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INCOMPITENT CERVIX

NHame: Hrs. T.Y., 24 years, lha, Meslem, Grav. 6
Para 1+4
Addresss Ilala, Dar es Salaan
Admittedls 11lth August, 1980
erations 17th August, 1980

Disehggge&: 16%th August, 1980

¥Mrs. P.Y. was referred to luhimbili Medical
Centre from one of the peripheral antenatal clinics
at 14 weeks gestation with a history of 4 consecutive
medtrimester agbortion which were followed by a full
term normal vertex delivery after insertion of
shirodkars stiteh. A diagnosis of cervieasl incompitence
was made and after insertion of Shirodkar st 14 weeks,
and removal of the stitech at 38 weeks, She had a
normel vertsx delivery 36 hours later and puerperium

wag nornal.

History of Present Illness

The patient was referred to Muhimbili Antenatal
Clinie from Ilala Cliniec because she was 3 months
pregnant and previcusly she had had 4 miditrimester
abortions and ome live baby after a Shirodkar stitch.
There was no history of vaginal bleeding discharge
or draining.
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Lest Menstrusl Peried: 6th April, 1980

Expected date of delivery: 13th January, 1981
Antenatsl Cere: This was the only visit she made
at the elinie at 14 weeks gestation and she was

straightaway referred to Muhimbili Cliniec,

Obstetric history: She was Gr. 6, Para l + & with

one living babye.

2nd lay, 1976 = Aborted a 6 month pregnancy at home
village, Preceeded by premature rupture of membranes
and then sborted swiftly with slight bleeding. She
gaw the fetus and it was not macerated., No history
of fever, vaginal bleeding, oedema of face or legs.

Puerperium was normal.

She subsequently aborted three times at 5 months,
4 months, 5 months gestation respectively. The events
were similar to the first abortion and they all

ascecured at home,

lay, 1978 = Had a full term normel delivery &b
Kuhimbili hospital after a Shirodkar stiteh was inserted.
Pregnancy end puerperium were normal and the bhaby is

alive and wells

Kenstrual History and Gynaecolegical IHistory

Menareh at 13 years. Cycles 4 days loss every
lunar month, normal flow, regular and painful periods.
The pain started 6 months after menarch., Dilatation

and curretage was done twice at Kigoma district
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due to the pains to 1975 and 1976. No histology

results avalilsble,

Past Medical and Surgical History
| Uneventful. No history of vemereal disease or

blood transfusion.

Family History

?ﬁere was no history disbetes, hypertension or
heart diseases in the family. She denied any histery

of twins,

Social History
Housewife. Husband is a messenger with the

gity Qouncil. She does not somoke nor drink alcohol.

Clinicel Exemination

The  general condition and nutritionsl status of
the patient wes good. She was not anaemie, Afebrile
(36.8°C) and anicteric., There was no oedema of the
extremeties and no generalized lymphadenopathy. Body

weight 63‘23 and height was 154 em,

Teeth and Guus: Normal and no dental carries

Neck: No thyroid enlargement

Breasts and Nipples

Well develcped with‘dark areolar., No lumps

felt. Clear fluid expressed.



—

Respiragory System

ot dyspnoeic. Chest symmetrical. Trachea

was central. Iungs well serated anmd there were no

adventition sounds.

Cardiovpscular

Pulse of 74 beats per minuts, regular and

volume, EHleod pressure 110/79 mm Hg. Heart size and

gounds were normal and there were no BUrnurs.

Abdoninal Exemination

There was slight fullness of the suprapubie
regiong the patient had passed urine 20 minutes age
end the abdomen moved with respiration. The uterine

size was 14 weeks. There was no tendermess plicited

Fetsl movements were not felt and the fetal beart was

Vacinel Exemination

The vulva and perineum were normal and there
was no discharge. Speculum examination showed normal
vagina mucess and the cervix was bluish and paracus.
Pigital exemination revesled a soft, uneffaced, cervix
thet easily sdmitted index finger and the membranes
ecould be felt. The uterine size was 14 weeks snd the

fornices and adnexia were normel.

impression

A normel intrsuterine pregnancy with a past

cervicel incompitence.
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Investigations

Heemoglobin was 11.6 gan/dl

The total white cell count was 4,600 per annum

The éiffereﬁtiai was normal

V.ﬁ.ﬁ.i. was negative

Blood group was B Rhesus positive

Ho sbnormel sntibodies detected

Eaﬁﬁiﬁé blood sugar was 75 mg/dl

Alood urea 15 mg/dl and serum greéatinine 0.5 mg/dl

Urine -
SR————

Negative for albumin and sugar. Urine examination

was normal and culture grew no pathogens.

