that vacuuwn extraction can be life saving when
the cervix is more than ('»cm‘dilsatod and the head
is engegeds This cuse is a vivid examples
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ANTEPARTUM HAERMORIUIAGES
WAL

EXAMINATION UNDER _ANARS

IESTAS

ARTIFICYAL RAPTURE OF MENOIANES

Name! lMrse Me Je Age 26
Addresss Kariakoo

bate of Admissiony 13/6/81
Date of belivery:s 13/¢/814

Bate of Mischergey 16/6/8%
SUMMARY

Mrs, M, Jo was adnitted to tubimbili labour
ward from Ocean Road hospital hecouse zhe developed
vaginal bleeding wiile in labours @i hod hHooked
at a peripheral clinde whore szhe nitended all the
timee She paid seven visits to tho alinic and
there were no problems notede [iny hacrwglobin
was 13g/dl snd the blood presswre ronoined 110/60gm
mercury ail tho iimee She did mot develop

protedimuriae

She wag adudtted in labour at 30 weeks gestation
at Gcean ‘“oad Hnspitale She was fousmd to heve vaginal
bleeding and was referred te Muhimbili high risk
labour warde She had no abdominal paine The foetal
heart rate was normal and foetal nurts were felte

No vaginal examination was donce

LE R ] fjé



An examination under anaesthesia was done, The
Servix was 3em dilated and the head was 4/35 above
the brime. The membranes were bulzings NHrtificial
rapture of Yembrane was done. The Plocente was
found to be located Zem above the internal os
anteriorly. She delivered a 2e.fkge male baby

8ix hours later with a five mirute apgar score
6f 10e There was no post partum hapmorrhasee
Antennta) Care and Present thstetrie Fistory!

The potiont booked at 20 weeks cestotion and
paid seven visits to the clinice !lor haomoglobin
wag i3g/dl and the blood pressurc was 110/60mm
mercurys She Lad no couplicutiens smwted during
her visitse She did not heve history of bleediug
during this pregnancye She was buoked to deliver
at the Ccoan Road Hospital Because she did not
have a rigk factore Her last wornal menstrual
period started on 20/9/80 and her szpected date

of delivery was 27/0/814

Past Ubstotric Mistorys

Ske was para one, & 1978 normal pregnaney
and spontenous vertex deliverye There wes no

antepartum or postpartum haemorrhases

ceese37



Gynaecological lHistorys

She had menarche at 14 years old and it was
followed by regular menstrual periods every 28
days with normal bleeding lasting 3 - 4 dayse
There was no intermenstrual bleeding and no
history of vaginal dischargee She had not used
contraceptivess

Past Medical and Surgical History:

Thnere wasg nothing significant,

Femily and Social Historys

She was married to a factory supervisore
She did not smoke cgarettes or drink alcohole

Examination on Admissions

Her general condition was fair, She was pale
but nrot dyspnoeice She had no perinheral oedem2z,
Her blood pressure wag 90/60mm mercury and had
a pulse rate of 100/minute pocr volume but
regular, She had cold extremities. 5he was afebrilee.

Cardiovasculsr and Respiratory Systemss

The Cardiac socunds and size were normale
There were no murmurse The lungs werec normale

Abdominal Examination:

The abdomen was uniformly enlargeds
Superficial palpation revealed no tenderness.
The spleen and liver were not palpable. The

renal angles were not tender,

a0



the fundal height was 38 weeks of gostation.

The foetus was palpated. It was lounsitudinul lie
and Cephalic presentations Thors wes 4/9 of the
head above tho pelvice brim the footlal hoart rate
was 144/minute regulare. She was having strong
uterine contraction every five wminutes and
laesting thirty secondse

txamination under Ansesthasios

The patients blood was groupsd and croesmatched
four units and an intravenous drin i 5 Lexkrose
was set up and ran fast to meintodn Llocd pressurees
She was prepared for both abdominal 2 perineal
operaiion as detailea in the introuuctions She
was sent to the theatre on a stretchor in the left
lateral positione The suigoon scrubboed with soap
Al water and wore sterile gown, Jioves and moske
“n assiscant anu an instrument mrso scrubbed
and dressed in 2 sindlar mapner faady Lor operatione
Instruments for both examination under snsesthesia
and “aesarean section were put reaqy ou two
separate travse
Anassthesias

The patient wag induced with ‘etemine
annestiesia and intubated with cuiled endaixacheal
tubee She was waintained on Nitrous oxice/oxyzen

50150 mixtures The s2neesthesic wis snocthe
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The perineum &and abdomen were prepared asg
for perineal and ahdominal operations respectively
and drapped with sterile gowns (gge introduction
for detailse.) The bladder was cathioterised as
detailed in the introductione

A voginal exemination was gently donce The one
hand in the vagina palpated all the forrnices while
the outside hand pressed the foetal head into the
brim to look for any intervenming thickness in the
lower segment between the iingers in the vagina
and the heade » suspicious thickness was elt on
the anterior fornixe The index finger was then
advancad ihrough the os which was found %o be
3em dilnted and membranes bulginge The membranes
Were then raptured by advancing & Lorchers forceps
through the vegina along the index finger to the
membrinees The membranss were then piuched with
the forceps and raptureds Mo mosouiws Was seane
The index fingsr was advsaced throush the cervix
to palpate the Jover segmente 4 soft mass was
felt on the anterior part of the lower segunent
about 2cm above the internal ose, This was Judged to
be the placenta. Some bleeding was cozing from
this area,. A diagnosis of 1st degree J’lacenta
previa was made and labour was aliowed to

coentinues

.--ﬂ.unlm/-



She was returned to the labowr ward and was on close
observation of bleedinge fulse and blood preasure. She
received two units of Blood Group O Rh positivee

Delivery and Discharge {(see introduction)e.

she delivered a 24dkilogram wnale baby with a
one winuie &pgir scorc of 10, he sccond stege of labour
lasted 3¢ minutese The third stuje vas mencgeed
actively with crpometrine intravencusly at the delivery
of the suterior shoulder ard the plaeenic was deliveregd
by contrelled cord traction aftcr the first corntraction
was felt postucliverye, It lastcd 15 rimutese There was
no postpartum heemorrhngees she wos discliurge after
48 hours with & huoemoglobin oi 12¢/¢l c¢nd on oral
iron and folic acide vhe got nutrition cdvice and an
appointment for the postrutal ciimic six vveaks lLater,
She w&s seen in the postnatal clinic in goed health
and was given family plinning ndvices l.or hemoglobin
was 13e%g,/cdle
COIMMENTS §

Antepartum haemorrhage is an obhstetric emergency
which either ithe umother or the baby or both may have
their life threateneds The blesdins which oceurs
after 234 weecks of gestatiown nay ba causad Yy
separation of a piracenta situated in tho lower uterine
segment (placenta Frovia) or one situated in the upper

segment s is normal (abruptis Placenta),
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It may occasionally be of foetal origin as in
vasaprevia or it may come from other sites like

the cervix or vagina,

Though there are typical descriptions of the
major causes of antepartum haemorrhage it is
eften difficult to categorise & case as sither
placenta “rovia or abruptio wvlacenta (1) (2).
Definitive diocgnosis depends on vagzinal
exémination which, for fear of provoling 2 massive
bleeding, must be done under ewiesthosia in thuatre
with everybody and everything ready for caesarean
sections This case being at term in labour was
handled as suche There was mo indication to try
any other methods of diagnosis as these would
take longer time and the patient could lose more
Bloode

Other methods of localising the plocentea
inelude softe-tissuc raaiography, isotopiec
scanming and retrograde fermoral) arteriography.
They all invelve using radiation whose effect on
the beby are undesirables Ultrasound plicenta
localigntion may be tried from early pregnancy,
iz safe to both foetus and mother snd is 2eccurate
(2), but the facilities are not vet universally

availables
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When the patient presents with antepartum
haemorrhage prior to 37th week of gestation the
management is expectant unless the 1life of the
mother or the Toetus is threatencde It hasg
bean shown that expectant management of
placenta previa wag justifiable axnd lad to a
reduced preartura delivery (3) (1}e It s
hovever asraeed ‘5) that if the orizinal
haamorrhage is severe or the gestation i3 around
term or if therae is recurrent bleeding (1).
temporizing is daagerous and dalivery should be
proceeded forthwithe. “ssessient of foctal lung
maturity may be done rapidly using Uihe shake
test (L) aund delivery effecteds

The purpose of examination under anszsthosia
is firvst to meke diagnosls where onre 1s not malle
yet and secondly to decids on the mods of
delivery., 4f one finds a gentral placenia previa
vaginal delivery is clearly mnot possible but if
one finds a tvpe one placenta previa situated
anteriorly with a ripe dilated cervix then
vaginal deiivery is possible, his was the cuase
here and delivery wos effected, unaie bleeding
becomes profuse and life-thiealtoning, caesarean
section without an examination under ansesthsesia
is advocated ‘1), Close monitoring of these

patients is therefore very importante
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BREECH PRESENTATION:

FAXLED EXTERNAL CEPHALIC VERSION ASSISTED

BREECH DELIVERY:

Mrse Po I. Age: 28 years AN/No. 38810/81
Address: - Kariakoo

pate of Admission 8.7.81

pDate of Delivery 8.7.81

Date of Discharge 10,781

SUMMARY 3

Mrs., Po I. was booked to deliver at Muhimbili
Medical Centre because she had been diagnosed as
having a breech presentation during the antenatal
periods An external cephalic version had been
attempted at 34 weeks but had failed. She was

oolked

therefore?“3 to deliver at the high risk unit

at Muhimbili Medical Centres

She was admitted at term in late first stage
of labour. She had assisted breech delivery of a

2.6kge male baby with Apgar score 10 at one minutes

P
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Antenatal and Present Obstetric Historys

The patient booked at 30 weeks in Amtulabai
Clinice Her last normal menstrual period started
on 30610.80., She had a 28 days cycle with bleee
ding which lasted %4 days so her expected date
of delivery was 10.7¢81e She did not remember
when she first felt foetal movementse There was
no history of bleeding or vaginal discharge
duping pregnancy. She made three visits at the
peripheral c¢linic where no abnormality was noted
excopt in the last visit when she was noted
to have a breech presentations sho wag therefore

referred to the Muhimbili High risk clinice

She made four visits at the Muhimbili high
risk clinice In the first visit at 34 weeks an
external cephalic version was attempted but
failed due to difficulties in disimpacting the
breech which was engaged in the pelvise. She was
therefore booked to be delivered as a breech at
terme At 34 weeks gestation a pelvic examination
was done a&s detailed in the introduction. The
clinical pelvic assessment indicated that the bapy
ecould pass through the pelvis without difficulties
of disproportion. The baby was estimated at 2.5kg
and she was instructed to come for admission at

the start of labour painse

esses/lily
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al a F History:

She was marriede She did not smoke or drink
aleohole Her hushand was a clerke

m;:; wmtiog on aduissions

The patient was admitted at 40 weeks gestation
in zood conditione She was not pale had no vedema
and was afebrilee. She was not dehydrated and looked
well nourishede Her blood Pressure was 100/70gm
mercury and the pulse was 80/minute regular of
good volumee The cardiovasculay and respiratory
systoms wero normale The breasts were normal with

woll developed nipplese.

. h

Abdominn) Exsminations

The abdomen was uniformly enliarged. With
marized linea nigrae. There was no area of tondernosse

The spleen and liver were not palpable.

The fundus was estimated to be 38 weeks, the
lie wvag longitudinal and the lower pole was deep
in the pelvis¢ 4 hard pole was palpated at the
fundus close to the midline but more to the right
and this was suspected to be the Leade The foetal
heart was heard at the right side above, the
umbilicuse It was 140/mimute regular. The baby wasg
estimated to be moderate size between 2.5 = 3kge

sessel’



Vaginal Bxamination

A vaginal examination was dome as detailed
in the introduction. The vulva and vaging were
normal. There was liquor amni oozing from the
introitus. No meconium was noted. The cervix wes
7em dilated. It was thin soft and well applied
to the presenting breech, The breech was presenting
with a left sacral anterior position. It was &
complete brcech.bNo cord was palpated. A diagnosis
of breacch presentation was confirmed and labour
wasg allowed to continue., She waas put on a delivery
bed and 2sked to lie on her left side. She was to

be excmined again in three hours time.
Deliverys (See introduction for details)

Three hours later the patient was found to
be ready for deliverye. The cervix could not be
palpated and the breech was distending the
perineums. The accoucher scrubbed with brush and
goap and wore rubber gloves. No gowns or masks
were worne The patient was put om a full dorsal
pogition and the perineum was cleaned with salvone
Sterile gowns were used to cover the patient.
Plenty of antiseptic cream, Chlorhexidine 1% was
used to the gloved hand and vagina while delie
very was conductede. An episiotomy was done asg

detailed in the introductione

ool
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The breesch delivered spontenously %o thoe
umbilicus. At this stage a leoop of cord way
mulled cute IHolding the pelvis and femmu
traction was exerted gentlye. When the shoulder
blades wers seen the arms were ready for deliverye
The accoucheurs right hand was passed inta the
vagina and sweeping across the chest of tha foectus
hooked out tha right arm of the babys Tho bhaby
was then cotatad through 180° and the posterior
underiivered arm became anterier, It was thon

deiivered similarliye

Aftes the arms had been delivorecd tuc baly
was lefi to hang {rom the pelvis for one miunulee

Tt descended and the hair line was cocus 1HOW

paticnt's left licyg the babys legs were grasped

by the right hand and with a firw ouiward force
LS

the e¢hilid wus dir‘awn over the maiterunl pubise

The rcetal hesad was delivered by a movemcnt of

flexion as desciibed by Burnse

ooocui’”



The perineum was supported by the left hand and

ag the mnose and mouth became frae the assistant
started suctione. The head was delivered slowlys
The second stage lasted 45 minutese A baby of
apgar 10 at 1 minute was deliverad with weight
2,6kge The third stage was managed actively

using intravenous ergometrine 0.25mg given after
the birih of the head. The 2pisiotony was repaired
as detailed in the introduction. The third stage

lasted 10 minutese

Sha was in hospital for 48 hours after which
she was discharged in good condition. She was
seen a2 week later when her episiotomy was foumnd
to be healeds, She was given an appointment tc
the postnatal clinic six weeks leter for general

review and family planning advicee

COMIURMTE ¢

ilie delivery of a breech presentation pessents
special mortality problemse P Tompkins (i} states
that there is an dntrisic mortality of Breech
Gelivery of 2.7% when all maternal aud footal

complications are excludeds
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This wisk is 2 «  times that of a vertex deliiverye
In our envivonment whers focilitics for nscuaoal
resugeitation are far frow optimal the wmortvalivy
end merbidity smust be highe About i0¥ of ail
«tillehirtihs are born bv breecn delivery (Z}e. Thig
compared to @ rate of A4,9% breech deolivery for all
dgelivery represants a high incidence which must Lo

sontributing to cur increased Perinatal mortality,

There is strong evidence to aupport the conteantion

o

that all breech deiivery at toerm should be by
cacanrean section. Joseph Vo Collinme (2) ot al iu @
prosnective study on the manégement or 208 Brasch
doliveries wos only &ble to deliver 2508% by vaginal
deliverye In fact only 60 of 332 allosnted fox
vaginal delivary could be delivered so, e howaver
naintained that caesarean section his 2 moriality and

morbidity and sbould be raserved for onl those
y Y

vho necd it as the only posszible methode

ttevart Tayicr (4) in his comrentz about tho sone
gtudy says thei since oven after w-ray loivimotevy and
coreful Jipariatal cephelometry thoe intriunsic focter
¢l Urecech delivery is not lowered, Crosorcean scctior is

iihe method of choice for all Breech ¢alivericese

.Sg

Sene;



Hle notes the meény complications associated witis O

nnd wonders whether there is a
sloce for vaginal delavery in breech nresentatiocinse
It is e vriters opinion that Caesarean

section is 2 mojor opersticon with anacsihet

3

' uperitive risks which shovid mol be subjected
bo vy paticent who could do without ite Iin oux

and associrted

‘j\
1]
[¢]
<l
(%8
2
-
153

savironnent yhele caesSarean

Ly sre the secound m: jur ctuse of wpternal
aortality (5) and wlhere we camot he suve of

reumevences vhick vill surround the noext

sonmepcy ang delivery, caegarcafn section ig wot
& lisht wndertakilge The write is #lso aware

<

tyat thie best methed to deliver the

head of @« breach presgenlation iy by
delivery. These were not employed due to lack
gi exerience and so the pBurns-parshall method
on useds Utherwise it is feit Llhat the elimical
motiocs used to exclude cephinloselivic Cispiros

nortion, +the conduct of delivery and the fimal outcome

of the baby were satistaclory in this cises
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C OPELVIC DISPRO. ION3

LOWER SEGMEZNT CARSADRAN SECTIONS

Meme:  Mrs. Boko Age 18  IP. NO, 4814
Sddresss  Keriakoo

pate of sdmiscion 4/8/81

pate of peiivery  6/0/81

pate of Discherge 15/8/81 \
SUBDARY S

Mrs, Be Ke was admitted to jjuhiwbili labowr
ward becouse of & diagnosed severe cephalo-pelvie
dispreportion. She had heen seen in & Feripheral
viliaic during antenatal veriod and vas referred
o the Muhimbili high risk clinic Lociuse she
wus @ short primigravida, She was subseguontly
egked for delivery in the Mulimbili antensive
care labour ward because of a diaguosed welvie
contractions Jhr had an clective lower segment
chosarean 3ection et term and a jelikg fewale
baby wos deliverede Tlhe post operative pariod

wes unventfuls

ees 35



PRESENT OBSTRTRIC HISTORY AND ANTENATAL CARDS

the patient booked at 16 weeks in a peripher&l
clinie and was refersd immediately to Muhimbild high
rigk c¢linic because she was a short primigravido.
Sne was 1bOem tall. She paid six visits to the clinic
where no provlems were noted except that she was &
short primigravida. Her haemoglobin was 12g/di and

nlood Pressure was 110/mm mercurye

At 36 weeks gestation @ clinicol pelvie
emamination was done as described in the introduction.
The ¢linical pelvimetry showed that “the diagonal
sconjugate was about 9.5cme The sacral connqvit, wos
found to be flat and the ischial spines were
prominente The subpubic angle was estimated &% 85°
and the interBuberous distance was 10cme The polvis
was judged to be contracted and the patient was
instructed to come for delivery at 380 weeks or

ecayiier if iabour started.

PAST OBSTETRIC HISTORYS

She was a Primigravida,

=
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G YNAECOLOCICAL HISTORY:

She had menarche at 14 years followed by normal
regular cycles of 28 days with bleeding which lasted
3 « b dayse Her last normal menstrual period staried
on 6/12/80 and so her expected date of delivery was

3/8/81.

FAMILY AND SOCIAL HISTORY:

She was bornu in a poor peasant family with the
main staple food of starche She never went to school
and was now married to a middle-class factory
administrator. Their diet was now rieh in protein
and carbohydrates, There was no family history of
tuberculosisy, Diabetes mellitus or twinse. She did

not drink alcohol or smoke cigardbetese

EXAMINATION ON ADMISSIONS

She was admitted at 39 weeks for delivery asg
advisede She was short and slender., She was not pale,
had siight ankle oedema and did not show obvious

deformities of spine or hipse

There was no abnormalitys
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ABDOMINAL BEXAMINATION:

There were no surgical scars, The uterus was
38 weelks pregnante The foetus was lying longitudinally
with cephalic presentatione The attitude was of
good fiexion but the head was felt to be bige The
foetal heart was 140/minute regulare. The head was
not engaged and could not be made to engagee The

footus was estimated to be 3.8kge

There were no palpable abnormal massese. The

liver spleen and kidneys were not palpablee
VAGINSL BXAMINATIONS

Vaginal examination showed a thin soft completely
effaced cervix which was closeds Clinical pelvic
agsessment confirmed the antenatal findings and so an

attempt to engage the head was made by using the

Muller=Kerr methode

The patient was put in the dorsal position
and the examiner stood on her side facing here The
left hand grasped the head and pressed it into the
brim of the pelvige Two fingers of the right hand were
passed into the vagina to determine the consistence
and mammer of engagement of the head while the vhumb
externclly was passed infront of the pubic bones
to estimate the position of the head with respoct

to the bpubic bones.

o
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Phe fingers in the vagine tried to feel the lovel

of the heade A secomnd degree overlap was founde

tith the findings of a contracted pelvis awd a
big baby in a primigravida there was an abgolute
indication for elective caesarean sectiome The

patient was then prepared for operations

PREeCPERATIVE PREPARATIONS

1) Blood Grouping and Crossmatch was done for Wwo
units. The haemoglobin was 12g/dle

2) The consent for operation was obtained Lfrow the
patient and the abdomen and perineum shaved
and cleaned with salvon 13120,

4) She was starved overnight and a Urinary cuatlice
ter was inserited just before going to the
theatre under & sepiic technique as debailod
in the introductione

4}  she was transfiered to the theatre lying om hor

left lateral positione
ANARSTHESIAS

The pationt was given O.bmg atropine
intravenously and induced with thiopental sodium
250mg intravenously. She was given suxamethonium
40mg intravenously as muscle relaxant and a cuiiod

endotracheal tube was used for intubatione



She was maintained on Nitrons oxide: oxygen 50:50
Ether was useds Mechanical ventillation was used
and the pulse and blood pressure were monitored }

hourlye The anaesthesia was swoothe
OPERATIVE PROCEDURES LOWER SEGMENT, CARSAREAN SECTIONS

The abdomen was prepared as detailed in the
introductione Aright paramedian lower abdominal
incision was mades The abdomen was opened as detae

iled in the introductions

Both lateral and fundal sides of the uterus
were packed with large gauze packs which had been
soaked in warm salinee The‘tailed ends of these
gauze packs were fixed to the outside using artery

forcepse

The gauze packs were to keep dintestines away

and to prevent any spill of liquor to the peritoneums

The lower sefment peritoneum vas picked and
snipped with scissors then divided transversely
well to both sidese. Blunt dissection with fingers
was used to push the peritoneum downe The incised
bladder peritoneum was lifted by artery forceps
and gently using the index finger the dissection
was extended dowmwardse. Care was takem to avoid

injury to the vessals in the utero-vesicle spacee

ves 001’60



Similarly the peritoneum left on the upper side was
dissected for about 2cm upwardse # uoyan's

retractor was used to keep the bladder aways

Using a knife @ 1lcm long transverse incision
was made on the lower segment and corefuvily
deepened till membranes were bulginge Then both
index fingers vwere used to extend the incision

laterallye The mewbranes were rupturede

DELIVERY $

The right hadd was passed into the uterus
and below the presenting heade With the aid of
gentle fundal pressure by the assistant the head
was hooked oute. The baby's face was immediately
swehed with sterile gauze and its breathing
movements begane The baby was then delivere;
by pulling dowmwards to deliver the &nterior}
shoulder and then upwards to delivey the
posterior shoulders The cord was clamped with
two strong artery forceps and divided in
between using Mayo's scissors. It was handed

over to the midwifee
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Brgometrine O.25mg was given intravenously
with the birth of anterioxr shouldere 4reen armytage
clamps were used to arrest hoenwrrhage vhere and
the lateral corners of the utorine incision were
particularly securede The placenta wag then
delivsred by controlled cord traction and
particular care was taken to astrip all the wembranes
off the uterine cavitye & dilator was passed
through the cervix via uterine incision to

ensure drainagee

CLOSING TilE UTERUS:

The uterus wes repaired in two loyers using
Noe & chromic catgut on & half cizcle roumi bodied
needle., In the first layer care wus tRken to avoid
thie uterine decill ale In the second layer De Lees
fascia was used to cover the first layere ihe
first loyer was a continous suture while the

segcond one was an interrupted sutura,

The wound was then covered by bladder peritoneum
using Noe U “hromiec catgut om & helf cirele roumd
bodied neediees The blood loss was astimated to be
400ml. Hoth tubes and ovaries werc inspected and

found to be normal.
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The swadb count was provounced coupleie after
abdominal packs had been removed, The ahdomen was
closed as described in the introductions The
utervs was sgueezed to expel clotz Irom the
vterus and the vagina was cleaneod with storile
swabse The uterus v¥as waell contracted and so
the abdominal wound wad dressed and anaesthesia
discontinuede 'The prtient was sent to the

recovary roome

POST OPERATIVE TREATMEN

INT 2
i il

1} loud Pressure and pulse were monitorcd % hourly
for € hours then hourly for 24 Lioursg,

2) Pethidine was given 100mg as reguired for
analeesiae

3) lextrose 5% was given 2'5lltreg in 24 hours

b) Temperature was monitored 4 Liowwly fox 5 days

5) She received 2 units of blood tranafusion
on the second post OPGratiVedyy e

G e urinary catheter was removed after 24

hours and she had pasgsed 2000mle of urinc.

Y 4
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POST OPERATIVELYS

she did not develop a tempesrature she possed
flatus after 24 hours when the drip was alsgo
discontinuedes “he started oral fluids after 306
hours and walked to the toilet thene The stitches
wore removed after 8 days when the wound woag
found to be clean and healeds The uterus was 14
waeeks size of pregnancy and there was sminimald
uninfected lochia. She was discharged and given
an appointment to the postnatal clinic six

weeks latoXre

She was seen in the postnatal clinice ihe
wound was pot tender and had healede ¥he pelvie
organs were normale she was advised on fanily
planning and was subsequently started on oral

contraceptives.

SOMMENTS S

One o1 the main, Tunctions of anten:tal elinie
is the selection of 'high risk'mothers so that an
appropriste management may be 175 T iutedes senieve
successful outcome of pregnancye +n this vag
complications of uncorrected abnormalitios and

malpositions sre not encountered in labours
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Severe cephalopelvic dispropofion is an
absolute indication for abdominal delivery aml theree
fore early detection and plan of treatment is
essentinle It has been shown (1) thet cophalopelivie
disproportion is a leading cause of caesdrcan
section and the commonest cause of obstructed
labour {(2), There is increasing incidence of
cephalopelvic disproportion with incrosasing
birth weight (4) ag the standards of mutyition

improvee

There is therefore a nsed to intensify
antenatal care so that these cases are sortod out
early amnd plamned treatment giveme This cuse shows
wvhat antenatal care should do in terms of soriing
out the high risk pregnont patients and plamning
their treatmente In cases of severe
disproportion the treatuwent of choice is clewtive
caegarean sectione Infact there is no reasomeble
alternative (5)e It is only in mild and deubiiul
cages where trial of lebour is allowed amd this
wmust be done in a hospital whoere facilitios and
expertise for caesarean section are available at

short noticee

~
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Iinduction of premature iabour as a ftreaiment for
cephalopelvic disproportion has beem practiczed
in the past out with the advent of safe
ceesarean section it is no longer practicoede
Vhen a patient erives with the head of foetus
desply engaged and outlet disproportion is
dingnosed symphysiotomy may help to increase the
cutiet transverse diameter (6). Otherwise if

the patient hes a dead foetus with a deeply
engaged head a fully dilated carvix, cranictomy
is the operation of choice. In these cuses wiere
labour is already obstructed there is donger of
damage to maternal pelvie tissues. it refiecis
a failurs of obstetric ecare and should not
oceur, With increasing rate of cephalopelvic
di.sproportion we expeci a rise in the rate of
caesayean section or else we shall fuce u yiging

rate of obstructed laboure

Clinical Pelvimetry is vital in excluding
disproporticn and where doubt exist m-ray way Do used
to obtain more detsiled and accurate infoermation
{(5)e In these coses an erectelateral Tilm will
enable one to measure accurately the inletl
dimenstions (mainly the Chstetric conjugate) amnd

the outlet dimensionse
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The pelvic angle of inclinstion and tie sloupe of
sacral curve mey be assessed in this way «
possibility of cephalopeivic disproporiion may be
excluded or anticipatedes In this patient there
was no need for x-ray diegnosis becausoe {ho
clinical asgsessment was fairly conclusive and ithe

treatnent given was thercelfore appropiii toe
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RECURRENT ABORTIONS
INCOMPETENT CERVIX3

CENVICAL CIRCLAGRES

Names Dlrs. e We Para 1 Age 27
iddress: Bagamoyo

pDato of hHdmission 7.7.81

pate of Operation 18.7.81

Date of Yischarge: 254781

SUMMARYS

Mrse Ae Ve was admitted to the Muhimbili high
rishk antenatal ward because she had a history of threo
conservative midtrimester abortions. She was para one
and had a eervical diletation and uterine curretage
after her firat pregnancy du to irregular utering
bleedinge There had been no fever or bleeding
preoceeding the abortionse The patient had noted
that she first would leak liguor and labour would
start within twenty four hourse All the abortuses wvere

of live immature babies which lived for a fow hoursSe

She wasg diagnosed as having a cervical
incompetence and had cervical circlage donee 5he
delivered a live norsal female baby with 4Apgar Score
10 at 5 mimutes and weighing 3.5kge at 39 weeks
gostatione The Stitch had been removed at 38 weolise

Thore was no post partum hasmorrhage.
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Antenatal Care and Present Obstetric Historys

The patient book at the Muhimbili Medical
Centre high risk clinic at 12 weeks gestation because
she had been adviced by her doctor to do so due to
her recurrent abortions the cause of which was not
knowne She said that in all her last three pregnancies
she spontenously leaked liquor and within one day she
developed labour pains and delivered a live foetus
which survived a few hours onlye She did not note
any abnormal physical appearance in the babiese She
denied history of fevers or trauma prior to the
abortions. She had no history of postpartum hagiioe
rrhage in her first pregnancy and denied history
of any vaginal operation om here “he had no
instrumental manipulations to deliver her first baby
and her labour lasted only 12 hourse. iller baby weighed

Ze5kge &nd cried immediately aftor birth,

She hovwever said after her first pregnancy
she developed irregular menstrual bleeding for
which she had cervical dilatation and curratagee
After this she got pregnant but abortions followede
There were no history of any other cervical

operations in between pregnanciese
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Her last normal menstrual period was

14.4.81 and her gestation was therefore 12 weekse

Her expected date of delivery was 21.1.82.

