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A: CORGARTSATION OF OBSTEIRIC AND GYN'ECOLOGICAL
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Mhinbill Hedieal Centre in Dar es Sploam is one of the
four reforyal hospitals providing Speciclist services in Tansania,
I+ offers specialist services for the Dar es Salaam City and ite
suburbe, the Coostal vepion, and receives referred cases from
other porto of the country, minly the centiel, eastern and

southorn ports.

s the Thoully of Tedicine of the

The Centre incooperates €
Maiversity of Dar es Splsam end provide eourses for wndergradunte
mnd postgreduate doctors, phamweists, denoists, prade A murses

health officers and vorious othey paroredicel CoUriese

Tue Centre eaters for four mjor displines, nomely Suvgery,
Hedlcine, Pasdiatrics and Obetelrien and Gymoecology. The
Gepartuent of Obstetric and Gymmocolosy handles the grestest

5 .2 e . 9..
mobey of hoopditel sdudesionn.

Theve are three disteicte within the City of Dar os Salsem,
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Hoalth Clindes, T

bavrel and C

ot T Bl e Bes ds =
Ry ] -‘:»giihs,f«"’x,{‘:w Ime 4t o

by nldaives.s A4 these clinios, emterctel, postratal and & ;
4 1

plomaing seyvices ave offered, They seleet hirh risk pationts

Mss}_; et 5k ¢ o »»«’mw; +n Tarls Syl jg‘, foond {J if?r:;’»fa :f;‘“w mwﬁm f&
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ctorss Deliveries
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done according to o prescribed lis




of norenl eases ave conducted at the delivery units within the

There ave a fow private clinies within the City offering

artum services for sbout 57 of the patients

The Centre muns a Specialict antematal clinie for referred
high risk patients from the peripheral clinies, and for a few
grode I ond IT patients vwho book directly at the centres climie.
The e¢linie is eonducted by residents, Specialists and Consultants.

booicding, the patients identity, present and past

A%

Height, weight ond blood pressure are

m&&&aﬁ; Urine 15 tested for glycoouris and albudagr , ond

moglobin estimtion, blood group and
rhesus factor, snd for serological tests for syphilis. 4

investigation such as ulirasound or X-ray ave ordereds

The expectant mother attends the clinie once every four
weeks up to 28 weeks, once every fortnight wntil the 36th weeks,

then once & week wntil delivery. TFatienits are seen more

sequent visit, the potient is examine:

of snoemis and cedema, The weight and her blood pressure ore




vocorded. The abdomen is palpated and uterine size, lie, and

precsentation of the feetus noted, the foetal heart ie ascultated
obin ic estimated at 4

and urine is tested for albumine, Hoemog
wesks intervals, Tetamu toxeid is given to the mother at 28

wecks, 32 weeks end 36 weeks of gesiation. £ rophylactic ferrous
milphote 200 mgs twiece daily, folie acid tablets Smge once daily,
500men once weekly, are given to every

siing wntil one month pest

Those referred potients whose conditions have been treated

%ﬁaﬁ@%m&@%tm%wmmmmﬁmamw
h ond the mumber of floor cases

admicsions, followed by hypertensive disorders in pregnancy,

menbrones and folse labour, Other common

W@m&ma&ﬁt@&mmmwmmmm




A1l at risk pregnemcies ore booked %o deliver at Huhimbili
es deliver at Oceon Road

resident, Any complications which ocour in labour at Ocean Road

ptly referred to Muhimbili Iaternity Unit for
gpecinlist attention, There is an efficient smbulonce system
n Mihiebildl and Ocean Boad ﬁ%ﬁiﬁ&}& mm%r of

deliveries per year at the centre is belween 25,000 « 27,000,
About half of the deliveries teke place at dead Hospital
and the other balf at the Mulimbili Tobowr waxd, In the year
1981, the total mumber of deliveries were 26146,

DIISSION B0 THE TABOUR WARD:

Vhen a patient is admitted to the lobeur word, history is

token, Urine is obtained and tected for slbumivurin, glycoouria
and Letomria, The blood pressure, lenperature, and pulse mate

1 o evidence of cedevn and snemia,

The ablemen is pelpated and feotal heort sounds ascultated. A

waginal comination is donew, vhere indicated, as desoribed in

mrt B of the intvoduetion depending on the stage of labour, an

5381510 5] mr be m& w.

The progress of labour ic choerved graphically. Ve use a

modification of Phillipot's composite Iobour vecord in which all

detoils of laboux
entered on a single plece of paper agninet o tinme sesle, A
copy is attached in Obstetric case Mo I,

progress, feetal and miemnl condition ave




The patients cervical dilotation is plotted on the

evvicopmph once she is in the active phase of labour (3em or

s contractions), It is assumed that any petient

who veaches Zem dilatotion is slweady in the active phase of

1abour, ond i expected %o progre
dflatation per hour, An "alert line' 1o dwawn 3 houwrs to the
right of the imitial waginal . ds ellowing
slower dilatation them fem per hour), end the "Aetion line' is

nrdrntion {i‘z} otheroo

dravn four hours to the right of the alert line. In the absence

ﬁ £ 5%‘

amormlities requiring action, these lines act as
guidelines in the timing of action, such as argw

pokon 4n time to prevent dommge %o the mother and baby,

1 palpation,

A _ weck eontrection is eme which
insts for less than 20 seconds vhile 20 - 40 se

erate and strong contractions
respectively. The state of membrones and liquor ave
represented thus, I = intaet, If = mecontun steined, and

¢ = clenr Liquor.

The labowr ward in the Hyhinmbili Maternity Unit has a firet

stage, and o second stage

roons vhich are rovely used as such,




There are only three obstetric beds in the second stuge :
So that most of the delivery toke place in the beds in the first

deliveries, such as breeches, miliiple pre
and forceps deliveries, as well as for repair of perinecl
lacerations and episioctemy,

grencies, vacuan

There is alse in this room a trolley

ligat deliveries ave eonducted Yy

The labowr ward team of dectors eemvists, of interns, and
residents or yeglotrars, of vhon there is ot least one in the
Inbhour wrd theoughout 24 howrs of the doy, a specialist or
Conmiltont on calls There is o special Obstetric and Gynaecologles:
theatrey vhich is available Guring the doy time Tor emorgencies,

dstage of labour is muoped sotively, syntremetrine
1y or ergometrine Intravenously is ziven by an
assictomt at delivery of the amterior shovlder. The placenta
is delivered YWy the Brandt - Andrew's method, Awy eplst

Asepols in the labouwr word is for from 4del. There is no
isolation for infected cames, no boots, gowme or mosks, There

d and soap for scerubbing honds before mg&ml

examinntion and delivery, sterile wubber gloves, sterile swmbs,




TuMan
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Patiento are observed in the lobour wmrd for one howr after

TAT, CARE:

affber delivery. “uch a short hospitel stoy is necessiated Wy

mitient eonpestion. Those with problems such os persisternt

ypeviension, postnetel amceuds ete, are oboerved further

in the poot matel wards, There are two postmatel wards, me

for keeping Yolesn' ecases following woginel deliveries and

pestoperatively, and the other for sepiic coses, Debles with
pplications, or following complicated deliveries ave kept

in the neonta] ward vhere they are tnken eove of by the
peodintriciang,

There is a once weelkly poshimtal ond fomily plamming clinie.
This is only for uothers who hed almorml lobour or pueperiunm

the rest are advised to attend for these services at a their
reopective matermal amd Child Health ¢lindcs in the 'mmr;
Vhile the mother

ave seen by the Obotetricion, the babies ave

peen by the paedistricion at the same Tic

CBSTETRIC INTENSIVE CARE 9iHn:

Vard 35 in the Huhimbili foternity Unit caters for severely
411 sntenatal, intrapertum and postuotal potients, It has 9
beds, including one obstetric couch for vorbml operative deliveries.

Tye commest indicotions for aduiscions are severe preeclaompeis

end caxdine failure, and other




|
|
|
|

obstetric emergencies such as shock, cerebrxal mlavia, meninsitis

ddabetes mellitus, FPatients who no lonzer npeded intensive
trontment ave dischorged to either the postnatel or antemnial

@ATECOTOGICAT SERVICES:

Gynaecological patients are referrved 'rom nearhy hospitals,

diopensarien, health centres and private clinics, A few patients

4

are referred from wpeomtyy hoopitals minly from the sastern,

central and southern zones of the commtyy. Those vho required
hospitolisation for operation or otherwice ore admitted to the
voxds stmisht awmy or by eppointment. ISmerpency coses ave

admitied to the wmrds through & Patients with

ilignancies requiring radiotheragy treatment

reforred to this hospital fyem all over the comtry eince

we heve the gnly rediotherapy weit in the comibzy,

The gymecological oubpetionts clinics cre comducted four

tines o week, ond there is also 2 once weeldy folertility clinles,

Theve ave two gynaecological wards with a totel of 70 beds, These

pelvic Infections, ulerine fibwoidsy ectopic pregnency, wrinaxy




Byacumation of uterus for incomplete asbortions is uswnlly

done in the minor theatre by the ward, under sedation, except for
pseptie eases which are done in the mjor theatre under general

ammeothesia.

f}?}w 38
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In the cases presented, the following procedures vere
performed as explained below, they will not be deseribed again
in individunl eases, reference will be mde t0 these special

procedy where necessay V.