Flan

In view of the history of cervical incompitence
and also because previously she had delivered a
normal full term beby after a Shirodkars stitch, it
wags decided to insert a Shirodkars stitch, The

patient wae therefore adunitted in the antenstal ward.

176h August 1980

The patient was admitted for insertion of
Shirodkars stitch. OShe was still in good, general
condition and the previous exemination findings were

the sane.

19th August 1980

Operationt Insertion of Shiredkar stitch.




Premedication

Atropine sulphste 0.6 mg intramasculariy

4

Inductions Sodium thiopentone 500 mg intravencusly

and maintanance @n‘cn and nitrous oxide given by mask,

was placed in lithotomy position, wvulva

was swabbed with chlorhexidine selution and then

&xa@@imgg were applied and the bladder catheberized

5,

The findings were the same

Procedure

The cervix was held by and drawn forwards by
sponge holding forceps. A small transverse incision
was made at the Jjunction of the partio vaginalis
end the rocf of an anterior fornix, btaking care not
%o injure the bladder, The same procedure is repeated
in the posterior fornix but here the incision is

vertical. An aneurysm needle was passed from the

Presents in the anterior wound where it was threaded
with nylon No. 3 folded in two layers, The anesurysm

»

needls was then withdrawn through the posterior incision

thus encircling the right half of the cervix, The same
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procedure was repeated on the remaining left half

of the cervix so that the suture completely encircled
the cervix. The suture was then tied posteriorly

so that the cervical canal could just teke © mm
dilator.

The vaginal ineision were than cleosed with
ehromic catgut Ne., 2/0. Care was taken not to bury
the knot of the nylon subure and also ends of the
nylon suture were left long %o faecilitate easy

removal of the autﬁre infuture.

Post-operative tragtment
Strict bed rest was started for 2 days and

she was sedated with phencbarbitone tablets 60 mg
8 hourly for 2 days. Pulse, blood pressure and

repiration were checked 2 hourly for 24 hours,

?@3ﬁ~9ﬁeratiqnm»reauisa

The patient remained well. There was no bleeding,
draining or low sbdominal pain.

:ﬁha was discharged on the 5th day with
inﬁﬁnactioﬁﬁ to come to the antenatal clinic every
two weeks and %o continue resting at home., OShe was
tol&iﬁo report to the hospital immediately - she felt
loweﬁ gbdominal pain or started draining or bleeding.

f* antenatel visits

She made 8 more visits subsequently during which

the uterine size and weight gain here satisfactory.




She was not anaemic - Haemoglobin remined above
11.4 gn/dl, Blood pressure remained 110/60 mm Hg.
The lie was slways longitudinal and the presentation

cephalic,

Readmisgion = 5/2/1381

At 38 weeks ﬁhé patient was admitted for removel
of Shirodkars stiteh. ﬁ@r general condition was
good and all the iiﬁﬁiﬂga were as noted earlier.

Removel of Shirodkars stiteh

The patient was taken to exemination gouch and
put in dorsal position with legs up. The vulva and
perineum were swabbed with savlon solution and
Cusco's bivalve speéulum was inserted in the vagina
and opened upe. n !

The nylon threads in the posterior fornix were
identified aﬁé ganﬁie traction was applied and the
threads ecut close to the cervix thus removing the
whole of the thread, There was no attendant abdominal
pain ér vaginal bleeding and the patient was taken

back o antenatal ward to continue resting.

