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ABSTRACT

This dissertation is submitted as part of the
requirements for the award of the degree of Master of
Medicine (M. Med) of the University of Dar es Salaam. It
consists of three parts.

The first section consists of ten gynaecological conditions
which are commonly encountered in day to day practice.

The second part comprises of ten obstetric conditions.

Short commentaries are written on one aspect of each

condition in both first and second parts.

The last part is made up of a research done over a period
of 3 months on the socio—-demographic attributes among women
undergoing surgical sterilization in three referral

hospitals in Tanzania. The effect of sterilization on

population control in Tanzania is discussed.
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GYNAECOLOGICAL CASES

t RARE PRESENTATION OF SCHISTOSOMIASIS

IN GYNAECOLOGICAL PRACTICE
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! Obstetric and Gynaecological history:

‘ General examination:

Abdominal examination:







Proctoscopy and biopsy:
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Gynaecological history:

o1ne

OmmLr

Family and

Physical examination:
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Antenatal care
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of the placenta in both instances

same gestati
pregnancies

swelling.

in any of the

In the

referred as a c

to the period of amenorrhea

r

Review of other systems:

Had no pain or difficulti

all i

Gynaecological history:

No history of sexually

Past medical history:

Had had no previous

Family and Social history:

She was married and :

Both were peasants and they

General examination:

pre

Abdominal Examination:

She had no obvious

The liver,




— 3+
@) ad U
: - (<5
Sy < ’
O = =
e bt




Cervical cerclage:
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3

B The knot was placed at 12 o'clock position leaving the ends of the nylon

Stitch long for easy removal at term.

» The dilator was then removed and inspection for draining of
&

liquor or

bleeding was found negative. The patient was transferred to the antenata

Ward after recovery from anaesthesia.
_Post operative care:
g Her blood pressure, pulse rate and respiratory rate were monitored
hourly for 4 hours and then 2 hourly for 24 hours. They remained

stable.

738 Salbutamol 4 mg three times a day were star

P

ed on the first day post
operatively.
2 Intramuscular pethidine 100 mg six hourly was given for 24 hours for

analgesia.

4, She was under

S, A perineal pad was put for 12 hours to observe bleedi

amniotic fluid. It remained dry all the time

She remained afebrile gnd without uterine contractions for 7 days post

C

operatively. She was discharged home a week after cerclage and was
nstructed to avoid heavy work and coitus for six weeks. She was to be
i

4

BSeen regularly at the centre's high risk antenat

al clinic. Two weeks after

discharge from hospital, she was re-admitted with vaginal discharges and

-

& labour 1ike abdominal pain. She denied to have had heavy physic

P coitus after discharge. The uterus was found to be growing steadily and

tetal movements were present.

BA high vaginal swab was taken and the laboratory findings were as shown
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8age of a number 8 or 9 Hegar dilator through the cervix, by traction
With a filled Foley catheter or by hysterography. However non of
BBse is considered to be an absolute indication of cervical
)
ompetence'” .
lé corrective surgeries are done on the cervix on the basissof elinical
Spicion and history rather than any mechanical diagnostic modalities.

e there are no well controlled studies of significant number of

flents to guide the clinicians in selecting the best methods

(1)

]

@enosing cervical incompetence'”

8. was diagnosed as having incompetence of the cervix after having had

Mlidtrinester painless abortions. No mechanical diagnostic attemnpts were

Bhe because she had never presented to hospital in a non pregnant sta

. . L . L . .
Bt hias long been recognized that history alone is the best diagnostic aid

{6y

iy
41

of cervical incompetence ) but there is little agreement
@gnosis. The diagnosis is of exclusion that requires careful evaluation
‘tule out potential courses of mid trimester abortions 8} An accurate
Pediction of whether or not a given cervix will be incompetent in a
(3)

i)

bsequent pregnancy is difficult

e cervix may be functionally incompetent though the structural defect

10y
{
\ =

jlay not be obvious @. In typical incompetence of the cervix, removal of
'ierclage is often followed by the onset of labour and a relatively rapid
In E. S.'s case, labour did not follow removal of cerclage
898 weeks, this poses several questions. One, whether the
is always correct.

* an incompetent cervix such that subsequently
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0B.8 DEHISCENCE OF A PREVIOUS CAESAREAN SCAR IN LABOUR

Registration m

Name : E. M.

Age ;

by
o
pa
o
[
G

Parity - Gravida 2

Address :

Date of admission : 6.

Date of

Delivery number ;12188
SUMMARY :

Mrs. E. M. was

in labour for trial of a previous cz

section scar at term. delivery had been 3 years previously

i

and the

due to cord prolapse in

'y was

uneventful .

gestational a
risk clinic.

Irial of scar at term resulted into a 2800 g but with

an incomplete rupture of the uterus discovered afte third stage of

labour. The ¢

1s being presented with a commentary on management of

J

dehiscence of a

pregnancy due
In the past pre

1

eMergency caess




BWears previously and recovery had been smooth and the abdominal wound had
Mealed by primary intention. A week after surgery she was discharged hone

contraceptives for 2 years following the

s
o
ag
(o}
o
[oR
=
(4]
o]
T
j o e
=
%]
i
0
=
jaV)
oW
O
=5
=
faV]
ot
-~

,igelivery and conceived a few months after cessation of the pill.

#f the current pregnancy, she booked at a peripheral clinic at 22 weeks of
'igestation. The weight was 60 kg and the height 162 cm at booking. The
%,blood pressure was 120/80 mm Hg and her haemoglobin was 11.8 g/dl.
BExamination of the abdomen revealed a thin and soft sub umbilical midline
scar. The fundal height corresponded with the duration of amenorrhea at
ﬁ;34 Weeks. The blood group was B Rh Positive and serological investigation
fof syphilis (VDRL) was negative.