She

had a haemoglobin of 13.5g/dl and her blood

pressure was 110/80 mm mercury.

Her urine

contained no protein and she had no peripheral

oedema. She was admitted on the first visit for

further evaluation and treatments

Pagt Obstetric History:

ODER PLACE OF YEAR OF MODE OF | GEST BABY'J PUEPEM
DEL. DEL. DEL. DELe] WEIGHT
1| Bagamoyo 1975 SVD 39 2.800 Nogmal
HeekL
Bagamoyo 1977 SVD 24 600g Normal
vwks
3 Bagamoyo 1978 SVD kakk 9285 Normal
LY Bagamoyo 1979 SVD 22 600g Normal
5th CURRENT 1981
eBet * For details see history of Present illness

above. SVD = Spontenous Vertex deliverye

LE R B
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Symaecological [istorys
The patient had menarche at 14 years followed
by reguler cycles of 28 days with bleeding which
lasted 4 days with normal flowe There was no
history of intermenstrual bleeding except the
irrogularity which developed after the first
delivery for which she had dilatation of cervix
and uterine curretage. She had no history of

operations on the cervixe

Modienl and Surgical History:

There was nothing relevante

Secial and Family History:

She was a primary school teacher married

to an engineer. She drank wmoderate amounts of
aleohol but did not smokee

[aninotion on Aduission i

She was & healthy looking woman, not palo

and not in paine “he had no peripheral cedemaes She
had a pulse rate of 80/minute and a Blood pressure
of 110/80 mm mercurye. Her cardiovascular and

respiratory systems were normale
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Ab nal nations

The abdomen was obese without obvious
distensione There were no surgical scaras.
Palpation shovwed mo area of tenderness and the
liver and spleen were not palpablee The renal
areas were not tender and there were no masses
palpablee The uterus could just be palpated
Suprapubically at about 12 weeks gestatione

Vaginal Examinations

Vaginal examination was done as explained
in the introduction. The vulva and vagina were
mormale The cervix was soft, icm long and about
2¢m dilatede The uterus was 12 weeks pregnant the

adnexae were normale

;gyostxggtional

Her blood group was O Rh Positivee.

The V. De Re L. was negative

Her urine contained no sugar, pus cells
or castse

The Urine culture was sterile

Blood Urea was 15mgd% and Serum Creatinine

was 0¢8mgie
The Haemoglobin was 13.5g/dle
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A diagnosis of cervical incompetence was
made and a decision was made to perform a cerviecal
girclagee. The patient was on bed rest for two
weeks during which the above investigations were

done and she reached 14 weeks gestatione

Pre-Ogerativo Prog:rationa

The patient was prepared as for vaginal
operation (see introduction). Consent was obtained
for the operation from the patient after an
explanation of the procedure had been given to here
She was fasted overnight and was given 0.0mg
atropine intramuscularly % hour before going to
theatre.

Techniques

The patient was put on the lithotomy
position after she had been anaesthe$ised. For
anaesthesia she was induced with thiopental sodium
250mg intravenously and maintained on Nitrous oxides
oxygen 50150 Mechanical ventillation was used.
The bladder was catheterised as explained in the
introductione The anterior and posterior vaginal
walls were retracted gently but sufficiently te
expose the cervix and the surrounding vagina
fornicese. The vagina and cervix were cleaned with
chlorhexidines The anterior and posterior lips of
the cervix were grasped with spongee-holding forceps

and pulled downwardse
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A muber 2/0 silk was used. & length of the suture
long emnough to allow manipulation and tying high
in the vagina was placed on a swall round bodied
curved needle. The suture was placod at the level
of the junction between the swooilh mucosa of
portio vaginalis and the rugosa mucosa of the

vagina acording to the technique of Mebonald (1)e

The needle was directed into the stroma,
of the cervical wall and the endo cervical cenal
was avoidede Bites were placed at 10 o'clock, 700
ecloek 5 o'clock and 2 o'clocke The cervim was
securely held while each bite was placed gentle
traction of the cervix enabled the placement of
the sutures. The sutures were tied on the anterior

gsurface of the cervix with a surgical knote

, Hegers dilator Noe 6 was placed in the
corvical canal and the knot was tied just tight
enough for the dilator to passe The sutures wezre
cut and long ends were left in place for later easy
tdentification and removale The operation time was
25 mirutese The anesthesia was digcontinued and the

patient returned to the warde

:
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qsst Ongrativo treatmentt

The patient was kept on bed rest for &4
days and was asked to report any vaginal bleeding
or abdominal paine *he was instructed to report

if any gush of fluid from the vagina occureds

She was discharged after four days becapse
she did not develop bleeding or abdominal paine
she developsd no fever, vaginal discharge or
leaking of liquore She was adviced to reést at home
and report to hospital immediately if she developed
waginal bleeding, abdominal pain or watery discharge
por vagina, She was scheduled to sattend antematal
core fortnightly until 286 weeks of gestation and

thereafter weokly up to term.

She was informed that the stitch will be
womoved at 38 weeks of gestation or sooner if labour

slarteds

Subsqggpnt Antenatal Care and Deliverys

She paid fifteen more visits to the high
wisk antenatal clinic where no abnomarlities were
dotectode Her Haemoglobin was 12g/dl in the last
visite She did not develope bleeding or fever and
she did not leak liguor.



The foetal movements were heard at 18 weelks
gestation and the fundal height grew in proportion
to the dates. She gained 12kge. up to 38 weeks

and neither her urine nor her blood pressure

had any abnormality,

She was admitted at 38 weeks gestation aos
advisedo, A sterile cusco's bivulvular speculum
was introduced into the vagina and the suture
identifiadg It was picked with a dissecting
forceps and using a Mayo's scissors it was
dividede The knot was then grasped with an
artery forceps and pulled. The stitch came
out. She did not need any analgesia for this
procedure, She was discharged after 24 hours
and instructed to come to hospital for delivery

if contractions started.

She delivered a 3,5kg male baby with
Apgar score 10 at 5 minutes. She had no
postpartum haemorrhagee She was advised that
she will need a reapplication of the stiteh in

her future pregnancies.
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COMMENTS 8

Cervical incomipgtence is auon; the treatable
causes of midirimester ahortiomne It is said to
be the wain contributing fagctor to preginney
loss between 20 - 28th weels of rustalion (2).
‘he cause is usually istrogeniec and hlstories
of pyrovious dilatation of cervix, amputation oz
conisation of the cosvix are proscute Thovs is
sometime a history of difficult delivary with
or without cerviecal teare In & fuw cosos no
cause can be found and are suppossd to Be due

to congenital or developmental wodluiotse

In this cose there was & hivtory of cervigal
dilotetione This could have been the gouss
because it has been shown that cervical
dilutation bevond Smm cauges splitting of the
carvieal tissue (3)e There was also a twaical
(4) history of unsuspected painless Jilatation
of the cervix, spounteunous rapture ol Lwabranes
prematurely followed by shortion Lz 4l
second trimester without bleediige hare the
history is typiecal with or without hi story
of cervical operation or trauma, inconpotence
of cervix should he diagnosed end traootr ant

instituted.
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It is preferable that the patient be seen
in between pregnancies when a Hega's dilator
No. 8 will be found to pass easily through
the cervix and hysterograph may confrim the
diagnosise The later will also exgiude or
reveal uterime fibroids, congenital
abnormalities and Synechiae. This patient
presented to us while pregnant and our aim

was to prevent abortion.

Since McDonald (1) reported his first
successful case treated by ligation of the
cervix, his way of applying the stitch has been
prefered and described as easy removable and
facilitating vaginal delivery (4)e. Other methods
that have been used to ligate the cervix
inelude the Shirodka stitch (6) which is more
difficult to applye Occlusion of the cervix
is supposed to work by altering the polarity
of the uterus and therefore qgscouraging

contractions and affacements %
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The suture is contraindicated i thare were
utaring contractions, the membrongs raptured or
if bleeding oxr infection was prosents “uccess
with the lMcDonald suturs was found to bo uore
vhen the history was typical (4) but others (5)
would apply the stitch in all pontients with two
consecutive late abortions wiere s opporent
cause was founde In this patisnt whw Lad Loth
the history suggestive of incompotoce and
previous dilatation of the cerviw Meboanld
stiteh was chosen for Rer trectments The potient
was kept to 1h weeks %o minimise tho chance of
an abortion occuring due to develonnonital errors

and to allov plagentation to be comnloice

Some workers (2) aduinister antibictics
poestoperatively but others (4) do net szive
antibiotics to most of thedy puticntse The
removal of the stitch at 38 weeks gestution ds
mandiatory foy the pregnancy hovipg reaciy
maturity the stitch serves no puyposce Unless
there is preferred and was the case Lere although
dthers {2) induce labour and delives the patient

within twelve hours after removiny the stitche
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IRON DEFICIENCY ANAEMIA IN PREGNANCY

BLOOD TRANSFUSION:

A i

TOTAL DOSE INFERONS

Name? lirse &, No Age 30 Years
Address: Ubungo Dar Es Salaam
Date of Admission: 5.4.81

Date of Delivery: 19.6.81

Date of Vischarges 21.6.81

SUMMARY 2

Mrse Ae Ne was admitted to Muhimbili Medical
Centre antenatal ward due to anaemiz in PresnNancye
She had booked at a peripheral clinic where
the haemoglobin was found to be lowe An attempt
to improve it by oral haematinies had failed and so
she wes referped to Muhimbili ligh risk clinic
for managemente. Her haemoglobin was found o be
7g8/dl. lier stool and urine were normal ond her
blood picture showed microcytic hypochromic
cells with anisocytosis and polychromasice The
serum bilirubin was not increased and reticutocyte
count was less than 1%. The bone marrow was

normoblastic with no stainable iron gramlese

..'O/\:l



She received two units of blood $ransfMaiomn, &
total dose imferon and wes discharged wiilh folie
seid Smg thaics deilye Sho deliverod ¢l i:d
weoks later with & haoemoglobin of 12g/4% and
wig seen postnotally six weeks later with o

hoowoglobin of 13.5g5/dl.

Antenstal and Vresent (&!tetr;c ngstou ]

The patient booked at 24 weeks in © neribwegral

CLinicCe lier last norwal wenstrual pericd sitoarted
on Se.5e80 and since she had & 28 doys ¢vele with
blaeding whichk lasted 3 days her expeciad date

of delivery was 12.0.81e There was no histopy

of bleoding during thiz pregasncye “he Loy RAUBCD ¢
vemiting and peor appetite during the First tveive
wacks onlye ®lie paid throe visits to tha elinde
where apart from the low haemogloebin (7..74l) ithere

wis ne abnormelities notede

789
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Bynaecological History:

She had Menarche at 13 years followed by a
28 days cycle with three days normal flowe She
had not used contraceptives. There was no

intermenstrual bleedinge.

Past ‘“edical and Surgical History:

There was nothing relevant,

Social and Family History:?

She was married to a peasante. She never attended
schoole. She did not smoke or drink alcohole She mainly
ate normal family diet composed of maize meal and

vegetables with occasional fish or beanse

Physical Examination and Admissions

The patient locked tired., She had pale
conjuctive palms and nailbeds, She was not jaundiced.
she had no peripheral ovedema, clubbiug of Iingers

or koilonychia. She was woderately dyspnoeice

Cardiovascular and Respiratory Systems:

Her pulse rate was 100/minute, regular and of
normal volumee. The blood pressure was 100/60mm mercury.
The jugular venous pressure was not raised. The heart
size and sounds were normal, There was a haemic
systolic murmur which did not radiate to the

axillae The Respiratory system was normale



Abdominal Examinationt

The abdowen was uniformly enlargeds The
liver and spleen were not palpable. The réml
angles were not tender and there were no masses
palpables The fundal height was 30 weeks
gestations The 1lie was longitudinal with cephalic
presentations ‘here was adeguate liguor in the
uterus and the baby was estimated to bhe 145kge

- 1.8kge The foetal heart was heardes

Juvestigations: Lesultss
Haemogliobin 7e/d1

fachked Cell voluame 5%
dgticulocyte “ount lLass then 1%
Hlood film for cell morphelogy lHicyooytie

hypochromie with

snisecytosis and

Folyvcohironagiae
Sickle cell test Negntive
Serum Bilirubin OB/ 100mi s
Stool wicroscopy No paropites
Urine culture and Sensitivity No orzanisms grown
Done marrow Hommoblastic bone

mar»oy with no
stainable iron
gramulesS,

Witihh the above ec¢linical and laboratory {indings

a diagnosis of iron deficiency anaemiz weg made.
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Ireatiment of Follow Ups

Hluod group and cross-matching was done and
she received two units of Blood groun O hosus
positives /A total hose Imferon was piven following
the dose schedule supplied by the wanuluciveorse
She was started on oral folic acid Swy tlaree tinws
@ daye ‘ihae post transfusion haemoglobin tleos
doys liter was 9.0g/dle She was ziven wovice on
diet and she was digecharged on folic acid to be
feilowed up in the outpationt antenntcl ciinics
she paid four more visitse liey haemsglobis rose

steaUily to 13e5g/dl at deliverye

Fho delivared at b4 waeka gosiat’one
bohy waitht 3.0kg and was wale with o 5 oo

scors of 10,  sSho was given ergomatring Lol

CoOnyg; with delivory of the antorior shol nr. Tha
plaeents uwng delivered by controlled cord fraction
48 zoon as the first uterine contractior o« © ¢
after the delivery of the babye The bLlea? lons
wiay D00mie ler post delivery haemeslobin 084 hours

leter vag 13.00/d1,

Saveso fﬁﬁ



She was discharged 48 hours. after delivery
and continued with folic acid until she was seen
sfx weeks later in the postnatal clinic with a
haemoglobin of 13.5g/dl. Her baby was well without
gigns of znemiae. She had a tubal ligation done

a week later,

COMMENTS §

hupnemisa is the woat comaon cause of anitcnatal
adiwdssion in Mubimbili Medical Centrees It
accounted for 517' of all antenatal adidssions of
1979700 (1) It has been shown {2 that pregnancy
ansemia im the coastal bell of Tanzanin is najnly
of the irom deficiency type and thet it allocts
over 90% of the pregnant womene #lhien cnacmia
in pregnancy is severe it may kill the mothey
directly through cardiac failure or indirecily
through other complicalionse #snaemic putisnts
have poor resistance to infections (3) although
this has been questioned by othert (4)e = minor
blood loss which would be of no consequonce in
& non ancemic pationt may be fatal in a
patients with anaemie end she does not tolerate
anaestheosia well should it he reguired (5).
The foetus is usually a complete parasite su that

it is not born anaemic (2) (5).
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The cause of the increased prevalence of 4yon
deficiency ansemie in the tropics has been
attributed to dietary deficiencies with hookwoym
infestation as & contributory factor (2) (6) »ut
there is no doubt that other factors such as sickle
cell diseese (7) malaria '2) and folic acid
deficiancy (L) do play a part. Hecuwrrent pregnie
ncies in a patient with poor dietary iron intake
as woas the case in this patient without sugplimentary
iron and folic acid is a very important factore
it has been said that anasemia in the tropics has
multiple ceuses (5) so that the blood film way
show fentures indicating more than one type of
anaemiae It has been demonstrated wmore than ona
type of anaemia., 11t has been demonstiroted that
pationis Lept in hosipital on @ good diet iuncroased

their haemoglobin by more than 1g/dl per vweek (9)e

Uther workers (8) in this country have shown
that empiricel treatment of anaemia in Dresnaney
greatly improved the standard of care of precnant
wonerie (his case demonstrates what active diagnosis
and treatuwent of & patient with ansewia can do %o

her low haemcglobine

Or»uﬂﬁflal{i



Parenteral iron by total dose infusion ensures
& rezdily available supply of iren for the
reguirement of pregnancy and corrveetion of the

ana@miae

frevention of anaemia mey be done through
general improvement in the socioeeconsiic status
of the population, heslth education on the
proper nutrition and supplying nutsitisnel
surplimants in form Af iron and folic acide
elurie prephyvliaxig and cradicention of hookwerm
infection will surther help preveut anconia,
In & patient such as the one treated above
advice on farily planning with proper coniraceution

iz me t'ui:':tomr.
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BAD OBSTBTRIC HISTORY

INDUCTION OF LABOUR

SPONTENECUS VERTEX DELIVERYS

Name® trs. P. Ko Age 28
Addressse Kigogo Dar Es Salaame
Date of “dmission? , 10/6/82
bBate of “elivery: 12/6/82

vate of ¥ischarge: 14/6/82

SUMMARY 3

lirse ¥, Ke wasg admitted to Muhimbili Sigh
risk labour ward because of bad Obstetric Historve
She had booked at jmuhimbili high risk clinic at
10 weeks gestatiown beecause she had four previocus
full term iatrauvterine deatiise She had been investie
gated as an outpatlient but there was no abnormality
found. She was therefore admitted at 38 weeks and
had a spontenous vertex delivery foliowing

induction of labour. A normol 3.2kgs male baby was

born with a five minutes Apgar score of 10.

Ao
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Antenatal and lresent Obstetric Historyt

The patient booked at 10 weeks in Mubiishili

high risk clinic becouse she had been adviSed to
de so in the previous prognancy due to & histery
ol repeated gtillbirthse she paid i0 vizitse Her
last pormal menstrusl period started ou 10/9/81
wacd the booking fundal height es deteruined by
blmanual examination corresponded to datese

she hod @ Z8 doys cycie which was regulir o hes
expected date of delivery was 17/6/8C.

she had the following investizetions dongie

1) Hagmoglobin - 18:5g/dl and renciaed so

throughoute

£) Blood iressore « 180/8Cmn mercury and gid
not risee
3) trine jroteln e« was negative all the time
4) Urine Micrescopy- wes nporpal
culture - was negotive
5) Blood Urea / « Urea was 10mg/fdl
ereatinine - “reatinine Qo 5me¥
6) Glood Group - WAs B « Hh PYositive
7}  ViIRL - was negative
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Fasting Blood sugar and Glucose Tolerance
Test were normale She did not develop fovers
or any abdominal painse She did not develop
vaginal bleeding or fitse The foetal
wovenents were felt at 18 weeks and the fundal
height and abdomiral girth progressively
increased with weeks of gestation, The maternal
weight increased from 60kg. at boching to

78kze at terme

At 37 weeks gestation @ clinical pelvie
examination was done as described in the
introductions Hoth the clinical peivis
assessment and the nead fitting test (see 04 for
description) showed that the pelvis was adeguate
for the babye The foetus was ostimited to be
3kge There wes moderste anouut of licuer in
the uteruse 5he was iastructed to reurt to
the high risk labour ward at 38 weeks gostation

for deliverys

evoe/0k



Pagt Ubstetric ilistorysd
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of hysortension, wwrinary traet dnfoction and she
bad atgend~d sntencital elinde in s garinieral
hospital ond delivered in
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hosnital following coesation of “i0irl povenentse
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The babies weights had been about 3 killograms,

gynaocologjcal iiistory?

She had menarche at 14 yoars folleowed by
regular menstrual cycles every 20 doy with 3 days
normal flcwe Jha had no intermeustrual bleeding
and had not used contraceptivess. She ad no

history of vaginal dischargees

fodical and Jurgicn] Histepys

She was not diazbetic or hypuricnsivee *he had
no history of urinsry tract iafecctions <ie had not

undergone Any SGILOYye

Family and Social llistorwvs

There was no family hdstory of Diabetes
Mellitus hypertansion or tuberculeglse “he was a
Primary school tencher married to & Secoadiry
School teachere She neither drank alochol nor swoked

cigarstteses

Byawination on fdmissiont

The patient wes admitted &t 3% weoks gestation
in good generzl conditiope ®he wus not pule, had no
peripheral ocedema and was feeling foetal

movencentse
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Sopgiovasgular System:

Her pulsn rote was 80/minute reguder of good
Volumes The blood pressure was 120/70 re mexrcurye

The heart sive nnd sounds were unormole

Respititory Systams

There was no sbnormalitye

Abdominal Exanination:

The shdoran was uniforuly eulioriode There was
no ares of tondernesse The Liver, spleon and
Lidneys were not palpables “he furdus was 38 weeks
of gostations The foetus was lev iiudinal lie,
ceplinlic presentation with an atijiteds of good
flexions The foetal heart rate wars 1h4/ainute
regulars There was moderate amnioriec Tiusd in the

uterus and the foetus was asticoced 1o be Ikge

‘acjinal DRGmAIALE O

Aovegzinal exasination wag done ag Jdotailed
in the introduction to assess iunducibiliiy by using
the Bishops score {1). Tae corvix wae soft and
pointing amteriore 1t was lem lons omd Jes dilatede
The head woag dewm above the level o iscuial

spinese & bishop score of 9 was givole

® es000/97



Preparation for Induction:

The patient was prepared us if for perineal
operation {see introduction)., An enecwms was given
the night before and in the morning of induction.
“n explapnation of the procedure and *he likely
outcome (ree discussion) was given to the
patient and consent for the proccdare was

obtainefs No premedication was givene

Techniquess

s 4
1) ariificial Rapture of  embranes wos done as
described previously (82), No meconiuvm was

seert and no cord prolapse was nalpateds

2) A 500mle dintravenous drip of 5% voxvtrose
was set up in which 2.5 units of Syntécinon
hzad been added. The drip was run at “¢ 5MU/
minutes 2nd dowbled every 30U minutes until
10}U/Minute were ruuning then kept constant
as the contractions had startede

3) The foetal heart vrate wag monitoraed every
15minates.

L) The strengthg duration and frecuvency of
uterine contractions were monitored every
15 minuntes.

5) The drip was stoped when 4 stroanr contractions
were occuring every ten minutes and lasting

30 =« 45 seconds,

1lowed

£) She was only fluid diete



Progress ond delivery:
Labour started two hours latesr with the drip
runing at 10 ¥ Minutes %he had no footal distress

and no meconium developeds

The first stage lasted § lLwurse The second
stoge lasted 5 wminutes zuﬁ she hod o sponteneous
vartex delivery of a norwpal mele Daby wedghing
Yelkye wWith 2 one minute apgar score of e

~,

The shird stage lasted 20 mimitos.s The

Y

placenta vas delivered by conlrollad oord

a .

traction after intravenous orzonsterine Ge25mg
wihiieh was given with: the delivery of tw anterior
shouldor. Theoere was no ovidence of i .cental
infacts or retropliucental clotse The plocenta
waighed 500gmsg. There was no Dpesbtpartam
haomor:hagos shie was discharged after %0 hours
in geod condition and wes wefexred Lo the poste

natal clinic six veeks laters

COMMENTS §
R ORRA A Y Gy

P
-

The manapgements of o patient with recurrent

introvterine deatns denaads a detallod history
taking, physicel examination and o fairly
large smount of loboratory investigotions to

try to elicit the probable Chusne

es0e99
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It is rliways wise teo start the investigutions
when the patient is not preguent otherwise the
tests that ore comtraindicated in nregnaney will
bo left out, These will include 1o gnos
reguiring radiologye The couses iovolved will
include liypertensive disscses, viaboates and
Renal diseasese Hloed group incewpatibility,
Syphilis and Comgenital uterinz anilforuction
may be a CallZog  Postualuriiy is enother couses
Even after thorough investigation tiero iy be

no cause to find (i),

in this patient thers was op-orertly no cruse
to fimde The manugement of suck & cose Jemands
that tlose movuitoring of the Tootal wellieing
iu the list triwester he made to discovoer any
foatal distresse Thrsughout presuscsy ihe
adn and

-~

increasing Qfuadsl heighi, mocernal welght
abdominnd girth willi reasure thas airowth is
normel (2) Later in the iast trinester the
Combination of oestrisl level in o0 hours urine
and Diparietal disneter meéasurosicuis by ultrae
sound have been found to be very accuvrete in
predicting fetal wallibeing (3)e In ihe absence
of theso tests in our unit and in ¢he "resence
0i normally progressing pregaancy a docimion wasg

made to deliver the patient at 32 weeks gestotion.

ve u,/'lOO.
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In the absance of more scphisticated methods to
detormine zestationzl age hut in tho p»ruzence of

@ reliable wenstrunal histery and an eirly bissnuni
examination at 10 weeks we Yeli condident of the

gestutionanl vgee

The delivery of a patiant with recurrant
introaterine deuths alen gue as Tailed to luocate
the eause of tha nrevieus doaths 7eads saincial

] —l

considaration, In ths abssnse o amr dnligation
for abdominal delivery sueh as conholo «3vig
disproporiion wagdxnd delivesy wol oisabe &
this case one would have liked to eondiet an
oxytocin chnllenza tust to doatewmuns hiow the
Tsalus is going ta rengd o *asc siraps oF lebouyr
but in the abueice of slnctronic fetal sanatoring
and since thers had hann no fedsant 50 suspect
intrauterize growil retordation incvciion was

proceetiet. 1orelit vhe

The uso of gyntocinon drip siuaniienous with
low emndotomy hos poen shown 0 be roens s fective
than either slone ond to recuce preatly the
inductior delivery interval, {4 (35; Irostaglandings
auve been used urelly but the Jopere is lirited

by side affects and tre act suvarioy 4o

31 .

syntocinon when coabined width oomndcodo

ssee/101



Extraamniotic prostaglandins are efficient but
when the cervix is 4cm or more dilated and
membranes raptured the method is not practiclee
(7) In the circumstances prevailing the method
used was thought to be the best.
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RHEUMATIC HEART DISEASE IN PREGNANCY

ACUTE_PULMONARY OEDEMA

ASSISTED VAGINAL BDELIVERY AT TERM

Name: Migs Je Co Age 21 Years
Date of Admission 7/8/80
Date of "eliveryt 3/12/80

Vate of Yischarge: 18/12/80

SUMMARY 8

Mrse Je Co was admitted to the Muhimbili high

risk antenatal ward because she doveloped an acute

respiratory distress when she was 20 weoks
pregnante History and examination revealed that
she had an acute pulmonary oedema secondary to
mitral valvular stenosis. She also had history
of Kheumntic fever with migrating arthritis and
fever as the presenting symptomse. “he received
treatment for pulmonary cedema, was put on
prophylactiec Penicillin and had bed rost in
hospital till delivery at terme

She had an assisted vaginal delivery at
term. The postpartum course was uneventful. She
was discharged to the cardiae¢ clinie fourteen

days postdeliverye.