About 36 hours after removal of Shirodkar stiteh
the patient had started draining which was immediabely

followed by mild labour for about 2 hours age. There

was no history of bleeding or fever.
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Clinical examination: Good general condition,
Not anaemic and no peripheral cedema.
Tempearature 36°c, Pulse BO/minute, good volume.
Blood pressure 110/70 mm Hg.

The C ovascular and Respiratory System: INormal

Abdominal Examination

- The fundus was full term. Contractions were
noderate. The fetal lie was longitudinal with a
cephalic’presentatidn; The head was fixed. Foetal

heart was 136 beats per minute and regular.

Vaginel Examination
VYulva and perineum were normal with no discharge.

Glear liquour seen coming from the introitus on
straining., The cervix was effaced and the cervical os
dilatation was 6 cm. The membranes were not felt,

The presentation was vertex and the level was 4/5,

The position was left occiput anterior with no caput
‘and no moulding. The pelvis'was adequate for the

baby. The patient was transferred to the labour ward.

8he was given routine care as written in the
Ubstetrics introduction. The foetal heart was
checked % aouriy and the blood pressure and pulse

2 hourly. The next pelvic essessment was at 10.00 p.m.




6th February 1981 - 10,00 p.m.

The contraction had become strong and the patient
was having a desire to bear down. On vaginal
examination the cervix was fully dilat&é and the level
of the head was 1/5. After iﬂ minutes she delivered
a female baby of Apgar score 10 and weighed 3.3 kg.
0,25 mg @f ergometrine was given inﬁra?&aﬁgsiy after
delivery of the anterior shoulder and the rest of
second stage and third stage was ccmﬁuetgdjag written
in the obsitetrics introduction. The third stage
liﬁtaﬁ 2 ﬁiﬁﬂ%eﬁ; Tha4p&ac@nta was normal and complete
and weighed 475 gm; The membranes were complete.
Blood loss after delivery of the placenta was 200 nls.

The tobtal duration of lsbour was 6 hours and 15 minutes.

Sondition after delivery

General aaaﬁitién was good. Pulse 90 per minute
good volume. Blood érass&r@ 110/70 mm Hg, The mﬁérus
was well contracted and there was no vaginal bleeding.
The perineum was intact. The patient was transferred

to the yastnatalbwarﬁ after 4 hours,

The infant
Pheg infant hsed no physical sbnomality. After
six hours the beby was fed on 10 nls of oral 5%

dextrose and she fed well., B.C.G. was given in the

ward.
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2th February = 9¢h February 1981

The puerperium: The patient progressed well, The
gemperature pulse and blood pressure remained normal.
The involution of the uterus was satisfactory and
lochia was normel, Breasts and mepples wexe normal
and breast feeding was successful. On the 8.2.81
the haemoglobin was 11.4 gm/dl. The mother and baby
were discharged with a latter e the distrist medical
officer, Kigoma hospital, as she was going there %o
see her parents, She was also instructed %Q repord
early to antemstal clinic whenever she is pregnant

again,

Commenta

A case of cervical incompitence treated
successfully by Shirodkars stitch has been described.

e disznosis in this patient was easy because the

1

patient presented with a typical history of consecutive
nidtrimester sbortions that were preceded by premature
pupture of membranes followed by relatively swift panless
ghortion, She had also previocusly carried a pregnancy

$o term after a Shirodker stitch was inserted with
minimum bleeding (1). The cause of the cervical
incompitence in this patient might have been due %o
dilatations snd curretage = she had had in the past
without good indications, for spasmedic dysmenorrhoes (1).
Other causes of cervical incompitence are: cervical

tear due to traumatic vaginal deliveries or premature




deliveries, snatomical or functional sbnomality of
the cervix which allow premature effacement and
dilatation of the cervix and the rare dysfunctional
incompitence which 1s hardly overcome even with a

Shirodkars stiteh (2).

The best time to insert the suture is between
the 12th and 14th week of gestation, This sllows
tine for any faulbty ovum to be expelled and alse
gllows the pregnancy o be securcly esteblished, To
leave it later may mean that the cervix has started

to efface which mekés accurate placement oi

=Y the subure
more difficulty (1, .2, 3).