Pelvic assessment at 36 weeks of gestation found the pelvis adequate for

the fetus which was estimated to weigh 2600 g. She was planned for trial
of scar at Muhimbili Medical Centre.
Gynaecology history:

She attained menarche at the

Q )

age of 13. Her menstrual

Bafter every 30 days. Menstrual flow was scanty and lasted 2 days on

- average. She had been on oral contraceptives for

2 years prior to

1
I conception.
. Past medical history:

15

EX M. had no previous admissions other

following caesarean
section in the last pregnancy.
» Family and social history:

&8he worked as an accountant in a private

i : - p ; ;
businessman. Both were trained accountants. Neither drank alcchol nor




';smoked cigarettes.

'Tr1a1 of scar:

DAt 38 weeks of gestation she was admitted in the labour ward with history
'A

“af labour pains which had started about 3 hours earlier. The membranes
'a had not ruptured.

'fExamination revealed her to be in good health and the body temperature was

b 0 b R T S P 3559
86.8'C. Her pulse rate was 80 beats per minute and the blood pressure was

120/70 mmn Hg. She had no

» Abdominal examination:

”The abdomen was globularly distended. The liver, spleen and kidneys were

joN

not palpably enlarged The fundal height was equivalent to that of 36
“Weeks with fetus lying longitudinally and presenting by the vertex. The
Blevel of engagement was 4/5 above the pelvic brim. She had moderately

BStrong contractions. The fetal heart rate was 140 beats per minute.

* Vaginal examination:

BIhe vulva and vagina were healthy. Blood stained

soft and 4 cm

‘Qwisible at the introitus. The cervix was fully
dilated. Amniotomy of the forewaters was performed and clear amniotic
rfluid egressed from the cervix. There was no cord prolapse and the vertex
Jimas firmly applied to the cervical rim after amniotomy. There was neither
ihoulding nor caput. The pelvis was re—assessed and found adequate for the
~ baby.

' Diagnosis:

Previous Caesarean section scar for trial.







800N thereafter she developed a

and within 5 nminutes

mediolateral episiotomy she del

9and 10 at | and 5 mir

)

Ergometrine 0.5 mg was

The placenta was delivered t
placenta were found c
Vaginal examination w

tears. Digital exploration of

wred

transverse rent which me
the peritoneal cavity.

there was no uterine bleeding

'loss through the third stage

A0
ag

The episiotomy was then repairec

‘.(f () § 1—

The patient was put ur

oo
&

15 Vaginal blood

The pulse rate and

Lower abdominal

Uterine involutiona

5. Body temperature.

After 48 hours she w found

signs and abdominal signs were slack

health 96 hours post de

livery.

Follow up:

then per

was an

of

ict

> 5

n urge to bear

found crowning.

ivered a 2800 g male baby

spectively.

formed.

%’f)(—«

1 owe

=
)
e

about 2 cm but not

incomplete uterine

after if

had contr ac

labour wa

observation of
was monitored.

blood Ssu

pres
PLCo

tenderness and

11 progre

@88,

stable and

ened.

with Apgar scores

of the baby.

The membranes and

aginal or cervi

rus revealed a
communicat

~ 4+ ~
rupture.

£ i AE  Fvoayes
Ior 40 nhours

monitored

on vital

ng ood










done then ¢
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PARTUM H:

Moders

labour

Present Obstetric history:




I —

‘

The booking weight

attendances.
10 g/dl.
syphilis (VDRL) gative and the blood group was B RhD positive.

Gynaecological history:

She attained me

to 6 days after e
Past medical history:

M. S. had been ur

10 years prior

heart failure.

M. S. had

She had to be

follow up and sur
Social and family history:

M. S. was

chronic i

diseases or

General examination on admission:

vy = s 445
mild pitting

She was well

pedal without

pbserved at rest.

Cardiovascular system:

The pulse rat




Was no pulse defic

100/60 mm Hg. The

praecordium.

The praecordium i

felt at oth intercostal s > in the a
side. First and seco

A soft mid-diastolic murmur

and an early systolic mu

the left axilla.

Respiratory system:

minute. Breath

Berepitations. There wi

Abdominal examination:

There were no surgical

2iem below the right

tender. The spleen a

The fundal height w

at gestational age

normal.

Investigation and results:
Haemoglobin estimation
Urine for albumin was
Microscopic e

cells.

iy

nes

LIS

&

apex

line on the

vere




us.

4

ta

it

o]

sing
ce
nister

cal

1
1

"
1m

a
i1

a ]

edi
bronchodi |

ax

M
iagnosis
Drugs and nur
eill

D

Surv
chest p
Treatment




pgress in the antenatal ward:

e heart failure was well controlled but she continued to oscilla

Bteen pulmonary congestion and good health. She was being rev

@ardiologist regularly and she remained in the ward for 6 weeks. At 37
Mpleted weeks labour pains started spontaneously at 4 a.m. M. S. was

sferred to the labour ward.

g,
o,
b}
b
=
@
s
ag
=
= o

B8 140 beats per minute.

elvic examination:

fabour she was nursed in propped up

Xygen was

by.

aorn 4 +
against

Picillin injection 1 g was

bacterial

ocarditis. Preparations for assisting the second stage of labour were

L8C i

labour

W

ated. The patient wa

hotomy position.

The perineunm



then she w

vertex was

catheterization.

A mediolat

the anal sphincter. A

fingers and =

maternal t

Negative pressure was
contraction,

from the symphysis

was delive

After deli

fetal trunk was

Apgar score of 10.

The placen

“Total blood loss v

in 3 layer

Post deliv

beats per

open in ca

However bleeding

contractio

Bilateral tubal 1i

as

ta and

. OCCUT?!

found

vy
erai

i

very of

S.

ery ti pre

minute.