4
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History of the Presentinz Illnesss

The patient who was still unbooked was well
and nursing her second pregnancy at 20 weeks
gestatione She had not felt foetal movements,

She developed palpitations and difficult in
breathing after she had quarreled with a neighbour,
She noted that she could not breath properly and
had developed repetitive irritating coughe She

had no dysphagia but had horse voicee She had not
coughied out blood but she produced fro tI¥ sputum,

She had no fever but was sweating,

There was no history of vomitinge She had
never had such air hunger before and she was not
attending cardiac clinice She had been treated
several times for migrating jeint pains aad fever
which her doctor had termed rheumatic but the

last attack was 8 wonths ago,

Obstetric Historys

She was Gravida two Para zerce The first
pregnancy ended in 3 months abortion and she wasg
evacuated, There were no pueperal complications,
Her last normal menstrual period was March 10,

1980,
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Synaecological iHistorys

She had menarche at 15 yeurs which was followed
by regular 30 days cyele with bleeding which was
normal and lasted 5 dayse apart fron the uterine
evacuation following the spontenous obortion she
had no history of vaginal operation or pelvie
infection. She was not on contraceptives before

concentione

Past Eedical and Surgical Historvl

She had never been operatonde sHie had been
admitted several times with fever and Joint painse
She had never had heart probilsmse 5She was not

hypertonsive or diabetic,

Social nnd Eamilx nistosxi

She was ummarried, wopking as o elerk and
living with her mothere S5he swoked uo cigarettes

but drank modersate amounts of aleohole

Ixaminotion on Admissiont

The patient looked anxious but was not pale

or jaundiced. She was dyspuoic moderotely cyanosed

amd restliess. She had slight peripheoral ocecemae

oooooflUﬁ



Cardiovascul ay sttom:

Her pulse rate was 110/mimto regular but
PoOOrF voluiee Uhe blood pressure wos 140/60mm
mercurye Tho Jugular venous (Yessure was not
raisede There was no bulge in the precordium
but the apex beat could be seen vulsading in
the left 5th intereostal space midsclavieular,
Palpation revealed & sharp taping apox boate
An apical diastolic thrill was folt, The heart
size wag Judged to be normads There was a loud
first hesrt sound best heard at the Groste An
Opening snap shortly after the second aound wag
hoard maximally just internal to the apexe A
low pitched rumbling midediastoldic mRrpase
followed the opening snap and was bept hecrd at
the apex when the patient wasg reclinins and

slightly tilted to the left side,

Respiretory Syston s

The pationt was very dysnnoic witn doep
frequent respirations. The respiratory rote was

25/mimitey There wasg symetricnl chost movament

on breathinge She had bilateral hosal creopitations

which persisted on coughing otherwian the brenth

aounds wers normnal.
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Abdorminal Draminations

The lower abdomen wasg distended to the
umbilicus. There were no areas of tonderness.
The liver and spleen wvere not palnablee The
renal areas were normale The fundal height
was 20 weeks gestatione The foetal heart

was not heards
Miagnoais
Bt i o i e e e

Wwith the above history and findin.s a eliniecal
diagnosis of "Acute pulmonary ocsdela secoudary to

rmitral stenosis was mada,

Jmmediate Managements

1} The patient was prorped up in bed and was
given 6xygen.

2) she was given morphine 1iSmge intramuscularlye

3) Frusemide 80mge. intravenous was given

4) Venesection was done and 400mle 0f blood was
removeds

5) She received 250mge aminophiyliine intravenously.

6) bigoxin 1mge was given intravemously and then
Oe5mg after 6 hours intramusculerlye. Then Oe25mg
wag given dailye

73 Benzathine pPendcillin Lo% MU was given intrae

muscularlye

R o,lim



i An urgent chest x-ray shoved prominent hilar
vascular markings with loss of normal translucency
in the peripberal lung fields., The haemoglobin
prior to vencsection was 13g/dle. The physicians
were consulted and helped with thic above

wmanagement

The patients breathing gradually bocame normale
The cyanosis disappeared and the wet sounds in ths
chest were not neard in six hours, The hoart rate
stabilized at 70/minute with botter volume and
digoxin was stopped after five duys, She was
advised to remain in hospitsl till delivery and to
report any dysphoea nocturnal or othervwisge She
was instructed 12 hours rest at night and as many
hours as she could during the day. for temperature
was charted twice a day and the chest was
auscultated twice a day to sereen for any developing
infection. Yisitors were limited to & minimume She
wag warned against exereiione

Frogress dutigﬁ subsequent Antenatal Cavesy

She did not develope further atiackse She
developed no fever, her urine remoined sterile and

the chest was clear all the tinee

geese Lo
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She gained weight normally and the fundal
height grew in proportion to datose

At 3¢ weeks gestation she waz asgsessed to bLe
in satisfactory conditions ler Liacglobin
wag 312e5g/dl aund she had no signs of heert
wercury ond her urine Lad no protoiuse
Hoelivery:

The patient had spontenous labour at 38
wecks gestations She had no dyspiwen of coughe
There was no peripheral occdemx and the Jugular
venous pressure was not raisede 5 rumbliing wmid
divstolic murmur was still orescut bhui sne had
ne tachycardia and the Blood presours wus
120/ 70mn mercurye ner liver ausd spleen were
not polpablees The fundal hedisht was 30 woeks of
gestutione The presentation was cephulie with
4/5 of the foetal hLead was shove tho bhirime The
baby's weipghit was estimated 1o be LalliZe

Vaginal examination wes done o5 detailed in
the introduction and the cervix wua:s jJom dilated
fully token up and the membranes vere bulringe
relvis assessuent (see QQ) shawad tat the pelvis
was adeguate for the baby, sArtificial ra ture
of meubrvnes was done (seo 02...... i} ~picillin
500mgze € hourly intramuscularly waus given
throughout labour as prophylexis and ielibilophan

O0my:
b mb.é novrlye
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was given for analgesia as requireds She was kept
on the proped up position throughout laboup.
Uxygen was kKept ready in case it was required,
The first stage lasted 8 hours. & gonerous
posterclateral episiotomy was doune ag degeribed
in the introduction.
A low cavity vaocuum extroction wos done (as
ir 01 . o + )¢ The patient was discourared from
pushinge ARebkge mile baby with iproy 10 2t five

wminutes was delivereds

The third stage was managred passivelve The
agcoucher awajited signs of placenta seuaration
namely lengthening of cord, & gush of bloed and
rising of the fundus. No ergemetrine wasg givens
The blood loss was about 350mle The nlacenta and
mewbranes were delivered comploie aftexr 15 ndnutes.
The episiotomy was repeired as detoiied in the
introductions
Rueperume

The putient was kept proped up and on
close observayion for sigus of cuardine failuree
The chest was auscultated twice o day fox
crepitations end observation for breathlessness
was made. She was transfered to the postnatal
ward after 4¢ hours where she stayed till the

fourteenth daye
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The pulse, blood pressure respirations and temperature
remained normale The lung bases romained cleare
She was encouraged to move about after the first

‘lB hourse

She was then discharged to be followed in
the cardiac clinic and to repcrt to the postnatal

clinic after six weeks.

Follow upt

She was seen in the postnatal clinie after
six weeks, Her general condition was goode She
had no palpitations or dyspsd®ustier haemoglobin
wag 12g/dl, and the pulse was 80/minute o ler Blood
Pressure was 120/70mm mercurye The Jugular venous
pressure was not raised ond the lung hases were
clear, Examination of her heart revealed a first
loud heart sound with an opeming szap ond & low
pitched rumbling mid diastolic murrar best heard
at the apex. The heart size was rnimale

The uterus was found to have involuted
completely and she had no vaginal dischargee She
was discharged through the family piamuing to

the cardiac clindice

»0..«09,112
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COMMENTS 8

puring pregnoaney the physiclogiczl changes
thnt take plaoce lead to an increascd bLlood volume
of up to 30 - 40% and an incrensed cardiac output
of up to 40% maxioum at about the 28nd week of
goestetion (17 (3)e There are else techanicel
disodvantoges that arise fyom tho erdisyping uterus
which tends te splint the disphragm cisl obstruet
the blood flow in the inferiolr Vol CéVie
Prognungy therefore calis on the heart $o do
axtra worke In a woman with & pormwl eyt an
existing cordiae reserve helps L6 lwauwlde the
incrensed L3Ivod volume and Lhe cérdive oubtput
by increasing stroke volumo and villwuté much
alterstion of pulse rate or heort sizce (1)
In a patient with an already corproundisod heart
the increased burden on the Leari moy oasily
cause heart failuree

ihe patient with pregpancy and hespyt diseose
wmay be guite asymptomatic prior bo pregnancy and
yel present with an acute pulmoiwdy ovdena during
pregnaney (1)e This was the case in chis patient
who had an uncomplicated asymplomcbic wdteral

astenosise
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mwotional upset which caused incroased hoart rate
was the vrecipitating c@usee it lins buen noted
that tachycardia and infeetion are the comsonest
sreocipitating causes of acute puluoniey vodemae (20
It is therefore important to uvaid phyvesiecal
exertion, psychic stress, infeciion with fLever
and any other fectors which incroase heazrt rate
Yoy, Lntenatal core must ensure thut the heart
is not overbvurdened or that an wmpestssary demand
for exire samceunt of blood flow Lz mwi placed om
the hewrt during preguancye The Jdemigul <ue to
pregnancy itself is already encuph or too smuche
In the management of thege v iicsta bed rest
offers the bast insurence agsinst difficulties
in heert discase and Vawdisc foilure cnd eaydiec
arrhythnies are loss likely to develope during
bed rest and when they are alyready present the
response to therapy is muech betier whon the heart
is resting (2)e Acute pulmonayy cedous is managed
in the same usual waye Vemnosection is life
savipg provided the petient is nol énuenie and
the diagnosis is certain (1)¢In & potient of this
sort in Class IV {New York Heart association

clagsification) (%) bed rest in hospital is the

best preventive measure against future complications.

LR w;”,’
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Rheumatic heart disease is Lo commonest
type encountered in pregmancy (1} (6) and acute
pulmonary oedema accounts for more than 50%
of the maternal deaths in Rheumatic hecart

disease (1),

Labour in these pationts is usually easy
(5). fGxertion was not permited Tor fear of
precipitating cardiac failures theroefore sedation
and a2n assisted second stage with episiotomy
and vacuum extraction was conducteds *‘rophylactiec
antibiétics were given to prevent Lacterial
endocarditise The third stage wag nonwged passively
and ergometrine vas not used begause it would
contract the uterus more and sgqueeze more blood
into maternal circulation increasing the burden
to the heart,

The patient with heart discase and pregnancy
is five times more at risk and the mortality for
the unbooked patients is very mmeh higher (1)

(6)e The most dangerous period is the first 48
hours after delivery (1) for cardiac failure is
most likely to occur during this periods The
patient was rested in hospital in @ proped up
position and close monitoring for signs of

failuree

senne/il5



Family planning advico in these patients is

important to alliow full recovery ivom the

affects of pregnancy on the disensed heard,

For those ahove 30 years tubail ligaticn oy be

suitablie because 2t hag boen shown L0t above that

ege complications nre more common (0}

3)

k)

5)

6}

R e
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3 Fagants
el .n"u"..c;’..

Naune? ae Lo H, Age 35 YePs lln, B17/52
satoa of Admission 20/4/82
hts of Yelivery 29/4/82

Bite of Miscasrge: 2/5/82

sy L He wag fdmitted to L8, 11 intensive
Lare Ioheur ward hecaunze she woe oy el Jorley
pelud aerevide st term and in 1o bhoooe  Le hoosked

at & peripheral clinie nnd weg raforrad $9

i inbild e X Centra boc via o7 o s an
elderly primigravisa. Thers weye o aiher

#bporac) satenct i £indinrse
e had o spoutenvus vertan dalivarse ihe
placents could not be deliversd b asuatynlled

cord tractior «ftar 30 sinvies dogite o A g

-

of ergosetrins intravencusiy. 3a%i 13
BOSLDEPTIN GAQMOTERACe A0 i 0w awdd roemoval
off placanta done under pencral o uvnsl.os3ile She

wasg given YUroad dpectrum entibintiecs rud made

aneventiul recovesrye
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Antenata) Care and “resent Ubstsivic iiistorys
Rt S o

The npatient booked 8t & periinesr«i clapvic at
16 wWeclkse, Where ahe made 1OUEY ViSlife 4:.2r¢ were
e antenatel apnormniivies wteds % 2 waeks
gestation she ves peferred t¢ Tmevdaslili Wik risk
clinic on account of her age which was 35 yeurse
Hey last normal wmasnsirunl Qeiiod started on
29/7/81 and siunee she hed & ) dsys roagalar
cycle with bleading which lacted 3 cays bew
axpacted Jdata 2F aelivary was 5-§omﬁ. “an had no
nistory of vagianl bBleesdimy or acti:ioisvical
dischbarge in thiy prazpencye o vsawogionin
waz 12e/d4] at 16 weeks ana 1leHgful @t 56 weeks
gestatiomia or uLing contuined oo gauensy png
was fraes ci woloine e Llcod rascnye ronsinad

i

130/ 70m mevenry Laroagions pi R L L

She wag @ Primleravidae

tavr - o Riire q
Gvninceoloriasd "iatnrvy
A APt it M4 e A 0 e B Y AT P

fhe lLou Nemarehe ut 4l yearn Jolloved by &
ragul#sar cycle of 30 days with 5 Gaye norawld

blnedince
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There was no previous history of vaginal discharge
or pelvis infection. She did not use contrageption
but was attending infertility clinic before
conception. She had no gynaecological operation
of any sort.

Medical and Surgical History:

There was nothing significant,

Social and Family Historys

There was no history of tuberculosis in the
family. No history of hypertension or Diabetes
Mellituse She did not smoke or drink alcohole.

She was married to a driver.

Examination on Admission:

Her general condition was goode She was not
pale but was obese and with labour painse She
had no peripheral ocedema and was not dehydrated.

She was a febrile.

Cardiovascular and Resgiratosx Systems:

She was not breathless. Her pulse rate was
80/minute regular and of good volumee. The blood
pressure was 140/70mm mecury. lHer heart size and
sounds were normale There was no murnurse The

respiratory system was normal.

oooc-/il‘,‘
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Abdominal Examination:

The abdomen was distended uniformly,
There were mo areas of tenderness, The liver
and spleen were not palpablees The renal
angles were not tender and no musses palpablee
The fundal height was 38 weeks gestation,

The lie was longitudinal with cephalic
presentation. She head was engaged. The foetal
heart was heard,

Vaginal Examinationt

Vaginal examination was done asg dotailed
in the introduction. fThe vulva and vagina
Were normal. The cervix was 6em dilated soft
and thin and well applied to the presenting
head, Clinical pelvic assessment showed that
the plevis was adequate for the babye
Artificial rapture of membranes was done and
2o meconium was seen. There was no cord felt
and only 2/5 of the head was above the pelvic

brim.

L
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Dg;;varxt

The patient®s labour progressed without
problemse The first stage lasted 8 hours and the
second lasted 45 minutes. She deliverod a 2.8kg
baby with Apgar score 9. 0.25mg argonectrine was
given intravenously with birth of tﬁo anterior
shoulder. A controled cord traction was done in
an attempt to deliver the placents but this
proved difficult. The bladder was cathoterised
and another attempt at delivery’the placenta
by Brandtesndrew's technique was unsuccessful.
The episiotomy was repaired to avoid loss of
bloode. ireparation for manual romoval of
placenta begen 30 minutes after delivorye There

was no vaginal bleedinge

Manual removal of Placentat

The patient's blood was grouped and twe
units of blood were crossmatchiode She was prepared
as for perineal operation and was transfered to
the theatre. General anaesthesia was usede
Hallothane inhalation was used to help with

relaxation of the uteruse
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The patient was put on the dorsal pozition
ard the surgeon scrubvbed and more ¢ sterile goving
rubber gloves and moeskes The right band wos
introeduced inte tihe riginae after the porincum had
been cleaéned vwilh ualvon and tne neitient drapped
witl stavrile towels.

1

The handg was folaed into a cong awl ddvarced
throucl the cerviu inte ithe nterus wlone tlie corde
The 1241 hana was used to externaliy sicady the
uterus #nd maninhulate it &g necesssry un Lo right
Nande The nidnd in the uteras uneasc.ed Lox a
cleoavage ol Tihe placeniiag elge Siw oo using the
fin,ers the placenta. was petded ori to
Cuinplaticae 1T wes pulled o witi: Cua Ler't nand
without removing ithe right haond Dvow ianside the
urzeruse whe ulerus was insveciow wnt 1oune to oe
ennhtye Higomeirine Uedlmg #4842 givou Lalicveuously
and Lhe sight hond won wictndiréune e utorus was

well contracted and the placenid 9l Leubranes

were compleles There was no vagiinal bloedlige

ese /122



Post operatively she was given ponieillin
and ehloramphenical parentally for 7 davse There
was no pyrexia or offensive lochio nost
operativelys 5She was discharged after { days
and was seen aftey six weeks in the postnuatal
¢linic in good health and without complaing,

She was advised to deliver in hospitol in the

next pregnancye
COMMENTS 2

Retained placenta poses an obstotrie amergency
especially when thore is partisl agparations In
this cases haemorrhage may threaten the life of
the mothere Cven when thero is no purtial separae
tion, the manipulations associcted with wanual
removal may introduce infection in the uterus or
to the blood and pueperal sepsis may be the end
result coausing mobidity and even wortailtye
Often times manual rewoval of plicenta demand
general anaecsthesia which has its oun interinsic
wortality risk and where one Las to do without
general ansesthesia due to the urgency of the
Case an inexperienced doctor may cauge a
perforation of the uterus aspecially if it is not

well contracteds



It is therefore important that these cases are
dealt with early and the third stage of labour
is monaged properly to avoid retention of

placentae

A placenta may be retained either following
mismanagement of the third stage as occurs after
intravenous ergometrine when an hour glasgs
contraction ring wmay form or rotention may
occur following morbid adhesion to the ayometrium,

The causes of rotention may be (1)

1) Mamial removal in the previous biyth
b) Vigorous and repeat curretage
e) Presence of submucous myomata with atrophy
of the underlying mmcosae
) iow implantation site (Placenta previa)
e) Pregnancy in the uterine deverticulum
£) Previous caesarean scar
) Post radium treatwment
In this case of an elderly .riuigvavida,
Where retention of placenta is cowson {2) the
cause mey be a myoma leading to atrophy of the
mucosa and a direct implantation of the plagenta
on the muscles There was no blecdin; so there
was time to prepare for general ansestiesia and
manual removale Mortality in theso cases is lower
than in cases where there is blecding and pertial

separastione
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There is always a high incidence of sepsis due

to late intervention in a collapsod patient.

It has been shown that if intervention is early
and chemotherapy used the results are good (3)

it has also been noted that manual romoval of
placenta is easily fetal if undertaken in a
patient whose blood pressure at the time is below

80mm Hg systolie (2),

It is thore important to resuscitate the
patieni thoroughly before undertalking manual
removale. In this case preparation for mamsal
removal was been dome after 30 minutes post
delivery and manual removal was hein: dome after
one hour of failure to deliver the placenta,
Others (2) have put a limit of two howrs after

which manual removal must be considereds

It is the authors view that two hours is
rather long especinlly in a developing country
where annesthosia may be difficult to zet and
blood may be unavailable, Waiting two hours in
a case of retained placenta may invite aaﬁsin
or may convert a bloodless case into a Wloody
one if partial separation occurse Une may then
be upnable to control the heemorrhage or sepsis.
General : maesthesia is gonerally required in
these cases but if the urgency of the
condition demands or safe anaesthesic is not

available then manual removal without



125

anaesthesia has been described as the safest

course to take (4),
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ORSTRUCTED LABCURS

RADPTURED UTERUS

REPAIR OF UTERUS AND STERIQ;}ATlﬁﬂg

Name § Mrs. He Ae 3 Age 28
Addrass: « Temoke Dar Es Sulatnie
Date of Mdmissicny B/10/82

pate of Operations 8/10/82

pate of Uischarget 22/10/82

SUBMARY

Mrse He Ae was admitted to Mahimbili labour
ward beacouse she had failed to deliver at home.
She had labour pains for 36 hours but failed to
deliver despite encouragement from relativese
The labour pains had then disappeared and she wag
now having continuous abdominal paine She was
found to be pale and im shoclke alputlion revealed
signs consistent with a rapiured uloruse She was
resuscitoted with isotonle saline and blood
transiusione. She was storted on broad spectrum
ahtibiotics and a Laparatomy was douce uelivery
of a fresh still birth was effectedy repair of
the uterus done and bilateral tubal ligation done
using Pomeroys methode She had an uneventful

postoperative recoverys
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Antenctal and PFresent (bastetric Higtorvy

The patienl booked at 20 weehs poastation in
a peripheral clinice she mude only twoe visits in

which no abnormalities wesre rocusrdede jles

hasmogiobin wag recorded to be 1.g/di wne the

Dlood jreasure was 120770 wex Cul've Ol was not

8oon .n the ¢linic after 30 wecss Soulatione

She wad uo anteastal histery of vaglined aleeding

Lhd Leen 1a lobwars for

~atlfle

Or abnic:dnal

she
36 hwurse The MEDranes nad pant
the

start of idbour pains amg siw o o

bocnuge she faiied ta dalivor iy il o ioned
coutirvnus abdouniwzl prin and voiawy ¢ 1223ibge

She hed no history of talking herbail meciging,

Past vbstetric Yistorys

Sha wag *Yara 3 all alivoe.

wanital

Vodits o ter

i ok ate

PUBPERUM

Normal

Normal

Normal

Normal

Normal

ORLER | FLACE OFY nobo OF § miins | owooun of
3 3
| becTveev LIVENY] 57008 | D LIVERY
1 i s-
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9xnaoeolog£cn1 Historys

she had memnarche at 15 years followed by
regular noymal flow menstrual veriods every 28«30
days and Yasting 3 doyse There wau no history of
gynaecoclogical operations or vaginil ulsshorges
lexr last normel meanstrucl periods aluizled on
30/14781 and so hor expected dale ef dolivery was
?7/30/8%e She had not been on cenitvraceplivos.

Modical und surgical Historys

There was nothing relevaitte

Spcial and Femily History?

she was @ housewifo married o npogante
She rever attendoed aschools She did not dedink
alcohol or mmwhke cigarettoss

Examination on Adwissiont

] P

The pationt was aaxious, pule Lul alebrile.

Sho had cold ¢lomy extremities Wil cold sveat
on thwe iace and nandse She was ucuoralsly

dysprneics

gardiocvascular and tesnirateory Systoms:

The pulse rate wus 149 udinie seguler but
poor voiumes lier blood pressure wus JU,/ 0w wercurye
The heart sounds were nornale Juiore wus 4 heewie
marcur best heard at thoe apele i L't size was
pormale The breath sounds wers vesigulior amd there

ware no chest crapitationse
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sbdomiunal Gxaminations

The abdomen was irrpguisrly distended with a
depression centrally and bulging of the flankse
There uag generalised tenderness widh no suardinge
The fostal parts wore easily Yelte lio uterine
contractions was palpateds The fetal Laad was
palpated at the right iliac, fossu, o fetal
haart sounds were hearde It was diificald to
elicit fiuid thrill or sihiiting Jullaoss due to

the poor condition ol the pativiive

Yagined Ixawinationt

Verinal examination ravesled voazaal vulve
and vegive stodned with bloode 1o soryvin ues
Sem diluted aml the fetal shoulder would Lo
pulpated presentinge bLlood was coziing JTvom the
cervix and high up o tear could bhe pallised in
the left lateral welle

Bagmsisg

Lwith the above history and Olouwings a
diagnosis of Rapture of uterus wos ade ond a
laparstony wis plaopede

Imuiediate Van2gononty

by blood was taken for geouplil youl wross
watching and the haewoglobin vis doitersinede
2) An dntravenous drip of nermal seilae wos

started using a wide plastic caiulie

eos/130



120

2) torphine 15mge was given intravenously for

o
e
v
i
L

Ly The petient vas prepared an trunsierred to
theatre aller signing corscin oy cpersiione
5) noe way given intravespus oy seiilia X6
ptot Lo ve Teollowed Ly BLOwgs € Lourlye
&3 whie way pre .ne'.»ic«'..l'.eu will. *{ezginsg u.!ﬁmg
Lalyaantiatulits
i - NEsegsaalidic ryles tube w.oy oozsod and
suglivn was starteus
thy the time she was in theatre she hzd
received two litres of sorwm:l soizne, the blood
rrassure was 110/70wm wereury on o aucwoglobin
wes Og/dle “he was Llood groun 4 7 nositivee
Thres vrits of bleood wes availunis .od transfusion

was started ot the opercoin: tablae

Lapirotonyd  Repair of Utnree o) stariiigotions
b SR AL S L O B AL

e Hin WA e | ek et ate o

Ananasthegdas { Hee O, )
SR AT AN L &

The abdomien wios prepared & onened by a

a4 duwer dbdowinel incision 4y Getoiled in

e @

the introductiot,
Pindines?

The abdomen wes full of wecowsun stoined
liguor mixed with bloode There voe & 18un long
ledt latercl viterine Yeor extendin; io the broad
ligewents the foetus was lying pavrtly in the
uterus and partly outside in the peritonsal

cavitye the uilerine vessals wers inthets The

tubes and ovaries were noriile
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Haguostasis and Hepaird
g swab Tor culture and sensitivity was

wed poritoceal

obtained frowr the weconium =ta;
fluide The edges of the tear weare socured
with Green drmytage clamps to achlove hoocrostasiss
The dead baby Je5kre nopemaccrrted C2livored
after the cord had heen divided im t bBetveen two
clemrmz,. Theo placenta was delivered hy & coptrollad
cord traction after crgometring 0.,2%mg had besen
given intravenansilys 1} £luid in ths paritoneum
wing sucked off and the intesgtines wers sacked off
with two large goume nackse The ftear une then
repaired dun o layerg using Chyvomic clutgst nunber
I after the utewine cavivy hed beon clouned o
eriDtye

Lkarm normal saline was pouren inlc the
peritosnens,; the intestines wasiod oud vie Llaid
aucked off 2 litres ware useds

Sterilisctionsg

Me fallopinn tube was held up with dissecting
forceps gu that the bloodless aren ol %the
mesosalping would be seen. Tus corved artery
forceng were nlaced over the illionisa tuves 1 ineh

parts
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Using chromic catgut number 2 a ligature was placed
around the fallopian tube enclosed in the clamps.
The loop of the tube distal to the clomps and
held up with the dissecting forceps was excised
and the clamps were romoveds A gimilay vrocedure
was done on the opposite side.Phe cut ends were
checked for bleeding and there wag none. The
ebdomen was closed in layers after the gauze count
had been pronounced correcte The patient had
received 750mle of bloed during the operations

Her blood pressure ves 110/70mm mercury and she

did not look pales

Post Operative Mencgement:

1) She was to continue with intravenous fluids
5% daxtrose 31 in 24 hourse

2) 3lood Pregsure and pulse were to be monitored
¥ hourly till she was awake then hourly for

84 hourse

3) Urine output was recorded houriy
i)y Pethidine 100mg. was authorised for pain as
requirede

5) She wag given ampieillin 500mge 6 Lourly for
7 dayse
6)° Temperature was monitored 2 hourlye
The patient w did not develope a temperature and

her urine ontput was 2000mle after 24 hours,

vens/l33"



she had received 3000ml of Dextroses Her pulse
and Blood pressure remained at 70 -« 20/mirte
and 1i0/70mm mercury respectively and the chest
was clear throughoute She did not develope
abdominal distension and she had bowel sounds
and flatus after the Lirst A48 lLiourse Shie started
crel fluids and was up and about by the Jrd day
pest cuorativee Culture results wewve steviles
tlex stitches were removed en tie Sth dav and

the wound was well hieslede 3he was discharzed on
the 14th day in good condition with & henoglobin

of 12g/dl.

She was ssen six weelka lotor 4in the postnatal
clinic, She was in good hoalth with no vaginpal
bleeding or dischasrgee She had ne ahderinal tendere
nease The uterus wes normal size an! {hers were
no abnormal pelvic findingse ier livweglobin
was 13g/dle She wes educated on the circumstances

that led to her catastrophy.