The patient was followed clesely at the antenatal
clinic fort-nightly and during each visit it was
ascertained whebther or not - she had had sbdominal
pain, vaginal bleeding or draining. 4 vaginal
exsnination was done to find out if the atiteh was
in position and whether or not effacement and dilation

had ogcured. Fortunately none of the sbove occured.

Both Shiredkar (2) and Mebonald (3) agree thab
the type of materials used matter less than the technique
involved, BShirodkar stitch which places the stiteh ab
the lavel of the interval os appears clinically more
effective then McDonald stitch which is easier to
perform and places the stitch at the midpoint of the
cervical canal (2, 3). KNylon was used in this patient

bub mersilene and silk can also be used.
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The pregnancy has successfully carried to
38 weeks and removal of the stitch was folleowed by
labour pains a few hours later and a normal vaginal

delivery was achieved.

Beferences

1., Jdeffcote, N. (1974): Principles of Gyntecologys

12, 201.

2. licDonald, I.A. (1963): J. Obstet. Gynaec.,
Brit. Cnlth, 70, 105.
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ASSISTED BREECH DELIVERY

Nomes: Mrs. Vedey, 23 year old, Gogo, Gr. 34 Para 2

Address: Kimars, Dar es Salaam ’ ¥
R T N I W

Adwitteds 10th July, 1981 , 9.00 a.m.

Dischergeds 13th July, 1981

Summary

irs., V.Jd. was referred to Muhimbili antenatal
eclinic at 30 weeks gestation because she was diasgnosed
as breech, Ohe was booked for external cephaliec
version ot 34 weeks but on the same day she developed
fever due to malaria and had premabture labour and
breech delivery at 34 w The baby wae normal

and had an Apgar score of 10 and weighed 2.3 kg.

The uwother wes given chloraguine and she got cured

after 2 days. The baby fed well and gained weight

ormally and by the l&4th day she weighed 2.7 kg. They
were both discharged and the baby was to continue

attending antenatal clinie.

Reason fér gdmiggion

Premature labour with breech pr&&eaﬁati@@.

Last mensitrusl period: 15th Novemberg 1980

@&e@%e@ date of deliverys 22nd August s 1981

Poriod of smmenorrhoea: 35 weeks
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Antenaotal Care

s

The patient was attending regularly at Ximara
entenatal elinic where she booked at 16 weeks and

subsequently made 8 visits., AL 30 weeks she was

veferred to Muhimbili antenatal elinic because she

o
ettack of fever a day before and simultanedusly had
spontaneous labour, The membranes ruptured spontaneously

imbili entenatal c¢linic.

This was the third pregnancy. The lst pregnancy
was in January 1978 and she had a full term normal
vertex delivery. The child died of measles 10 months
later.

The 2nd pregnancy was in March 1979. She had
$wins and both were spontaneocus vertex deliveries ab

full term and are alive and well,

lienstrual History

Wenarch was at 12 years. The periods lasted
3 devs every 28 days regular and painful, and normsl

Family History

Her mother had twins, There was nc history of
disbetes, hypertension, heapt diseases, tuberculosis

nor epilapsy in the family.



Sociel History

She was a housewife and married to a technician
& gt Harbours Corporation, ©She occanionally drank

beer but did not smoke.

Previous medical history

i

Hil significant. No history of ¥éneighl dissszen,

Previous surgical history

Hil significant, No history of blood tran fﬁ%mi%ﬁ.

glinical ezem i%&t&sﬂ

The general comdition of the patient and the
nutritional status were good, She was not ansemic
aiiﬁi@aiiy. She was Yebrile «~ Temperature Eﬁ‘ﬁﬁ@.
S She had no pitting cedema or lymphadenopathy and ne

gkeletal deformity. Height was 156 c¢m and weight was

h and Gums Normal

F i
==

‘7»&\
i

o
&‘h«kﬂw

Heck: Thyroid not enlarged

Bregpats and nipples

Well developed. Dark - areclar. Active. No lumps

felte

%“wmg srical, trachea conetral; percussion note -
L normal. Air entry normel bilaterally. Breathing =

vegiculary no rhoechi and ne erepitations heard,
9 rep




W B

Cardiovasculsr
Pulse 100, rapid but good volume and regular,
Blood pressure 110/70. Heart size and sounds normal,

Ho murmars were heavd.