T S o P
se furth




delivery.

de, slow 'K'

clinic was mainte

a

Benzathine penicillin.

throughout

Review at the end of puerperium:

She was seen 6

both mother and
COMMENTARY :

Rheumatic he

1 pregnancy

alarm to the obst

mitral stenosis

incompetence in
Pregnancy worser
overall mortalit
One must not be
is asymptomatic

status class 1

a variety of

L. The physiolc

diastole 3




The increased blood volume of pregnancy which may be up to 40% of

capillary blood volume.

albumin

A4

pregnancy which

The decreased

allows the at lower pulmonary

capillary pressures

The increased e of atrial arrhythmias during pregnancy.

cardiac

s a dangerous time in patients

e early puerperium also is

Bdisease since the venous

extracellular

.

ferine pressure on the vens

Bfllid into vascular compartme
BCongestive cardiac

Mintravenous line,

Boverload. Ergometrine is

R

Wail increases in periphe

—F

fterload to the weak hear

anprocimatelv 600
approximately QUU

jlessing in disguise."
uld otherwise

w

urniquet application

Bever it is difficult to assess without a central pressure



177

meter, when this postpartum bleed becomes excessive.

mating blood loss in labour is usually very tricky and almost always

1

underestimate. Most wetness in labour is attributed to that caused

amniotic fluid even when it is due to plasma and hence blood!

Bthe patient bleeds to an extent that hypotension sets in, the blood

3 {
.

sfusion is indicated even in patients with cardiac lesions

[

t returns to non pregnant state two weeks after delivery. This is
hier dangerous time for the patient to develop puerperal infection
I can be complicated with acute bacterial endocarditis. Therefore
e patients need to be observed in hospital for two weeks post delivery
BERAT the cardiovascular system stabilizes while they are still under
v ation.
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10 TRUE RH ISOIMMUNIZATION: A RARITY AMONG BLACK AFRICAN WOMEN?
Registration number : M 142/92
Name
Age
Parity : 3
Residence
Date of delivery
Date of discharge
Delivery number

ARY :

the high risk ante

fical Centre on account of being Rhesus

@enosed at first pregnancy six years
was group B Rh positive. he had delivered
Miously at a regional hospital and no anti-D was
& reported negative for both the mother and the babies.
ies had developed neonatal jaundice. In the index
gloped no antibodies during antenatal care and she
gentfully at 38 weeks of cestation, a healthy 3000 g male
,;@up O BRh Positive. No antibodies
0hpg of Rh immune globulir 24 hours post delivery
The myth of Rh
omen is being discussed
fetrics history:

th

M. M. had attended a peripheral clinic from the




,...
o
o

Wwas referred at 30 weeks. She had no complaints but the worry about
BRh negativity which was discovered at the first pregnancy six years
fously. No other risk factors were detected. She was examined and
g samples were obtained to confirm the blood group and Rhesus factor.
Was confirmed to be of blood group O Rh Negative. Antibodies against
;?&ere negative. Ultrasonographic follow up of fetal development was
By the author. The fetus continued to grow well without features of
Ops fetalis. Amniotic fluid bilirubin was not studied.

ecological history:

Bhad her menarche at 14 years. The menstrual cycles were regular of

28 days. Menstrual periods were painless. She used combined oral

Yﬁraceptive pills between pregnancies. Had no previous abortions oz
jood transfusions.

st medical history:

had been in good health all the time.

‘lfu and social history:

1“:5 married and worked as a personal secretary in a private firm. She
"‘ﬁt of mixed ethnic origin. Her husband was a civil servant, also of
PAfrican stock. There was no consanguinity.

cal examination:

iiced. She was not

Phad a2 good nutritional status and was not jau
There was no edema, proteinuria or lymphadenopathy.
ulse rate 76 beats per minute and the blood pressure was 100/70 mm

e lungs and heart sounds were normal.




i The abdomen was disten

gestational age of 30
presentation. The liver, spleen

‘Fetal heart tones

At 38 completed weeks

She was found to be in good

37%1 There was no pallor or

estimated to be 2800

heart tones were reg

‘Abdominal examination:

rd and were normal.

 ‘F011ow—up antenatal care:

ained about 11.5

Her haemoglobin re

Her husbands blood group was dete: Rh
Positive as reported by the patient at the initial visit.
Maternal indirect 's tests on

both occasions no antibodies were found.

Blood smear for

Serological determination for syphili /DRL) was negative.
Pelvic assessment was done and feto-pelvic disproportion was

excluded.

Delivery:

bour and admitted

into the labour ward 4 hours after onset of uterine contractions.

Physical examination in labour:

He and had neither proteinuria nor oedema. The fundal height was 36 weeks

ISize with a longitudinal lie and a cephalic presentation. Fetal size was




Berine contractions were palpated.

lvic examination:

@ wulva was covered with show. The cervix was fully effaced and 6 cm

lated. Amniotomy was

performed and clear liquor egressed. No cord

plapsed at amniotomy. The position of the presenting part was left

Bipito-transverse and there was no moulding or caput. Normal vaginal

Belivery was anticipated. Labour progressed well and four hours later she

@

Biverered a healthy 3000 g male baby with Apgar score 9 and 10 at 1 and

minutes respectively

Pod was obtained from the cord for determination of baby's blood grc

esus {3 tor’haemoglohin and direct Coomb's test. (See result below).

e

gometrine was given parenterally and the placenta was delivered by

trolled cord traction. Third stage blood loss was 200 ml. The

8 examined and found pink, not jaundiced and without cong

Iformations. It was sent to neonatal unit for observation. Blood was

wao

pawn from the mother for indirect Combs test

—Betke

test.

oprophylaxis:

fie results from the baby's blood showed blood group U Am Positiva Its
3 g osit

emoglobin was 17 g/dl. Direc test was negative No. Rhesus D ‘

I
BENC /_/,

fifibodies were detected in the maternal blood. The Kleihauer—Betke test

Was not done due to lack of reagents at that particular time.

mother was given a prophylactic injection of 250 ug of hyper

it1 D globulin intramuscular within 24 hours of delive

\u

other and |



s
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B were discharged from hospital in good health 3 days post delivery.

tnatal review:

Were seen again after 6 weeks at the postnatal clinic. The mother
in good health and the baby was growing normally. It had not

BVeloped any jaundice postnatally.