COMMENT S ¢

Rapture of the uterms in a finl obatetrie
enmergancy that thraatens both fetal life and
materssl lifee Althourh trewnn to tha utarus may
cause 2 rapture, obstructad labonr Les beorn zaid

-~

to be the commonest cnugs in ASeiez £3).
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Others (2) have put previous caesaroan scay ag
the commonest cause. Cases have Deon described
of spontenous rapture where neithor (roums nor
previous scar or obstrucved lobows wvay present
(8} (2}« The aetiology of such rapturg is
largely unknown but this type ol aponsenous
rapture has been siwwn to be the wosd

gatastrophic {(2) (4)e

This cese presented with classicai nlgns
of rapture i.e. shock, continuous aLdowinal
pain caesation of fetal heart ami zituratisu of
abdosinal contourse in genaitl LT Gug veen
shown that 1/3 of cases of raptursd utesrdi do
not present with typical signs ‘d)e Ubutiucted
labour due to nolpresentetion eoula Lave Deen
avoided if the patient had aillcuvew antenatal
cirs welle Had she reported for celliary early
in lebour ceesarean soction mighi uove saved
her babye Diagnosis was ot diliioulte Bhe
had no history of teking berbul swwitLuo wihideh
have been implisated Ly others (1) i here
wits no history of trauma., Maiprosonbe oion Was
evident as the foetal head wag lyiong im The
loft iliac fossle Whaether thls wag (i cause
oy the result of raptured uterus i1 is 1At

possible to tells

6b04$5
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the manzgencont of such e¢ases consist of
resuscitation and impediate surjerve +l.o correct
procedure is sedd to be that which io shortest
and preduces lesst shocke {3 The eporation of

ohaica wWill dernend on the 2kill 7 o sirgeon,

axtaat »f yopture, g the cuaaili e

)

pationt (1) as well 2s Loy desire Lo [PUBLIVe
Fortiiily {(2¥e Most paople d.0wme oon Loy atomy
2N 6 st Liswes 0 woit for correction of choek
(5) (0. Iw thiam setient rreveraiien Yo theatre

and liooratomy vare dene immedin

Hepade of uterds «ad ste.cilio. o huve boen
rocomncancaed (O apd were The 2ioow.e iy L tiwico
dn thas metionc e WaE napons gl o Taen to
heve more chilirene J 5 wad am ol rr Lunl shortep
procadure Lhen the &l tornativa To%iI Ly teresiony

which is recomugndad by ofisers il (Ul

mpinrs of the wierus ia a0 obio dn most
CuEnse Dbsiructad Iadbour sheyild ol oo wiers
matasridity sarviens are wall or oiis ul ol where

tize vomen are well wmotivalads Tiiiys o vigntts

failure 1o utillse 1 s d&igvery
gervicas is probably dua to igrmronss “hish wild

‘mprove witn fmprovesent dn bho Lanael gesdo-

agonomic slandurde
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There will however be cases of spontenous rapture
which are not preveantable {(2) (5) until their
actiology is knowne *n the meantime efforts should
be mads to eliminate obstructed liabour, high

forceps delivery, fundnl pressure ard injudicious

iaternal versiom and unsupervised oxylocine.

1) Py Jeo Armons Rapiure of the Uterus in Malawi
and Tanzmania.
sast Afr. Mede Je 543 (9)1 463y 19776
2) Schrinsky DDe Ce and Henson ily “e
Rapture of the fPregnant Uterus: & roview
Obstet. and Gynaec. Surve 33: {4)3 217, 1978.
3) Lawson Je Be and Stewart é. Ba
Chstetries and uynuecolog§ in tha Itropics
pdward drnold -~ London Poe @liy 15967
Y reredith He Se Rapturad uteri at ithe woman
hospitale AmeJe Obsteteliynaece 70§ 44,1955
5) BSoulle Py and Crichton D.
Hepture of the Unscarrved utoerus

Lancet 13 2603 1564

6) Keifer Ye Se: Rapture of the Uterus
Ame Jo Ubstets Gynaecs. 89: 335, 1904,
7) Farrell P. Jeo: Rapture oi itue Uterus

in

me Jo Obstete Gynaece 978 332, 2967

8) Ries KeJo @&nd Middleton Ee le

Kapture of Septate Uterus due te Plupenta

percreta. Ubstete ymaece 2393 7G5, 1972.
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COMMUNITY OBSTETRICS

FOOD HABITS AMONG PREGNANT AND LACTATING MOTIBERS AN

A MIXED TRIBAL POPULATION OF MOSHI=-RURAL JAN=FEB 823

SUMMARY $

The food intake and food habits of 190 prege
nant and lactating mothers have beon analysed.
Carbohydrates were eaten by all in all meals.
Only 2.6% of women had not had a protein meal
in the last six meals while 74¢% had three or
more protein menlse There is a general lack of
concern for nutrition in pregnancy while there
is always a ritunl or taboo for the post
delivery meal in all tribese. Food availability
and cost were found to be the main determinants
of food intake in pregnancy amd lactatione

INTRODUCTIONS

The growing foetus in utero depends emtirely
on nutritional supply from the mothere It has
been suggested that most cases of intrauterine
growth retardation are due to maternal malnutrition
(1) Ketarded fetal growth was reported as an
effect of the 1944 - 45 famine in ilolland (2)
Nutrition during pregnancy is very likely to have
an efiects on birth weight and birth weight has
been shown to rise with increase in uaternal calorie

intake in pregmancy irrespective of maternal ageg
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A

writy, interval since iusc virthe length of
J 8 € .

gostation illness during pregnancy or soy of

the childe

M foetus verndored small for dates Lpiraue
torine fcces the risk of intrauterisne dengly ouwd
if born alive its ultimate aental inteority and
Pliysical development may be in doabt {1}e Anart
from ths iswediate affaects on the newbesn thoe
Ioag taorm effocts of iatrauterine malouiviticn
g8pecially wheni cowbined with childdiosced
starvation adve Yeoa said to lead € snall
mothers vho moy Live spiil pelvisese wsplnilce
palvic disywoportion hts been assocsaled i
materval ralawicilion both during Loctar ifs
ana ae aun infanctes “he food habitys i@ Tumwinia
have been siudied only in a faw trileas wnd
the factors zoverning food intake i1 e uirngy

arwl Laoctation nave notl been studieds

It vag the purpose of this study to cuitling
what pregnant women in @ mixed tribal wopuration
eat and whye The main determinonts of vt food

s etten will be ildentified and & discussion of
the effocts of any taboos or other facitors cn

feeding habits will be presenteds

esen, 179,
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The villages surveyed are situsted on the
slopes of Mount Kilimanjaro 28kems from loshi
Towne It is a permanently dry area with only short
rains once a year. Most of the agricultural work
depends on these short rains. il madn erops grown
on these area are maize and beange 1o coah erops
are grown by the peoplee Thore is howvever a
large sugaregane plantation theiwving under
irrigation. MNost of the population studied work
in the plant.tion as unskilled or senisiillied
workers earning the minimum salary of 600 Tanzania
shillings per monthe

They depend on food supplies frow the Moshi
Town market but also depend on gome iocal food
production mostly maize and vegeBablese There is
& constant supply of fish from lywibe ya Mungu
Dam and this forms the cheapest form of animal
protein ( a kge of fish cost 15/= she as compared
to a kge of beef 25 shs), Most of the women are
unemployed except during the rainy season when
they go maize plantinge

The population is dependent om the company
hospital for their health cares e hospital
offers curative and proeventive servicese There
is a matermal and child Velfare clinic whose
staff visit the villages once a weok offoring
antenntal care, family planning, health education

and other servicoes.
3 .--.-.1'40
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Pour villages out of twenty were chosen randomly
by uéins simple random samplinge They were assigned
numbers 1 -« 20 and statiaticuljyables with random
numbers were used to draw out the four villages
(7)o The total population was 10,800 and contained
36 different tribes. One hundred and ninety women
were interviewed and assuming that 20% of the
population were women in the reproductive age (8)
we have a coverage of 8.7%. Out of these 76

women were pregnant and 114 were lactatinge.

A Pree-tested gquestionaire with forty four
questions covering social status of the patients
and listing the number of meals, the type of
food eaten in the last three days and covering
the taboos and customes governing food intake
during pregnancy and lactation was used. The
guestions were made in English but were asked

in Swahili by the author himself.

For the purpose of this study, the foods were
grouped in twoi~ Protein and Carbohydratese
Group 'A' below were regarded as carbohydrates.

While group B were regarded as Proteins.

ess, 141
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GROUP__ As GROUE Bs
Maize meal Beans
Bananes : Peas
Rice Milk
Potatoes Fish
Chicken
Meate

& house to house visit was meade but all women
could not be covered so that those not seen ware
followed up in the meternal and child welfare
clinice A tolal of 12 visits were made to the
four villagese &1l women interviewed were ashed
to recall what they had eaten the previous six
me&lse. A counter check on this was made by listing
the foods commonly eaten and asking how many times
they had actually eaten each of the foocd. “hers
thiere was a discrepancy the exerclise was repeated
and they both sgreed., “n effort was made tc extract

thie true informatione

Those asked in private seemed to provide
false information. They actually recited what
they bad been taught at the M,C.H. ¢clinic but
when they were re-asked in public they provided
the correct informetion after hearing everyh @y

else talking freely.

wsoc 142,
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It was as if in privacy the women thought the

interviewer had come to check whether they were
dmplimenting the MCH lessonse

Out of the sample 180 women were asked why
they ate the type of meals they had stated. They
were asked to state whether it was due to custom,
financial reasons, availability in the warket or
Just a choice due to appetite. They were then asked
what was recommended in their tribe for the
pregnant woman and for the post delivery perioed,
#11 of them were asked about their appetite during
the previcus or current pregnaney. Any taboos
governing food intake during pregnancy and
lactation were listed and the reason for such taboos
were looked foi. The women were asked whetheyr the
meals they had eaten were only meant for them or
for the familye.

Resultss

Most of the women interviewed said that they ate
something in between meals, This wasg either a eup
of tea, porridge or a fruit. The mzin meal for all

of them corresponded to the family's meale-time

“and was the same,

PO S
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The number of meals per day eaten by the families
interviewed is shown in table 1.98.4% of the women
interviewed h;d two or three meals per day. Most
of the 1.6% who had only one meal per day blamed
appetite and pregnancy discomfort for the poor

intake.

The number of meals containing protein is
shown in Table II (see above for definition of
protein food)e This was obtained from the last
s8ix meals eaten by the mother. More than 87%
of the mothers hag two or more meals with proteine
i2% of the mothers had either none or only one
protein meal out of six.

TABLE I FREQUENCY OF MEALS PER DAY:

NUMBER OF MEALS NUMBER OF WOMEN %
1 3 1458

2 89 b7%

3 96 50¢5
3 2 1.05

TOT AL 190 ; 100

# 144:
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TABLE II PROTEIN CONTAINING MEALS OUT OF SIX @

NUMBER OF MEALS NUMBER OF WOMEN
WITH PROTEIN WHO ATE %
0o 5 , g
1 19 SR
2 26 137
3 140 737
TOTAL 190 100

Table IIXI shows the number of animal protein
meals eaten out of the last six meals. These were
mainly fish and beef but a few had eaten chicken and
some drank milke. Nobody had eaten eggs. ““bout 2/8
of the families had 2 - 3 meals with animal potein.
10% had no animal protein in all six meals and about

' 1/, of the families had only one.

The number of meals eaten without protein as
defined above is shown in table IV, Out of the 190
families 66.3% always had protein with every meals
About 7.4% of the women had one or two meals
without protein and 26.3% had three or more meals
without protein,

0'-/'145
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A1l meals eaten contained carbohydrates in
large quantities so that either stiff porridge,

rice; potatoes or bananas would be eaten with edther

fish, besns or vegetables, The variation was mainly

in the vegotable intake and protein intakes

The roeason for the choice of what type of food
in terms of protein or vegetables waz to be eaten

is shown in tableV.It will be evident that

- availability of the feod in the market was the

single most important fagtor governing the type of

| mweals entens The appetite of the wowen occupied

& third posftion and taboos and customs was lagts

There was general lack of concern for uutrition
during preognaney in all Eribes surveyed except among
thoe Masei tribtes The pregnant women were left o
eat the normal diet during pregnancy. None of them
ate anything specisl because they were pregnant and

the meals they ate were meant for the whole familys

YipLE XIIX NUMBER OF MEALS VITH ANIMAL PROTEIN

(QUT OF SI1X)
NUMBER OF MBALS NUMBER OF WOMEN %
o 20 105
1 46 24
2 70

7
3 54 288

TOTAML 190 100




NUMBER OF MEALS NUMBER OF WOMEN %‘
o 126 _§ 66e3
7 a7
2 oy 7 3e7
3 50 23
I

Y REASUN YEN FOR 1] OICE

=

r | REASON NUMBER OF %

i HOMENS

i Availability in the market 98 5146
f Cheap to buy 50 2643
F tiood Appetite for it 12 Ge3
, Custows and taboos 20 10e5
: Not asgked 10 Sed

The Masais restricted milk meat and blood during
pregnancy giving a reason that the foetus may be too
big if these foods are eatem so that labour will be
difficult,.
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Instead they allowed bananas beans and vegetables
and the like. Most of the women interviewed
admitted that they did not keep the rule because

of experience from dther women of other tribes.

Most of the tribes surveyed had some rule on
diet of a woman after deliverye The rules varied
from tribe to tribes fho duration of the rule
varieds, either with the economic status of the
family or with the reasons for that rulee “here
the reason was due to a supposed pathology of
delivervs (iese.)} the abdomen net being ready for
certain foods) then the duration of the rule
depended ou when they thought the woman was welle

The rules and reasons for various tribes are

1listed in table Ve

The rulas were strongest among Northern
trihes i.e. The Masais, Waarusha and Wachagga
where together with complete rest from worlk,
high protein diety high fluvid intake, No
vegetables and no hard foods was the rule,

The Wasafwa and Wamarira seemed to have no rule
on what to eat or not to eat, after deliveryes

Most ate any available food after deliverys

ooso,"146
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. In econtrast to the Kamasai and Wachagga, the
 Wakinga of the South have a funnuy habit, Out of

the twe womon interviewed both of them said
delivery was a dirty affair and so the tradition
was to isoclate the women and feed her on lefi-overs
until she wes considered cleane The duration of
such a rule depended on when the woman went bhack

to normal work. “he usually went back to work

after seven days unless she had complicationse

Pregnancy upsets and lack of appetite
affectad dietary habits but mostly in the first
twelve weeks. Most of the women interviewed
adnitted to having normal appetite during the

latter half of the gestational periods

o“o-ooo/ 149
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mﬁ VI _PRESCRIBED BATING HABITS AFTER DELIVERYS

HABIT

REASON

TRIBES

EXAMPLES  pURATION

Soft foods soup To prevent Wapare

Constipation Wagambaa bw3 Weeks

%douen very Wagweno

soft.
Haize Porridge To cure the Wadigo
with vepper damage Abdomen | Wabondei 4 hours

r
Millet Drink To promote milk | VWanyaturu
with other production warangi F-j months
soit foods Wagogo
Anything Vegatablas hed Wanyamwaezi
excopt for Abdomen. Watipa 6 weeks
Yegetable Yakurya

Ne hard ford Te Promote Wamagal
No beans Lactation Waarusha =3 months
No vegetablese Ta promote Waghagaa
Meat, soup, Abdominal,
milk blood and healing.
fluids, Abdomen too

delicate

»9ss/ 7450




DISCUSSIONI

Studies on mutrition in Pregnancy have shown
that maternal size refiects nutritional status
during pregnancy and that¢ improvement in matermnl
diet during pregnancy favourably influences hoth
foetal growth and developmental progress after
birthe (9)., It has been shown that among
undernourished populations the mothers were
signifigantly shoriter, thinner and lighter that
amoaz the more priviledged aand so it has been
postulated that imadequate diet during pregnaney,
and childehood undermatrition &re responsible
for this. It is also known from epidemiological
studios thet maternal calorie | maluutrition
during pregnancy is associated with smaller
babies and that siwmple dietary supplimentation has

been shown to impreve birth weight (1V).

The dietory intake in the populatien studied
shovs an adequate carbohydrate and protein intaitge
Most people cuestioned had a carbohydrate meal
at least twice a daye Only 3% had one meal per day,
Although more tham 73% of the people had 3 or more
meals wiith protein (out of six meals), in omly
28% of them was this of animal protein origine
This is probablily because animel protein is more

costly cowpared to vegetable proteins

e /15%
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#11 the same the high freguency of meals containing
high protein food may ruflect the effeect of the

- health education program going on in this aren,

Thore was a weekly tallk on nutrition by the
HCIl staff to the mothers who attendod the clinice

It has been shown elsewhere that health
education can achieve lasting charnged in diet
behavicur on & community levele (11) To be able
to weigh the actual benefits of the health
etucation one neud to exactly measure the amount
of czlorie aund protein intake in @ controlled
studye

(out

The other factors which come of this study
iz the fact that availability of the food in the
marketl was the most important fagtor mentioned as
doterniuing what wos to be eateme Lthis was followed
by the cost of the foode It has been stated elsevhers
that Tood availability and economic limitations in
various countrias apply to pregnant women as wall
as to other mewbers of the commumity and that
there is a tendency for the pregnant woman to
Coutinue eating her usual diet during pregnancys
This was exactliy the case here in most tribes
excopt the Masais who limited high protein diet
4 aveid a big baby,.
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Other studies in this country confirm the
same about specific food intake (5)e It is understood
that some alteration in the usual diet may result
from appetite, tradition or education. In this case
there was no proof that any of these was an important
faciore Yradition in particuler did not prove an
important factor when considering food intake during

pregnancye

The level of concern for the nutrition of the

women after delivery has been documented in other

" studied (5) but the reason for such contrast with

the lack of concern oan nutritiom curing pregnancy

- hags not been investigated.

Most tribes temnd to focus attention on the womb
from which the baby comes and associate it with the
stomach to which the food goes. Therefore warm soft

foods 2re supposed to be better than hard cold foodse

- This was the case in most tribes. The later are

supposed to delay healing of the womb while the
former accelerate ites Also high fluids and protein
intake are supposed to promote milk production for
the newborn while vegetables, hard foods and

vegetable protein do mot encourage milk productions

The food habits after delivery wexe also

modified depending on availabilitv and coste. Thus
- banana -« meat dish was eaten as & post delivery meal

 ever in those tribes whose tradition was to eat thin

grual with peprero

B g ARRL
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Sepelusions ond Recomendationss

The problem of foed habits of pregnant and
lacteting mothers is & cowplex ones Supplimentary
feeding programs and distribution of nutrient
supplarent aimed ot pregnant and lagtuting mothers
are interventions recommended but 2re short tern
solutionse Imdireet nutritional interventions are
said to heve & wider ramification {i2). “ortaindy
the improvengnt of aveilability ef food in toyma of
fnproved cgricultursl production and improved aocto—
econonic stetus « and hence the purcliasing powes
of the people are @more pervanent weasures vhich wiil

fhieves a lapting effaect,.

It is recommendod that apart from improving the
agricultaral production in this area lealéh edusatien
should be intensifisd sc that the availebie foods
mity be used in combinations which provide maximum
benefite Secondly the food supply system should he
improved so that the Toods pot avelloble during a
gaviain season may be brought in from ciher ports of
the countrys ‘hirdly and wost jmportant there is &
need to do iurther studies to measure exactly how much
protein or calorie is taken by these pregunant women
S0 that one may be able to assess the adequaey ¢f the
dint and plen for any improvement,
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LONG_OBSTETRIC COMMENTARY 3
M

PERINATAL MORTALITY IN MUHIMBILI MEDICAL CENTRES

SUMMAR Y

All perinatal deaths occuring in Muhimbili
Medical Centre between 1st May 1982 and 30th October
1982 were analysed. The perinatal mortality rate
was 53: 1000 births. Prematurity, antepartum
haemorrhage and Trauma were the main causes of
perinatal mortality. Most obstetrically avoidable
deaths occuring during or after labour were due to
trauma. Inappropriate level of care was found to
be an important cause of perinatal mortality and
occured in 80% of the deaths analysed. Avoidable
maternal factors accounted for less than 20% of the
cases. It should be possible to make ma joxr
improvements in perinatal survival by improving

the present obstetric caree
INTRODUCTIONS

Perinatal mortality includes fetal deaths
after 28 weeks of gestation and first week neonatal
deaths. It is expressed per 1000 live and still

births,
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It is & measure of the standard of obatetric care
and the lovel of soclo-egonomic developwent of

a communitye “here the community is rich and
advanced in torms of educstion and income and
where tho obstotric care covers everybody the
perinatal mortality is low, but whers poverty
exist and thore is minimal obstetric csre the
perinatal aortality is highe

The perinstal wortality in Muhimbili
Medical Centreo is high (1) about 42.9/1000
birthee =08t of the deaths are ante-or
intraepartune It hes beon shown (2) that when only
crude methods sueh as palpotion of uterine
fundus ond suscultetion of fetel hesrt retes
are used antepertum deaths ecccur in @ high
percentage of c¢ages and more than 50% of the
intreuterine deaths have no gongenital
apomally and could be prevented had the risk
beon prodictod, Like any other country a
desreage in perinatel mortelity cen only be
brought obout by improvement in methods of
moni toring pregnency and lobour and improvement
in the soejal standards (3)e

esee/ 158
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Blectronic feotal heart monitoring, the
measurenent of serial urinary ocestriol levels
and ultresonic fotal measurement of the
bipariatal diameter are some of the modern
methods thot have beem shown to be useful in
fotal monitoring and reduces perinatal
mortality (14) (15).

The use of ultrasound, electronic fetal
heart monitoring and urinary cestricl measure-
ments are not available for routine use in
M¥ubimbili lMedical Centres. IHowever fetal
movement count which has been shown to bhe
useful in antematal monitoring of fetal
wellbeing (46) (17) (18) is currently used in
high risk preguanciess This is uged to
supplinment the other elinical methods used
such as measurement of fundal height in
relation to gestation as determined from the
data of the last normal menstrual period,
ohservation of progressive maternal weight
increase during pregnancy and periodic
auscultation of fetal heart rate by the

fotoscopae

e .159.
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The socio-economic status of the mother has
been shown to be very impertant (4) (5)e Given
the economic constraints of Tanzania an
improvement in the general social status is not
likely soone The high perinatal mortality inm
Muhimbili Medical Centre does not necessarily
reflect poor obstetriec care because like any
other big obstetric unit it could reflect the
effect of caring for a high percentage of high
risk patients (3) and a much lower figure could
reflect poor selection of patients. The Centre
has a delivery rate of about 35 babies per day
(1)s There are 25 trained nurse- midwives
divided intc three shifts per day. They handle
a large percentage of the deliveries some of which
are complicatede There is ome consultant or
specialist available for consultations daily.
There is a resident doctor on duty who is often
busy with operative deliveries and there is an
intern constantly in the labour ward busy
assessing progress of labour and reparing

episiotomies,

e.. 160
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With a delivery rate of 35 babies per
day and since most of the women have risk
factors needing intensive care, the labour
ward staff is overloaded so that efficiency
is often lowered, It is against this backe
ground that this study was done. The aim wasg
to outline the major determinants of perinatal
mortality and secondly to find out any avoidable
factorse “n avoidable death is regarded as one
where given the circumstances prevailing the
death should not have occured had the mother
or the medical personnel takem a certain
appropriate stepy When the mother or the
medical personnel knew what to do but could
not do due to circumstances beyond their ability
the death is regarded as umavoidable., It is
realised that judgement is going to be subjective
so that where doubt exist the case will he
regarded as unavoidable.

“ad organised attack on perinatal death must
begin with accurate information about those
factors associated with death as well as specific

causese

.00-,‘1610
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One of the things an obstetric unit in a developing
country, afflicted with lack of facilities and
adequate staff, could do is teo tackle the avoidable
deaths iece those deaths that can be avoided by
reorgenising motivating or educating the

existing staff and using the available facilities.
It ishioped that the findings of this study will
give some light in this direction so that efforts

can be made to reduce the high perinatal mortalitye
MATERIALS AND METHOUSS

All perinatal deaths occuring in Muhimbili
Medical Centre between ist May and 3ist October
1982 were incliuded. The labour records and
neonatal records were scrutinised and information
regarding weight, parity age and type of perinatal
death whether still birth or neonatal death was
obtainade The cause of death was obtained from
the Staff concerned, the labour record or death
cortificate and where the mother was available
she was interrogated in an attempt to find out
the circumstance surrounding the death of the babye
No postmortems were done in the fetuses. The causes
of death were grouped and classified using the
clinical classification used in the Scottish

perinatal survey (7)e
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202 perinatal deaths were chosen using systematic
randon gampling by taking every alternate case
where fecords and mother were available. These were
oxaminéd in detail to determine if there were

any avoidable factorse. Yhere the mother had beem
discharged or the records were not available the
case wag dropped from selectione The antematal
records wvere examined to find out if there were any
rigk factorg that had been ignorede The mothers
were questioned on the details of labour and
pregunancy and tne labour records were examined

for duration, progress of labour and mode of
delivery and outecome of pregnancye. Where delivery
of a complicated case such as twin or breech was
done by 2 nontrained or junior person leading

to perinntal death the cuse was classifiod as
avoidablee The avoidable deaths were grouped

into cbstetric, pestdatriec and maternal - social

ag described elsewhere (7).

RESULTS

puring the periocd of study there were 13,450
deliverics and a total of 716 perinatal deaths
giving 2 perinatal mortality rate of 53.2/1000
birthse. The parity distribution of the deaths is

shown in table ile
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67.T0of the mortality occured in para O and Pare Je
76% of the para I patient had a bad obatetric history
with previous perinstal catastrephy, infertility

or aboriiongs

Tableo II shous the categories of perinatal deaths
27e2% weare macerated still births wmost of them
procatires 39«0/ wore fresh still births. 60% of
the frosh still birth had a clearly defined
precipitating obstetric complication such as
haemoxThage but 38% were due to birth trauma

resulting from poor managements

o 235 328

1 250 349

2 126 176

il 205 Ase7
716 100

eoec, 164,
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IYee MBER é

Maceratod stddl bisxth 195 2742

Freah: otill bhirths 285 39.8

ist woolk loonatal deaths 236 S3e
T OT & Le 716 100

e wajor couses of ferinstal mortality are
shewi Ln Tuble §ITe 638 coses were available for
Bnciysise vessturity stands out as & pajor
cause i poriuntal desthse There is & disquieting
mamber o deaths due to birth trouma. These were
either foliowing prolongad labour, wrong use of
the vocwu: ewiractor ic overcore disproportion or
deilvewy ol & compliceted case by inexperiecnced
perscvise culopsrtum heemorrhoge wes an important
cause of sordnatal mortalityve 530 of it was
abrupiio Jlocenta but 20i were of plecemta Praevia
andc J7s of the undertermined typee
Tholg XX

MAJOR CAUSSS OF PERINMATAL MORTALITYR

e,

gavsz MR

1) Low birth weight 25008

Ho rmfernal comnlicttion « ¢ «» o o * o 2 230
2) Norval Yirth wael sht 2500g
o matorwnl cf."l‘?if}!,iﬁﬂtif}.fl ® 8 ° & & © o » 129
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3) Birth Trowmd o ¢ « o = = © o o = = 108
4) Pre=eclompsia o o o o o o s o o o L3
5) Antepartum hoemorrhage e« « ¢ « o o 109
6) Matermal disease existing before

Prognancy e s ¢ ¢ o & & ° o o o o0 32
7) Fetal abnormality e o « o o o o o o

8)0“1@3‘80-'-0...0..---.

Out of the 202 cases selected for study 64%
had obvious avoidable facters which contributed
directly to the death of the foetus or neonates
pable IV shows the mumber of aveidable factors in
the cases chosene 57 out of 202 had more than
one avoidable factore The avoidable obstetrie
factors are listed in table Ve Ianappropriate
level of care stands out as the single most
important avoidable factore. This is closely
followed by failure to diagnose a risk rfactore
Insppropriate level of care was mostly when a
less gualified staff undertoock a procedure
which should have been done by a more gualified
staf{ when the latter was actually available
for consultctione There were case of breech
delivery, twin deliveries, resuscitation in the
labour ward dene by nursing cssistants when
actually exporienced midwives or even doctors

were progsents

sses.166,
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vacuum extraction in clearly obstructed labour
were done by junior doctors when seunior ones could
have been consulted to make proper decisions.
There were also cases of big breech, twins or
disproportion which were mot diagnosed until it
was too laotee

Taplh IV

i NUMBER OF AVOIDABLE FACTORS:

o

Number of avoidable factor Number of Patients
0 73
1 72
2 b1
3 16

202

TABLE Ve

AVOIBABLE OBSTETRIC FACTORSS

Avoidabg_g factor Humber of Occurances
1) Imapproprizte level of Care 1014
2) Foilure to diagnose risk foctor 81

3) nisk foctor diagnosed but

appropriate szetion not takene 45
4) nisk factor diagnosed but wrong

action taken 22

5} ‘liscellenous i3
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Hells

e aurber adds up wore than 129 becruse some
bad rore than one vish factor and therefore

appoariag soveranl timos.