Abdoninal examination

Symmetrically distended. The liver, spleen and
kidneys not palpable and no tenderness was elicited,
The fundal height was 34 -« 36 weéks, and the
contractions were strong. A singleton foetus with a
longitudinal lie and a breech presentation was felt.

The foetal heart was 170 beats per minube and regulaw,

Vaginal examination

Nomal snd no discharge. The cervix was & cm
dilated and no meubranes were felt. The position of
the breech was right sacral anterior and no cord was

prolapsing. The pelvis was adequate for the baby.

Investications

Urgent blood slide showed malaria ++ Haemoglobin

10.5 gn/dl. Blood group A positive.

danapenent

The patient was transferred to a delivery bed.

The patient was given injection chlorequine 200 ng

1 Wi e o o B, -
& and this was followed by 2 tablets of chloroquine
after © hours and then 2 tablets daily for 3 days.




Assisted breeeh delivery - 10,15 8.H.

The patient was put in lithotomy position and
the wulva and perineum were swebbed with sa#lan
solution and the vulva and legs were drapped with
sterile towels. Repeat vaginal exsmination showed
@& fully dilated cervix and the breech was distending e
the perineum. An episiotomy was made on the right
gide as described earlier and as the contractions
became strong the legs were delivered easily in a
flexed position. The cord was pulled down %o rule
out a short cord. With further strong contractions
the trunk and shoulders were delivered and ‘the upper
limbs were delivered by hocking over the elbow with
a finger on either side. The head was left hanging
while gentle suprapubic pressure aided its descend
and further flexion., The contractions also continued
to be strong and when the hair line was visible at
the suboecciptal region of the head, burns « marshall
manouvre was done by getting hold of the foetal feet
at the snkles, and 1lifting them together with the fetal
trunk through ¥ of the e¢irele and holding them over
the mothers abdomen, The left hand controlled descent
of the head so that it 4id net pop out and the mother
was instructed to refrain frem bearing down while the
head was being delivered. At this point the face,
nose snd chin were visible at the wvulva and suction
of mouth and nostrile was started and until the baby

was delivered., Intravenous ergumetrine 0.5 mg was
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given immediately after excluding the presence of a

twin. The second stage had lasted 38 minutes,

The cord was cut between clamps and controlled
cord traction gpplied after the uterus had hardened
2 minutes later. Delivery of the placenta was easy.
ﬁh@ episiotomy was repaired as described earlier,
The third stage lasted 3 minutes and the blood loss

was 200 nls.

The baby

The baby was a male with a weight of 2.3 kg
with an Apgar score of 10 at one minute. No congenital
abnomality was deteg¢ted and it was rushed to the

premabure unit in view of its gestation and weight.

e placentsa and membranes were complete and

weighed 350 gma.

The mother's post deliverv condition

General eondition was satisfactory. The Pulse
was 86 per minute regular and good volume. BRlood

pressure 120/70 mm Hg, Temperature 37°C.

Em@xﬁﬁﬂlum = 8,30 a.m.
The patient felt well, clinically not pale,

temperature 37,2°C. Pulse 74/minute good volume,
Blood: pressure 120/70, Uterus well contPetied. She

was heving savlion sit baths three times daily,

The baby was breast feeding normally and there was

no evidence of brain injury,.




- M -

2nd - 14 Postpartum day

sneral condition of nained

good, Pulse, blood pressure and temperature were

lochis

normal. The uterus was involuting well

The episiotomy was well healed. The baby

2.3 kg

3 d  wrems
inec wel

for 1 mon

5 BT ,,_“! mg..?,x o 9 P 9 a5 N .,.'1( 3 wm s e ‘:‘i‘;,x o , 3 oy g e ey vy -
Come O Tae poesuns tal clinic bub she did AOT TUD UDs

1y THE. SO g g pe g - I Z
®his was a case of assisted bresch

* oy g, e 4 =
L8008y oL prem ure
- mad  Fawe P sseres ‘ . -

caused by fever due y palaria

alic version abt 34 weeks

but labour started on the same daye

s
il
e
()

baby was expected without

d also a good 8
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gkull bony (1) Such centres, however, have good
facilities for premature babies but at present ab
guhimbili Medieal Cemtre the chances of survivel of
fetus weighing below 2,0 kg are small (3) and it would
not be appropriate te recoumend routine casserean

section of premdture breech.