1. URINE TESTING POR GL¥COSURIAS

Clinistix reasgent stripe were used, This is o quick test
and specific for glucose. The imprermated port of the strips is
dipped into freshly voided urine in 2 cloon contoiner. It 4s then

the presonce of glucese is indicated

obhoerved for one pinube, and

by the colour change inte blue, This test is not quentitative

&7

g

is uoeful only as = serveoning procsdurc,

ot

This 4= on enzyme test, the strip beins lnpregnnted with

nce in the presence

. ?*.2 \)U(}x‘xé

glucone oxidose, perovidase ¢

L

of slucose oridose, glucose is converted into gluconic acid and

hydropen peroxide, In the presemce of peroxidase, hydrogen peroxide

eonverts orthotolidine to the blue oxidiszed form, hence the blue

OULOT .
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URINE TESTING FOR PROTEINURIA:

This was done using albustix reagent strips. The test
area of the reagent strip is made up of cellulose impregnanted
with tetrabromophenol buffered to an acid pl, In the presence

of protein, the yellow test area turn green.

The test avea is dipped into fresh uncentrifuged urine in
a clean container, colour chenge is compared to scale on the
bottle containing the strips., The amount of protein in the wurine
is expressed in mg. of protein per 100mls, of urine. It is a
quick test and hence capable of handling the many antenatal

patients.

The smount of protein in the urine is expressed as followstw

Trace = 5 « 20 mgs./‘%{mmlm
1+ = 30mgs./100mls

2+ = 100mgs/100mls

3+ = 300mgs/100mls

4+ = 1000mgs/100mls

METHOD FOR VAGINAL EXAMINATION IN TABOUR:

The hends are thoroughly scrubed using 2 boiled brush and
soap for five minutes in running water. A sterile disposable glove
or rubber glove is put on the right hand, With the patient in the
dorsal position, the vulva is swabbed as followss~ A sterile
gauze swab sooked in a savlion solution 1:20 is picked with the
right hand and hended to the left hand. The right side of the

labis is swabbed once anteroposterioly. Another swab is picked




and the same procedure repeated for the left labia., The labis are

then parted using the left hand, and the wvaginal introitus is then

swabbed once anteroposteriorly using a fresh swab, While still

parting the Iabia,' the index and the middle fingers of the right hand

are dipped inte chlorhexidine eream for lubrication, and gently

introduced into the vagina,

4,

METHOD FOR URETHRAL CATHETERIZATION:

Serubbing of hands is done as deseribed for vaginal
emnﬂmtim; and sterile gloves are worn on both hands, The
patient is placed in dorsal position with the thighe wide apart,
The labia mre cleaned as described before, The urethral meatus
is swabbed once while separating the labia, A sterile urethral
eatheter hem with sterile gauze is dipped into chlorhexidine
cream and gently introduced into the urethra, Slight suprapubic
pressure is applied to ensure complete emptyings The colour

and the amount of urine is noted,

5. E Eﬁ.ﬁiﬁ’}}%ﬁ

The J shaped posterolateral episiotomy was employed in
all cases vwho required episiotemy. This was dome after serubbing
and wearing sterile gloves, The vulva was cleaned as deseribed
before. As soon as the presenting part distends the perineum,
the perineum is infiltrated with 1% Iignocaine - Two fingers are
inserted into the wagina, and the episiotomy performed between
the two fingers using Mayos' Seissers, bleeding vessels are
elamped and ligated using chromic eatgut mmber 00, The wepeir
of episiotony is done in three layers as deseribed in obstetric

case No.2,
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EPARATION POR IAPARATOIYS

The patient iz examined thoroushly ond foumd it for amesthesin
and Surpery. The mtient is given o 1lisht meal on the day prior
to opemtion, ond she is not allowed to take anything by mouth
after 10,00 on the wight prior %o operations Abdomen and

ol halr is shaved, and cleaned with water and seap, then

3l with alechol or flavin in wters A simple enesm is given

on the same night. Haemcplobin is estimnted, wrine is checked
for glycosuria and proteinurin, blood presmpe, pulse, temperature,

3

and weight are checked and recorded, Consent for operstion is

clmeds Injoction atyvopine 0.0 Ly is given

> B Fo
W TR

o5 gt =
il an hour before proceed

0T PO TA LAPARAPONY

The Swecom ws serubbed and dressed yeady for the operatien.

at distance from the opermting table to aveid

caninot, two swmbe on swab holders sooked in sovlion solution

1220 wore uzed in tuwrres The vhole of the abiorinal skin from

cawts te the mons pubis and Intersily to the flanks was

S

atarting fron the niddline and woerling laterally. The
anterdior parts of the thishs ave nlso eleomed, The same procedure
wio repeated with smbs of savlon in 700 alechol, The patient
was covered vith stevile towels exposing only the opeyation area,

s van nounted

ko5 o & . ., - & n g &8
The tomel covaring the moms  pulds and the

in Helntosh. e using olips,

Nt e e kit it
adnat b o il kG

A mdline sulambiliesl incision was pade reaching just

2 .. o " —
3 blade on & seapel.

— ?, e
gyipidads pubd




then chanped, and the

o2 o] e 3 Ly . e o i S
the subeutanecus fat layer €11l the
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T ‘ i 2 /4
with plain catgt No. 2/0.

lonsitadinnlly uoing a curved SCLon0rs,

sele exposeds
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taldins cove not to injure

nded dowmeerds telvine

-

cesl were clamped

ey e
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nedy ablominal eavity
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In ench case hoemostasis wes acoeeris
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RECORD OF LABOUR

MUHIMBIL! MEDICRL CENTRE

NUMBER - AQCW&-% No. X394y

Surreme:
Other Names: /M/ZS fz T
ANY17

Address: /N Agomern

180
170
160
150
140

9/3/¥a

ADMISSION DATE

TIMEY CotnmBY WHOM

120
110
100

90
20

[|S  Hen@s

Age

Tribe Mo pphivie

e Started at

at b OO

ADMISSION (Reason of admission etc.) qucu/‘ /ﬁt‘um

/

onte
FROM [@75’/ HOSPITAL TRANSFER/ANTE - :TAL WARD/CLINIC
SUMMARY OF ANTE NATAL. NOR mnL
ABNORMALITIES Hopng PRIMISRAVDN
LMP L. & & EOD: [/« 3 &2
OBSTETRIC HISTORY: Gravida: Para Living Children:
YEAR COMPLICAT!IONS METHOD LA ALIVE YEAR COMPLICATIONS METHOD wr ALIVE
| 1 Kl
I,' EXAMINATION ;
General condition ‘9004{) - Fundal height %é/éf’c
Temperature 2LS C Size of fetus mMedeun
' Blood pressure J(CI/7C' mm-éll MerCur, Lie {3 Lfr("-h“{‘h"/
Oo:!omn N 7 ‘ i Presentation (’thq[,(_
Urine: Protein V([ Acetone /[ Fetal heart__ /40 Dir hninufe MNag e~
‘Height [0 em Liquor:iMembr an;;\'i”rﬁj}:‘_b -

Hb.- estimation of present__—-
last recorded A/N //551/»@/[)1.:’ (/‘;L"/"'/f:-

Clear
Meconium stained

If membranes ruptured: Cate

Time

'Dlt.g' 3'(?2 Time (f>00 A
Cervix. State_SOLE thin, fully ¢ffucey
7 3 1F

Dilatation Aeem

Presenting part J/QF}LQX

! Level %“

Position ROA

hou@lng iVt

Clpu.t /Vzvl

Membranes / Liquor Afﬁzud Y bt
é/fQﬁ [L?MC“/‘ ﬁfféil;‘\g‘{j

INITIAL VAGINAL EXAMINATION AND PELVIC ASSESSMENT

" 7}
Examiner __ [}

— 1 L

BONY PELVIS_( cross out which
does not apply )

Sacral promontory Not / Just / Eeslly

reached

Sacral curve: Ftat / Normal

Ischial spines: Prominent / Normal

Subpubic angle: Narrow / Normal

Sacral tuberosities: No. of knuckins (’

nuftes
fe

A pefveg

s
Summary <l ?