8 were discharged from the clinic.

MENTARY :

SUs factor isoimmunization is caused by maternal antibody production in

of the Rh group

onse to exposure to fetal erythrocytes antigens
fdine C, D, and E (the Rh alleles). The antibody response may
£ially destroy fetal red blood cells causing anaemia and may t¢

Perythroblastosis fetalis. All of the Rh alleles on the surface of

&

firocytes stimulate an 1gG antibody response in the Rh negative mother.
e United States approximately 1.5% of 2 1 pregnancies are complicated

nf

Bed cell sensitization from Rh incompa atibilities and 15% of women are

geative. 1/8 of all abortions involve Rh Negative women with Rh

ive man“g“ However there are important racial differences in the

ibution of the Rh antigens. American Indians and Asians are almos

positive. While 7% of Black Americans and 13% of white Americans

negative

Tanzanians show very low Rh negativity compared to Western

ns and Basques. In all populations studied in Tanzania, Rh

ity is between 3-4% while the Swedes and Basques show Rh
(N

Wity as 42 and 49% respectively™’' This low Tanzania Rh ne

ative

ence partly explains the very low incidence of hydrops fetalis or



€re neonatal icterus requiring exchange transfusions as a result of Rh
'QQ immunization.

Rh factor incompatibility between Rh negative mother and Rh positive
S are not the only determinants of appearance of isoimmunization and
 $ severity, but there are concomitant factors like:

degree of sensitization which depends on factors other than the
geurrence of fetal «cells reaching the maternal circulation and
plating antibody production i.e.

a) The rates of occurrence

individuals irrespecti
)] The difference in immunogenicity of the offending antigens

i.e. Cand E p

luce more antigenic response than Kidd.

=) The low rate of transfer of the antigen from fetus to

reducing the severity of maternal antibody respor

d) The low rates of antibody transfer from mother to fetus

he fetal effects of the maternal

reducing

production.

e) The variability

of incompatibility

incompatibility). 3 (
Differences in binding of the maternal antibody to
red cell antigens.

) Incompatibility:

has a protective effect for an Rh

tive fetus for the following reasons:



a) A and B antigens are capable of mounting a strong immunogenic

response.

b) Because the A and B cells are cleared so quickly from the
maternal circulation, the full Rh antibody response is
blunted.

€) Risk of Rh sensitization developing as a result of an ABO

incompatible Rh positive pregnancy is 20% of the risk with

ABO compatibility

ingly it is necessary in any population to map out not only Rh gene
fcies in order to predict the chances of union between parents of
ent Rh groups for the extrapolation of the risk of iso—immunization,
s0 the ABO blood groups distributions.

Bod group distributions have been determined in several parts among
SAfricans. The flowing findings are indicative.

i.In Bendel state of Nigeria, the blood ABO blood group distribution
" were as follows.

b

;a& 94.3%, B 18.35, AB 2.27%, and 0 55% and at Benin Teaching hospital
}jwhere 10817 subjects were tested the findings were:

-,
I

f=(’ g, |
5% and

B8 34% . B 16.57%, AB 2.47%, 0 55.59% RhD positive was 9
= 1

05,49 were negative 3

1

Bl East Africa, same studies have been done and the results were as

BAND6.93%, B 22.46% AB 4.49% and 0 46.12% Rh positivity was 97.86% and

P20 14% were Rh negative.

B A study done in Dar es Salaam among 100,807 blood donors, the ABO




blood groups were as follows

- 25%, B 19%, AB 4%, & 0 52%. i

are blood group O and Rh

majority of Black Africans more than 50%

Qtivity is above 95%. The low RhD negativity among black contrasts to

(JI

. 4 . . . L1 /
Rh negative among British whites as reported by Dacie and Lew1w\

ety

Mrs. M. M.'s case there was 1O inding suggestive of Rh iso—

third delivery also was

9]

ization in the two previous births. Th
jal. This shows how Rh {soimmunization may be opersa ating differently

ong ethnic black Africans. There are mnany

eums tances which were oper:

i Mo/ ol
10% of mot

.~+
yogs
)
D

g
w

gord that even after S Rh positive pregn

()
anti-D"

producing anti D

may be she was unable

1+ has been found that

i1

eated exposures to Rh 1

producing anti-D even

of Rh negative

ugh repeated inj iections of Rh positive cells are

tion but M. M.'s

tus was ABO compatible with the motl was not sensitized.

metimes the volume of fetal red cells which get into maternal

initiate antibody formation, this can not be

not done to quantify fetal

futed in Mrs. M. M.'s

il volunme in maternal circulation.

8 also possible that the mother was tolerant to fetal an
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egnancy due to immunological privilege of the fetal environment.
@y factors seem to contribute to the low incidence of haemolytic disease

233

the newborn or hydrops fetalis resulting from Rh isoimmunization among
ack Africans as ve. It has been established that blood group

and Rh positivity are the primitive groups in humans while A, B and AB

W

P adaptations to an unknown stimulus. R negativity also is a recent

elopment in the evolution. Therefore it seems that ethnic Black
‘ricdns are far less p e to ve marriages among blood groups which can
ice iso-immunization ie low ge of population are Rh negati
high percentages are blood group 0 (vide supra) hence the cha

Wing an Rh negative lady married to an Rh positive man with ABO blood

P

Nancy S. Roberts
Rh iso—immunization
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LONG OBSTETRIC COMMENTARY
DETERMINATION OF SOCIO-DEMOGRAPHIC CHARACTERISTICS OF

WOMEN WHO UNDERGO SURGICAL STERILIZATION IN TANZANIA.

- ABSTRACT:

%%male surgical contraception is still a new method among
_Ehildbearing women in Tanzania. In 1991/92 only 0.7% of all women in
 .%he age group 20-29 years had been sterilized in the country. This
?g%e group has the highest fertility rate among childbearing women in
- Tanzania.