In this particuler case, a generous episiotomy

o

and control of descent of the head were instituted

?».h

norder to minimize yisk of cerebrzl haemmorrhage and
the possibility of & caesersan section was met thought

of as the patient was slready in sdvanced second stage.

Pudental block with lignocaine was not used
“gcauvv of lack of special guarded pudental block

needle., Forceps were not ayal&aa because the author

f

had no experience in using them although it is the
bvest way of deliveriamg the aftercoming heezd as it
minimizes chances of intracranial haemmorrhage
protecting the head from pressure from the surrounding

and controlled delivery of the head is achieved.

The resson why the mother developed malaria while
eshe was on prophyllactic chloroguine is econjectural
but studies done in Tanga (3) showed that only 60% of
pregnant mothers on prophyllaxis chloreguine admitted

& &

taking chloroquine and of these only 35% were positive

for chloroguine in the urine when tested biochemically.
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RUFPTURED UTERUS IN A PREVIOUS SCAR

NHame: RoN., 22 years, Nyiramba, Gr. 2
Address: Temeke, Dar es Salaam
Admitted: 1lth August 1979 - 10,00 p.me.

scharged: 21st August, 1979

Summary
A case of incomplete rupture of previous scar

in which a live baby was delivered after an immediste
lgparotomy was done and the tear was successfully

repared, The puerperium was normal.

e senb ill

The patient wes referred from Temeke district
hospital beeéuse she had had a lower segment caeserean
section in hér first pregnaney and new when labour
started at héﬁe after a short time she suddenly noticed
vaginal bleséing with a few clots and simultaneously
and cutting pain in the lower sbdomen, The contractions
also stopped. A diagnosis of ruptured uterus was
made and the patient was referred immediately.

Last menstrual period: 12th November, 1979

Expected date of delivery: 19th August, 1980

Total weeks of ammenorrhoea: 39 weeks

Antenatal cane

Patient attended regularly Temeke clinic. She booked

at 12 weeks and subsequently made 11 visits. She had ne
problem antenatally.
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Obstetrics hiétory

This was her second pregnancy. lst pregnancy
1978 = lower seghment caesarean section was done
because abnormal lie at term. She was not told the

exact lies Heby was 2,9 kg and is alive and well,

Menstrual higtory

lienarche at 1ll% years, The cycles were 3 days
every 30 days and were associated with pain which hed
started 4 months after menarch. They were of normal

flow and regular,
Contraceptiolg: She was not on any contraception

Family history
No histery of diabetes, hypertension, hearts

diseases, epilapsy, tuberculosis or twins in the family.

Socigl histcgz

Grade C school teacher who is divorced, Stays
with a boyfriend who was responsible for the second
pregnancy. - Boyfriend is a verterinary assistant.

She did not pmoke, ne drink.

Previous medjcal history

Wil significant. N¢ history of venereal disease

Had sppendicectomy in 1974. There was neo

postoperative complication.




examination

The patient looked ill, &She was clinically
anaemic but not shocked. Afebrile (36.8%¢). Wo
pitting ankle oedema, Height was 154 cm and weight

-

was 65% kg.

Zeeth and gums: . Normal

Heck: Thyroid not enlarged and no lymphadenopathy

Well developed and active. No lumps palpsble.

Chest

Symmetrical; trachea - central; parcussion
note = normal; air entry normal - bilaterally,

breathing vesicular; no rhochi and o crepitations.