The avoidable pediailric factors could not be
annlysed due ta the factor that there was no record
of the times whenm procedures were done nnd advi ssion
Aincnosis dntorval could not be founde
Table Vi shows the avoidable maternal factorse
Failure to sttend antenntal care was the main
problem although thore were a few ummarried Johless
petionts who did not core about the pregnancy and
tinree pationts who had Liypertension in proguancy,
refused aduission and come im labour With intrée
aterine fetal death at terme

AV GY SABLE MACERNAL PACTORSS

Aveidable factor Number of portic.ts
1) Failure to sttend antenstal care 32

2) imilure to comply to rrofessional

advice 3
3}  Unsuppowried mother 2
4) idscellensus 4

evee ,~'1680
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DIECUSSIONy

Perinatel] sortelity reflects the sccice
econocic stondsrd sud the level of obstetric care
ef the cormmindty (13)e The high perinatal
mortality of 53« Coupared to 52,9 reported in
1979/80 does not refleet a worsening of the
siturtion. The incroase is only epparent »nd is
due to tlhe oreming of maternity wards in Teseke
and Einondonie These wards which are not part
of Muhirbiii Nedical Centre have reduced ths load
of normel deliveries in Ocean load hospital while
the hizh risk cizes delivered at Mebisbili have
not droppoede Thms while the total deliveries
Highit hwwe dropped the perinstal desrths romained

the seaw ond infaet increcsed a little.

In the more developed countries Premeturity
and corgeni®nl malformatioms are top causes of
perinatal deaths and very few deaths occur during
labowr {{}e In tids series birth trauma at Gelivesry
and hoemorrhoge were 2 glose second to premeturdty
and the percentage dying during labour as reflected
by the fresh still birth is higher than those
dying prior to labour as reflected by the macerated
still birthoe

[ E X R ¥} ;! 1690
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These facis by themselves ought to raise a lot

of concern boceuse trauma at delivery can be
prevented, antepertum haemorrhage may be managed
and decisions on when and how $o deliver the
high risk prognent patients should be made hefore
they reach laboure An juprovenent in intrapartws
surveiliance will lecd to fewer intrapartums deathse
Potter ot ol (9) has shown that with improvement
in obstotric care treuma can be replaced by
congenital maiformation as a cause of perinstal
mortalityes “'ftor wojor roductions have been made
in conditions associated with labour amd delivery
attention can then be directed to detection and
nanagenent of congenital malformations and
prevention of presature laboure

thet dg wore disturbing is thot 64% of the
perinatal deanths were avoidablees In @eveloping
countries 59 of the deaths have been reported ag
avoidoble (10) #his seems to agree with the figure
in this series but it must be pointed out that the
eriteria for avoidability between the twe is
differente

sesves . 170
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Although HNMemrics (4) hes steted that the challenge
to improve perinatal survival rests with the
patient and her community and mot with the physician,
the findings of this study points to the oppositce
The nuuber of deaths due to traume and the amount
of freah still births cell for improved antepartum
and intrapartunm cares Yeimraub (11) et al has
shown that there is a significant reduction in
perinotel rortality in monitored patients in
labour whon compared to those not monitored and
vestin (2) has shown that antenatal vigilance
with tho use of gravidogrom reduces perimatal
woprtality and proper handling of deliveries has
been sitod as one factor that can reduce
perinatal mortality (6).

vhat is perticularly disturbing is the fact
that a lot of perinatal deaths occured in the hands
of less qualified persons when more gualified ones
were availablee If the perinatal wortality is te
be lowered then efforts must be made such that
the wost coupotent person delivers or wanages
the most at risk casese It has been shown that it
is possible o eliminpate all awvoidable factors
of Ferimntal mortality (12).

seve. 171
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CONCLUSIONS AND RECOMENDATIONS:

The perinatal mortality in Muhimbili
Medical Centre is largely preventable. Improvements
in recognition of risk factors coupled with having
a plan for every risk pregnancy should lower the
mortality. The most competent staff available
should handle the patients with the highest risk
of perinatal deaths. An extra resident permanently

in the labour ward should prove invaluable,
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TROFHOBLASTIC DISEASE

HYDATTDFOR}M = MOLE

SPONTENOUS ABORTICHN -~ DIGITAL EVACUATION

Name: Mrs, Z, W. Age: 38

Address: Temeke Dar ez Sale;an} , ;
Date of Ldmission: 1847.81 __//
Date of Delivery: 21.7.81 ' - ®

Date of Discharge: 11.8.51

STMMARTY:

lirse 2.V, was adoitted to Nuhimbili Gynaecological Ward
with a history of amenoz‘rhoo::. for six months and complaining of
recurrent vaginal bleeding and lower abdominal pain for three days.
She had not felt foetal movements but had excessive neuses nnd

vomitting,

¢ She was found to be pale with mild abdonminal pein.
Her abdomen revealed a fundus of 30 weels gestations The foctal
parts were not palpable and the foetal heart =ounds were not heard.

The presnancy test was posiftive.

She Spontenously ahorted n hydatidiform mole which wes
confirmed his’solog.i.oglly. “he had digital evacuation of the uterus
and bleeding stopped over the next two dayse Subsecuent follow up

has revealed no complications,

ess/ LT5e
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History of the Present Illness:

The patient vho had six months smenorrhoes was admitted
because she developed vaginal bleedinz and low abdominal pain.
The bleeding was profuse without elots. OShe stated that nbout
one cup of blood had been lost and she had soiled her clothes
with blood, Ower the last th‘rce dnys she was changing sanitary
pads four times per doys Che hod not fainted but felt dizzy,
She had not seen nroducts of conceptions She admitted experiencing
nausea and vomiting excessively but this did not necessitate

admission to hospitel, ©She had not felt foetal movements.

Tozether with the vaginael bleedings she was hwving' lﬁ
abdominal pain which was mainly sub-umbilicel., The nain was dull
but continuous with gpisogles of accentuction, The nain wms
associnted with low backpain vhich was mainly _pre.f:on*: during the

-

maximum lower abdominal vein periode She had not started antenatal

o
clinic,

Provious Gymaecological Historys:

She had menafche at 13 years followed by resul~r normal flow
menstrual cycles lasting 4 - 5 dnys every 30 dayse OShe had no
history of vaginal discharge oi- abortion. Her last normal menstrual
period started on 15/1/81. There wms no prior history of inter

menstrual bleeding or use of contraceptives,

s
eve/ ,ow;.
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Cbstetric Historys
She was para one which was norml pregnaney and delivery

three years previously,

P dical and Surcicnl Histox

There wvas nothing sisnificont,
Soeinl and FPomily History:

She was an wnrerried factory worlker vho did not smoke or
drink alcohol, .

Physical Trmmination:

She was an ill lookine woman vho was pale but not dyspnoele
or jaundicede She had no peripheral oedemn or genevalised
1ymphoadenopa thy,

Cardiovaseular Sysbem,

The pulse rate was T2/minute regular and of normel volume,
Her blood pressure was 120/70 rm mercurye The heart was norml
size with normal sounds and without mummurs

Regpirntory System.

The Breathesounds were normele, No crepitations were heard.

The abdomen was distended uniformly. Vo areas of tenderness
were Telt, The liver and spleen were not palpable, The renal

ayeas were not tender,

The fundal height wes 30 weclks gesiation. o ballotment was
possible 2nd foetal parts were nob felts The foetal heart sounds

were not heard,

L O/ . m;‘
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The vulva and vagine were normal but stained with bloode

&
The cervix was soft 2em lons an? admitted one fingers No vesicles
were seen. <Lhe uterus vmo enlowred to 30 weeks gestation and both

ovaries were cnlarged to the pize of tennis balls,

Diarmoses

With the above history snd exomination findings a provisional
diaenosis of 'olar Presnoney and differential diagnoses of Multiple
pregnancy, wrong datesy Hydrammids with threatened abortion wos

mode,

The following investigntions were done and results obtained:-

Haemoglobin 609g/a1
Presnancy Test Positive
Thite eell Count 8000/ cc

Plain abdominal X-ray o foetal parts seen.
Urine for pregnency test was positive to a dilution of 1:300,
Blood Group and Crossmatch was done for four units,

Spontenous  abortion and digital evacuntion:

The =bdoninal pein progressed and she had a Spontenous abortion
30 hours afier admission. The products of conception consisted of
o 142kg mass of vesicles matted together like bumches of grapes and
grossly resembling hydatidform mole, She received three units of

blood,



She was given mnalgeci= in the form of FPethidine 100mg
intramgeularly and under sterile conditions the uterus was
diitally evacuabed as deseribed for incomplete abertien (G2),

, 1 Trgometrine 0.25m: vms siven intﬁvcnow:ly cnd therc was ‘
F minimnl bleeding thereafters The aborted products rere sent for

histopathologye

Tollow up?

Histolory revort described Avesculsr trophoblastic proliferation
vith swelling of the strome The Pertures were consistent with a
dizgnosis of Hydetidform mole, Ihsve were no festures sugpestive

of malismant chonre,

The patient hnd a diomoctic curretece Pive days later and
histolosieal renort »s:hdweﬁ' no trorhoblastic tissuese Premency
tost 7 doyo postomeritive wme =311 Az;loaitive but beeame negative
14 days posteonve™ irc. Prren iy onou days 1ater the Fremoncy test

was still negntive and 2 chost x—rvy showed no atmormlity,

There wns no vaginal bleedins Trom the 7th day postoperative.
The uterus regressed to normal gigze and the ovaries were difficult
to. palpate by the 28th duy, She hs adviced not to get pregaenmt
3 fox two years and ves later put on omal coniraceptives, She was to
report monthly for six months for vresnmncy test and chestex-ray
and later every three momths for two yenrs, TFor each visit she
vrﬁlll have her his,c"y end physical exomination reviewed, pregnncy

oot and chest x-ray repented o detect any sympiems or sigas of

S
-2

‘,,,.mligmncy.
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DISCUSSTION:

The diagnosis and treatment of molar pregmancy, early is of
paramount importance beecause most malignant trophoblastiec disease
arise from hydatidform mole (1), It has been shom that the longer
the patient has stayed with the metastatic disease the poorer
the prognosis (2) This patient who had an amenorrhoea of six
months presented with signs of threatemed abortion, This is the
commonest presenting way for molar pregnancy, Had the patient
ptarted antenatal care early then the diagnosis would have been
suspected from a fundus enlarging faster than dates and laek of
foetal movement, foetal heart rate and foetal parts on palpation,
Definitive diagnosis could have been made earlier and treatment
instituted, Diagnosis and evacuntion of the wterus early is bx u ~fon
important because it is attended by less haemorrhage and sepsis. -
A big uterus is followed by more bleeding, is more di.tﬁ.cu?.t to
evacunte thoroughly and will predispose to sepsis, Although
molayr pregnancy have a significent attendant morbidity of sepsis,
and toxaemia usually 857 will enter remission with evacuation of
the uterus only (3), e other 157 will have locel or distant
metastesis and most of these are choriocarcinoma which carry a
mortality of 40% with surgical treatment even when the tumor is
eonfined to the uterus,

This petient had a spontenous abortion of the mole as is the
case in most cases (8)s In fact approximtely 507 of the eases are
not suspected wntil the mole is expelled in part or whole. (8).

“'/_/1.1~80.




The use of Pregnancy test for follow up is not the best
way of measuring Human Cherionie Comadotrophin because it is
often inmaccurate in dilution and insemsitive below 1000 u./24
hours urine (2), The best would have been serum Radicimmmoassay
or the mouse uterine wnit om wrine (2) (4). These being wmavailable
in our centre preguency test was the only laboratory method.

Since obserwations showed that foetal death could be caused
by antifolic aeid (3) and that Humm Chorienic Gonadotrophin
reverted to norml in a potient being treated with methotrexate
(7) and thet antifolic aeid were highly effective in the treatment
of metastatie choriccareinoms (6), some people advocate prophylactic
chemotherapy along side evacuations, Comsidering the toxic effects
of chemotherapy and that 857 of the potients with molar pregmency
will have spontenous remission with evacuation alomne, this patient
was monitored carefully to detect any sign of recurrance or
persistent disease, It is the opinion of the writer that 1f the
preguancy test remeins negative, the ovarian cysts regress and the
uterine involution is normal without bleeding there is little
Justification for cytotoxic therapy.

siee/ o 180



181

REFERENCE St

1o

2,

30

5.

6.

Donnld Is

Hommond C,B,, Borehet L.0G, m L,, Créssman W7,
Baker R,T, Treatment of Metastatis Trophoblastic diseases~
Good and Poor Prognosis Am, J. Obstet. Gynaecology 115 451 1973.

Harmond C.B,, Baricer R, T.: Diagnosis and treatment of Trophoblastie
disease: Obstet. Gynoecology 35% 132, 1970,

John c" Weed Jro’ M 00303 c.rlh.‘l metastatic OMO-
carecinoma Intensive therapy and Prognosis Obstetries and
Gynaecology 55: 89, 1980,

Thiersh J.B,! Therapeutic abortion with a folic acid antegonist
by oral toute, Amer, J, Obstet., Gynaecology €3¢ 1298, 1952,

I MC: Chemotherapy of Choriccarcinomn and related trophoblastic
tumors, Amn, N.Y, Acad, Sei. 80, 280, 1959,

Ii MC, Herx, R and Spencer D.B, Effect of methotrexate upon
Choriocareinoms and choricadenoms Proe, Soc, Exp, Biol, Ned,
93, 361, 1956,

Jeefeoate TNA, Prl
%rd ED, London Butterworths,

T A



INCGPLETE ABORTION:
EVACUATION OF UTERUS BLOOD TRANSFUSION:

Nemet Mre, 5., Aget 22 Years G5 p°
Addresst Kariekoo Dor es Salasm

Date: of Admission? 1,781

Date of Eyacwntiont 1;7081

Date of Discharge: 4.7.81

SUMMARY:

Mrs, 2,0, me adnitted to Muhinbili Gymaecological Vard with
history of amenorrhoea of 8 weeks and complaining of lower abdomimal
pain for one day and profuse vaginol bleeding for ome day, A
vaginal examinstion revealed an open cervical os with products of
eonception protruling frem it, The uterus was six weeks in size.
Pollowing removal of products fram the os and uterus digitally
the bleeding subsided, She hed evacuntion of the uterus done
digitally end also using a big sharp currete. She received two
wits of blood trensfusion and was discharged with oral haemtinies.

The patient who had an amenorrhoes of two months was admitted
because she developed low abdominel pain followed by profuse vaginal
bleeding twenty four hours before admission, There had mot been
mistory of fever and she denied interfering with the pregnancye

cee/" 2183,
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She had Memarche at 13 years followed by regular menstrual
eycles every 28 days with norml bleeding lasting 3 days, There
was no history of posteoital bleeding or waginal discharge, Her
last mormel menstrual period started on 4.5.,81, She had not used
amy cmtraceptive,

SOvstetric History:
She was pewa 2, All were normel pregmancies and deliveries,
The welght of the bables were 2,5kz. and 3 kg respectively.

There was nothing relevant,

Soctal and Fauily History:

She wes a houwewife and her hushend was 2 peasant, She neither

gumoked no drenk alcohol, There wes no fomily history of Disbetes
Mellitus or hypertension.

Physteal Bmminetion:
She was a young woman in pain., She was afebrile but pale.
She was not jaundiced and had no snide cedemn, Her pulse rate was
120/minute regular and of norml volume, The blood pressure was
100/60 mm, meroury, The cordioveseular Respiratory and eentral

nervous systems were normal,

Apdominel Fxemins tions

The abdomen wes soft with slight tenderness in the suprapubie
aren, The remal angles were not tender. The liver and spleen weve
not palpable.



The vulva and vagina were norml with some blood elots in
the vagina, The cervix was healthy locking on imspection and two
centimeters dilated om palpation. There were products of conception
protruding from the os, There was no tenderness of the abdomen on
movement of the eervix, The uterus vas six weeks pregnont and the
adnexse were normel, The examining finger brought some placental
tissue. out,

Diagnosis:
With the above history and findinss o diagnosis of incomplete
abortion was mde,

1) Blood was taken for grouping and Urossmetehing two waits and an
intravenous dvip of 57 Dextrose was set up, Blood Group was
ORh Positive, . :

2) An urgent heemoglobin showed 9,0g/dl,

3) She was given 0.25mg ergometrine intravenmously and prepared for
evacuntion of uterus.

Pre-Operative Preperstiont

The patient wes sheved in the perinewm and consent wos obtained
for the procedure., She received atropine 0.6mg intramseularly and
pethidine 100mg, intramscularly. She ves trensfused with two wmits
of blood pre-dperatively.
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Agpestheetat

For this proceduve the patient was induced with Ketamine
ampesthesia and maintained en inhalation snaesthesia 50150 Nitrous
oxide: exygenme

The patient was put on Idthotemy position cleaned with
antdseptic and draped with sterile towels (as deseribed in the
introduction for wvaginal operations,) The patients bladder was
catheterised, -

Vaginel examination showed mormel wvulva and vagine except
for clots of blood in the vagina. The cervix was visualised by
mmmagmm«memmmmm‘
with vulselum forcepse An ovun forceps was used to remove the
mmdwmdmmmlw. The
Sems specwlum and wulselun were rvemoved and the index finger of the
right hand was passed into the uterus while the left hend was applied
o the anterior abdomen to steady the uterus.

The index Pinger in the uterus wes used to scoop out the
remnining products in the uberus, These were browght out, A large
mmnumsmmmﬁummmsum
and vulselum hod beem re-applieds The ourrete was gently wsed starting
at 7 Olelook and moving systematically clockwise 111 the whole
uterus was eurreted, Intravenous ergemetrine 0,25mg wos glven.
Thereafter there ves mininal bleeding and the uterus was well eemtracted.
The products were sent for histology.
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Zost Operative Treatment,

Her pulse remined 76/minute with normel volume and the
blood pressure was 110/80 mm, mercury throughout postoperstive
period. Both peremeters were monitored 1 hourly for the firet
eix hours,

The temperature was momitored 6 hourly and it remnined
57° centigrade. The Haemoglobin was 11g/dl fmmediately post
eperative (as ,mmamtmm)mmwomm_
48 nours (due to heemodilution)  She had ome move wnit of blood.

She wms discharged after 72 hours, She had then no vaginel
bleeding, fever or pain, The abdomen was soft and mom temder and
Wmumrmhdamlmmmu.nuom
norml cervix and a normml sized anteverted uterus. The aduexae
were non tender, Her haemoglobin at discharge was 11g/dl and she
was sent home with erel heemtinics,

Bmmm-umzammmmmtmmam,
firet postoperative menstrual periods She had no dysmenorrhoes.
Her haemoglobin was 12g/dl and her pelvic ergams were normel, The
histology report was back and showed decidunl and chorienic villi,
She vas discharged frem the gymeecologieal clinie with advice on
contraception,
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COMMEDNT S:

An incomplete abortion presenting with bleeding is a
gynaeeological emergency, Not only can the patient die of
haemorrhagic shock but every passing mimute invites sepsis
vhich may ki1l the patient directly by septic shoek or
cause remal-cortical neerosis leading to remal failure,

Neglected incomplete abortion my terminate the patients obstetric
career by bleking the tubes and give her ehremic pelvie infection
with dysmenorrhoea and disturbed menstrusl eycles, Prompt
treatment is therefore very important,

It i3 often not easy to identify the eause of most spemtenous
abortims, It is however kmown that 15 = 20% of pregnemetes
muummammmuuzom»oxdpmum
(1)s Many are Xnom to be aue to faulty development of the embryo
due to chromosomal abberations,

In this patient there was mo obvious cause. There was no
history of fever or any other acute illness, Chromosomal studies
were not done on the comceptus due to lack of facilities at the time,
These could have been useful. The foetus aborted was not available
for scrutiny for congenital mlformmtions. There was therefore no
cause for the abortion identified,
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The need for preoperative resuscitation camot be
nuunuuu.LammunMMNﬂ&mnnnIunut
tolerate amsesthesia well (2), It is recommended that products
of conception lying in the cervicsl os should be removed (3) in
the initial exnmimation, This may be emough to stop the
haemorrhoge ond reduce the pain, CGeneral amesthesis is
mﬂnduﬂiﬁ_.m‘hmw:ﬂlmth.pﬂmt
more cenfortable. A sharp surette wos used because a blunt one
will require more force and inerease the chance. of uterine
perforation,

EEFERENCES: ,

1) Poland B,J, Miller J.E, Harris M, and Idvingstone J,
Spentenous abortion. )
Acte Obstetricia et Gyneecologia scandinavia Suppe 102-1981

2) Tawson St Amsemia in Pregnancy

T../2008



189

EXTRA UTERINE PREGNANCY:
LAPARATOMY FOR RAPTURED TUBAL PREGNANCY

AUTOTRANSFUSSION:

Name: Miss B, M. Age 28 Years
Address! Jlala Dar Es Salaame
Date of Admission 23.6.81

Date of Operation: 23.6.81

Date of Discharge: 2.7.81
SUMMARY

Miss D, Mo was admitted to Muhimbili gynaecological
ward with amenorrhoea of two months and complaining
of severe abdominal pain for one day. She also had
slight vaginal bleeding. She was found %o be pale
and in shock but apyrexic, Abdominal examination
revealed a diffusely tender abdomen more in the
left lower side. She had evidence of intraperitoneal
fluide Vaginal examination revealed a elosed cervix
which was tender on movements The uterus and
adnexae could not be palpated well due to tenderness.
A diagnosis of raptured actopiec Pregnancy was made.
Laparatomy confirmed the diagnosise. A lLeft
salpingoophorectomy was done and blood autotranse

fussion performedo The recovery was uneventful.
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History of the Present ;y.gggl

The patient who had an amenorrhvea of two
months was adunitted because she developed an acute
alidemen twelve hours prior to admissions Dafore
the pain she had experienced dizmziness and
fainting attacks for cne day but she had continsed
with her woerk normallye. There was mo history of
féver. The abdominai pain caused a pyicling
sensiation in the shoulders when she lied dovne
She complained g palpitations and feli very weake
There had been only slight menstrual like

bleedinge

Past CGynsecological liistory!

S5he had menarche at 14 years which was followed
by regulayr periods every 20 days with moderate
bleeding lasting 4 days. She expericnced dysmenoe
rrhoea which started with and ended after menstrual
periodse She denied history of pelvic infection or
vaginal discharge but admitted that she took
antibiotics from the chemist every time she had
coitus with a “"guspected” partner. She did not
practice contraception. Her last mormal menstruyal

period was on 30.4e816

vees/? 3. 150,
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Obstetric History?
She was Para 0 and did not attend infertility
clinice

Past Medical and Surg}cal Historys

There was no history of tuberculosis or previous
acute abdomen, She had never beern admitted to
Hospital,

Social and Family History:

She was an unmarried Bar - maid who practiced
coitus with customers from her place of worke There
was no history of tuberculosis in the familys She

drank alcohol but did not smoke eigarettes,

Physical Examination:

She was a well nourished patient who loocked
anxious and in paine. She was afebrile and had cold
clamy extrsmities. The mucous membranes were Very

pale but there was no jaundiceo

Cardiovascular and Respiratory Systems:

She was dyspnoeic and had a pulse of 140/minute
poor volume but regular, The blood pressure was 90/40mm
mercuryo The heart size and sounds were normale She
had a respiratory rate of 25/minute which was shalleowe

The Llungs were normale

192
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Abdominal Examinationg

The abdomen was dis;on‘.d and was not moving
with respiration. Cullen's sign was negativee.
Superficial palpation showed marked tenderness all
over the abdomene There was shifting dullness oa
percussion and a fluid thrill was presente The
liver and spleen were not palpables There was

moderate guarding and marked rebound tendernesses

Vn;inalw!xananationc

Vaginal ekamination was done as detailed in the
introduction, The vulva and vagina were normal
without bloods The cervix was closed and cervical
movement produced marked abdominal tendermesse.

The uterus could not be palpated but a mass could

be vaguely located in the left iliac fossas

Diagnosiss
With the above history and physicél findings
a diagnosis of raptured ectopic pregnancy was

madeo
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1) An intravenous drip of 5% Vextrose was set up
and ran fast,

2) Blood was taken for grouping and cross mateh.

3) An urgent haemoglobin showed Sg/dl.

4) Oxygen was given and the patient prepared for
laparatomy,

5) The patient consent for laparatomy was obtained
and the abdomen was prepared as detailed im the

introductions
PARATOMY &

a) Anaesthesias The patient was induced with
Ketamine anaesthesia 2mg/kge. and maintained on
Nitrous oxide! Oxygen 350150, She was given
Suxamethonium 40mg intravenously as musele
relaxant and was intubated with a cuffed
endotracheal tube. The blood pressure and pulse
were recorded ¥ hourly throughoutansesthesia,

b) Technigues Tho.abdonon was opened by a lower
&bdominal median incision (see introduction
for details). Fresh blood was found £illing
the peritoneal cavity and a left tubal
ampullae raptured ectopiec pregnancy was

founde
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The bleeding left adnexae was clamped with a
strong curved artery forceps to stop haemorrhagee
Blood was drawn from the abdomen by a spoon and
filtered through a double gauzo through a funnel
into a tramnsfusion bottle containing

anticoagulant,

hAbout two litres were obtained and immediately
transfused to the patient. “lotts of blood were
discarded, Strong curved artery forceps Were
applied to the left tube which was found to have
raptured at the ampulla, A total left salpingow
ophorectomy wa# done. # wedge resection of the
cornu of the uterus was performed and stitching
with number one chromic catgut was done, The
oposite tube and ovary looked normale “pdominal
toilet was done and the abdomen was closed in

layers as detailed in the introductione

Post Operative treatments

1) Blood pressure was observed together with
pulse rate ¥ hourly for six hours then

hourly for another six hourse.

2) She was given pethidine 100mg. intramuscularly

for pain as necessarys
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3) Intravenous fluids were given for 24 hours and
2,5L 5% Vextrose was given.

k) Haemoglobin after 24 hours was 7g/dl

5) Her urine output after 24 hours was :oogﬁ;,

6) She received two more units of blood and by the
fifth day her haemoglobin was 10g/dl.

Postoperatively she had no fever abdominal
distention or signs of shock. She was up and about
on the third day and she was discharged on the
9th days The skin stitches had been removed on
the 7th day, She was discharged with iron and folic
acid and she was seen six weeks later in the
gynaecological clinic., She had no complains orxr

complicationse

COMMENTS 3

The diagnosis of an acute raptured gctopic
pregnancy is one of the differential diagnosis of
an acute abdgggghy in 2 woman of childebearing ages
This patient presented rather classically with
amenorrhoea shock, normal temperature and signs of
intraperitoneal bleedinge Diagnostic andominal
paracentesis has been found to be safe and a

valuable diagnostic procedure.(1)
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This was not used here due to the fact that the
history and physical exemination were convineing.
The history of smenorrhoea, suddsn onset. of the
illness with ansemia and the possibility of tubal
pathology from the history of dysmemoryhoea 2nd
freqguent antibioties which could mask an othorwise
fulminant salpingitis mekes one think of an

actopic pregnancye

it is not always possible to wait fow blood in
rapiured actopic preguency. lumediate laparatoumy and
arrest of the bleeding is the only treatment which
saves the patiente In our euviromment where blood
is scarce, it is fatal to wait for blood which uay
pever come or may come too lates Autoetransfus Sion
when possible is life saving and this was the case

heree

Most ectopic pregnancies ~evelve for fow weeks
and terminate by death of the foetns dus either to
haemorrhage or rapture of the walls condaining the
ectonic conceptus (2). Tubal pregnancy is by far the
commonest accounting for 97% of all ectopics im

some series (3) (&4)e



By doing a salpingo-opherectomy one is depriving
the patient of some very necessary endoe¢rine function
should the opposite uvary be diseased but by leaving
it one does increase the chance of another eetopice
It is also pointed out (5) that the patient will
have a better chance of conceiving as ovulation will
always occur from the remaining ovary which has
a tube, For these two roa:onl'ﬁ -alpinﬁgpphoroéigayl

wes preferdd to salpingectomy.

REFERENCES &

1) Mampilly J: Diegnostic abdominal Paracentesis
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20% 500, 1962,

4) Breen J. Le: A 21 year survey of 654 ectopic
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Ame. Jo Obstet. Gynaec. 106: 1004, 1970,
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Jé Obstet. Gynaecology Yrit. Emp. 623 214, 1955
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ACUTE PELVIC INFLAMATORY DISEASE

ANTIBIOTIC TREAMENTS

Name: Mrs. M. C. Rege 296223 Age 19
Addresss Ubungo Dar Es Salaame
pate of Admission: 12.6.81

pate of PDischarge: 20.6.81

SUMMARY §

Mrse Me Co was admitted to Muhimbili Gynsecoloe
gical Ward because she had vaginal discharge fever
and lower abdominal paine She had dysuria and
frequency of urine. A4ll syuptoms had been there

for three dayse

she was found to have very tender lower abdomen
with rebound and guarding. She also had purulent
vaginal discharge. Pus was taken from the cervix
and Wrethra gor culture and sensitivitye
Peniecillin and Asprin were given after taking the
laboratory specimense The temperature and general

condition of the patient improved within 48 hours.