' The ainms of this study were to determine the age and parity at which
}abmen are being sterilized under Voluntary Surgical Contraception
:E”SC) programme in three referral hospitals in the country. Also
ther socio—demographic attributes of the same group were studied.

| ‘xftotal of 525 women underwent surgical sterilization at the three
f“ferral hospitals between September and December 1993. The results
showed that the mean age at sterilization was 35.5 years and the mean
ﬁirity was 6.

Gﬁre than 62% of women sterilized were aged 35 years and above and
;?X were married. Majority of those sterilized (49%) were
i@btestants while Catholics and Moslems were 23% each.

Tﬁé sex ratio among living children in the sterilized women was M:F
100:97.

S4% of those sterilized were primary school leavers.

33% of women studied were not using any contraceptive method before
?Ly were sterilized despite having decided not to have any more

hildren. Also among those who used some contraception, some

jﬁll had unwanted and unexpected pregnancies before they were
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P erilized. This may be attributed to poor compliance, user errors or
Tatigue but for sure this is a result of delay in sterilization service
ision.
e results of the study indicate that the age groups and parities of
en being sterilized in Tanzania are off the target if this method is
fp‘be used for control of population growth. This partly explains the
itinued population growth in Tanzania.
RODUCTION AND LITERATURE REVIEW:
untary female sterilization is one of the world's most used family
ing method and one of the fastest growing “}. An estimated 138
lion women of reproductive age use this method today, this being 43
gilion more than in 1984 @ . Millions are expected to ask for the
hod in the next decade. Female sterilization involves ligating the
lopian tubes and hence preventing the ova from reaching the uterus
the spermatozoa reaching the mature ova. This can be done by
ilaparotomy, consisting of making a small incision and opening the
omen, moving each fallopian tube to the incision, ligating each and
removing a segment of the tied tube. Laparoscopic tubal ligation is
me by applying clips, rings or heat to block them. Both methods are
e and effective.
€ major reason for the growth of female surgical contraception in
eloping world is the effect of fast expanding family planning
'services. Women have diécovered that female sterilization is cheap,

iconvenient, effective and safe for protecting them from unwanted

b=

pregnancies and that it does not require regular supplies and no

rther action is needed once the procedure is performed.

like many temporary contraceptive methods the method is known not to
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have long term side effects.

it?untary surgical contraception (VSC) programme has revolutionized
ale sterilization as it has eliminated the necessity for clients to
?; hospitalized for the procedure. Tubal ligations are done under
;fle anaesthesia and hence clients do not have to qualify for general
;;fsthesia and the attendant policies for it. Also this programme has
’fm played the role of spousal consent for female sterilization.
?ﬁ@le parents, divorced women and widowed benefit from this loop-hole.
1.has now been established that the decision to limit childbearing is

'ﬁ“’ the basic rights to women, therefore this eliminates the

sity for the husband's signature before sterilization can be
ndertaken.

.f’lation growth:

! 11y there has been a big concern on the rate of growth of human
pulation against the fixed resources on the Earth. It has been shown
at 2000 years ago, the Earth's population was 50 million while in
Lj?aa it was 2000 million and in 1992 was 5,400 million ). With this
HFE- of population growth it is extrapolated that the Earth's
iSources will soon not be able to support the human population.
!idwide more than 15% of married women are sterilized for
ntraceptive reasons. In some countries 1like Panama 29% are
Lﬁilized while in China it is 27%, South Korea 23%, Thailand 19%,
Ii'l 18%, E1 Salvador and Fiji are 18% each “

ong married women in the US, voluntary sterilization is now the most
;tly used contraceptive method accounting for 17.4% in 1982 4

Africa, Kenya is a prominent example. This is the country with the

gtest population doubling time in the continent i.e. less than 20
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ﬁw:rswL However Kenya now is one of the countries where female
jurgical sterilization has become the most widely used contraceptive
:?&thod among women above 30 years of age. In 1990, more than 11,000

;ﬁdocedures for sterilization were performed in Kenya although the
;gthod was unheard of some few years ago (65. In a study done at the
!w@ atta National hospital, 62% of women being sterilized had already

sdelivered more than five children and 40.8% were within the age group

?@ and 34 years.Majority of those sterilized were married (81.7%).

‘Vﬁﬁ Tanzania, women aged between 15 and 44 years only 1% were found to
using any contraception in 1986. The Ministry of Health showed that
a span of about 10 years the cumulative contraceptive prevalence was

very low i.e. between 5 and 7%.

One of the factors that affect most of contraceptive methods used is
or compliance and discontinuation. These factors make estimated
gures on cumﬁlative contraceptive prevalence false.
is error does not affect cumulative sterilization rate comparisons

ecause it is a permanent method.

Tanzania Demographic Health Survey (TDHS 91/92) has shown that
rilization is used in 0.7% of women aged between 20 and 29 years
le the age specific fertility rates are highest in this groupW)

coverage for vaccination of the underfives in Tanzania was 80% in

if%9 (Grant 1989). This high coverage uses the same infrastructure
ly planning services could have used to gain higher coverage rate
that projected by the National Family Planning Plan 1989-93 of
This could be achieved if the chance when mothers brought their
Bhildren for vaccines was exploited for contraception. At the same

itting all family planning services could be offered and hence achieve

i
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"a coverage close to that for under fives vaccinations. But non
il

:awailability of some or all methods of contraception at any one time in

¥

?these clinics affects user rates in Tanzania. Now to bank on these
?&ﬂconsistent supplies of temporary contraceptives to control population
’@mowth rate becomes unreliable and an unrealistic approach. In 1948,
Tanzania (then Tanganyika) had a population of 7.7 million and forty
;ﬁ%ars later (1988) the population had trebled to 23.1 million. At this
Yate it is estimated that Tanzania's population will be 33 million by
the year 2,000. If we have to curb this trend, then some deliberate
forts should be made to use AVSC programme to offer sterilization to
_‘@se women who do not wish to have anymore children especially those
| the highest fertility rate age groups.
Rapid population growth rates in many developing countries has been
cognized as a contributor to poor economic growth. The Tanzanian
i“.‘;,,r*z?.rnmen‘c supports family planning and child spacing by indirectly:
giving one paid maternity leave of 84 days once every 3 years.
(ii) giving income tax relief up to 4 children for all workers.
) giving travel allowances for up to 4 children once every 2 years
& when the worker is on annual leave.
f@refore it is evident that the government would 'like' a family size
;‘4 children or less through indirect motivation as cited above.
%“ever given the socio—economic structure of this country less than
0% of the whole population will be affected as more than 90% are
ither not employed or are rural inhabitants who will not recognize the
motivation.
‘exemplifies the importance of explicit policy on family size and