Cardiovascular

Pulge 120 rapid and small volume,  Blood pressure
80/60, Heart size and sound normal and no murmurs

were heards

The abdomen was symmetrically enlarged. It was
tender especially around the previous scar and there was
gmarﬁigg in the lower abdomen which mede palpation
difficulty. The uterine size, the lie and presentation
were difficulty te ascertain due ta tenderness and
guarding. Percussion gave a dull note and no fluid

thrill was elicited. HNo contractions were palpable but

the fetal heart rate was 100 beats per minute and irregular,.




impresgion: Ruptured uterus

e

Vaginal examination

The cervix 2 cm dilately 20% effaced; the discent
of the head was a/S with intact membranes. The head
was presenting and there was slight fresh bleeding

per vagina.

Plan: Leparatomy when blood would be ready

Pirst aid management

Blood was immediately sent for grouping and
erosamatching and a drip of normal aaliﬁ@ was run
fast, Red side clotting time was %rmiﬁuﬁ@s. The foot
of the bed was elevated and a ma&egégt&i& $ube was
inserted, Cathetirization showed slightly blood
stained urine. The patient was prepared for theatre

as described earlier.

Premedicatio

Atropine sulphate 0.6 mg was given intravenously,.

Investipations

Blood group was B positive (+ve)

Haemoglobin 8.0 gm/d4l

Urine: Sugar - negative; albumen - negative

Acetbone - Hil

116h August 1979 - 10.45 p.m.

Three units of blood were available before the operation

started,



The Qp&fatian‘r

Thicpental 400 mg was given intravenously and
also scoline $0 mg intravenously., Intubation was donse.

Haintanance wes with nitrons oxide and oxygen.

Prolonged relsxation was achieved by pavulon
and reversing was done with 1 mg atropine and 2,5 mg

of neostigmine intravenously.

Findings
There wap no haemoperitoneum. A moderate size

haematoma under the visceral peritoneum ground the
old scar on the lower segment. The fetus was still
retained in the uterus., The visceral peritoneun was
incised « transversely and haematoma was evacuated,

An incomplete tear was evident on the old scar and the
membranes were intact. The mesbranes were ruptured
and there was slight muconeu. Female baby Apger

score © was delivered,

The plagenta was delivered and bleeding was only

Siluht @

The incomplete tear was repared in 2 layers. The
first musculodecidusl layer was repaired with continuous
cutzut No., 24 The second muscular layer was repaired
with cutgut Ho. 2 and this layer buried the first
layer. Both the visceral and perietal peritoneum were
closed with cutgut No. 0. The anterior asbdominal wall

was repaved in layers using cutgut Ho. 1 for rectus

and silk No., 2 for skin.




Blood loss was estimated at 1.5 liitres,

By the end of the operation the patient had

w

ed 2 undts of blood and 1 litre of normal saline.
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The female baby weighed 3.2 kg and had no

1itel sbnomality on examination,

Immediaste ﬁ@m%—ﬁg@f&txvm period

The gene®al condition was fair. The pulse was

[t

05 minutes, @@derat@ volume. Blood pressure 110/60 mm Hg,

Postoperative treatument

1, Pulse and blood pressure, were monitored, 1 hourly
for 12 hours then 6 hourly, Temperature was
monitored & hourly.

2« Input and output chart was started

%+ Ampicillinm injection 500 mg intravencusly start,

Then 500 mg €6 hourly intramascular

&, 5% dextrose 2 litres alternating with normal

saline 1 litre daily.

5« Pethidine injections 100 mg 6 hourly for 48 hours.

48t postoperative treatment

General gondition of the patient was fair, although
she felt pain especially in the lower sbdomen. She was
not pale Afebrile (37963. Pulse 90 good volume, Blood
pressure 110/70. Chest was clear.

Abdomen:s Not distended, soft, bowel sounds heard,
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The 2nd = 7th Postoperative day

The general condition of the patient remained
good. Ese pulse, blood pressure, temperature remeined
normal, She passed flatus on the seécnd day and
oral fluids were started and intravenous fluids
discontinued after 48 hours, Stitches were removed
on the 7th day and the wound was Weli_hﬂﬁl&ﬁ. Her

hasmoglobin was 10.5 gmn/dl,

The patient was digchargeé on the 10th day on
iron 3 tablets daily for 1 month.