Consultants /Registrars opinion
S LA CA i ekl
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RECORD OF LABOUR
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DURATION OF LABOUR cioure

s,
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FITTTTTTTITITTTTITTITTITT

I

[ i
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v ¥
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BAur 10 20 secs. gg": TT 111
P20 - 20 secs. s ’:_" 3 DR
E : 2\, Va7 v
BB oo secs Sta ! EEER
£
DRUGS 5 5
AND S S v 3
= 3 ugr
V. 59 E
FLUIDS :55 ii
= ¢
Y S Y - ‘
oxyTocic S T Y 1 1 0 e 0 O 5 00
DROPS / MINUTE N ) 1 Y ) 0 5 .5 O | I e |
PULSE £b 28 192
Qo \‘\0
8LOOD o BN o0t o
PRESSURE|Y > s
PROTEIN | yy( i
URINE ACETONE [ ¢ ML
VOLUME
TEMPERATURE |365( %76 ]
CHILD
Date_of blrthﬁ‘_a_‘_gi‘_— Time of birth 'QOFM SUMMARY OF LABOUR:

METHOD OF DELIVERY _SPONTANECUS

VERTEXR

NS

First Stage: Duration_=_[(ChCUr< Second Stage: Duration_ 1S minutes

‘welght M_é@ms.x‘

Method of Resuscitation

yEerRY Third Stage: Durltlon_/“t_mmﬁé_macsnu and Membranes___ (011 E.Lﬁf?
. _Female APGAR 9 Blood Loss 200 (¢ Reasons for_PPH # o
Cunctich Perineum___& pusio tenny Repalr by Swvm
Dellvered by Swvm Supervision by =

Poct delwecy blesd pressuse

IQC/ 70 mMm- Hg
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%o the low cavily. Proporations for vagiond Aelivery
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PREVIOUS LOWER SEGMENT CAESARBAN SECTICH
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TRIAL CF SCAR AND ASSISTED
VAGINAL DELIVERY

KAlES MRS, Heds

AGE: 29 Years.

ADDRESSS Kagoneniy, Dar es Salasm.
DELIVERY NUMBER: 135065,

DATE OF AIMISSIOHs  10th December, 1981,
DARE OF DELIVERY: 10th December, 1981,

DATE OF DISCHARGE: 12h December, 1981,

SUMMARY

This patient was booked for anatenatal care and delivery
at Muhimbili high risk metemmity wit because her second
‘delivery had been by lower segmeni caesaresn sectionms She had
& nommel snatenatal period, and was planned for a trial of scar.
She went into spontaneous labour at term and had a normal

vaginal delivery., Her puerperium was normal.

Present Obstetrie Historys

Her last normel mostrusl period had sterted on 6th March,

1981, so her expected date of delivery was on the 14th December,

1981, She had not had any vaginsl bleeding since conceptiom.




Post Obstetric Historys

She was gravida 4 Pera 2 + 1. Her first pregnency had
ended as sn sbortion at three months. Bvecuation of the

uterus was done. In her second pregnancy which was in 1977,

ghe was daw:vere& by lower segnent caesarean gection, due %o
cord prolapse. There was R0 history suggestive of postoperative

sepsis. dhe was discherged from hospital on the tenth post

operative day in good eondition. The baby wedghed thre Kilograms
Her thizd pregpneney was in 1979 end she had a fulltern asssigted

veginal delivery et mm%mmm. The weight of the baby

was 3,05 kilogrems. SRR cmapliﬁaﬁm.

Gynaecological Historys

che was at 15 years, her cyeles were regulary with

- Her pens
periods lasting four = Live days every twenty eight deys. &he

pever used any contracepiives.

Past Medicel Historys

She has had no serious illness, in the paste she had had
n section which she had

no other operations except the caesares

in 1979.

Social end Pemily Historys

o was married %0 &

She was & primary séhool beacher W

igboratory technician. She did not drink alcohols nor smolse




eigarettess There was no fanily history of Diabetes mellitus,

or hypertension, and there was no family history of twin

pregnancless
Antenatal Caves
she booked for sntenatal care at twenty weeks of gestation.

%ae}had felt foetal movements one week prior to booking.

Physical Braminetion st Boakings

Her general condition was goode She was not pales ©&he
had no peripheral oedema, Her pulse was 80 per minute regular
and.of normel velume., Her blood pressure was 110/70 mm. of
mercurys Her cardiovascular system, respiratory system and

central nervous sysien revealed no abnormality.

The abhdomen chowed e mediam subumbilical surglcal scar
which hod healed welle The liver and spleen were not palpable.
There was no renal sngle tenderness, and no scar tenderness.
The fundal helght was about 20 weeks of gestation and corresponded

to the dates. Vaginal exemination was done and revealed nothing

abnormal,




Investigationss

Her height was 160 ciiBe

Her weight was 63 Kilograms.

Her urine was negative for protein and glucose.
Her blood group wes A rherus D positive.

VIRL was negative.

Her haemoglobin was 11 gns. per decilitre.

Antenatal Frogress and Plen for Deliverys -
she made & total of eight subsequent visits 0 the

antenstal clinie. Her blood pressures haemoglobin, end weight
gain were mormale She was pub on prophylactic oral irom, foliec
agld and weekly chloroquine throughout her pregnancys Her
haemoglobin at 36 weeks was 11,5 gms per decilitre. At 36 weeksy
& vaginal exanination wes dome %0 asses the adequency of the

bony pelvis.

Vaginal Exemination’

The patient wes put In dovsal position. Ihe right hend
wes gloved, the vulva was gwabbed with ssvion 1220 solution.
The labia minora were geparated wilh the left hond, and the
introitus swabbed again. fhe index finger and middle finger

of the right hand were lubricated with chlorhexidine obstetric

oresn, The middle fimger was first introduced into the vaginal




introitus, and pushed the fourchette dowm posteriorly, the

index finger was then gently introduced into the vagina.

v T—

Pindings:
The sacral promentary could not be tipped at 11 centimetres.

The true conjugate was therefore thought to be normal. The
enterior surface of the sesyum was pslpated and found %0 be

smooth snd well curved. The ischial spines were not prominent.

——— e ——

The width of the sscral sciatie noteh on each side was assesed
by placing two fingers on the sacrospinous ligament, i%
aceemodated two fingers. The pelvie walls were normal. ZThe
pelvic outlet was assesed. The sub pubie angle wes noxmal.
The intertubercus dismeter was assessed by fitiing four knuckles
of the right hand, which was equivalent to 8 centimetres. The
perinevm was soft and stretchables

The baby was of medium size and the head eould easily
be made to engage by the Mumro Kerr's method. Thus the pelvis
wes elinically adequate for the beby. ©She was scheduled for
a trial of scar., She was told to come o Muhimbili labour

ward as soon as labour staris.

She wes admitted on the 10th of December; 1981 at 5.00 p.m.
with history of labour pains vhich started at home arownd

1 2,00 p.me There was no history of vaginal bleedinge.




She was in pain; she was not pale, and had no pedal
oedema, Her pulse was 84 per minute regular and of normal
volume. Her blood pressure was 110/70 mm. of mercury. Her

lung fields were cleax,

A cminal & » ons

’me fundus was equivelent to 36 weeks of gastation.
Regulai- uterine contractions wamr palpabley lasting 30 - 40
seconds every 4 - 5 minutes. m;foetus was in longitudinal
1ie; cephalic presentation. The descent was thre fifths,
There wesno scar tenderness. The foetal heart rate was 140
per minute, regular. Her urine was ﬁegatim for protein and

acetone,

Vaginal Examinations

m G :

As detail;eé. under mmucﬁm.

The vaginal walls were normal, The cervix was soft and
fully effecxeds énd it &as four centimetres dilated, liembranes
which were intast were artificially ruptured using a sterile
Keehér's foreepsy ond clear liquor was drained. There was no

cord prolepse. The vertex was presenting and it was at the

level of the ischial spines. The position was left oceiput




anberior,

There was no moulding, nor caput formation.

The pelvie cepacity was reassesed and was found to be adequate.

Monagement: Trial of scar was conducted as follows:

e

24

e

be
De
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e

Blood was taken for crossmatching end ome litre of
group A rhesus D positive blood was reserved.
Abdomingl and perireal hair was shaved.

She was 0 have nothing orally, so she was given an
mmvméué, m;a of 5 percent Dextrose solution.
Her pulse and blood pressure were recorded § hourly.
The foetal heart Tate was recorded 4 hourly.

Urine was tested for protein and scetone two hourly.

‘Scar tenderness was checked # hourly.

‘The partogranm was used for observations as in obgtetric

case No. 1,

She was nursed on her side through out labour. All
paremeters remained noxmale She was given pethilofan
100 mg. intramscularly at 5.00 Galle She was reassesed
four hours later at 9,00 p«ai. She was found to be 8
centimetres dilated snd the descent was one fifth.
Progress of labour was satisfactory.

The second stage of labour was %o be electively assisted

80 a vasuun exorator tray was kept readys and the

patient was trmsfermdtnshighbe&.




Deliverys
At 10,00 peliey the patient started feeling like bearing

down, Contractions were lasting for 50 seconds, and coming
at two minutes intervels. Veginal examination showed = fully

dilated cexrviz,

Preparation for Vacuum Extmetions

‘ The patietét was put in lithotomy position. The attendant
was scrubbed mEd wore sterile gown and gloves. The perineum
was cleaned with savion 1320 solution, and draped with sterile
towelse ma bledder was esepticelly catherteriszed. The perineun
was infiltrated with 10 mls. of 1 percent lignocaine.

The cup and rubber tube of the extractor were assembled

and checked for leskage; there wes no leskage. 4 five centimetre
eup was epplied on the foetal scalpy taking care not to include
the cervix or the veginal walls, by careful palpation aroumnd the
rim of the cupe The eleetric pump was used to create a negative
pressure in “t;he} system wp to 0,2 Kgms per emz squere centimetre
(0.2 Kgns. perjmz), and increased by 0.7 Kgus. per a was
reached within three minutes. A Linger was swept around the
cup, each time, before increasing the pressure; there was no
maternal tissue interposed between the cup and the heade A d =
shaped postero-luteral episiolomy was made on the left slde.