:@iation growth rates in this country.
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j‘;‘,;-T_.efits of family size limitation to the family:

Zm the individual woman there are innumerable advantages to family size
"mitation. Pregnancy related complications 1like hypertensive
7 §»orders, and haemorrhagic episodes of pregnancy are positively
influenced by the woman's age at that particular pregnancy.

Women having their fourth and fifth births have double the risk of
ng at childbirth than those having the second and third.

letal deaths also increase with increasing birth order. Babies born as

!

and above in the family have more than four times chances of
taining early death than those in the first and second birth ranks (9).
..ldren born in large families grow less well compared to those from
11 ones. It has been shown that with increasing birth order, there
‘:;‘ decrease in the intelligence quotient (I1.Q.) (12) .

J people think that women in developing countries have large
amilies simply because they want to. This is not true. Some women
born several children before marriage and when they eventually
irry, they start their childbearing afresh so as to foster strong
arriage bonds. These end their childbearing career with more children
han they had intended to have. Others in the quest for search of
ecific gender among of fsprings, they continue childbearing beyond the
"th decade of their lives. This gender search is dictated by socio-
iltural settings of different communities here in Tanzania . In some
ities boys are preferred to girls while others the opposite is
e case.

ie prefer many children to maintain their lineage and for their

eurity in old age where children are supposed to take care of their

derly parents.
{
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ity about family sizes in developing countries:

:f"ﬁany developing countries a large proportion of women with at least
;fiiving children want no more children but they are not using any
: raception.

idies done in different countries showed that in Bangladesh 70% of
n with 3 living children wanted no more while the proportions in
dther countries with same decision were as follows:

sta Rica 60%

blic of Dominica 55%

S50%

55%

lanka 75%
ailand 62%

as however discovered that the 50-80% of women who did not want to
b‘éive again were either not using any family planning method or were
ng ineffective methods like douching.

%fthese needs were satisfied by prompt sterilization services, then
i

wéfsame proportion of women would have been sterilized in the above
‘jgtries and hence reducing fertility rates and population growth.
may be the case in Tanzania but so far there are no studies done
_}éﬁbstantiate or deny the presence of unmet need to sterilization.
owever it is now established (TDHS 1991/92) in Tanzania that the
g"est fertility age group among women of childbearing age is between
.;énd 29 years M (see graph overleaf fig. 3.1). This implies that
f& age group bracket is the main contributor to population increase

 Tanzania and hence if we are to control the latter we have to aim at

iese women when undertaking sterilization.
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n the age groups 35 years and above, the fertility rates are so low

~such that even if 100% of these were sterilized, there wduld be no

;&mpact on population growth rate. Most of the women at 35 years and

:%meve have parities of 6 and above and hence benefits for sterilization

ill be on individual clients but not on population dynamics.

‘tement of Research Problems and Rationale for the Study:

n Tanzania, the Association of Voluntary Surgical Contraception (AVSC)
1“» collaboration with Family Planning Association of Tanzania (UMATI)
‘has introduced a programme for training minilaparotomy surgeons and
‘counselors to offer surgical sterilization to both men and women.

th vasectomy and tubal ligations are performed under local

esthesia and on outpatient basis.

The programme started in 1985 and by the end of 1991, 2605 clients had

sterilization and 34 surgeons and 91 counselors were working in the

9 full functional AVSC sites in the country.
C programme has obviated some of the medical barriers to female
terilization. Consent from the spouse or husband is no longer
essential before sterilization services are offered to the clients.

re is no minimum parity, marital status or minimum age at which this

service can not be offered.
most of the AVSC centres in Tanzania it has become evident that
re is a greater demand for sterilization services than what the
gramme can offer at the moment. This is evidenced by the long
ting lists in most of the centres and therefore long delays in
rilization.

The author intended to study the socio-demographic characteristics of

hose women undergoing surgical sterilization under AVSC programme from




- Figure 3.1
Age-Specific Fertility Rates
1988 Census and 1991/92 TDHS

Births per 1,000 Women

T T T T Vs
20-24 25-29 30-34 35-39 40-44
Age

t - Census 1988 X TDHS 1991/92 '
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3 referral hospitals in Tanzania namely Muhimbili Medical Centre
(UMATI), Mbeya Referral Hospital (MRH) and Kilimanjaro Christian
Medical Centre (KCMC). The obtained results would influence the
programme to strategically offer priority services to women who
volunteer for surgical sterilization at ages between 20 and 29 years
and to those with parities less than 4 so as to control population
growth. Those with ages above 35 would benefit from long term
contraceptives to carry them over to menopause instead of crowding the
limited sterilization facilities while their fertility rates have
\already naturally declined( see fig.3.1).

It'is not economically sound to offer sterilization to women who are
para 6 and above, who have already caused damage to the population
dynamics and their being sterilized would not reduce their already huge

families.

- STUDY OBJECTIVES:

(i) Broad objectives:
To determine the socio—demographic characteristics among
women undergoing surgical sterilization in three referral
hospitals in Tanzania.
Specific objectives:
1. To determine the mean age at which women undergo surgical
sterilization in the three referral hospitals.
To determine the mean parity at which women undergo
surgical sterilization in the three referral hospitals.
To determine the sex ratio among children born to women
who undergo surgical sterilization.

To determine the proportion of women who seek consent
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from spouses before sterilization.