Culture results revealed amerobic streptoceoccus
and staphylococcal fecalis moderately sensitive to
penicillin but strongly semsitive to chloramphenicol.
No Gonococcus was culturede The patient improved

on peniecillin and was discharged after seven dayse
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History of the Present Illnesast

The patient was well until three days
previously when she started having lowey abdominal
pains and fever which got worse with times The pain
was threbbing in character and was made worse by
movement. There were periods when the pain was less
but it was there all the timegy It had progressively
become worse to the extent that she could not do
her housework, It was mostly located in the sub
umbilical area and extended to both iliac fossaee
She had no mnausea or vomitinge.

She had noted that she had copious vaginal
discharge which was purulent, bad smelling but was
not itchye She admitted having the discharge off
and on previously which got better with hospital
treatment but never had it been so copious or
associated with abdominal paine She now had to wear
a sanitary pad which she changed thrice per day,
Together with the discharge she had painful
micrurition and she was now going for wrination six
to seven times instead of three times per day,

She did not feel excessive thirsty and she passed
only scanty amounts of urine each time she went to

the toilete
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Previous Gynaecological History:

She had menarche at 14 years which was followed
by regular normal menstrual periods lasting 4 « 5
days every 28 days. Her last normal menstrual period
started on 4,6.81. There was no history of
dysmenorrhoea or inter menstrual bleedinge She had

no history of abortions and was not on contraceptives.

Obstetric History:

She was para 2, All normal pregnancies and

deliveries. There was no history oi pueperal pyrexia,

Medical and Sugg;cal Historys

There was nothing relevante.

Familx and Social Histosza

She was a housewife married to a soldier who was
away most of the times and came occagionally to visit
here

PbysicglﬁExaminationl

She was a young ill looking woman who had a
temperature of 39° centigrade. She wag not pale or
jaundicede Her pulse rate was 120/minute and of normal
volumees Her blood pressure was 120/70nm mercurye
The cerdiovascular and Respiratory systems were

otherwise normale
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Abdomine) Exsminstioni

The abdomen was not distended and wog mﬁvins
with respiration. The liver and spleen ware not
palpable and the renal angles were not tendore There
wag marked tenderness om superficial palpation of
the lower abdomen whiclh was wore on the Lof¢ iliac
fossa but it was also elicited on the right dliac
fossae. The suprapubic area was also tendere There
was rebound tenderness and guarding imn the arecas
of tenderness. No masses were palpable in the

abdomeiie

Vaginal bxomination:

vaginal examination was done as deseribed in
the introduction. The vulva and vagimg wero
stained with pus otherwise they were normale Thick
vellowish pus was seen oozing from the cervin and
urethrae On palpation the wvulva had o onlarged
glandse Thick yellowish pus could be squoozad
from the urethra. The vagina was hot but not tender.
The corvix wasg closed and firm. The uterus wag
very difficult to palpate due to the abdominal
tenderness but it did not appear bullly, Doth &dnexae
were very tender on palpetion and difficult o
examine properiye There was extraeme toanderness on

moving the cervix to any directione



Diagnosiss

With the above history of fever, purulent
vaginal discharge and pain in the lower abdomen and
the finding of pelvic tenderness without
gastrointestinal symptoms a diagnosis of Acute

Pelvic infection was madee

;nvestigatioggl

1) Pus swabs were taken from the endocorvix and
urethra for aerocbic, anaerocbic and Conococeal
culturese Grams stain and wet smoars wvere
donee

2) Blood was taken for 2erobiec and anaerchie
culturese

3) Blood for Haemoglobin and Leucocyte total and

differential counts were ordereds

Managements

i) Crystalline Peniecillin was stortod amd § Megaue-
nits were given 6 hourly for 4l Lours intravee
nously to be followed by iroeeine Penicillin
2o mega units daily pending cultwre resultis

and patient response.

2) A dedip of intravenous 5% Dextrose was sot to
keep & vein patent for fluids shoud thoy be
required and for drug administrations

ees’
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3) Pethidine was given 100mg intramuscularly for
analgesia as necessarye
4) The pulse rate te;:poraturc and Blood pressure

were monitored 4 hourly as shown in the chart.

Progress and Labhoaratory Results:

1) The pulse rate and temperature graduslly normae

lised within 48«72 hours as shown in the chart.
2) The abdominal pain became less and less and

her general condition improved steadilys
3) The laboratory results were baclks

The Wet smear showed - mo Trichomonas vaginalis
The grams stain showed pus cells with gram negative
and greampositive cocci. No Gonococci were identified.
The Pus culture showed anaerobic streptococci and
streptococci fecalis in both cervical and urethre
smearse The Sensitivity showed that the organisms @
were moderately sensitive to Penicillin but strongly
sensitive to chloramphenicales
Blood cultures showed no organisms
The white cell count showed a total of 12000 with
20% lymphocytes 76% Polymorphp 4% Ecsinophils
The Haemoglobin was 12.5g/dl.

e 'f ' -2,04
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PROGRESS CHART :

-

MRS, M.Cy 206223
Date Zine  lemperstuxe  Zulse/min  Bee mm Vg
12.6.81 2m 39% 120 120/70
6pm '59;2’0 120 120/80
10pm 28,8% 110 12070
15.6.81  2am 28,5% 120 120/70
Gam 38,2% 110 120/70
19om 38 120 120/80
2pm %8 110 120/80
6t %7.8% 100 120/70
10pa 57,8% 92 120/70
18.6.81  %am 57.8% 100 120/80
6an 57.6% @ 125/00
10nm 37,5 a4 120/80
2pm 5% o4 120/80
& 57.4% a0 120/80
10pn 37.2% a0 120/80
15,6,81  2am 37.2% 7% 120/80
6an 37 % 120/80
10 em 37.2% 74 120/30
2pm 37 7™ 120/30
6pm 37 k4 120/80



Follow Up:

As the patient was improving she continued with

the Penicillin and analgesicse The investigations

were repeated on the 5th day of Therapyet

a)

b)

¢)

a)

There was only mild lower abdominal tenderness
and the temperature and pulse rate were normal.
The vaginal discharge had subsided and the
uterus and adnexae were normale Thevre was mno
more tenderness on movement of cervixe

The white cell count was down to 6000 with
normal differential,

Urethral and cervical swab cultures were

negative for any organisms,

Discharges

The patient was discharged on the 8th day

after she finished & seven days course of Penicilline

She had no abdominal pain, fever or vaginal

discharge thene The abdominal terderness had

disappearede. She was seen again after three weeks

in the gynnaecological clinic where she wag examined.

There wag no history of abdominal pain fever or

vaginal discharge since she left hospital and

examination revealed normal pelvic orgonse
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There was no pelvic masse. She was advised %o report
to hospital when ever she has dysuria oy vaginal
discharge for proper treatment and she wag warned
that repeated infections may cause serious

complications including secondary infertilitye.

Comments}

The cause of Pelvic inflamatory discase is
commonly an ascending infection fyrom the cervix
and uterus although haematogenous and lympatic
spreads do cecure The complications are muserous
and range from acute ones such as septic shogk to
chrounic ones such as infertilitye Many wanhours of
voxrk are lost and families break up hegause of
infertility, The recognition and proupt treatment
of patients with pelvic inflametory dissase is

therefore very important,

The organisms causing infection have been
extensively studied for a long time (1) ¢ (2)e
It has been found that the organisms cultured from
the cervix are not necessarily those found in the
inflamed tubes (6) + (7)e¢ This case may have been
due to a highly penicillin sensitive organisms in
the infection site which was not cultured from

the cervie
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This could have been gonococcus, Gonococeal
Pelvic inflamatory disease is commonest in the
first week of the menstrual cyele (14). This
case occured in the first week of the cvcles
Also this patient had a history of recurrent vaginal
discharge which was treated with probably
penicilline If we assume this to be Neisseria
gonococcus infections then the possibility that
the present case was a gonococecal pelvie
inflamatory disease increases because the risk
of gonecocecal pelvie inflamatory disecase increase

in those with a previous history of gonorrhosag. (8)

There are those who argue that acute
salpingitis which is not pastabortal or post
delivery is always gonococecal and that other
organisms are superinfection (2) while others (5)
state that gonococcal salpingitis is an entity
on itself and that there are other forms by other
orgnnisms notably aﬁaeroboa. Various other
organisms have been cultured (3)., Doth anerobes
and aerobes have been found together ‘4@ the

site of infection of the genital tract,
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{(9) In thie patient 2ll that can be gtated is that
the infection was camwsed by & highly penicillin
sensitive organisms which from the above argument
could be gonococcuse Others (4) have found

that doxycilline was an effective drgg when the
causative organism was gonococcal but strsss that
when there is a mixture of organisms then its

efficiency is doubtfule

It would seem reasonable to start patients on
high doses of penicillin although othars_(io) argue
that antibiotic therapy for both anercbic and
aerobic organisms are rocoﬁﬁenﬂod till cultures are
ready. When clinical response is good as in this
case there is definitely no indication to change the

therapy purely on the basis of laboratory resulise
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Neme: lMrs, 5.5, Ages 45

Address: Kisavawe

Date of Admissiont 5.9.82

Date of Sterting Rediotherapys 12,9.82
Date of Discharge: 25,10,82 '

SUMNARY:

Hrs. SJ.mMmrurmnwnmmmd
three months history of blood stoined vaginal discharge which was
mwmtoumnmmam She had examination
wnder snsesthesia and biopsy was taken, She was diagnosed careinoms
of cervix stage Ib and histology confirmed 1% to be & moderately
aifferentiated squemous cell corveinom of the eervix, She was
treated with a total of 8000 rads combined external and intra-

cavitary cobalt 60 frrediation administered in five weeks,

mwmmmmmmmummum;
" She was seen after six months in good health and with a negative

paap smear.



ﬂnmﬁmthdmwmmtoﬁnmtmm
mmmmwmdwmmchm
bloody and foulemelling, She wns referred immdiately to the
Huhinbili Speeialist clinic after the initial enmination, The
mtient hod no prier history of Posteeital bleeding dymwris and the
discherge vas not itchy. She hed been treated at the village
dispensary with injections and tablete without improvement, There
bad been progressive imerease in the amomt of discharge such that
she now had to change her samitary peds six hourly. She hed no
Pein in the legs and did not complain of lower abdominal pain.
&rmmamamwhutsmmltbumumm
of ecough or haemoplysis.

She had memarche at 13 years, She had regular norml flow
mmmmmnmmmmm4m.-thumm
mmmmmmmtomummmmamw
discharges She used mo contraceptives,

—Qbstetrie Historys

She was pava 6o ALl were morwnl precmancies and deliveries
belomging to three different mle pertners,

.o v”ff 3



She wae married when fourteen years old and had divorced
twices She was now living with the third huebond, In between
mrriages she lived with boyfriends, She did not emoke but
drank aleochol, She was housewife to a peasant.

m Adwissio

She was 2 middle aged lady who looked pale but not in pain,
She was not cachexie, She was not dysmoeic and had no leg oedemm,
She did not have emlarged lympimodes.

Cardiovasoular Systent
The pulse rate was 80 per minute, normal volume her blood

pressure was 110/60m meroury. The heart size and sounds were
normel, There were no rmurmurs.
Bespixmtory Systemt

The breathing movements were normnl, The trachea was central.
Phe Wreath sounls were veaieulars ‘Phave vas no aveas of Memnehial
brea thinge

Abdominal Fxpmine tian:
The abdomen wes not distendeds It was soft en palpation
with no meeses, There was no area of tendermesss The liver and

gpleen were not palpable, The remsl areas were normale
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The vulva and vagina were fomd to be normal with only blood
otaining, The eervix comtained o fugnting mes en the entevior
lip which was frialle and bleed oa touche The posterior 1ip
mo band tut 4id not bleed en touchs Somd yevealed that the
uterine eavity was Sem longe The uterus was emteverted and
norml sises The payemotriun was fyee with no msses or fixity
to the pelvie will, |

Reotal exmmination (s0e 66) revealed a smooth mobile rectal mucom
vithout veetal bleoeding,

£}
/

Mf -

b4

/;, "ith the above history ond emmination findings a provisiomel
d4agaoets of coreinom of cervix Stage I wms mde.
,;f*s'ﬁs)mwm-uWammm-mm

| s 6500/e0 with nemml disteibation. Red eell morphology
\ showed Rypochromic microsytic amemin,
_,;‘/2)MmmMJﬁwmﬂmWMWm

3) Stool and Urine misvoseony were nooml and & Midegtrean
- Urine epeoison culture wos sterile. It eontained neither

allumin nor susaTs

4) Ohost and Polvis ZuRaye were nomml,

) Intravenous myelosmm shoved nern) kidneys amd
ureters, The blodder showod no $11ling defectss

6) Culture of the covvicel dischnvre showed a nonesigifieant
mixed vaginal flom,

a”'w
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1) Improvement of Hasmoglobia
2) Pxaminetion urdey ansesthesic etaging and biopsy taking
5) Radiotherapy efter Histology results,

26 Wa; Ay

Tho patient was transfused blood group O Rhesus positive three
wits and the haemoglobin rose to 10grmn/dl, She was given protein
diet in the form of egge, wilk and meat. She daily took ferrous
sulphate and folic acid to iuprove the hacmogdlobin.

The petients perineum wos prepared oo detziled dn the introduction
for vaginal opexation. Consent in thestre for operation and amaesthesia

ws glvens

She wae starved the night before opexration and was premedicated with
atropine O.6mz and pethidine 100mg, iniramwcularly 5 hour before
golng to theatye.

In theatve anpesthesis was induced with sodium thiopentone 250mg,
intravenously and she was mintained on Nitrous oxide-oxygen 50150
mixtuves She was put on lithotomy position. The perineun and wvagine
were cleaned with savlon and dreped with sterile towels exeept for the
Meld of operatim, Catheterisation was dome as detailed in the
introduction and 250mls of urine me removed, Auvards speeulum was
used to viswlise the cerviw, A Pfungeting fviable mnss was seen
occupying the anterior aspect of the cervix but did not invelve the
wvagina, The cervical os was visible and sounding revealed a uterine
cavity of 8em long, Bimampel exardnation vevealed a norml size
uterus, anteverted and mobile. The poremetrium was normal and the formices

3,
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were noreal., Rectal emmdnation vevesled norml smooth mobile
rectal mwoses There was no blood an the examining finger.

A blopsy was taken from the suspicious mmss ineluding vimt
lodked s norml cervix,

Wmmm'hquuw&
the ward where the pulse ond blood prossure ws monttored watdl
she was avake. She was staged careinome of cervix stage Ib,
Histology report wos available seven days later and revealed a
modeyntely differentinted squamous cell caveinomm of the cervix,
It was then decided that the patient should be treated with a
eombined extermal rediotherapy amd intracavitary wadiotherapy
using cotalt 60,

A total of 4000 wads of extemel wdiation were given in
froctions 200 zeds four times a weelks The total dose been given
in 5 veeks, Similtenously four intrcavitary applications ab
wekly intervals wore given to deliver botween 600 and 1,000 mds
to potut A,

With the intrecavitary mdiothempy the Remote After loader
was used utilising cobelt 60 as a source of madiatien, The after
loading appliection ene in the uterus nnd one into each lateral
fomix were placed without amaesthesia or sedation. These applicators
and the "safe" emtaining the redicsctive mterial and stored in
the centre of the wall of the treatment romm weve then comected
with a nylon tube, through which the source is tyansfered from
the "safe” to ene of the thwee applicators for a Preset time.
The source was transfered into each of the three applicators 4n
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fum, a1l movemenis of the oouree being done Yy hand from the
sutedde of the trentmmt room. using a cable to which the
source is attached,

With the externl radintion e pelvie field of 15 em x 15en
wae woed and the puiient received 200 yads tunor dose per session.
Cobalt 60 was used se a source and adninistvation was from a Jenus
moiines

Caroinome of the ecervix is the commenest gymaceologienl
mligrency affecting women in Muhinbili Medieal Cemtrve. It
eonstitutes 857 of a1l the tumars enccuntered and forms 27
ummmummmm(t). liost
of the cases present Jate and the mrognosis is thovefore
expected to be poors Far ences preseniing late diognosis
is not Aiffioult beoruse fow conditions can be confused with
careinom of eevviz, In oorly caces as in this case cervieal
W&:mwmmuymam
of cervixe It was therefore Lmportmt to exmmine the patient
mmrmw“ﬁntammmhmumm.

Thio determined the extent of ihe disease and confimmed diognosis.

Careinomn of the cervix is ummplly of the squamous coll
type although 8 = 107 ave adenocaveinom (2) = (3)s Ttege IB 4o
efined as elinieally disgnseshle ooveinoma confined to the eervix,
stnge Ta being wosewwed for procliniesl eaveinom (4), Por advanced
eoveinom of eervix mdiation therapy is the treatment of cholee

.m%ﬂ‘f}o
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and shows beiter vemults then surgery (5) but for selected cases
of 17 stage, improved nedieal support and variation in surgieal
teemique lnve reslted in sinilor 5 yeor survival rates (6),
Cemibiration of sursery and mdiotherpy for stage ID have not
resulted in Lmproved susvival mobes thon either aleme (7) (8)
80 radiotherapy clone being the treatment available in this

cantre me used,

The prognosis of stage ID cancer of cervix ie velated
ummérmmmnty,m.mmemn
the lympimode invelvement (9), Thewe ave veport of positive node
vates of from 4,5 to 34,2 in otace IB cancer (2) (10), The
mmber of positive lymplmodes afber irmdiation varies considerably
(2) tut this eon not be commived te surgical eontrols because
the number of positive nodes prior to mdiothercyy 1o ummown (11)
(12),

Vith mdiotherapy the megevoltage is prefered to the
eonventionnl orthovolitage because with the former akin and bone
damge is minimnl,

Por the intwacavitary therapy the Remote After loader provides
full protection to staff agiinst {rmdiation (13), The Meemoglobin
and vhite eell eomt were monitorel to detect any myelosuppression
and an initial hWigh haemoglobin s necessary because anoxie tissues
d0 not vespond o maiothempy well (13), |

Carcinom of cervix is known to cceur in the low sociceconomie
group ond in those vhere sexval promiscuity abound. It is alse
Imom to be preceeded by careinam in ity which can be diagnosed
by oytology using the rapenicolacu emears

e 119
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With improvement in the stondexds of living ome will

expect 2 211 in the incidence of the disease, Regulzr Papanicelaon

smears to detect carcinome in situ in the suseceptible sge group
i an ncceptable preventive meosure., Until these services are
available all over the countyry irwasive earcinoms will contivme

to be moen.
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GLITIANS OPIRATION?

Mrse 7.0, Aget 28 Years,
Date of Adulssiond 12,581
Date of Operntiont 17,5481
Dote of Discharpet 20,5.81

SOMEARTY:

e, 7,0, was sdnitted to the gymeeological ward because
of lover tmckmche and dyspnrewnis. She hod been seen ot the
@meecological outpotient clinic vhere o diagnosis of fixed
retroverted uterus had been mde she hod o Hedge Pessoxy applied
with velief for 4 weeks ond the removal of the pessary had causced
reourranes of the symptomse She hed round ligament plicatien and
amchorege of the thrends to the exiernal abdominal fascins The
post operative courpe was wnevenitful. She reported complete
disappearance of symptons by 3 months laters

The pntient prosented o the gymaecologicel clinic with & six
momths history of low booksehe and peinful coituss The buclmehe
had been dull nnd present nll the tine although it wae worse during
menstrunl periods. She nlse kod deep pein during coitus espeeially
when the supine positiocn was useds The pain was less vhen lateral
positien vas ndopted, This mpde the potient detest coitus. She
md no history of vaginel dischnepge or acute pelvie pein

cocee P22



Gyrecologieal Mistomy:

She hed menarche at 15 years vhich was followed by regular
menstrual cycles every 28 days with moderate bleeding which lasted
3 dayss  There was no history of dysmenorrhoes and there was no
mistory of aboriion. She hed not used contraceptives,

Obatetrics Hystory: . .
She was para 2 All were normal pregnancies and deliveries,
The last child was 4 years old.

There was nothing relevent,

Fomily and Soeial History:
She was o married secretary who lived with her hushend.

She drank moderate emounts of alcohol but did not smcke,

Expmine tion:
The patient was anxious, healthy tut not obeses She was not

111 looking, was not pele and had no snkle cedemn or generalised

mhmﬁw.

She wes not dyspnoede, She had a pulse of 76/minute mermal
yolume, Her blood pressure was 110/80 mm mercury, Her heart sise
and sounds were normel. She had norml breath sounds,

o .ﬂ25



The abdomen was not distended and was moving with respiration.
There were no areas of tendermess, The liver and spleen were not
pelpable, The renal areas were not tender and contained no
palpable masses, No mass could be palpated wmnm;

Voginal examination was done as deteiled in the inbtreductiom,
The vulva and vagina were nomml the cervix was normal, closed and
anteriorly located. The uterus could not be felt suprapubdeslly
but was felt in the pouch of Douglas, Nothing wes palpated on
both {liac fossae.

Hagtal Examinetion

A rectal examination was done, The gloved right index finger
vas used, The finger was lubricated with K.Y, Jelly and pressure
was applied wsing the pulp of the finger on theanal erifice wmtil
the extermal ansl sphincter velaxed. The finger was then introduced.
The rectum was palpeted and nothing enorml was found., Bimamml
examination was done with the finger in the rectum palpating the
pouch of Douglas and the extermal hond palpating the abdomen.
The wterus was felt to be retroverted and in the pouch of Douglase

:
With the above history and examination finding a diagnosis
of fixed retroverted uterus was madee
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The patient was treated with a Hodge Pessary, Vith the
first two Pingeve of the right hond in the vagina, the eervix
wes pushed backwards vhile the uterus wos pushed uprerds and
forwards, The extemnel left hend wos used to help, in the bringing
of the uterus to the anterior position. Vith the uterus and ecervix
in this position a Hodge pessary was placed in the vagina so a8
to mintain tension on the posterior fomix and to mintain the
uterus in the anteverted position, The right hand vas withdrawm
frem the vagino and the povient allowed to go home. She was seen
agedn after four weelts when che wap emmined and the uterus Poumd
to be anteverteds She reported thot there was no move dyspaveunda
and the bockpein wes lesse The Hodge Pessury was removed without
the patients imonledge, the wterus wes mmipulated baok to retroversion
and a simple pessary ws inserted into the vaginal without correstion
of the retroversim, She was allowed home and wes seen again nfter
4 weeks. She reported that the dyspareunia had recurred and the
&akminmmufshemwmmmmﬁmmehmu
restore her uterus to the nownl peeition, She agreed,
Zrexgremtive Preparationt

The patients heemoglobin was checled and found to be 12g/al,
Her urine eomtained neither sugnr nor proteins, She had a blood
pressure of 110/80 ma mercwry and a pulse rate of 76/min nowml
volume, The abdomen was prepaved for lopamatomy ae detailed in the
introduction. Comsent for the opemmtion was obitained in writing
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and nil was given by mouth overnight. She was given atropine
0.6mg and Pethidine 100mg intramuseularly ene hour before going
to theatre, :

Ampegthestas :
Gemsyel anaesthesis was used as for case 61,

Operative Teclmiuye:
The abdomen wes clesned with antiseptics and draped with

sterile towels as explained in the introduction, A lower mediem
abdominal dncision was used and abdomen opemed (see introduction),
A self retaining retroctor was placed in the abdomen and the
intestines were packed with large geuze packs away from the true
pelvis,

A few adhesions were found between the wberus and the Pouch
of Douglas and they were easily separateds The uiterus was then
lifted by the assistant and the round ligements was identified,
Using a menofilament nylon mumber 2/o mounted on a round bodied
curved needle % bites were taken starting cloze to the internal
abdominal ring towards the uterus. The four bites were on the
round ligoment $tself and the last one was made into the substance
of the myometrium, The lateval and mediol ends of the stitch were
then tied together tightly. The procedure wes done on the eposite
ecide and the effect of the proeedure was anteversion of the uterus
due to the shortening of the round ligements, The thresds were
cut and left long,
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The rectus sheath was then opened by a small cut and a curved
clamp was passed between the rectus muscle and the anterior rectus
sheath, wntil the point of the forceps reached the neighbourhood
of the internal abdominal ring, The point was then directed downe
vards and the forceps slightly opemed, The peritone;, between the
two opened blades of the foreeps was nicked with a sealpel by the
assistant, This was at a very lateral position $o ensure that
there was no free space between the opening and the lateral parieties
through which the bowel could hermiate internslly to cause obstruction,
The plicating ligeture was seized by the forceps and withdrawn alomg
the track between the ractus mmecle and the anterior rectus sheath,
It vas held in thot position by the cssistont while an exaetly
similar procedure wos dome on the ovposite side, Both ligatures
were held $aut by the assistent vhile the surgeon inserted a finger
into the perdtonesl cavily to ensure that there was no lateral fossa.
Eoch romd ligement suture wes then anchored o the anterior rectus
sheath by passing it in s needle through the sheath about Sem lateral
to the midline., Both ends were fiwmly tied,

The wterus was found to be well anteverted, The abdomen
closed in layers (see introduction). The rectus sheath was elosed
with interrupted chromic. Catgut mumber ome,
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Pogt O ve Trea y1)

1) She was given Pethidine 100mg Intremuseularly for pain

a8 necessary.

2) The potients pulse remained 80/minute =nd Blood Pressure
110/70 mm mercury throughout post eperative period.

z) Sne a14 not develop o temperature or abdominel distensien.
4) She received 2,5 of Dextrose 57 in 24 hours
5) Sne pessed flatus after 36 hours, was encourczed $o be
up and about and she storted orel flulds.
6) The skin stitches were vemoved after seven days when the

wound was found to be well hesled,

Follow up?

She was dlocherzed and was seen four weeks later in the
gynaecologleal clinice She was emanined and she was found o
nave no abdominal tenderness or pelvic tendermesse The uterus
was still anteverted and the adnexa were not tendere She had no¥
storted coltus but reported that the Lockache was not there any
more. She was seen again after 5 months vhen she reported no
dysporeunis or dysmenerrhoea, Her pelvic organs were found to
be in the normal position, She was thevefore dischorged from

the gymaecologleal clinice
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Copmnter
nmammummm Is
oecurs in about 207 of wamens (1) (2) It my bo copmdinl

socuring in miltipare due to imhoment wonlmess of the pelvie
supporting tiscues and dearenced tene of uterine myometrium o
my be acquived and this camonly ccowrs pout delivery due to
relmmtion of the pelvic fuoein and uterine musele, The later
vamlly eorrects iteelf vhem invelution is complete ut wmy
perciote Vhen retreversion is due to eonditions such os the
ahcmdmtumtﬂwlﬁh:wmlmmmnum
noblle retroversion and usunlly iV capses no aymptoms and vequires
no treatnent (1)e Vhen 13 40 nosociated with pelvie pathology sueh
as pelvie inflamtory ddsease, endemotriosis or ddvertioular ddseane,
it is termed Pixed vetroversien (1)s Owr patdent in this case
presented with fixed retroversian,

Holle vetroversion is ofen fomd ascidentally duving
smmimtion, If the mitdont e cowlnins such as infertility,
pelvie main or dysparewnis it ot not bo ssswmed thet the retweversion
1o the comse - hence the pesmoxy test used dn this patient to sort
out the eause of dysparewmiss Dysporewnin in retroversion of uberus
is dw to prolapes af the omxtes (1) (3) although 1t mo fomerly
(2) mi2 to ve due o endometsiotic tmplants m the pelvie floor o
the stretohing of velvie adhesions, She Mad a 4 year inveluntery
infertility which is cosaaniamlly attwibuted to retrovereion (3)
nmm-amyamwmnw.auhnnom
with concetving (3), One would howe %o exslude other couses of
fofertility cuch as tubal blookngo in this patient who hmd pelvie
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adhesions. In the treatment of fixed retroversion of the uterus
such as this one pessaries could be used but they oftten cause
4reitation and vegina discharge (3) so that surgical correction
was preferred, In doing the Gilliams operation one has to make
sure no latersl fessa is left through which herniation of the
intestine eould occur snd cause obstructione
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Nome: Mws, J,B, Age 354t Pam 3
Address: Temelke

Date of Admiosion: 14,8.82

Date of Operationt 16,8.,82

Date of Disehnrget 26,8,82

S’!&MLH!:
lire, T.B, was admitted to the gymaccological ward through the

gymeeologienl elinic because of prolonged heavy memstrual periods
for oix menths, She had been exnrined in the elinie where she was
found %o have a fivm militinodular uterine enlargement to the size
of 24 weeko pregmency. She wos diagnosed se having uterine fibwoids.
She had a total abdaxinal hystercetory done after blood trensfusion.