The paticat was encouraged % bear down with each uberine

contraction. Traction on the foetal head was applied synchronously




g Ao,

with s uterine contraction in the direction of the birth
and forwards, thén slowly

cenal. This was first downwards
changed upwardsy following the descent of the head, and it
endicular at the erowning of the head.

was alnost perp
The veouun was releaseds and the cup removed as sSoOn as

the head was born, and delivery was completed in the usual

s was sucked from the

nmanner. The beby was wiped and mucu

airweys its spger score was 9 at one minute;
0425 mg, was given intravenously after delivery of the baby,
and the placenta and membranes were delivered complete by the |
Brandteindvew's method. There were no perineal or vaginal
mmediately alier

lacerations, 80 the episiotomy was repaired
delivery of the plagenta. The whole procedure took 20 minutes
end the total blood loss was 200 mls. The lower segnent was

explored by two finge¥rs, end the scer was found to be intaet.

The patient was kept under close gbservetion in the labour
ward for ome hour, Her pulse and blood pressure wers normal,
and the uterus was well contrastéd. She was $ransferred to the
posinatal ward vhere she was observed for a further twenty four
hours. Her pulse and blood pressure remained normal. She was
instructed £0 bath her perimm with warm saviem in water twice
daily $0 keep the episiotomy wound clean. She was discharged

heme on the third post delivery day, and was instructed to have




her episiotomy wound checked at the nearest dispensaxry seven

days after discharge. She was given an appointment to attend

postnatal clinie six weeks post delivery.

Infants:
‘ The baby was & male, weighing 3.3. kilograms at birth,
He had no eongenital malformations, and was already suckling

at the time of discharge.

Pogtnatal Eﬁllmm

the was seen at the postnatal ¢linie six weeks iater,
Her general condition was goods the was not palej and her

blood pressure was 110/70 mm, of mereury.

Vaginal Examinations

The vilva and vagina were normal, the episiotomy had
healed well, There was no more lochia digcharge. The uterus

was well involuted, and there were ne adnexal masses. She was

advised to attend family plamning elinie at the nearest Maternal

and Child Health Clinic.

Gmenwe

In the absence of a recurrent indication for caesarecan

section, vaginal delivery in a subsequent pregnancy can be

allowed. Because of its poiential complications, labour has




to be very closely monitored and this is called Trial of

Seer, The ainm of %emiﬂﬁ@taﬁ%ﬁ&@séwm

stand the stress of labour bearing

tissue does nmot streteh easdly and so gets torn readily.
Rupture of the uterus is the most serious complication

of aﬁm@m@ vaginal delivery in patients with previous

1&4&1’ %@&w‘&: pcar. The risk of scar rupture can be reduced

‘%}y proper s selection of patimtﬁ for trial, snd vigiliant

supervision during labour.
ng should be

During the sntenatal periods early book:
Bz@a!mﬁ for and corrected early.

. presente of anaenisa

The m@iﬁaﬁm for the cperation as well as the type of
operation v&wﬁwx lwar segment or classical see&ian should
be eﬁmmﬁwﬁ. Gla%ie&}. fza&;gmm gection is very rarely

&mt@ﬁl@w&%&%&ti‘txmm*w&mywﬂy

give way even before labour, Previous records of this patient

wed that she has had a lower segment caesarean seotion due

o coprd ,:;malwﬁm The mwﬁa alse showed that she had no
p@ﬁt a@emtiw sepsis, as -%;am a&a@ predisposes %C & weak sCale
M%wzp‘m heve been made to study the intergrity of the
scar with hysterography, and 1t is sag;g%ﬁeé that irreguler
deformities indicate pooxr healing end a weak scarj however such
defects are also found in patients undergoing uneventiful
a1l delivery, so that such & finding is of limited gignificence.

ablon in our

For this reasan we 4o not wnderteke this invest®ig

mit, 8o it was not done in this patient,




Before a trial of scar is contemplated, the capacity

of the bony pelvis should be adequate beyond doubt; where

there are doubts, an elective repeat section ghould be done,

end no trial of labour is allowed. In this patient,; a

clinicel pelivemetry was done at 36 weeksy and the pelvis was
found to be adequate for the babys A radiological pelvimetry
was desirable, but could not be done. 1ts main place is in

the confirmetion of clinicel findings., This is however not

o routine investigetion in our institution, sc a elinical
pelvimetry is relied on in almost all cases. The patient had

no other sdverse medical or present obstetric conditioms such
as hypertensiony breech presentation, a poor obstetric history,
which might constitute a further risk %0 her already precarious
labour, in which case an eleciive repeat section would be dome.

Admission to hospital one or two weeks before temm is
advocated in patients with a previous scar. The aim of this is
t0 ensure instent treatment in the event of scar rupture. Ve
do not practice this here because 1t is unnecessary as long as
the patient is aware of the necessity to come to hogpital early,
end has the means, and we have shortage of Antenatal beds, which
we reserve for patients whose admission is necessary.
Delivery should be in a hospital which is well equipped

with staeff and facilities for close monitoring, caesarean section

end blood transfusion services. In our institutiom, trial of

labour is freguently practiced in selected patients., ¥With the




limited facilities snd staff, labour is monitored as

described, any deviation from normal eurve, is considered
seriously, and the trial sbandoned in favour of a wepead
casseresn section, The signs of impending rupture, the most
important of which ere a rising pulse, and ae;ar tenderness
are carefully checked to detect an acelident of rupiture before
it occurss The patient is therefore kept in readiness for an
urgent cagsarean pection should the need arise.

Frequently we have shortage of staff, so that adequate
observations as deseribed may not be possible for all patients
wndergoing a trial, thus increasing the risk of rupturey but
we do not feel that the risk is so high as te justify elective,
repeat cacsarean sectlon in all patienis, as caesarean gection
in our environnent is assoclated with high postoperative
morbidity. The second stage of labour is electively shortened
to avold excessive and prolonged stretching of the lower segment,
and the lower segment is explored at the end of the second stage |
o chack the integrity of the scar.

The lower segment is weakened by repeet sections as well
as repeat waginal deliveries, s0 that the patient should be made
to understend thise In a patient with more than one scar, the
dietun "twice o ceesarean section always a caesaresn” should be
adopted, although it is not wncommon %0 see patients with two
previous scars, coming to the labour and delivering themselves

without any complications,
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e following investigations were donoe

e
3
-

1) Urine was negative for protein a3 ud glucose
v b4

was negative

group was & rhesus I positive

5) woglobin was 10, 5gms per

Antenatal Frogress;

ade four subsequent visits to

gclinic, there was no abnormality detects

put on proplyls actic chloroquine, Corrous

and folic acid throughout the antans

'fﬁﬁﬁlﬂﬁiﬂkﬁh%&%ﬂ@ one Wee

Hey

admission was 10.8gm per degilitres

Histoxy &f’wﬁmiS$iﬁﬁ‘%& the 1

T R

The patient had sudden onset of

on the morning of the

she had noted it &8 she woke outl of

she was going to the bathroom she

blood was

roximately 1% cup-~fulls

L
B 2 0 e

motions vwele normal}

ag constipatiom or rectal

& &

was the first apisode of vaginal bleed since

She denied history of recent coiluss
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Procedure and findings:

ssitione

stient was kept in lithotes

vulva, perineum and inner parts of the

were cleaned with 1% chlorhexide and dyagped

with

sally

gcathote

SEPOBe

il walls

PO, ) P T (UP LD, | P—.
CerVviN Wol's noarmeas end

¢rickle of hWiood

tiem, There was &

- e g e o s W i Ty o W 7 goq o L% $e a5
g BLTLUeAare betwoen the

v Footal hesds 4in agsists

qure to press down the foetal head

or formices,

but nol se through o5 wan about

ie5cm dilated and ntly inserted

the cervixe The placenta was felil,

aring

g8

arior part on the left side and cém

far as the internal o8 but wag T CovVeR




At this moment some bleeding ensued. The patient

was gquickly repositioned inte the dorsal position.
The surgeon immediately changed gloves and proceeded
with caesarean section.

The abdomen was cleaned with 1% aguous
chlorhexidine and painted with flavin in spirit
1: 1000. Sterile drappings were applied to expose
only the site of operation. The abdomen was opened
in layers through a subumbilical median incision.
With the help of a Doyen's retractor applied to
the lower part of the incision. The lower uterine
segment and the bladder were identifieds, Large
veins were found over the lower uterine segments
The lateral sides of the uterus were packed with
wet tailed abdominal packs held on artery forceps.

The loose utero-vesical peritencum was picked
up, and excised transvessely. The dilated veins
over the lower segment of the uterus were doubly
clamped and cut as the peritoncum was being
incised. The veins were tied, and the bladder was
gently stripped off by blunt dissection with
gauzee & Doyen retractor held the ﬁlaﬁﬁar down
while a transverse incision was made on the
exposed lower segment carefully in order ot to
cut the placenta, curving upwards. The transverse
incision was extended laterally with fingers,
after identifying the plaue between the uterus
and placenta, which was annautef&é‘l&%ewale to

the left side. The membrane on the right side of
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delivered without delaye.