To determine whether there is a relationship between

having step children and parity at sterilization.

To determine religion distribution among those

sterilized.

To determine marital status among those sterilized.

To determine the relationship between delay of

sterilization and frequency of unwanted pregnancies.

To determine the methods of contraception before

sterilization in relation to frequency of unwanted

pregnancies

To determine the educational level among women being

sterilized.
METHODOLOGY :

a of Study :
th the above preamble the author conducted a cross—sectional survey
§¥ use of the AVSC services in the country. The study was conducted in
13 referral hospitals namely MMC, KCMC and MRH. The study was done
vwﬁncurrently in the 3 centres from September to December 1993. The 3
‘centres were selected for convenience and short time allocated for the
survey. These centres conduct many sterilizations than any of the other
v QKSC programme centres in Tanzania.
The three centres are wide apart in the country and majority of clients
fﬁfved at each come from nearby areas and none are referred from
vhere for sterilization(See figure 3.2 overleaf).

he study was conducted in the three centres so as to obtain the sample

3ize required in a short time due to logistic constraints and time
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limitation. No comparison analysis will be made for the attributes from
. one centre to the other but the whole data will be analysed as one.
b The study was a cross sectional one and data collection was being done
f’. simultaneously at all the centres. From the start of the survey until
L the required number for each centre was reached, data collection

continued to the last case. No sampling was done.
.' All clients who were voluntarily coming in for sterilization were
included in the study. Those who had been advised to be sterilized on
‘ medical grounds or those who were sterilized at Caesarean section or at
i repair of ruptured uterus were not included in the study.
Questionnaires were only applied to clients just before they went into
BNhcatre for sterilization and not after the procedure.
~ Data Collection:
j %efore data collection, the author conducted a one day seminar at each
0of the 3 centres for the counselors and thereafter they were

\;upervised by the author at their respective centres.

“u

| "’,gll’women attending the 3 centres for voluntary surgical contraception

{n the 3 month period were included serially till 190 women were

“recruited for each centre or untill time for the survey was up. No
ISjamPling was done due to the small numbers of women being sterilized
every day at each centre.

)

_;e socio—demographic attributes were recorded on a prestructured

estionnaire as clients were about to be sterilized. (See appendix 1).
a analysis:

file in the field coding was begun and the data was brought tobDar es

Salaan for statistical analysis at the Epidemiology Department of

MUCHS and Statistical Packagefor Social Sciences programme (SPSS) was
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b

;rused.

5 RESULTS:

jﬁeneral characteristics of the study group:

E‘A total of 525 women undergoing surgical sterilization at three
fffeferral hospitals in Tanzania, namely Muhimbili Medical Centre— UMATI
*Clinic, Kilimanjaro Christian Medical Centre (KCMC) and Mbeya Referral
Tﬁbspital (MRH) were studied.

{ The proportions of the study group contributed by each Centre is as
‘shown in figure 1.

»i?eir socio—demographic attributes were recorded. These included age,
ueation level, marital status, parity and religion. The other
characteristics which were recorded are as shown in the questionnaire
ended (appendix 1).

of the study:

® of the study subjects were Protestants while Roman Catholics and
slems accounted for 23% each as shown in figure 2.

wre 3 shows that 63.5% of the women sterilized at the three Centers
e aged 35 years and above while 30.7% were between 30 and 34 years
5.8% were aged between 25 and 29 years.

The mean age at sterilization was 35.5 years.

e 4 shows that 92% of sterilized women were married and 3% were
%ferced or single while 2% were widows.

if“; those sterilized 36.6% were not using any method of contraception
; the time of sterilization while 34.5% were on the Pill, 11.8% on
iy a uterine contraceptive devices, 10.2% on Depo Provera and the
I ining percentage were on other methods as shown in figure 5.

égof the women sterilized had completed Primary School education







ELIGION AT STERILIZATION
? (N=525)

~ Figure 2




AGE AT STERILIZATION
(N=525)

Number of Women

29—29 30-34 35-39 40+
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' MARITAL STATUS BEFORE
: STERILIZATION
(N=525)
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Figure 4
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between class 5 and 8, 20.1% had had no formal education and about 11%
had Secondary school education and above as shown in figure 6.
About 24% of the women who underwent sterilization their spouses had
children (step children) with other women.
However there was no positive association between a woman having step
children and the parity at which she accepted sterilization as it is
shown in table 1 and figure 7 (p > 0.10 X’= 6.77) .
The mean parity at sterilization in this study was 6.
There were many women who had more than 3 unwanted pregnancies before
sterilization among those who did not use any method of contraception
than those who used at least any method as shown in figure 8 and table
2 (0.0025 <p<0.05 X“=6.2 D.F. 2 ).
%l The longer the delay to get sterilization services, the higher was the

frequency of unwanted pregnancies. More than 56% had at least an

- unwanted pregnancy before sterilization was undertaken as shown in
]

figure 9 and in table 3.

‘

- There was a positive correlation between the frequency of unwanted
pregnancies and the delay in getting sterilized after the woman had
1 decided not to have any more children (figure 9).

- DISCUSSION:

.ISUrgical sterilization is rated as the most widely used method of
Beontraception today in the world %) . Data(IDHS 91/92) available
-fshows that the extent of use of this method in Tanzania is very low.
?However, from AVSC initiative surgical sterilization is expected to be
2on the rise in the country. More surgeons and counselors are still

being trained to cater for the increasing demand. In this study it is

shown that there is a long delay of sterilization services in the three




. o ) . . (15.1
2in the provision of surgical contraception (13,16)
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centers studied. This delay results in unplanned and unwanted
pPregnancies which occurred in 56% among those sterilized.

In most centers where sterilizations are undertaken, theaters used for
the procedures are the same which handle gynecological and obstetric
emergencies. As a result, preference is given to emergencies and other
operations in the maternity wings. This, coupled with lack of
alternative working theater facilities contributes to low number of
Sterilizations in all the three centers. The majority of clients
needing sterilization had to be kept on waiting lists for very long

durations in all centers.