Her recovery was wneventful,

The patient hod been well wntil eix months previously when she
noticed that her menstmel periods were inereasing in amount end
lasted longer. She was now chonging semitory pads five times inotend
of twice and the bleedins cominined clots. She was now menstruating
for seven days instead of Woee. She hed blood trensfusion dn o
private hospital and a diagnostic cuwrretege hnd been dome, The
histologieal report Ind shom noreml secretory endometrium ond was
ayailable with the patient,



- o3

Zegother with the bleeding sho now was expeviencing low back
pain which wae dull end mede the pelvis fosl heavys The pain wes
not ineameoitating so ot she d4id not hove to go to bed decuuse
of 4ts The had no dyouria or fretusney of urine, Her bowel mbits
were novml and she lnd no histowy of blceding per veotums  She
desoribed no episedes of acule abldomen but she had noticed a swelling
in the lower abdomen for sbout ane yoor now, This 444 not give her
problems yatil the last six months whon she noted the increased
memotrual bleedings She lnd an fnvoluntory infertility for 12 years
diich 44 not bother hove ‘

anl ligotom
She lad memarche at 15 yoars vhich wes followed by regular
menstrnl eyeles evory 28 doys laoting 2 « 3 days wuntil six monthe
previouslys. She hed no history of almorml bleeding or contraceptives
and vas not attending infertility clinics Her lact memstrual period
s o 30,782,

She wno pare 2, A1l were nooml pregwncies and deliveries,
o laat oldld wao 12 yearve dlds

She was mayrded $o o toncher gnd was a houvewife who 44d not
smoine or Avinlke alechol.
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The patient looked pale tut was not dyspaoic. She was nob
in pain. She looked woll nowrished and had no ankle cedema, Her
oulse mte was 76/minute norml volume, The blood pressure was

110/70 mn mercury. Her cardiovasoular and Respiratory systeme
were normale

of
The lower abdomen was distended to the level/the wmbilicus

pore centrally tham laterally. It was moving with respiration.
There were mo surgical scars, Calpotion revealed no areas of
tenderness. The liver and spleen were not palpables The vemal
aveas were not tender and had mo palpeble masses. There vas a
pard nodular mess arising from the pelvis and extending to the level
of about 24 weeks preguncye It was mobile from side to side

but limited movement up and dowms It was not tender.

Yaginel Bxpinations
VadmlmnmﬁmmmuMﬁnmhtmﬂm
The vulvs and vagina looked mommal but pale. The cervix was closed
and appeared normale The uterus was 24 weeks enmlarged ond contained
miltiple firm smooth surfaced mmsses o both the anterior and lateral

gurfaces, The adnexae were free end non tenders
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D st
With the above history and Exomination findings a provisional
deognosis of uterine fibroids with Uenorrhegia was made.

Investisntion: .
The following investigations were dome and results ebtained,
Haemoglobin - 7¢/aL
Blood Group and Crossmateh = 10" Rh Positive
Blood Film-red cell morphology = Hypochromia Miercoytosis
White Cell Count - 7500/ec with normal

_ aistribution
Urine - Micrescory = No Pus cells, No casts
- Sugar - Negative
= Protein - Negative
~ Culture - Sterdle
Blood Urea and Creatine = Urez 25mgf Creatine 1.2mgf
Zre-operative trestment:

te The patient was informed about the diagnosis and that the
freatment was going to be 2 total abdominal Hysterectomys
She was exploined thot she will bear no more children snd
that her menstrunl periods will stope She was assured
that her sexual life will be wnlmpeired and that apart from
missing her monthly bleeding she will be a normal woman,

2, Consent was obtained for the procedure from both her
husband and herself,

3, She was tmnsfused three walts of blood and her haemoglobin
rose to 11g/dl.

4. The ablomen was prepered for operction as detailed in the
introduction.



.

5. She was etorved overnipght and received 0.6mg atropine
intramuseularly & hour before going te theatre,

Totsl Abdominel Hysterectomyt

Apnesthesia: The patient was induced with thiopental sodium
250mg intravenously and pavelysed with suxomethonium 40mg intravenously.
She was intubeted with a cuffed endotracheal tube and Nitrous exides
Oxygen, 50150 was wsed for maintamance, Ether was used in addition.

Teoimique:
The patient lay in the Trendelenburg position after she had been
ecatheterised in the dorsel position wnder sterile conditions as

describved in the introduction.

The abdomen wes prepared as detalled in the introductiom. A
right lower paramedisn incision was wsed so that it could be extended
upwards if necessary, Self retaining retractors were introduced
and the intestine were packed off using a gauze packe The fumdus
of the uterus was grosped with volsellum forceps and drawn up to
the right. The right appendages were now in view, Both evaries
and tubes looked normal.

A large curved elamp was ploced over the right ovarian
1lizoment and the right Fallopian tube and a long straight forceps
placed on the right round ligament, A pair of long straight
forceps were applied en the uterine side of both the preceeding
clamps and the intervening tissues cut through with Mayo's seissors.
Care was taken to apply the clamps as close to the uterus as
possible as to live plenty of spece for ligatures to be applied
avay from the ovarian tissue. Both the stumps were now ligated

o-o;a/m;‘



with a streng Heo.I chromic catguts The Procedwre was repeated on
the left side of the uberus.

The uterus s oW fimily pulled to the left side of the
patient by the sssistent, Using lloyo's seissors ond dlssecting
forceps the periteneum vhiech forms the snterior lief of the
Preed ligment ws divided dowmards md inerde towards the
uterovesical pouch, The round ligowent was drawmn laterally and
the fasola between 1t and the uterus wan divided dowm to the
cervical faseia, This was dome on both sides and in this way
the uterine vessels were expoced, Stveng cwrved clamps were
applied near the junetion of the body of uterus to the cervix
where the uterine artery pulsatioms were 21so felte The vespels
were Aivided with Mayo's ceigsors, dissection carried domrmrds
aod ligated with Crhonie catout No.2,

mMmamMmmum Trds
we dme immediately below the Cossa over the uterus vhere the
peritoneun is adherent but before weaching the bladder top, The
locse peritomeun was picked wp with disseeting foreeps and divided
$remaversely using Vayo's forcepss The peritomeum was then
puched domawards by blunt dissection through the vesicouterine
and vesical cervical space.

The bladder and ureters wore then separnted from the eervix
and upper vaginn, The endopelvie fuseia lying en each side of the
midline woe ddvided with scissore neor their attachment to the
uteruse This emmbled the bladder and wreter o be stripped awny
from the cervix, The poremetrium lateral to the.uierus below the

eoee
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level at which the uterine artery reaches the lateral border of
the uterus was divided, This was done by drawing the fundus of
the uterus to one side and applying a long straight clewmp below
the level of the pedicle eomtaining the uterine vessels, Care
vas taken %o avoid the bladder and ureters, The ureters were
palpated and felt to be safe,

The wterosacral lisaments were cut through to open the vagina,
To do this the assistent had to hold the uterus upwards and forwards.
A curved elamp was then placed on the vaginal angle including the
utere-sacral ligaments and the tiscues which lied between the wterus
and the elamp were cut through with seissors. After clamping
both vaginal angles and ubtero-sacral ligzaments the uterus was
pulled wpwards, Using seissors contimuously the vagine was spened,
Tong straight foreceps were attached to the cut edge of the wagina,
The vagina was opened from behind forwards to aveid the bladder
and ureters, .

The tissues enclosed by the ¢lamps were then ligated and
Yronsfixed with No.l chiromic catgute. Spurting arteries m.th. ocut
edges of the vagina were picked wp by Kocher's forceps and trensfixed
with Number I chromic catgut. The vegina was closed by interrupted
sutures using chromfeised catgut No.X,  The waginal angles were
securely tied to avoid bleeding. The raw pelvic surface was coverdd-
by suturing the round ligoment to the stumps bearing the uterine
arteries, ovarian ligament and to the laterel wall of the vagina,

In this way most of the raw area was cmreciandhyanahomm.
ligements to the lateral wvaginal well a prophylaxis for future vault
prolapse was ensurede
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After the gouze count had been pronounced correct, the abdomen
was closed in layers as deseribed in the introduction and silk was
wsed for the slkin, Apsesthesis wes discomtinued and the patdent

msmttommrm‘

1) The blood loss was estimted to be 1000ml so sche
received two more mnits of blood,

2) Blood Presswre and Pulse were monitored i houwrly for two hours
then hourly for 6 howrs then 6 howdy,

3) Pethidine was given 100mg intremscularly for pain as requived.

4) Intravenous fluids were given 2000ml, 57 Dextrese and 500ml
Norml Saline fn twenty four hours.

5) Input end output chart was ordered ,

6) Passive limb exeredse were to begin vithin twenty four hours.
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POST OPERATIVE CHART:
MRS, J.Be
A D TP, } PULSE/ | BTICOD RusP.) nweom ouTPEyT DRUGS,
M1V, SSSURE | RATE
00 7% 100 100/60 24 | 100087 | - -
Dextrose
15 $ 9 100/60 20 - - »
PHmin, | - 90 109/70 20 - - Pethidine
1m 100mg,
1nr, - 84 200/60 20 | Blood - -
1000m1,
1-15min, | = 84 | 100/70 20 - - -
1-30 - 84 100/75 20 - - -
145 - 84 | 100/70 20 - - -
e - 80 | 110/ 18 - - -
S 37% 8 | 1o/ 18 " = -
4hors - 80 110/70 18 | 500 Norme] _ -
saline
Shrs - 8 | 1o/ 18 - - -
6hrs - 80 115/70 18 - - Pethidine
loom. lome
12hrs, 3% 80 110/70 18 | 1000ml, | 800ml., | Pethidine
5.Destrose | Urine 100mgz.
18hes 57% s | 1/ 18 - - -
24hrs 7% 20 110/70 18 - 1,700ml. -
3500 2,500
@scess 239
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Her pulse and Blood Pressure steadily stabiliszed. She did
not develep = fever and her urine output was 2500 against an input
of 3500 in twenty four hours, The abdomen was not dietended and
there was neither veginal bleeding nor ocozing on the wound. She
stopped intrevenous fluids after 48 hours when che passed flatus

and she etartcd oral feeds,

sﬁmmmdmtmmaaymmwmdmtm
to heve healed well, She was discharged on the tenth day in good
condition and was instructed to come o the gymeaecological clinie
for check up after two weeks, Her post operative haemoglobin
was 10g/dl and so she was given oral haematinicse She wes seen
after two weeks when her hoemoglobin was found to be 11g/dl. She
h@d no vaginal bleeding or atselmrgt; The abdomen was soft and the
wound was intect and healed, She was therefore discharged from
the Gynaecological elinic.
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COMMENTS:

Uterine fibroid is the commonest gynaecological tumor and
is said to occur more frequently with advaneing age in infertile
patients (1), Tt is said to be the commonest tumor of the men
bodye The vast majority of them are symptomless and are diagnosed
by aceident during pelvic examination for other reasens., Yhen
they persist to the memopeuse they are even more unlikely to
cause symptemsbecause they msuelly wndergo atrophy along with the

uteruse

This patient presented with a disturbed uterine function
which 4s ne of the commonest symptoms (2) (4) when symptoms
ave present, Increased memstrual loss mey be due to the enlarged
uterus by submucous fibroids or due to the inorease vascularity of
the utexrus. The patient had infertility of 12 years also which
although she did not complain of, it could have been caused by
the fibroids., Besides these she also had an abdominel swelling
which she noticed but did not complain of, probably because 1%
d1d not affeet her bladder or bowel fumetiom. The patient
presented rather late with a large multiple fivromyoma, Had
other complieatioms like torsion, degeneration, impaction or
hoemorrhage occured she might have presented earlier,

ess 841,
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The managenent of o patient with fibromyomn depends on the
presence or aboamee of symptems and hey attitude tomrds future
progemeies, In a patient who s no symptons and a small Pibroid
15 Poumd conservative trentment is wocommended. (2) The patients
are recssured and kept under yegular supervicion to detect any
enlorgement or complications, Then the fibwoids cause symptonms
a9 in this patient then tweatment io indicated. mwm
or Hysteveetomy my be performed, In thic patient Hystereetomy
wos chooen becouse of the sise of the tumor end the faet that she
required no more childven, Uterdne fidbroids ave the commonest
inddeations for hysterectomy (3)s It is recomended that it be
done during the secretory pinoce of endometriun to minimise the risk
of infection (3), In patients who lmve a low haemoglobin such as
this one pre-operative blood tmunsfusion 48 smndatory,

Vhen the Pibroid 4s amll eue sy use the vaginal raute to
perform the hysterectomy although movbidity and post eperative
mhﬁmmuhmuﬁmxnwm
abdominel hystevectamy (3)s In any case deedly complications such
as thromboembolic phemomens which ove the major eause of death (3)
have o be watehed for, It is for this weasen that others (5)
rave uced low dove heparin just prior 4o and 8 « 12 hours interval
following eperation with substamtial vedustion in the ineddence
of thromboembolic disecse.

0‘.0./_»,. ‘
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Prophylectic antibioties hno been advosated but tho auther
dooo not think it Justifiable where the surgery 1o elective and
thore 1o no evidence of infoetions This polisy proved iteelf ¢n
m‘mmmummam.
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BARTHOLINS ABSOESS
ISI AND
MARSUPTALISATTON:

Nomes Mrs, Y, K, Age 29 Years,
Addresst Magomeni

Date of Admission® 15.6.82
Date of Operation: 15,6.82
Date of Discharge! 21.6.82

SUMMARY:

Mrs., YK, was admitted to the Gymaecological ward with
complains of swelling in the external gemitalia for five days,
dysperemnia and difffcult in walking for five days. Examination
revealed that she hod a purwlent waginal discharge whose culture
and gram's stain showed gram negative intwecellular and extracellular
ddplococei, Neisseria gomococci being isolated.s She had a large
Batholins abscess at the inferior aspect of the left labium majus,
hdmgnudﬁhupnaum-mahmnlmmnmnnm;
Marsupialisation was dome. She was treated with antibiotics and
was discharged after seven days in good condition. She was seen
three weeks later in the gymaeeological clinic with no complains,

-
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Hist s k4 3

The patient who had beon well five days previously noted that
she wos developing a swelling in the extermal genitalia which was
not tender %o begin with but m“ively grew bigger and tender,
It was eausing dyspareunia and later she could not walke There
nsnommocrgmm injm'yanddoniedhistaryofmulont

vaginal discharge, She hed no history of vecent delivery, abortien

or genital opomtien.

Gynaecological History!

The patient had memarche at 15 years vhich was followed by
regular menstrual periods every 28 doys which lasted 3 days. She
bad no histery of sbortion and was not on emtraceptives, Her
last normal menstrual period vas 6.6.82,

She was pesa one, a ten yeor age norml pregnancy and
delivery which had been followed by invelumtary infertility.

She was an wmarried typist who drenk aleohol but did not

smoke cigarettes,

Ty oé‘s.‘



ZPhysical Examination:

She was a well nourished woman in moderate pain, She was
not pale and had no perirheml oedem, Her pulse rate was 80/
minute normal volume, Her blood pressure was 120/80mm mercury.
She was apyrexic, Her cardiovascular Respiratory and centrel

nervous systems were normal,

A ; 3
The abdomen was soft, non tender, There was no orgenomegally

end there was no pelpable masses.

Yorzinal Brnination:
Inepoctimef‘memgmachomdamdmllm.gamsum
diameter on the inferior portion of lobiwm mejus. Fus was visunlised

draining from the vagina, The vagina and cervix was otherwise
normal loocking. The swelling was found to be hot and very tender,
It was fluctunting, The vagina was similarly warm and the cervix
wae firm and closed, The uterus and adnexme were diffieult to
mumwmmﬂatmmﬁrﬂwwmmtu
be normel.

With the above history and exsminotion findings a diagnosis

of Bartholin's abscess was medes

.ooao/z“?
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Lanogenentt

1. Tus smbs were taken from the endocervix and urethm for
culture and sensitivity, Cmu's stain showed gram negative
intre-and extm cellular diplocoped.

2+ She was given Pethidine 100mg. intramooulorly for puin.

3¢ Censent for operation was obiained and she was prepered for
vaginmal cperation (see introduction).

4e Incision, Drainoge and Mersupialisation of the abscess was
dme (see below).

5« OShe was started on Crystalline Pemicillin 5 Megn units
intromuoeularly and was to ceamtinue with Procaine Penieillin
244 Mogn wnits daily. #i11 results of culture came,

Amenthesiat Ceneral amesthesis wus useds She wmas induced
with thiopental sodium 250mg. intmvenously cmd maintained on Nitrvous
oxidet Oxygen 50350 Mechanical ventillation wms used,

Zechmicuet

The patient lay on the Iithotony position and the perinewm was
clecned as for vagimal operation. Two Semdcireular skin incisions
were mmde on the vaginal side of hymemal wing. The inecisiens 3em
long were made to include both the skin and abessess wall., The
edges were trimmed to leave an aperture fom in diameter. Pus was
evacuated frém the cavity to emply. The edges of the skin and abseess
wall wore secured by Allis forceps and a series of interrupted
sutures of fine 2/0 chromic eatgut were applied circumferencially
at 1em intervals. o3

oon s A347
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The sutures secured Fosition of the eyst wall and vaginal

skin to leave o clean eireular scar,

Post Operative treatment:
1, The anaesthesia was stopped, the patient returned to the

ward and instructed to hove antiseptic baths twice 2 day.

2, Culture results were back after 48 hours and revealed
Neisseria gonococel as the causative orgamism, The antibiotie
was stopped.

3+ She was discharged on the seventh day without pus 2nd with an
almost healed wound, She was now able to walk, She was

apyrexis and urethral and Endocervical cultures were sterile,

She was seen three weeks later in the gymaecologzical clinie
vhen the extermal genitalia was found to be normel except for
a small scar where the incision hod been made, The vagina

was normel and the pelvic orgens were normal,

COMMENT St

Bartholins abscess is a conmon gynzecologlical condition (1).
It my mke coitus impossible and walking umbearable as it occured
in this patient. The condition results from blocknde of the duct
with subsecuent accumilation of seeretions which become infected.
Although inflematory conditions of the duect are the commonest causes
Bartholins abscess mey be caused by a misplaced episiotomy when
the duct is either cut though or involved in the subsequent searing.
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In the treatment of Bartholins abscess one has a choice of
either using antibioties only with drainage of the pus or excising
the cyst. With the former recurrences are common and the later is
bloody and a lengthy proceduve, The operation of choice is
mersuplatisation and was done in this petient for the following
reasons (2).

1, It is a simple procedure and saves time,
2, Haemorrhage is miniml and easily controlled.
3s The postoperative hospital stay is short.
4. Some functions of the gland of lubwrication of vagina are
preserved,
Complications of recurrence and bleeding may occur but these
are rare when the cyst wall has been secured well with Allds
forceps and vhen the incision was big enough. The commmest organisms |
involved are the Gonocoeeil; strentococei and staphylococed (3),
When these ore encountered they should be ercdicated to minimise

the chanee of the opposite gland being infected.
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Demes Irs, M,B, Age 30 years.
Addvesss Keko « Dar es Sglasm,
Date of Admissiont 10,4,81
Date of Diecharpes 2444.81

SRy

Hry, M3, wes aduiited to the gymaecologionl ward through
the gynaecologienl clinic beenuse of a dingnosed Right ovarian
tumor, She had complained of lower abdowdnal poin and lower
awoninel swelling Zor two monthe, She hnd no dysuris or frequency
of urine, There wus no amorml veginal bleeding. She was found
to have o vight adnexal mes of about 20 cm diameter. A diagnosis
of right ovarian tumor was mede. ~ue bad lapewatony and a right
overinn oyst was foumde 4 pighi salpinsoovhoveciony was done,

Her recovery was weventiule

History of the Presont Y1lineas
The patient had been well 111 two memths previously when

she noted that ahe had low backoche ond lower ablominel pain, The
win we dull and noi colickys It did nob necessitnte going to

bed and vas no’ associnted with menstmpl veriodss She hed no
irregular or excessive vogianl Hleedings. Her last norml menstrusl
period sterted m 1.4.81. She used no cmtraceptives, She also |
caplained of a lower abdominal swelling vhich she noticed two
months previously. It hud dnerecped in size according to the



patient and this worried hevr, She hed no dysuria, urgency or
frequeney of micturdtion and her bowel movements were normnl,

The patient had memnnche at 13 years vhich was followed by
norml three days flow mensizunl periods every 28 days. There
was no history of pelvic dnfectim or vaginal ddscharge,

Obstetric Hiatonys
She was pave 2, The laot child was 5 years olds

She wms a secretary mrried to o faotory werker,
Bhe did not dwink alechol or smoke ciznvettes,
Ixomimtion

The patient wms ceen ot the symascoloziesl clinde vhen she
was exarineds She was healthy looking not in pein and not pale.
She hnd no anXle oedern or enlarced Yymphnodes anyvhere,

diovageulnr and vespirotory Syster

She had a pulse mate of 80/minute of normal volume, Her
Blood Pressure was 110/70 ma meveury, Her heart size and sounds
were norml, The Respimtory syetem wos normel,

The lower abdomen was irvepulavly dictended below the wmbilicus,
There were no surgical scarse The liver and spleem were not \
palpable. There was no tender aveas. The kidney areas were mormal,.
‘Ammmmmmauummmi I
was about 20em, in diameter and cceupied the central area altheugh
4t seemed %o arise fyom the right iliae fosen, It was freely
mobile and non tender,
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There was no fluld thrill or shifting dullness elicited
in the abdomen,
Yasinel Boplmation?

Vaginal examination was done as detailed in the introduction,
!hcmlnmmmmi. The eervix was closed and fiwm,
mmﬁnmmmmm»m. The left adnexae
wag norml, Mmmahrgemmaéummmm
sepavate from the uterus but vhich moved on moving the uteruss It
wms about 20em in diometer nomtender and mobile, The formices

were normels
Ziagmoris
Pron the above Pindinge a dsgeosiz of an Ovarion tumor was
mdes
The f£ollowing investigntions were made.
Bloods Haemoglobin 12,5g/d1 Torml
mite cell eourt Total 7000/21 Wormel
differential
EoSeRe 4o/
Urea ' 25mg
Oreativine 0o
Urine « ilicroscony No pus cells. No casts
. culture sterile
Zerayse Chest Normal
p 4 g Forwal

After an explanation had been given o the patient she was
admitted t6 the hospital feor laperetomye Consewt was obtained for
the opermiion.

ooooo/&.’



mnumcmmmammummm
Hor abdomen wao prepared ns for lapawatony (see introduction)s
She me given Pethidine 100mg ond atropine sulfate O,6mg
intramsoularly one hour before going to theatve,

Lpgesthasia

She was induced with sodium Thiepentone 250ng intravenously
and minteined on nitrous oxidet azyren 508 50 mixture 40mg of
Swowentonium was given introvenously &5 mwscle velaxsnt and
she was intuboted with a cuffed endotracheal tube, Mechanioal
ventilletion was useds The amesthesin was amnoth,

- The abdomen s ovened by 2 lower ablominal median incision
(see introductian)s A self vetaining yotractor wme placed 4 the
abdoren and the interdiines were msked swey with suze pocksy
The tumor vne fdemtified, It wme 2 eysiic, well encopewlated
fumor with no selid aveas, Tt srose from the risht ovawy frem
which it vas @ifficult b0 separnte, The rdgh® Mllopian tube
Ton on the superior aspeet of the umor, Thewe were no adhesions,
The left ovary and tube loaked normel,

Three owrved olamps were placed an the infuwndibule pelvie
Fold laterally and using a layo's scissors the tissues between
the middle and the distel clamp were divideds Other clampe were
placed en the falloplan tube and evarian ligoment om the wterins
side and similarly divideds Sefore division of the tisoues the
ureter gn that side had been palpated and found to be clear of the
- hmother olanp was placed an the bread ligament in the vegien
of the mesovarium and the tissues divided. The tumor the distal [
‘tube and the Yest of the tissuss vas thus delivered in tote;
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Great cave was token in hondling the vessesl in the mesoe
variua to avoid alipping and the subsequent haemorrhage,

!upmmmugmmu xmm
hm-«-mmum«umu
ford, rutmmmnmummm

hm«ummamm-mm,
fldd, M.mummmmww
The Test of the peritensal cavity was nerml o after the guuse
comt wos pranowced corveet the abdomen was closed in layers as
explained in the imtroducticn,

MmmeWwaﬁmmﬁh
recovery voom, The tumor mass was  ment for histopashelogy.

1) Pulee end blood pressure were moriitored & hourdy for six hours
then hourly for 24 hours,

2) Intravenous flmids were given ond she received 2 litres of 55
Dextrose and 500ml, of Worms) seline in 24 hours,

3) Sue ms given Pethidine 100mz for pain fmtvemmweularly os
necesmry,

The petient was proped up after 12 hours and was up and about
Uy the seond postoperative . deye She had passed flatus afber 24
hoursy had & soft ablemen and her Blood Fressure and pulse had
remined Y10/70mm mevoury and 50/tdnute vespectivelye She bhad
passed 1800uls Of wrine Guring the 24 houras She began orel
fluids then. mamamwmmmumw
mmmmmaumhnmmmuta
Mﬂdlﬂth She hed stitches removal on the Teh day
and was diseharged on the Sih duy in good condition.




Mmmmmmwwm.
The mlignant mes vere only seeond to caveinoma of cervix in
Mundubils Cynueoclecteal eencer admssions in 1979 (1) In
som Vestern coumtrics mlignant ovarien cancer ranks first
ameug the lethal eancers (2) while ia others (5) they have
deen remied £1Pth ameag all concer diseases in womm, The
fnctdance of bomigs owreian tumore in gemersl population has
been rated at 0,57 to L.1% (3),

The importonce of bemign ovorisn humors 1fo in the fact
that both bemizn and mlignent vorieties have an insidious presentation
and my grow very large without Syrptame (3), Ae a result they
My be discovered vhem the maligemt enes ove at sn advenced stage,
Rayely they mey present wilh aecidente of the cysis such as tercim,
ropture, heemorvhege or melignent transforwation (4)e Yor the
above xeusony when ovaricn Gamors are discovered active and urgent
treatment is essendinl. Diagnosis is made either by sceidemd
during examination for other reasens or vhen the above symptous
ocours Otherwise vhen the tumore ave large the patient may
present with a mes in the chllomen which my be giving her
abdominal pain or beclgeine This veas the case heres The s
mcinous variety of the epithelial timors are among the most huge
tumore seen (5)s They ave uswelly bemign but may be or twam
mlignant, '

_ Surgery is the preferved treatuent of ovarian tumors (2) (6)
(7)e Por wnilaternl benign ovavion tumor o unilateral salpiago-
orhorectomy is the procedure of choice exvept in post memopayge
wonen when bllateml salpingoorhorectony o preferred (77 o™
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the tumors ave bilateral in young patients ablation of the destroyed

overy ond pertial excision of the less damaged ovary with conservatiom

of some ovarion tissue hos been shown to be useful in preserving

sertility (8),

Gross inspection of the vemoved ovary and search of metastasis
in the peritoneal eavity is important because if malignaney is
suspected then a full thickness biopsy of the opposite appavently
norml ovary is essemtinl to rule out concurrent tumor, "hen there
are doubts o frozem section of the removed ovary is adviced (7).

I? gross inspection of the removed bisected tumor shows papilliferous
growths, or there is aseites with melignent eells or spread to the
omentun peritoneum or any viser:s then a modification of the surgery

and subsecuent chemotherapy or rodiotheropy should be the ule.