The head was delivered by passing fingers
between it and the placenta, and the love seguent
of the uterus, and lifting it using fingers as
a lever. The fundal pressure was applied and the
foetal head delivered. The delivery of the body
was completed gently. The cord was ismediately
clamped doubly and cut. The baby a female weighing
2.7 kilogrammes had an apgar score of § at one
minute. Ergometrine 0.25mg was given intravenously
after delivery of the baby, and the placenta which
was on the left lateral aspect extending anteriorly
was removed manually by gently separating it from
the uterus digitally. Bleeding from the cut edge
of the uterus, and the placental site was rather
excessive. Yreenarmitage clamps were used to
temporarily arrest bleeding from the cut edges.

The uterine wound was closed in two layers
using chromisized catgut No. 24 the first stitech
in each case was placed beyond the edge to assure
haemostasis, and the seocond layer burried the
first layer. The lower segment of the uterus was
peritonised using No. *'0' chromic catgut. The
uterus was gently squezed to expel clotss Total
blood loss was approximately 800mlse. The badominal

packs and clots of blood were removed from the

peritoneal cavitye
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Soth tubes and ovaries were normal. The abdomen was
closed in layers after the instruments and swab
counts were pronounced corrects

Sterile swabs on & sponge holder ware @ﬂ&ﬁ‘tﬂ
remove clots from the vagina, The blood preossure

immediately after the operation was 120/00mm of

mercury, and the pulse was 92 per mimutes

Infants

A female baby weighing 2.7kilogrammes, it was
examined for the presence of congenital malformations,
which are commonly associated with placenta praevia.
She had none. It was transferred to the neonatal

ward for carvre.

Post ﬁyarativa LCare and ?rggrﬁﬁ&t

1) she was given 1 litre of group A rhesus D
positive blood, soon after the i operation.

The blood pressure and pulse were checked

o
L

hourly for 12 hours, them & hourly thereafter,
they remained normal.

3) Pethidine 100mgs intrasuscularly & hourly was
given to relieve pain in the first 24 hours.

4) Intravenous Dextrose in saline 2.5 litres in
24 hours were given for the first 48 hours
after which she was started on oral feods.

5) jfler temperature was checked every four hours

and charteds it remained normals
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1y for wvaginal bleeding

6) She was observed hour
and no undue bleeding occureds

The patient made quick and uneventful recoverys

after 48 hours, she was put on oral feeds ond
ambulated. She started breast feeding her infant.
Her haemoglobin checked on the hth postoperative
day was 8.4 per deciliire. She was given oral

iron amd folic acide
the stitches were removed on the 8th day

postoperative day the wound had healed walle She

was discharged home on the 9th post operative day

and imstructed to come for post natal check up six

weeks latere

Postnatal f@llawug_ﬁix wge&& after deliveryi

She had her baby were in good conditione She
was pot pale, and ber haemoglobin was 1l1.0 per
decilitres

V&xgiz&l pxaminations

The vulva and vaginel walls were normal, the
cervix was healthy and had no discharges The uterus
was normal size and there wer'e no adnexial masses.
She was given advice on contraception, and she was

educated on the importance of having early antenatal
care and hospital delivery in her next pregnancy, in

view of the scar or her uteruse




COMMENTARY 3

This was &8 case of antepartan haemorrhage

to placenta praevis. The eptiology of plagends

% o

prasvia is not known, bul sowme of the

factor include smXtipayity and advencing

previons cassarean section and multipls pre

The possible predisposing factors in this

gould be advancing age (35 years) asnd b

There is an increase in perinstal mortality
and worbidity rates in pregnancies wiih plocenia
pragviae Prematurdity is the most importont cause
of foetal losse. Others sre intranterine hypoxia,
congenital anomalies, and hazards of delivorye
The policy of expectant manugement as adwocnted by

sacafes {(1945) has reduced the high foetal

mortality due to prematurity which wag

%

& policy of early intervention wag fasbionsbloe He

advanced the concept that, in the asbsonce of waginal
or rectal manipulations, placenta prasvia ocan be
treated expectantly without increasing the salernal
riskse

The objective of expectant wmeanagesmont is to allow
the pregnency to continue in the foetal interesty

delivery of the patient is undertaken when the foetus

is considered viable. The Treatment sbhould only be




undertaken in 2 hospital where the patient is under

constant observation, and where immediate agtive
measures can be adopted if and when necessarye
puring expectant management, the pationts general
condition is checked, any existing anaemia is
corrected and compatible blood is made available
in the event of sudden haemorrhagee bhen the foetus
is judged to be capable of surving, {37 weoks of
gestation, and above 2.5kgms) further attempts te
prolong:: the pregnancy may be detrimental te
both mother and foetus, We practice expetctant
management here, but the ma jor shortcoming is
unavailability of blood transfusion which puts a

greater risk to the mother.

&8

placenta praevia usually presents for the first
time after 30 weeks, but there may be 2 history
of bleeding occuring before thisy which is usually
slight and stops spontanecouslye This is Iunown as
the ‘warning® haemorrhagee Bleeding oeccurs around
this time because of the shearing stress from
formation of the lower segment, it may also cccur
as a result of coitus causing trauma fo the thin

walls of the verous sinuses of the placeatal bed

in the lower segmente




This patient had no ‘warning® bleeds, and she

presented for the first time at 37 weelise The
diagnosis was confirmed by digital esanination
under anaesthesia. Placental localisation by other

methods such as ultrasound could not be donce

The double set up preparation before vaginal
examination in theatre ensures prompt arrest of
haemorrhage which is likely to be provoked by the
manipulations, by prompt deliverye. In Some cases it
has been possible to do this examination with
double set up without ansesthesia, but anaesthetist
having everything in readiness for guick
anaesthesia. This spares some patients unnesessary
general ancesthesia.

Cacsorean section is the best wode of delivery in

all types of placenta praevia, Vaginal delivery
can be allowed in minor degrees of placenia prasvia
(Type I), only if bleeding is not severes Excessive
bleeding is likely to be encountered during the
operation because of toran dilated veins over the
lover segment. This can be minimized by applying
Gree Amytage Clamps to the cut edge, avoiding
cutting through the placenta, and speed in suturing

to achieve hasnwstasis. These measures vWere

observed in this patient.




pPostpartum haemorrhage is & serious complication

in patients with placenta pragvias 4l uay occour
because of unsatisiactory contragtion and

: ajpsey

retraction of the lower uterine sog
deliverye &t operation, this can be contrviled
by temporary compression of the lower uterine
segmentj and placing haemostatic suturese
Infection is another possible gcomplication begcause
of the low placenial site,

The major couses of materaal mortality in placenta

=7

pragvia is bhaemorrhage and shocke Good ani

rpatal care,
prevention of anaemia, availability of biced

transfussion, and bettier understanding of the

managemsent of shock and its complications, will

greatiy reduce matermal mertality and me

agsociated with placeunta praevide

1) Aremnner We Ees et ale Chavacteristics of
petients with placenta pragvia, and results of
axpectant managements Smeds Ubstete w?ﬁ&acal.

132: B0, 1978.

2} Donald I. Practical Obstetric problems, Tifth
Bd. LloydeLuke Ltde, 1979, Chepiter 13
3) Hassim A.M. Antepartum and postportum

haemorrhage in the tropics. Tropes Doce1:12241971.

4) Mysereough Pe ., Jumro Kerr's, Cperative
Obstetrics Bailliere Tindal, ninth edition

reprs 1978 Chapter 29.
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FINDINGS:

Her general condition was fair, she locked puffy on
the face, and had peripheral oedems, She was not pale and
she was not cynosed. She was afebrile. Her pulse was
96 per minute, regular and of normal volume, Her blood
pressure was 160/100 mm of mercury. Her heart size and heart
sounds were normels and there were no murmurs, Her lwng
fields were ¢linically clear.

Her pupils were normal size and reacting %o light.
Her neck was not stiff and kernig's sign was negative.

Her zeflexes were nornal,

The abdomens
1% wasuniformly distended, There were no tender areas

over the abdomen., The liver and spleen were not palpably

The fundal height corresponded to a full term
pregneney. The lie was longitudinal and cephalic pre-
sentation, Descent was 3/5, The foetsl heart rate was
144 per minute and 1%t was regular. Contractions were

* palpated coming every 3 - 4 minutes, and lasting 50 seconds.

Preoparation as detailed in the introduction.
The bladder was aseptically catheteriszed, using s soft Poleys

catheter number 14, and 200 ce of clear urine was obtained.
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x4 by prolspse

$3

of the w

ebilical comd, She ues pud i knee chest position, and

guisidy p vod for o csesarcan sectionm which wns done within

; minntes, 4 fonede baby with o one minute apgar scove of 7

delivercds The poot Opoyplive period was wneventful an

e pother

the baby were harged bope in good condition

on the 08 postoperaiive

ol menstrual paried had started on et August,

1981, The epected date of

delivery was 8th Hay, 1982, &he had




natal care ot ne of the pe

bodked for e

A% boolddng her genevnl condition was goods he wns nod

pule; and ghe had no oedemas. The rest of the aye

Her bleod pressure was 110/70 ma, of mereur;

deciiitres

e

er welsht was 62 kilograme.