It is possible that some of them had a change of mind after waiting for

too long and did not return for this method of family planning at all
and got pregnant.

Minimun age and parity have continued to be among controversial factors
) with respect to female
Sterilization. The controversies are worse in developing countries
where majority of women are still uninformed on the basic rights on
deciding how many children they would 1like to have in their
childbearing period.

In many of these countries, high parity, delivery at advanced ages and

POOr socioeconomic conditions predispose these women to serious health

Most countries in Europe which have laws on surgical contraception,

" have put 25 years as the earliest age at which a woman qualifies for

sterilization, while in most developing countries the earliest age is

{

' (15.16)
e between 30"35 years \-5»\1, .

In Kenya, the Ministry of Health requires a minimum of three children
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number of living step children.

Table 1: Relationship between the number of living Children in the family to

Number of
Children in

family

Number of Step

Children

1-3

4-7

>=17

| NA |

5 7
S48 2 )

11 El

| (8.3)

16

38 (79.2)

27 (55.1)

9 (75)

276

7 (14.5)

15 (30.6)

2 (16.6)

100

TOTAL

48 (100)

49 (100)

12 (100)

392

0.10

-square =6.77

fable 2: Number of Unwanted Pregnancies Against methods of Contraception

before Sterilisation

i

i .
- Contraceptives

How Many

Times

1-2

>=3

74 (34.4)

21 (30.9)

24 (11.2)

5(7.4)

19 (3.8)

4(5.9)

14 (6.5)

6(8.8)

84 (39.1)

32 (47.1)

TOTAL

215 (100)

68 (100)

025<p<0.05

2

able 3: Number of Unwanted Pregnancies Against time lapse from decision to be
Sterilised

-square = 6.2

B — 2 -

9

i

li-square = 2.34

Duration
- (Months)

How Many Times

1-2

>=3

30 (14.4)

4(5.9)

24 (11.3)

14 (20.6)

159 (74.6)

50 (73.5)

TOTAL

213 (100)

68 (100)
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Relationship between the number
of living children & step children
| (N=525)

Number of children

79.2%

14.5% 14.3%

4-5

Number of step children

1-3 children N\ 4 -7 children #5074 children

Figure 7
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'. Unwanted pregnancies against
. methods of contraception
(N=504)

“ How Many Times

Contraception

B -: NN.=s3

Figure 8




Unwanted pregnancies against
time lapse to Sterilization
(N=502)

How Many Times

11.3%

14%
......... 55 20.6%
[ ' i

W= 6 7 = 12

Duration (Months)

-0 NN .3

Figure 9
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irrespective of sex (7 . The policy in Tanzania is not explicit on
requirements for age or parity before a woman is voluntarily
sterilized. In this study there were fewer women in the age group 25-34
(35.8%) as compared to those between 35 and above who contributed to
62.5% (See figure 3). It is not clear whether an unwritten policy is
being observed or whether some other factors contribute to this.
Similarly there were fewer women offered surgical contraception with
parity < 3 (4.5%) compared to those who are above para 7 (32.6%); and
those between 4-7 (60%). (See figure 3).
Another prohibiting factor in the provision of surgical contraception
in developing countries is spousal authorization. This is more
emphasized with regard to female than male sterilization. Reason for
this is either desire for more children, religious beliefs to the whole
concept to contraception especially among Catholics and Moslems and
the fear of encouraging promiscuity among women (See figure 2). The net
effect of adhering to spousal authority is high parity, frequent
deliveries and old age pregnancies with their attendant health risks.
In this study, 86% sought consent from spouses while the remaining
( 14%) did not. This shows the 'male' dominance on women's decision on
limiting childbearing in Tanzania. In this study, 14 (2.7%) were

single parents among those sterilized. This is encouraging because in

some developing countries, e.g. Kenya, some of the institutions deny

% . -y . s (1
access to surgical sterilization to single parents “”.

The creation of special facilities (clinic and theater) for this
service is an encouragement to those seeking the service. It avoids the
bureaucracy of hospital procedures and possible bias against this

I

service by medical personnel due to preference accorded to other
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obstetrical/gynecological surgical procedures. Among the three centers
studied, only Muhimbili Medical Center (UMATI) had a separate facility
for both clinics and theater activities.

Age and parity should not be overemphasized as criteria on client
selection for surgical contraception. Given the current early marriages

(7

at 1S years of age for some women , and sometimes late marriages,
emphasis on these 2 factors will only deny relatively young but parous
women a vital méthod of fertility control and hence population growth
control.

According to TDHS(91/92) the highest fertility rate in Tanzania is
between 20-29 years. They are the target group for sterilization if one
has to control population growth. Women aged 35 years and above should
be given long term temporary methods of contraception to carry then
over to menopause. These are the women whose opportunity for
intervention was missed earlier on. Sterilizing them at an age when
their fertility is already declining and at a time when they have
already attained parities of 7 and above is futile as a method of
population control! The limited facilities for sterilization could be
better used by the younger target group and reduce crowding of the
facilities at the moment in the country.

The fear that death of children, divorce or death of husband might
occur after sterilization and therefore make delivery of more babies
necessary is unscientific. These hazards can occur at any age and
parity. They can actually strike after menopause, so there is no logic

in continued childbearing in order to 'compensate' for future mishaps.




CONCLUSION:

As predicted, majority of women who undergo surgical sterilization are
above 35 years of age.

The mean parity is 6 at sterilization.

These are missed opportunity clients who needed this service at an
earlier age and parity. It shows that the sterilized women are off the
highest fertility peak rate age group (see fig.3.1) so population
growth can not be controlled if the picture shown by this study
reflects on the demographic characteristics of women who undergo
sterilization in the whole country. However the presence of step
children seems not to influence the parity at which the woman is
sterilized, neither is the sex ratio of the children in the step

family. Therefore these attributes can not be used positively to

influence low parities at sterilization in Tanzania.
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