, s |
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VESICO VAGINAL FISTUIA

SUCORSS¥UL HEPATR

Nemst s, K;S, Age. 15 Yoars,
Date of Deliverys 30,1.81
Date of Admission? 10,5,81
Date of Operationt 18,5,81
Date of Discharget 8,7.81

SUMMARY s

Mrs, 1,5, was admitted to the Gymaecological ward as a referal
patient from Nbeya Hospital due to a diagnosed Obstetric Vesico-
vaginal fistula, She had been in labowr for three days at home
where she failed to deliver her full term fetus, She was sent to
the hospital by the Traditiomal Birth Attendant who hed failed to
help her, She had a vacuum extrection of a dead baby weighing
3e5kze

Catheterizetion revealed blood stained urine so she was put
on a contimaous catheter drainage for 14 doys, Seven days pest \
delivery she started leaking urine per wagima and on removal of
the catheter on the fourteenth day she developed total true wrinary
ineontinence. Speculum examination hed revealed midvoginal vesico
vaginal fistula. She was advised on high protein diel, put on
iron and folic acid and was referred to Muhimbili Medical Centre
for repair. She hnd a vesico vaginel fistula vepair four memths
post delivery and was discharged eight weels later with no
urinary incentinence she was given advice on coitus and future

]

preguancies,



The patient started leaking urine per vagima 7 days poste
delivery, OShe hod been full term pregnant when she developed
labour pains §n her home 50 miles from Mbeyn hospital. She was
in labour for 3 days under a Treditional Birth attendont who had
encouraged her 0 push without success, They had used fundal
pressure end hod given her some sweet julce but delivery could not
be effecteds No instruments hed been used and she was not given
any drugss On the third day she was cent to hospital where she
wms given introvenous flulds and sntibiotics intravencusly, The
foetnl heart mate was not heard, She hod & veowm sxtraetion of
a dead baby weighing 3.5kes. Catheterisation of the bladder
vevealed a blood stained wrine so she was put on continuous bladder
catheterisation for 14 dayss However, om the Tth dny she started
leaking urine per vagina and when the eatheter was vemoved om the
14th day she hod total true imcontinence of urine, There was ne
voluntory velding of urine, She did not develop fever or abdominal
pein, She Ind no feeal incontinences She did not develep perinesl
sores ut lnd abstained from cottus due to incontinence, She had

The docter in Mbeys had adviced her to ent plemty of high
protein diet and hed supplied her with iven and Polio acid $ablets,
She wae vieiting the hoopital menthly for check up and ws referrved
o Muhinbili Vedicel Centve on the fourth month for vepeir of the
fistula,



She had menavehe ot 14 years which was followed by regular,
nomml flow memstrual eycles evexy 30 dayo and lasting 5 -« 4 days.
She Ind no history of vaginal epesations or pelvie infoctions
She hnd not been on contyeceptives.

Theve wae nothing significant,
sh.mmmrmm,mmatogmm;
She neither smoked eisrettes nor dwak alcohole

The patient vas young end in good heclih she yas not pule,
w5 afebrile ond had nowel gagts She was 145 em tmll,

R e \,_'4- ’ l_"a_. ,:‘.l;' 2
She was not dyspuoeie, Her pulse was 70/mimute good velume,
muﬂmm!!WuM* The heart counds and

sise weve movsnl, She had normal breath sownds,

8l g oSS TR B
C ey < v rh

The sbdemen was not distended, There were no swgleal seavs,
There were no areas of tendermess and no almorwel MRoses were
pelmeble, The liver and spleen vere not palpebles The remal areas
were not tender and ne meses could be palpateds The uterus was

not raipable suprapubicsily. o
on/ j 'p



Jocieo) Teupinationt

Voginal emminmation was dene, The petient wan fivet
exmnined shile on the Sl dorwsd positien. The vulva was
inopeeted and there was no olin excoriction coon. Uo bed soves
were noted, Urine was lealdng throwsh the wulva, Digital
emmimtioe chowed no tendor swolling in the wvulwa or vagina,
A rent admitting the index finger wns folt anteriorly in the
wdvagizel vesimn, There was minimal searing in ite edges and
it we not fixeds The vagina was minirelly stenosed, The
corvix wap folt to be normml and the uterus was antoverted and
nocwd sises The patient wao then twmed to the left lateral
pocition and a smll Sia's epeculun incerted in the vagina.
This was used to retract the postericr vaginal wall 9o that
e anterior wll could be visusliceds A yagim Tetwactor was
used 0 rotract the anterior vagina wall to facilitate better
ddeatification of the Metula,

A 2em ddameter vesicowvaginal flotule was soen in the mide
vogim with urine eontinuously pourine into the wagim, No other
Piotula weve seen and theve was no pateh of sramilations noted,
Tho pooterior vaginal well was inopoeted and no Mohila we seen.
A rectal examination was done (see 08 for detnils) and theve was
#oa‘nnmhﬂmbm

!~! &g 0
T4 the above history and fiadines o ddamonis of Obetetyle
Veoico vagtml fistule was mde,
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1) Tho Haemoglobin was 12,5¢/a1,
2) The wrine mlovescopy and eulture (urine specimen was obtained

fron the Wladder Yy a sterile pipette) revealod no almormlity.
3) The Blood Ures was 15mg/dl ond Cyeatinine 0,0mg/dl.
4) Cheot Xepay was newml,
8) Intyvenous Pyelogram was nomnl .
6) Tlool group was CRh positive and she ves eressmtehed 2 unite.

The patient wes emamined in Idthoteny pocitien under amesthesia,
Box comeothesta Nitrous exide/meygen 50150 wixture was used after
Infuotion with ¥hiopentone 250mg, intrevenousiye The vulve was
noranls The vagine was foxd to eontain a 2em hole into the bladder
in the midvagiml yegiene There was little ccawring of the fistula
edzps but no flmtien to the pelvis, Tmetion of the cervix and
ticdn aveund the fotula vevealed that 4t wae mobile and easily
mipulated at lithotomy pocition, A metal gotheter wan pasced
throush the uretim and the later wes famd to bo intaets Iithotomy
position wus chosen for subsecuent repair,

Pre epematively the patient wao inforsed that che hod a good
chanoe of oures She was informed thet nfber sepair she will
require two weoks or more of cathoberisetion during vhich time she
will be vecuired to drink plenty of eral fluids, She was alse
informed that folloving the vepair che will be required to abstain
fron coltus for not less than thwee monthe and tnt after wands
she will meed caesaveon section for any future deldivery, She
comoented to the opemation, She wme starved from 20 hours the
previous nizht and wan sent to theatve after wemdication with



hﬂnm w.m-pummmmnmmu
f mmmmutmmmmhmuh
mhl. snmummuumummum
mwwmm&. S11k Mumber 2/0 wo placed dn the each
ummnmummmammatamm
/ﬂommm. Prolinivovy infiltwtion with dilute
mmmmmmmmmw
wmmamm»mummmmm
emount of bleeding and ease disseetion, 50ml of 18100,000 selution
wao used,

mwmmmuwmmm
mmmmnumuumumw
mmmmmw The flotula was Pivet
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from the bladder continued wntil the bladder edges eould be
brought together without tensiom,

. The bladder vall was no closed by using extrachromic satgut
H0,00 on atromatic round-bodied curved needle. Interrupted sutuves
were used which passed through the musele wall of the bladder not
going through the micous membyone of the bladders A cecond layer
of interrupted Tembert's suture was introduced to inmvagimate the
firot layer, Both these sutures were introduced to 1ie transversely
aeroos the width of the vagine and the secend layer pioked the wder-
side of the vaginal wall so as to obliterate any dead space in which
a Imemtoms eould form. The wagim was closed with eatgut chromie
mumber O, Broad bites of the vagina were mde to embrace the sutuves.
The vagina was sutured by interrupted suture at right angles to the
bladder dneision, Two tensien releasing ineisiens vere mde in the |
m«mmmuumnx;nmmm
wsutureds

A folley's catheter with a 10ul, bulb was placed in the bladder
%o provide eontinous drainage into a closed sterile bag, The catheder
ummummwammum
sure the catheter lies free in the bladder and that the bulb dees
not exert troetion en the bladder wound, The snaesthesia was
dtsomntimied, the patient allowed to wale up and she was retumed
to the ward,

.‘.‘/;}g.



1) Phe Plood Pressure and Pulse were vecorded } hewrly t111
she was flly avake thereafter 6 hourly,
2) Urine outeput was recorded houwrly,
3) Intravenous flulds were givem and sho reseived 3 litves of
57 Dextrose in the first 24 howrs theveafter 5 litres of
oral fluids were given daily, ; .
4) Owservation for vaginal bleeding or Blood stafned urine was mde.
5) Pethidine was given 100mg, as requived for pain, |
6) Daily wrine cultuves were done, .,
7) She was en Spifadimidine all the time she hod an indwéiling
eatheter, '

The patient ms proped wp in the fivwt 24 howrs and wes
tumed from side to side 2 handy %o aveid bedseress  Idquld
parafin 15 =l twice a day, was given to soften the stools and
t0 avold straintng for ctoals, The vilve wes eoverod with sterile
vaginal pads for the firet five days. She produced 2500ml of
urine in the firet 24 hours and camtmed o produce 2-251itres
of urine Gaily., Urine remined sterile and cleer of blood.

She did not develope pyvexis or abdomimal pain, The eatheter
was removed on the fourteenth day when there was no leaking of
urine, mmm-mmw:«:m‘mrw
hourly $111 the bladder was well draineds

vl
!
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She was examined vaginally under ansesthesia on the
215t day at 1ithotomy position, The bladder was filled with
ethylene blue and no leakmge into the vagine was moted, She
was discharged four weeks later with instructions that she sbstain
rom coltus for three months, She was reminded that 1f she bécams
mthurgwmnqwhnmmwmt
muhmm._mm‘wmhhnhﬁm
the fistula and was then advised o seek medical help as soom
as she becams pregmemt, She ws given a letter back to Mbeya
Hospital with the treatment details end follow up adviee,

COMNEND S

Updnary fistula is a mjor clinfcal problem cenfronting
granecological surgeons in developing eomtries (1), Vesicovagimel
muﬂncmutw(s)i‘mu'mummm.
neglected obstructed labowr is easily the eommonest cause (1) (2)
()3 MWuMWMMWﬁwuum
cause (1) (4) (5). Other obstetrical causes include cassarean
section, inctrumental deliveries and raptured wterus while the
sion obstetrical eauses yange from mlignamcies, radiotherapy to
verdous pelvie operative procedures, The possibility of
vesioovaginal fistula mist be suspected im all patfents with
obstructed 1abour for any length of time, The suspicion is
move when there ave signs  of trewms to the bladder as evidenced
by bloody wrine in this patient. In this case prolonged
catheterisation was done to keep the bladder dry and facilitate
healing, The development of true incemtinemce of wrine in a
potient who had obstructed labour points to vesicovaginal fistula

——

o/ Biig
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Tt is recomnended thnt Pollowing development of such
flotuln attompt of vepiir chould not be mde until nt least
three monthe hove olnpsed (1) (2)s This ¥ime io vequired

for the slowh to0 sepnrie, the blood supply to re-establish

and ftissue plaing 0 re=anpe:le

It ic reconmended it thio periol bo used to improve
nutritionl stotus, -4 recidinl sepsisand to correct ancerda
(2)s Similarly ony other residunl seouellac of obotructed
1nbour @.g. f00t drop, chould be trenteds Although wrdnexy
infootion ic wcuaxn (2) (3) othoro (6) mave found 1% n 757

of prrients with vesicovnidnsl Tistdn.

Intrevenous pyelerrrhy shoudd be woed to chart out the
eorce of the tmetern and theve they nre not clesr retrogrde
pyelogmaphy bng been done (6). e repnl fumetion chould be

s@eqrte and presmoncy chodd be excluded,

Any vulva excorintion shoulld be treated belore rvercir
15 attempteds An emminciion wriey amrpesthesis op Wb e i
this patient is wendatory so thot e mmy assess the oize of the
fistula the amount of scorin: sl B0 detewmmine the puediion of e
pationt durdng yepeive The opmucech iu decided ot ikds tine.
Vaginel appronch o prefoved by nony gyncecclogists except for
very hich fistuls (2) (5) cltuouck ctters (€) reccmend combined
suprapubde ond vordnal appronch for vesico waglnil fictulae

Tric wiévecinnl Sistula encomtored Lere is not the
cemcerect type in obotrueted lohowm, The Jumteurethrsl type 4o
tre commenest (1) (2)e Portum-tely it wes ocoy to rer-ir in the
Piret atterpte Iz fictuls ropoir the law of dlanishing refinnms

gperate, (3) W4th 2ok cuccoscive reroir on thoe same fistula
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Others (7) have devicod various ypes of gmfts to use
in diffioult fistulse, Thoese include labial fat, peritoneal
flap or eaentol pedicle, nnd othess hove used grmeilis musole
as a grafte Recently the use of Pibwin olot has been advocated
in mervow lons diffioult fistula (a),

Fostoporatively coopertion of the patient in Mmﬂng
the ontheter and dwinkins ademnie anounts of £lulde is very
importonts. That o vhy this pationt we warned preocomiively.
ﬂﬂmmmtmmmmmymtbuwm&cmh
&umcmmmdmam The eatheter did not blook and -
the urine flow wes omooth ia thio potient. Prolonged eaﬂmhr&mti:m
mmaaamﬁmmm@:wﬂmﬁm,hmtham&wun
chemothernpys This potiont was kopt $n hospital for six weeks
mmo@mmmmmmmmmm.
The wmo also re-educoted on the imporbance of avolding coltus
for thvee monthso,

Vit improved cutercind enve and soread of modemn moternity
mammamMzmmm&WMowm
ghould be marely seems Teowvidile perkmve there is something o
be 221d obout tmining of the tmditdiomnl birth attendont o
sore aspects of safe meweticle midwifory,
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THE ROLE OF SEXUALLY TRANSMITTED DISFASE IN

THE CAUSATION OF PELVIC IIFLAMATORY DISEASE

The role of sexuully trausiiticd diseoase in
the causation coi pelvic iundlamatory discose wes
investigateds SHixty six patients with pelvic
inflamatory disease aad eighty eighit without
pelvic inflamatory disease were secne #{ter
their history and examination Liad been tolen
they had endocervicazl and urailaal swabs tstken

for direcl microscopy, vrom stain and cultures

More than 60% of the women with pelvie
inflamatory disesase had their iafection from
either 2 casual meeting with 2 wan or a
M"repular® partnere Neisseria gororrhoea was
isolated in only 18.0% of ihe pelvic
infilametlory group as coapared to 1.7% of the
control groupe Coaundidé albiciuns and Trichomonas
vaginalis were isclated in 70) of {he group

conpaired to 21% of the controli.



uixed infections were common. There was & large
number of women with clinically obvious pelvic
infection but no organisms isolated during
culturee This high number 'could be due to mycoplasma
organisms,It is suggested that a further study

should aim at these organismse

NTRODUCTIONS

Pelvic inflamatory disezse is a common
cause of admission in Muhimbili Medical Centree
It was a cause of 11e3% of gynaecological
aduissions in 1979/80 (1), Pelvic inflamatory
disecase is said to be the main cause of
iulertility in the female (2) (3) (4)e
Apart frow infertility it is a ceuse of chronic

palvic pain and menstrual disturbances (5).

The causative organisms of Telvic
intiamotory disefse are not knowne The
signivicence of sexually transmitted diseise
in the causation of pelvic inflamotory disense
amoiny gynaecological patients is not lnowne
Various vworkers have expressed concern on the
lack of data on the importance of sexually
tragsmitted disease in develcping countries

(G (7) (8).
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While some workers (6) have found postpubertial
gonoccal infection to be common and syphilis
not to bhe uncommon, other (7) have found low
prevalence of gonorrhoea Trichomonoua vaginalis
2nd candide albicans among family planning

attenders,

Data is conflicting regarding the causative
organism in Pelvie inflamatory diseases While
some workers heve implicated Gonorrhoea
(9) (10) (11) (12) others (13) have shown that
tubo-ovarian massess, abscess pueperal sepsis
and postabortal sepsis are mainly caused by
ansterobic orzanisms and have further said
that the organisms which predojeinate in genital
tract infection reflect the normal flora and
thot the cervix is only a portal aof anterye
More confusing is the fact that olihers {14)
have shown that cultivation of wiciobial flora
firow Lhe cervix can not serve as a basis for
Prediction of which patient's will develope

subseguent genital tract infeciione

272
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Sexually transmitted disease is common
in developing countries (6) (15) and Neisseria
gonoeoccus has been found to be the chief
organism found im association with acute
peiviec inflamatory disease {11) e Sexually
transmitted disease constitute a major
medical and social probleme Its control is
difficult due to the fect that the community
in gemeral views ithe sexually transmitted
gisease irom the woral aspect rather than
as o sonsunicable disease (18)e Yet 10=17%
of women who harbour gonococcal infeciion
develope pelvic imnllamatory disesse (16) ¢
s 2 lorge proportion of salpiungitis ore
causged by microbial agents that are transaitted

Ly sexuel contast (17)e

It is against this background that this
study was donee The aim was to find out
bow much of the pelvie infiamatory disease
is goused by sexually transmitted disease by
comparing the amount of sexually tramsmitted
discose in patients with pelvie inflamatory

disense with those who are not ill.



Phis is important bocsuse it has been shown {(18)
that a campaign against gonorrhoea and syphilis
with prompt ciagnosis and effective trsatment
Teads to & decline in the prevalence of pelvie
infiomatory diseasee If one finds amn association
besweaen tire two then eradicat@®n of sexually
transeitted disease will be expected to lead

$o o deecline in Pelvic inflamatur§ disease

and its seguelliéee

matorials apd lMethods:

sixty six patients with nelvie inflamatory
dissuse were includsd in the study. Thepe wWere

B ”
. d
patierts who had either come for 9%§}zsion due to

an acute ahdomen which was leter judged to be
dus to pelviec sensis or they had come to the
mnescologicsl ouipatlient clinie with syumptoms
sleng oug cuitive of pelvicy dnflamctory
A manmne The dinprvoesis of pelvie inflamatory

dfaonse vas boesed on the history of lower
ahdnminal padin with any three of ithe follovwings
11, dendey lower abdomen
{2) ~dnexal masses
{3) JTenderrsss and pain on woving the cervix

{4} ‘vurulent vaginel dischargee

"m-



These patient?s were sean immediately on
admission or in the gynaecological clinic by

%
the author or by a well informed collegues

Another group of eighty eight females of
comnarable age and social cless was seiected
by simple random samoling using random tables

«

{19)e These had c¢oue to hospital with mo
synptoms or signs of pelvic iufloematory disease
and were selected {from among YXamdily planning,
antenatal and gynaecological sutpatient atienders,
Their number was limiged to 10 per week and they

worae 0 act &s a controsl groupe
S

ALL patieniti's were guestiouned concerning
€hoir age, parity, marital status and occupatione
They were asked about frequerncy of marital and
extramarital sexual contacts and the pelvic
infigmatory disease groupfwas asked to guess
whare they thought the infection came from,

“ey tistory of previous episode of pelvie
inflamatery disease was moted and a histcry
ef vaginal discherge, itching or genital sores

was noted,
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A record of any medications was takene The
patients were then exemined. The vulva was
inspected an4 any genital sores notede. A
“terile unlubricated cuseo's speculum was plaged
in the vagina end the vagina and corvix were
inspacteds & sterile cotton swab was inserted

nte the endocervix and withdrawn, Another

N

gterile swab was placed into the urethra and
withdrowne HSoth these specismens were immediately
pluced into a bottle containipy Stuart'c

trargport media #nd transported to the microbiology

laboratory within two hourse

The speculum having being removed & bimanual
palvie examination was donee The size, consistemcy
amngd fixity of the uterus was noted. The adnexae
wers palpated for uasses or tenderness., Any pain

on moving the cervix vas noteds

Ju the laboratory a wet smear was directly
viewsd under the microscope and Trichomonas

voginalis 2nd erndida albicens were looked fore

ou{ |



A gram stain vag donee Aercobic and anaerobie
cultures vere dones Culture for Neisseria
gonocecei was also donee For a;robie culture
Blood apar was used and this was incubated

ot 37°C and read after 24 hours. Culturs for
gonococci were done using VCKNT agar plate with
incubation at 37°C in a jar with a condle to
provide cerbon dioxides The cultures were raad
aftor 42 lours. Amaerobic cultures were done by
strealiing the spocimen on a lysed Llcod agar
platey Neowycin blood agar plate and Bleod agar
plates Theme were put in a joxr with a gas pack
and incubated at 37°c. Reading was done aftor

24 hourse
Re=mita:

1the sge dlstribution of the patients in
boti: sroups is shown in table I, #hout 62%
of all the patients in the study group were
within the age group 20 « 30 years, & gimilapr

nunber was seen in the contrel groupe

e
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ZApLe I3 AGE DEISTRIBUTION OF THE PATIENTSS
AGE NUMBER OF STUDY NUMBER OF CONTROL

GHROUP SPECIMENS

GROUP 3SPECIMENSS

15 = 20 30 ( 22.7% ) 28 (15.9%)

21 - 25 60 ( 15e5% ) €0 (3he1%)

26 - 30 22 ( 16.6% ) 54 (307%)

33 « 35 i8 { 13e7% ) 26 (14.8%)
- 36 2 ( 1e5% ) 8 ( %e3%)
t o TAL]132 ( 100%)

176 { 100%)

Of the patients with pelvic inflamatory

disease twenty had an acute illness with a

resent onuvet of severe lower abdorminal pain

fever of 38%C or more with lower abdowinal

guarding aud rebound tendernesse ”orty six

putients had subacute or chronic disesse with

cbhsence of fever but presence oi most of the

ctlior signs of pelvie influmation.

Host of the vatients with pelvic inflamatory

disenss in the age group 15 - 20 years vere

unmarrisad and unmployeds
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Table II gives the previous history of
pelvic inflamatory disease in both groupse
This was given as a history of an exactly
similar pest illness with or without pyrexia

which wes treated and later subsideds

TABLE IXt PREVIOUS HISTORY OF SIMILAR ILLNESS:

M

CATEGORY OF PATIENTS '} NUMBER %
Acuie Palvie Inflamatory VYiscasp 5 25
Chronic Pelvie Inflamatory

disease 46 100
Control group 33 13

all patients in the chronic infection
gy oup aduitted to having had a similar attack
previously and having received treatment in
hospitale Nome of the patients had received
amy antibiotics in the present attack as these

wveres excluded from the studye
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Table ITIe shows tho typos of organiams

isolated from cultures. Yonococcal organisns

were irolated in 1842% of the study group

spocimens and 1.7% of the control group

gpecinenss Ancerobic organisms were isolated

£ron S8 of the specimens and all were from

the chronic infection groupe In 57.6% of the

Bootlatns No Breanisms were cultured although

the poatient had 11 the signs of pelvic

amigecions with vaginel gischarge withh pus

calis, peivic teadernesy and someiimes

assoginted terperaturees

a0 IIXee TYPE OF OPGANISMS ISORATED.
LXPEs or ATUDY ROy CONYROL CR0UP
% il odla SUVECIMENS SPLCEHENS

Cerve rethe 10td Cerve Uiothe Tot
Lo e - e e e o
Nelouoria ions 12 12 2 3 ¥ 3
antarehia Yaril 12 0 12 - - -
Mamolytiec Strapg. & R - - -
Bs fragzilis 4 4 8 - o =
suderobie Strep*. < 2 g o= - =
My Creanisms 34 38 26 8y a8 173

i 60 132 88 88 176

oes/ 280,




Trichomonas vaginalis and Candida albicans
wvere the most common parasites seen 70% of the
specimens contained either one or both of
these organismg (mas teble JIiIb)e. Somec of the
specimensg with positive cultures had these

parasites isolated on direct microscopye

TsBLE IIIbs  PREVALENCE OF TRICHUMONAS VAGINALIS

AND CANDIDA ALBICANS 3

-

PARASITE NUMBER OF S1UDY HUMBER OF

GROUP SPECIMEN CONTROL GROUP
SPRCIMEN

- Cerve Urethe Tote Lerve U‘reth.ﬁ'rot.
firichomonas Vage 30 30 GO 10 10 20
Candida albicans 20 0 20 12 (7] 12
Pothe Te vaginals
knﬁ C. albicaus 12 0 12 [ 0 6
l 62 4+ 30 w 924 28 + 10 = 38
} -

The Probable source of infection is shown in
table IV 42 (7644%) of the paticnt inteviewed
admitted to having had the infection either from the
spouse or from a regular partner., Only 12 (22%) of
them said they had contacted disease from a casual

acquitance with a mane



TABLE IV3SOURCE OF INF N3
SOURCE NUMBER OF %
PATIENTS
1) Spouse 20 364 0|
2) Regular Partner 22) 40,0
3) Casual 12) 21,8
4) Unknown 1) 1.8
TOTAL 55 100

DISCUSSIONS

The problpn? of diagnosis in pelvie
inflametory disease are well known. It has
been shown that only 64% of those diagnosed
';ag‘having pelvie inflamatory disoaloi
elinically actually have the diseases (26)
Moberg et al (14) has shown that the organisms
isolated from the cervix are not necessarily
the causative organismse Thedepalli et al (13)
states tQat’the organisms isolated reflect
the normél microbial flora., Yet there is
widespread view by others that gonorrhoea
is the central cause (9)(10) (11) (12) and

others (17) have stated that a large proportion

282 ooo/"’nf‘fu
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of salpingitis are c isgdily microbial agents

that are transmitted byggp al intercourses
o

Efforts to isolate gomnorrhoea organisms
from cervical cultures in women with acute
salpingitis have yielded results between 33=51%
positive (20)s While isolation from the non
pelvic inflamatory disease group reborted
prevalence of gonorrhoea between 2 « 5,2%

(21) (22) (23). Gonorrhoea complications are
recognised as a major cause of pelvic sepsis
and infertility (4), The lower rates of
gonorrhoea isolated, 18+2% in the study

group is probably due to the fact that there
were more patients with chronic infection than
with acute Felvic inflanatory diseasee Nilson et
al (27) has shown that with acute infection
recovery of organisms is high and recovery rate
falls with severity and that low isolation
could be due to chrenicityo. It has been
suggested that the incidence of gonorrhoea
isolation is inversely proportional to the
number of previous pelvie inflamatory disease

attacks (24) (35).

;tﬂkﬁ&é



The other sexually transmitted diseases
found in these patients were Trichomona vnginnlin
and Candida albicanse. There were found more in
the study group than the control group although
others (27) have found equal prevalence of
Trichomona veginalis and GCandida albicans in
both groupss Van Binsbergen (28) has found
eandida 2lbicans and Trichomona vaginalis the
commonest organisms in abnormal vaginal

discharges

The age distribution of the study group
is in agreement with others and falls between
15 -« 30 62% of them were between 20 - 30 and
23% were below 20, The later group comprised
the ummarried, unemployed group who atiributed
their disease to either casual contact with a
marn or a regular partners They are also the
group with the highest possibility of having
multiple sexual partners, Those who had a
previous episode of infection constituted
the majority confirming the belief that
pélvie: inflamatory disease predisposes to

pelvic inflamatory disease (25) ¢

iidﬁﬁﬁu
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The high number of apparently ill women
but without organism isolated is disturbing.
Bvidence has aceumulated that more than 50%
of pelvie inflamatory discase in women less
than 25 years of age is caused by Clgmydia
trachomatis and Mycoplasma hominis and together
with Goncrrheoea they account for more than
75% of PID in these women (17).

The large mumber of patients with no organisms
could probably be due to mycoplasma and
Clawydiae Isolation oi Clamydie trachomatis
and Mycoplasma hominis was not attempted

due to lack of facilities. Hilton et al (29)

hos shown that Clamydia is sexuwally transmmited

43

ayd Mardh et-al (30) ropﬁrtaq agute salpingitis
due to clamydia by isoirtiné the orgonisms
from the infection site and finding high

titres of compliment fixing antibody. Westrom
et 2l (21) has also reported acute salpingitis
where Mycoplesma hominis were implicated,
Curran (32) hasg stated thai pelvic inflamatory
discase in women is the most common serious
complication of infection caused by soxuaily
transmitted pathogen = Neisseria gonorrhoea

and glamydia trachomatis and that careful
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dicgnosis and nansgement of patients with
pelvic inflamatory disease and prevention and
early treatment of sexually transmitted disease
(gonorrices and Clamydia) could reduce the
occurance ol Felvic inflamatory disease and
dmpzeve the prognosis of patients with

this disorders

~

KoL USIONS AN RECOMBNUATIONS $

The disagreement on the role of gonorrhoea
in the pathogennsis of pelvic inflamoatory
disease. contimies, While | some regerd it
ag the main organism concerned others regard
it as just an 1n1tiator. paving way for other
potential pathogons, Neissorie gonorrhoea is
cortainly an important aetiological agent
contyibuting to 10.2% of the eases in this
studye Sexually trapnsmitted diseases are
prevalent as evidence by the high numbers
of Trichomonas vasiﬁalt: and “andida albicans,
Sexually transmitted disease therefore
contribugos to the causation of pedvie
inllomatory discase althouzh to what extent

we do not yel knowse

3../‘@".



There is a relatively new group cof sexually
transmitted pathogens ewerging as an important
cause of pelviec inflamatory diseases There

is @ need to look for clamydia and mycoplasma
especially in 3111 patients where no othar

organisms are cultured,
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