D ond positive.

5« Urine was negative for protein end glucoes.

the vag gravids 4 pava 3« 4ll hor deliveries were full

. pomaale The Jast delivery was in 1979,

;é@.:if;é,,a ol Hisbtorys

Her menozche was at 15 yeare of ages her cycles were
regilar, lesting 26 daye with periods of 4 days, nowmal {low

dhe had been

ond had nomal Llow of 4 dayo ev

using barrier methods of contumceptian.

Fanily Histozys

fhere was no history of Hypertension, Dlabetes mellitus

or twin deliveries.




social fletowys

She was a house wife. he had completed primexy

=

tion. She neither drank alcdnol nor gmoked ©f

garettes.

intenatal rogresss

patel ¢linis.

%0 the ente

ad noynele Thers were o

== Tl T, T E
£l the prenatel paxaned

aoden of

at 36 woake wes 11.5 ppo. per decilitve.

af .00 se.nie with &

TS en  Ggngs  enpdesyds e 5 e %2 ghe
G VES aaBAenE i g e B

iasted 5 hours, There was

i

T nalipn
sasveny

&

of lebour pains which ]
no history of weinsl bleeding or drainege of liguor. There
was no history of fever or dyourin.

» hed spantengous rupture of nebranes as she was

abowr wand.

balne adnitlied o e

sl condition woe good. She was not pale and

mnd po peripheral oodetne

lse rate was 72 per mdnute; vegular and of mormal

- ssip s Fi Lrgn s s Y
osure vas 120/80 m. of mer




bdowen wae uwdfomly enlerged. The liver and spleen
weve not pelpeble, and the venel angles were not tenders The

fundal hedght ves equivalent %0 a fullters he lie

naly the presentation was cephalice The foetal

pack was on the Pight side of the mothery and the decent wos

%a The footus was mediuwn gise (3 kgma)e Comirections were

2614 coming every 4 = 5

he foetal heert Tale wes irregula

revealed an umbilical cord coiled in the vagina

e corvix was 4 cm. dllated. The hend was gently

ughed up the presenting pert %0

The patient wes put in




the inee chest poslticn.

Freparvations for cacsavcan section were mede quicikly

ing and 1000 nls of group O
rherus positive blood were rejuested, The patient was rushed
to the theatre

within 20 nioutess She was kept in knee chest

pogition all the tine, euoept durdng preparstion for the

operation vhen she was put in Trend position and a

hend was kept in the vaging %o 1ift and maintain the precenting

#ith the help of a Doyen's retracior, the

lover wterine segnent and the bladder were identified.




on both sides of the uterus to prevent any spill of the

saomiotic £luid snd bloods and the tadls of the packs were
neld with ortery forceps kept outside the abdomen.

he loose uteroe-vescical fold of peritoreun was picked
up with dlssecting foweeps and incised trangversely curving
uwpwords, Pith Pinger desecticny the loose areols tissue
and the bladder were gently separated from the anterior agpect
of the wtorus and pushed downwerds, for a dlstance of J - 4 ome
The bladder was held away £ron the denmded area using a Doyem's
rotraor.

uterine wall sbout 1 om, below the peritoriel ineision and
extended lnterally superficlally in a cresent shoped path.
uwé@e@mmmmmm@amamm&a

 babye till the nembranes were resched. The index fingers were

i 1t was extended laterally,

Wmﬁawwmmmémmsaﬁﬁmum
vonselt. ’531@ membranes were rupbtured. An assistant applied
mmetion to suck off the mmdotic fludd, while the right hand
was introduced through the incisien, and passed between the
headl of the baby and the uterine wall of the lower segnel

The foetal head was 1ifted out of the uterus with the help of
gentle fundal pressure, the baly wes delivered through the
incigion, occlput first. The foce was clesned with sterile

owabg, end an sseigtant extracted nuweus from its oral pharmz.




The rest of the baby's body wes gently delivered. The cord

pEar soore ot one sdaute was T.

delivery of the bebyes The plocenta and nebrenes were delivered

were

The cut edges of the ub

ine weil ond the corners

held with green » Modtage Clomps, pd catgut Ho, 24

the firet snbuve wes soplied boyond the edge en each sorner

the incision, after tying the sutures were left long, %o function

ag iifting m&m and focilitate exposure; these were cut aliter
mpleted, The uterus was repairved in wo

wo of chromic catgut No. 2. The

fivet loyer included the entive thiskness of thenyumetrium

burried the firgt layer. The endamet .
clots and blood before completion of the firvet layers
e subure of chromie

cabgut Hos Oy in such & nommer oz o invert the cut

clotse It was firmly contracted

fhe peritereal cavity wes mopped %o remove
closed in layers in the nanmer described




loss wes spproximstely 500 mise At the end of the operation
od presoure was 110/70 mo. of meroury and her pulse was

80 per minule reguler and of nowmal voluse.

at a rate of 2 Ytres in 24 bours.
and 1% was 900 nle in the first




1% had no congenital anormalies
48 hourg afier delivery.

tn the 8th dayy the stilches were removed

L home 4n good condition and

oane to postustal clinic after six weeks,

pure was 110/70 m of &

i wen clean ond

L exanination reveeleds nommal wulve, and veginal
cal masses. Her infant

Ghe uterus

ce of early entenatal care, and

hospital delivery in view of the scar on her uterus.




This obstetric energency cccurs spproximately coe in 200 -
S R {?*2}.. The disgnosd
egn or felt in the vagine or

oubeide the wilwa, Before the nonhranes Fuplure

m ﬁ@}:& 88 o ?Eﬁ & S}%% v ; %ma 0 %ﬂm : fln aensaln

pagy as it can be confused wi

but carmot be Lolt on veginal

the cord to slip

angagenent of the leed will favour prolepse
pralepse includes cephelopelvie digproporti




on the condy followed by prompt delivery. This can be

achieved by placing the pationt in

position and a hand placed in the
o the pelvis while preparstion sre belng

nede for delivery as was done in this patient.

e node of delivery depend
delivery shonld be accomplished
by fovoeps or venbouse, when he corvix is fully dllated, the
presentation is dey

the cerviz is wlavourables cieXg

done. - While the preparaiicns are Lelng uade, the above
arved as 1%

sion on the cord are obw
was dooe in $his patient wnidl the operation ie begum. Defore

ain ot the foetal is sllll alive.

prosoure oo the cord are insufficient as the uterise contractions

continue o push the head ageinst e cord. lor this ressin

bit wiorine cmtracticns

one authors retomnend methods $o dukd
boge! amrens Vogo ot al. (6) utilised

bladder dletonsion. 4 poon e copd prolapase was diegnonudy

ax of the patient is filied with 500 - 700 mls of




utilized Vago's nethod

and use of a Socolydd

stop uterine cantractions and prevent pressu

‘They had ne foctal deaths maong 12 cases thus treated, and

the gpger score were between 7 ond

for the conbined bladder £illing and Socolysis is that the
foetal survival is no longer compromised by the diagnosis

delivewy intervel as long os the cord remsins within the vegine.

e

%0 o @ifferent building or hospital for delivesy.

Savage ot al (5) reported a case fatelity rate in cond

&

prolapse of 265, In our cenive cord accident contribuies &

to the perinatel mortality. The case fatellty rate for cord

prolapoe was 745 in the year 1979 = 80 (3). Foetal salvage can

$ion, eopecially in the high risk situation,
y be éducated to report rupture of

i presentation
even though the menbrence sve okill intaet (1,2), sc delivery
should be accampliched by cmevgency

rotorn footus, comeideration shoul

ces of eirouterine m%l; before subjecting



e

Ge

Priolnen, Greemhil, | ‘
Proctioe of Cbetetrics, Uhpt 59, 1954,
tal Mortality io Muhimbild ik

yddeal Centre,

Ammad Beperty Departuent of Obstetrics and Gynaecologyy 1980.
r with Uubilical Cord

Eatz ot al.t lHonpgement of labou
Prolapoe. Am. J. Obpbets Gynsecol. 142, 239, 1982,
Scal Cords

Soveges B.Ve ot alet Prolepse of the Unbil
Obstets Oynsecol. 563502, 1970.

Vogoy Tes Prolapoe of the Unbilicel Cordy a lethod of
cole 10Ty 967, 1970.
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RUPTURED UTERUSS:

REPAIR AND TUBAL STERILISATION

Name Hrse A, ®
Apesy 29 Years

Address: Mlandiszi
Yelivery Nusbers 7008
Date of Admission: 18th June, 1982,

Date of Operation: 18th June,1982

s

Bate of Discharge: 2nd July, 1982,
A

Mrse. Ae 5. was & 29 years old gravida € para 5,
who was referred from Kibaha Health Centre a
suspected uterine rupture in labour, At Muldabili
the same diagnosis was entertained and the éiagaasis
confirmed. Hepair of the uterine teor, and bilateral
tubal ligation was done. The post operative period
was complicated by wound sepsis. She was dischorged
home on the 14th postoperative day in good

conditione

?resant ﬂhatatria ﬁistmrz£

She had booked for antenatal care at Mlandigi
maternal and Childhealth clinicy at the gestation
of 24 weeks. figr last menstrual period had sgtarted

around early September,;1981, so her expoctod date

3oy

of delivery was around mid June, 1982,




She had felt foetal movements three weoks prior

to booking. She has had no vaginal bleeoding since
conceptione

" Past Obstetric ﬂistarzi

She was gravida 6 para 5, All her deliveries
were full-term and nmormal. ‘he first two deliveries
were at home; while the last three took place at
Kibaha health centres She had no antepartum nor
intrapartum complications. She did not remomber
the weight of her babies. The last hild was béran

in 1979, She had never used contraceptivess

Gyunaecological Historys

Menarche was at 14 years, and she has had normal
menstrual cycles with 3 - & days of Elow every 28
days. She had no history of operations; and she
has had no diagnostic curettages

past Medical Historys - was not significant,

Family ond Social historys

She was & housewifej She has had no formal
education. Her husband was unemployeds She did not

smoke cigarattes mor drink alcochol.
Examination at booking:

Her general condition was goods She was not pale,
and she had no pedal oedema. fier blood presaure
was 110/70mm of mercury, and her haemoglobin was

10.8gms per decilitre. Her height was 1i8cmse

and her weight was 585 kilogrammese




The liver and spleen were not palpably enlarged,

and the renal angles were not tenderse The fundal
bheight was 24 weeks and it corresponded to the

Le

datese The rest of the systems were nors

The follovwing investigations were donog

1) Urine was negative for protein and glucose
2) VDRI was negative

3) ler blood group was D rhesus U positive

L'y Her haemoglobin was 10.9gms per décilitre.

Antenantal progresss

She made six subsequent wvisits to the anlenatal
¢linices All pmnatal parameters were normols The
last viwit was on the 14th June, 1382 and she was
booked for delivery at Kibaha liealth Cenires

fistory on admission to the labour ward,

The following history was obtained on aduission
to the labour ward on 18th June, 1982 at 11.00ame

fabour pains had started at home on 17th June
1982 at about 6.00peme She had spontencous
rupture of membranes three hours latere
Preparations were made to send her to Kibaha
filealth Centre which was 25 kilometres away but
there was no transport available until the
fellowing morninge By then labour pains had
ceased but she was experiencing constant abdomimnal

pains and vaginal bleeding, foetal movenents

weare not felt,




She arrived at the Health Centre at 94.000me

on the 18th June, 1982, when after initial
examination, she was referred to Muhimbild

héspital. Bhe demied any history of abdominal

birth attendants at home, or at the Health
Contree She also denied history of ingestiom
of loeal herbal medicines. There was o history
of haematuria.

Examination and Findingss

She was very pale, restless and moderately
dehydrateds bha was not jaundiced, she had no
pedal cedema, and she was afebrilee Her pulse
was 110 per minute regular and of reduced
volumee. Her bloocd pressure was QG/égmm of
mercurys The heart size and heart sounds were
normal, and there Were no murmurse Her
respiration was normel and ber lumg
ficlds were clear.

Abdominal examinationt

The abdomen was inofprmly distemdedy it was

cI'nesSa

P
S

tense, and there was generalized ten
which was more marked suprapubicallye The

foatel parts were not easily palpable because

of the tenderness.




8o contractions were palpated and the footal heart

wes not hearde

Vaginal Exominationi= was done 2438 doscribed in the

jntroduction. The vuliva and vagina wers

there was moderate vaginal blecding the cervix was

cedematous and it was 7Jem dilateds TN
part was cephalice It was Very high above the

pelvic brim, and it was diffiecult to reach it

with the examining fingele Ho mamd

falta

Impressiong vas raptured uteruse
et

i) Rosuscitotion

s

ireoperative preparations aud investigationsy

1) She had an intravemous drip of normal saline
running at edmission, this was uade o run

ast, and was followed by two litre of 5%

£E »

pextrose solutione

-

Blood was taken for cross maichings and two

£
L

iitres of group B rhesus D positive blood
L

were urgently requesteds

3) Serum Blectrolytes were regueste
was 13img per deecilitre, chloride wWas 103mge
per decilitre, and posasium was Jelug per

decilitree

I} Urine had acetone 4




5) Crystalline penieillin 2 mega units was

given intravenously to be continued & hourly
postoperatively, a&nd chloramphenical one gramme

stat, intravenously to be followed by 500mge.

intravencusly 6 hourly post operativelys

G) A rules tube was passed, and gastric aspiration

was done. There was 1o fiuid aspirateds

7} The abdomen, and perineal hair was shaved, and
the abdomen was painted with an aptiseptic s0=
lutione

8) “opsent was obtained for the operations
pefore operation, the general condition of

the patient was fair, the blood pressure vwasg 1&0/€0mm

of mercury and the pulse was 100 per minute regulare

Blood was not immediately availabley it wus

available later during the operations

Operationt

Laparatomy: Repair of the Uterus and tubsl
ligations

Anaesthesiai As detailed under obstetric case Nos. J

Procedure and findingss

The surgeon and assistants were scrubbed, and
wore sterile gowns and glovesSe the bladder was
aseptically cathetorized, and the gathecter vas
jeft in situ during the operations

The abdomsn was cleared with savion 1:20
solution, then painted with flavin in watere It
was draped with sterile towels, exposing only

fln wdta of the inci




The abdomen was opened via subumbilical median

incisione The procedure is a8 detailed in the
introduction. There was massive haenoperitoneuts
The foetus which was partially in the peritonous
cavity was delivered, followed by the placenia
and membrensse A complete uterine rupture was

lower

found at the junction of the upper
segment antsriorly, and it extended upwards up
to the level of the round ligament on the right
lateral aspecte

The intestines were packed away using ttailed?
sbdominal packs held by a swall artery foroeps

for idewntification, The uterus was eventrateds

The psterior aspect of the uterus wWas in
there was no teare. A swab was taken from

uterine cavity for bacterial culture and sensitivity.

The bladder was not invelved so it was zotracted

dcwywards, after separation of the reflectiing

peritoncum from the torn lower segnel There
wos mo broad ligament haematomae The necrotic
edges of the tear were trimmed off, and repair

was done in tweo layers using 2 contimuous suture

of chromic catgut Noe Ze




Adequate haemostasis was achieved, and the pelvis

was peritonizeds. The ovaries and fallopicn tubes
on each side were inspected and they were normale

The fallopian tubes on both sides

a

o

and resected by Ponereoyts meth

&

gavity was cleaned of blood clots and meconium and

3 g Wl gty 900 8% & i v » 3% % Ve Pienis 3
the packs were removeds The peritonsal oo
s g wesy aiiened wwd Y B o P oo gy e B which was €
Was wishied Wil varm nmolmal 58 aline # WILGO WAGB ST

sucked off aund the peritoneal cavityy was diried

s abualiisesd vsanl send ; Pesi, 4 e sotcar aiiscads 4w
Witii fapQominegl MOPSe IO abdoumen Wag Closes in

the xnz'z;‘jmun,s;zf» wWag

one Litre 0L group D Truaesuy U POosSiTive F o5
tg . & ¥ b a2 - $e andes s > &
Be entk 91 Tne procadurey ner pul ¥wag 3l or

mimute regula

ma 0f BEPCUrYe

Post operative Care:

1) The pulse and blood pressure wern rocorded

am

hourly for the first 12 bours, then fowr
hourly there after, these remained normals

She was transfused with one more 1itre of

%
L

group B positive blood while in the ward,

3) she was put on Dextrose in saline 2.5 litres

in 24 hourss




e
L

6)

7)

8}

Strict input and output recording was done.

During the first 24 bours, the cutput
wag 1000cc. She had continvous sathoeter

drainage for 10 davs,

preoperetivelys: It was chenged

Penicillin Fortified (p.»

duretione

She was observed for vaginsli

abnormal bleeding occured,

The temperature was recordad o
It remained normal.

Morphia 15mg. intramuscularly woe

8ix hours to alleviate pain in the

24 hourse

Post operative Progresgsi

adequate urine outpute After 48 hours
gtarted on oral fluids swd
was chocke

sercus discharge mixed with puse A swab wvos

Herv wital signs remained mormal,

pathogens,




Two stitches on the lower part of the wound were

removed to enhance drainage of the wounds Th

wound was cleaned twice daily and

. eusol solutione

Her hasmoglobin checked on the Hth conerative

&

1t on

brile

throughout the puerperium, and her lochia discharge

was normale Stitches were removad on

postoperative doy, an

o~

i wound dressing twice daily

was contimieds

On the 1h4th day, the wound and her

! general condition was goods She was dis reed
home and was given an appointment to attend
; B wnin > 22 % . e oy % v s noatide ‘L"‘s. s
POSTHATE8L CLLNAC 81X WEegES POsSTQoALYETVe
Infant:
AR S VRS
A female baby, weighing 3«4 kilograms wasg
stillborne. It had no congenital malfom
There was a small caput at the vertesx.
atal followup: six weeks
fley general condition was
&, pala, ler blood pressure wag

v Y e 7% Puse o e B ZaL 2 P ’ ' & 2
ier haemoglobin was 10.9gms. per deciliitre,




Abdominal gxami:

The scar had

Arois, liver a

there

Nne reual

Vagianal examinations

The wvulve and vagina were mwroma corvix was

healthy, there was no dischargee

fully involuted and here were no a«

o3

P a3 el ravniisae & sty By
She was iaforwed of what had

ard that

she would not counceive again but would counitisuse to

& o
]

get menstrusations She was understa

Rupture of the

pbhslietric oo

nt in obstetiic sarvices,

faceor

SCCurs, the mein predisposia

o s

5 s a0 B g
sgevion &

Cagsay

rupture oi

pARE Cconni

5 A ¥ R ol e o B
labour (1, 4). Studies

{Bashwsika

Medical Centre (Armen 1973) (1)

major cause of uterine ruplture

due to cephaloplevie dispropor




Inerezsing birth weight over the years, and as parity

increages is thought to be a major contributing

""" tor to increased incidence of cephalopelivie

disproporition leading to obstructed

antaneous

fagtors to

known predisposiy

&
ER TSR o d

rupture are increasing age and high parity (6).

for this is thought to be the increase in

fibrous tissue, and scarring of the utsrus with

i parity

eagch subseguent labour and deliverye The

tients also tend to be over cinfident, and assume

before, they

that what they have easily a¢com

can do agains They thus negleet to seck medical

help and opt to deliver at home unsupervisods

% B

risking rupture of the uteruse

is patient was of hipgh

@

3e4 kilograms, which is above our &

of 3.2kilogrammes. Vith a g hei

cephalopelvice dispropvortion ig

cause of obstruction and gupture

oy factors ceuging weslkev

are previous caesarean section sea Xy

- o

curettage or perioration of the u

removal of a morbidly adherent




tient had nona of theses Use

heve bean associated with unterine are

taken

behave like srzot alkalolds,

wonitordies ¢

3 - ai'iu'v.’r‘,
precipi

exercised

G a

with intr

aratomy
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The problem of poer communication i

rural are ¢an be overcome by provi

ternity bostel a reference ho

care

ot
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obstetric case No.p. The total bhood loss was 250 ceCe

The infants:

A female baby, weighing 3.2 kilogrammes. It had no
congenital malformations. The baby was active, and had no
signs of cerebral irritation; and had sustalned no bony

injuries during delivery. It was given BCG vaccination while
in the ward,
Pueperium
Her post delivery blood pressure was 110/70 mm of
mercury. She was observed in our postnatal ward for 24 hours,
she developed no complications. She was discharged home on
the second postdelivery days; and she was instructed to clean
the episiotomy wound twice daily with warm svlon in water
solution. She was told to have her episiotomy checked for
healing at the nearest dispensary after one week. GShe was
given an appointment for postnatal checkup after six weeks,
but she did not keep the appointment,
COMJENTARY
Breech presentation is the commonest malpresentation,
accounting for 3% of all pregnancies at term. The cause of
breech presentation is not lmown, but factors that favour this
presentation include prematurity, and this is the most important.
25% of foetuses below 30 weeks present as breechj; but the
majority of these undergo spontaneous version by the 34th weel,

Other factors that favour this presentation are multiple

sese/10
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npture in subsigquent labour should also be consddered

Attempts to revert breech to cephalic by applying extery

Ingusmey  oxily canl
DeEn aovocated o0 8o

s to avoid breecch

r with its attendant risks, This is

iz vsually done at 34

e value of this procedure is conb:

trovergial. In

%

1ere version is routinely done, the incidence of bree

orn in lsbour ie

not reduced,

oY

where version would have ocoured

1ias presature rupture
ranes and cord entanglement,

&
2o

¥z however helieve

ty version is a valuable )

L

ocedure, &

¥ 4t 18 associsted
with minimal foetal risks

A

when performed gently and without

hesia (5). Although we share that view, 1% was not

ted in thig patient

en was rather

and the lliquor was seca have been attampted

fie bad been seen earlier gh the chances of & succo-

o
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POST OPIRATIVE PROGRESS:
Her pogtoperative period was weventful, She experienced

no abnomingl pein, or vagins

discharge. She was discharged home
on the tenth post operative day and advised.
1) to have bedrest st home,
i1) to avoid coitus
111) to report immedistely %6 hospital if she developed
low abdominal painy or noticed any vaginal bleeding
or discharge.
1v) to ettend owr 'at risk' eutenatal elinie,

She was soen at the antenatel clinic two weeks after discharge,
Her general condition was goody she had no oedema snd her blood

pregsure was normel., The fundael height was 26 weeks and the foetal

heart was heord,

Ihe cervix was nomal, there was no discharge, and the suture
was in plase.

A midstream urine specinen was sent for bacterialogical
culture, end it wao negative, She was given prophylactic irom,
folic acid and weakly entimalarisls,

She was seen two weekly up o 36 weeks, thereafter she

Was seen weelktly. Her blood pressure was normsl,

growth and weight gein were satisfactory, A% each visit; &
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A study of maternal deaths that occured between January
1981 and October 1982 is presented. During this time there
were 47,165 live births and 130 maternal deaths. The maternal
mortality rate was 2,7 per 1000 live births. The commonest
couses of deaths were haenmorrhage, pueperal sepsis, etlampsia,
ansemia and abortions. More than 75% of the maternsl deaths had
some antenatal care. Vays of reducing the high mortality rates

are discussed.

INTRODUCTION

The WHO definition of maternal death is ome which occurs
during pregnancy, during lesbour, or as a consequence of pregnancy
within 42 days of delivery or abortion. |

The astiological factors underlying maternal deaths, differ
in different societies and countries,; and are influenced by

mmental cultural and traditional factors (6).

Nammarﬁalitymt%semwmime&‘me gtendard of
obstetric care, and highlights areas where improvements can be
made. With advent of modern obstetrie care, maternal msﬁ&lifzy

have been mariedly minimized in the developed world. In countries

of Western Burope and America continuous national surveillance of

maternal deaths is carried out and periedic reports issued, with




sl mortality rete in 1950,
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al mortelity rote in

ke memy other doveloping countrien is high.

i 90 goty Locouse of poor collection of

wee ot 211 sslterpal deaths
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if attention is focussed on the discovery and correction of

avoidable factors contributing %o the masternal deaths., The
objective of this study is %o review the causes of maternal
deaths vhich occoured during the study period, and suggest
possible methods of prevention.

PATIENTS AND METHODS

Muhinbili Medicsl Centre serves the whole of Dar es Salasm
region, Coastal region, and receives referred cases from other
neerby regions. é

The case notes of all patients who died in the centre as
a result of pregnancy, labour and pueperium between Januery 1981
and October 1982 were revieweds The cemses of deaths in most
cases hed been ﬁ@@Wﬁy reviewed in the weekly maternal mortality
neeting of the d@pwﬁﬁmt of Obstetric and Gynaecology. Although

there could be more then one causative factor, one major cause of

death was assigned after thorough discussion, FPostmortem confirme-

$ion of the Wﬁéﬁa was done where consent from the relatives
could be obtained. There is however a general reluctance towards
this i&%@ﬁg&ﬁm@mﬁ thus most of the causes of death were
clinical judganents. '

' A patient was considered booked if she had attended sny

sntenatal ¢linic wmee oOr more during yﬁrwcy.




One hundred and thirty maternel deaths occured st the
centre botween January, 1981 end October, 1982,

48,521 delivories end 47,165 live births

ity rate was 2.7 per 1000 live births.

Thus the natarnal

% - 19 35 (26.9%)

25 = 29 19 (14.65)

e 15 (11.5%)

R & (3.1%)

30 (23.%)

Total | 130 (100%)

Hajority of the deaths ovcured im young women. Sixty
two deaths (47.75) oscured in mothers below 25 years. Frevicus

ptudies in this centre have shown that 704 of mothers aged
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' importent canses of death in this study. The

below 20 yeers were primiparas (1). Most of our women tend

to have their babies at a younger age, and multiparity is
Qlly a result we have smaller

common in relatively young wom
number of women aged 35 years and mbove coming for delivery.
. @specielly primiparas are at

oan

Furthermore the younger wom

higher rigk of pre-eclempsia snd eclampsia related deaths as

‘well as deaths following criminal sbortions both of wirich were

recorded was 40 yeavrs (1 patient)s In 30 cases, the ages were
no vecorded, these were recorded either as adult or nothing at

all was recovded.

TABLE 2% mg mmmﬁm w}mg m women W dieds

Perity Hunber of Women

0 37 (28.5%)

1 14 (10.8%)

2 33 (10.0%)

3 16 (12.3%) i

4. 14 (10.8%)

5 | 9 (6.8%)

6 4 (3.1%)

7+ | 15 (11.5%)
Urecorded 8 (6.2%)




hirty seven death (28,55) ocoured in mothers of parity

fhis oon apain be expluined by their

o8 of maternal deaths namely

ennemia snd deaths fellowing

to women of para T and sbove

91 (77.1%)

27 (22.99)

Hore them 79% bad had some entenatal eare.




The donths asseciated vith ebord
i the setusl conse of deaths we

y e denth was Gue %0