A letter was written to the ﬁabtriat lledical Officer
Temeke explaining what had been done and the treatment

she was 0fe

Conmentaxry

A case of incomplete uterine rupture treated by
repairing the tear has been presentefi. At Nuhimbili
lledical Centre in 1979/80 there wer&lzﬁ cases of
rupbured uterus, (0.2% of all sntenatal admissions)
and only 30% of th@ fetis @ere salvaged (2). Uterine
rupture is common in éewslapxng countries because the
maﬂﬂrm“w of 6@11vmribs still occur ax home and it was

estimated that in Tanzania sbout 50% of deliveries still

occured at home (1) whereas in Bagamoyo district 70% of

deliveries still occured home (2). Such patients normelly

seeks advice only when labour has failed at home and

complications start appearinge.
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Ruptured uterus is avoidable and if this

patient

was sdnitted at term or early iﬁ;lﬁﬁﬁﬁﬁ for trial
of scar this condition could have been gvoided. The
patient however, waited until she maw that she could
ﬁgﬁ deliver at home, The delay might have been due
to transport problems or the traditional birth

attendant might have advised her to deliver at home
inorder to avoid esnother operation.

-

was not very long and she gave 1

Saeicn de powian gt & o o T § 23 e osd el 5
Ruptured uterus is managed by either repairing

subtotal hysterectomy (3). The best

£
B

@
W
o

b4
o
g
i

od between these ie the one that takes the
shortest time and produces the least shock and im this
particular case it was repairing the tear. Ian the
postoperative mansgement continuous cabheter drainage

o)

5

s
il

lecessary so as to relax the bladder and hence

4

g EE

avoid fistula which is a common complication of this
condition. Blood was adequately given and this was
fortunabte coincidence. Sepsis which commonly

cates this condition was adeustely treated with

1+ DTanganis Medical Report, Ministy of Heslth Maternal

and Child Health Repert 1977.

2« Department of Cbstetrics and Gynaecology = Annual

Report July 1979 to June 1980,

3« Donsld, I. (1979)s Practical (Ubstetrics Problems
LIX, 795,
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TWIN PREGNANCY AND DELIVERY

Hame: Be deley 24 year old, Ngoni, Gr, 2, Para 1
Addresst Sunguratex, Dar es Salaam
Admitted: 9th May, 1980

Dischargeds 13th May, 1980

pritpic: Su i@d@ R

, T—— T < e Ty overss e T
Ly anl wWas s dvised to have bed rest

and folic acid were preseribed. &She

nt iy*%aﬂi inbo sg&nuaﬁgoaa labour at 38 weeks

first twin was delivered without problem but

there

o ) Y S
3 298
5 - S E S A

delay in delivering the

used after which a nor vertex delivery

Puerperium was nornal.

tenatal

Gagn caves g

Py

the fundus was

ting snkle oedema, Patient did not have any

urinary had no had any vaginal bleeding

nor discha

Last menstrual period: 2nd October, 1979

} of delivery: 9th July. 1980
; < ®



Antenatal care
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lSpensary
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nbenatal care at Temeke

reportel

&

=
5]

firs

ghe

2
[=

ade

6]

s

5 3
o

stor

g
hi

w £
2

8
s

e

de

3

42
0y

ok

i o

=
S i

5

30

T

o

id

ai;

Lol
oy
&
4
.ﬁm
#
4
G

a cust

.
SVLIOuS




e felt

Bleod
Bladder

%
et

» ;

3, & Lo

-

®

£

i

3
al parts coul

e
4 2
K o
oy £ ;
i b
* v -t
o 0 P
42 ; 4 @ o
@ % o g <
o) © @ o G
G 5 +» ﬂw |
0 & = L O A ®
e 2] L o B wi 4
4 O & &8 o 2
o " i (5] o o 8 e
i @ 4 o o 4
Q o 82 e
L I ) / ) o ¢
a 0 g
B A | 4 ,
s £ P P s -
o O w = f b
o S oo . B | w3
42 &0 ﬂnm 0mE - 0 o
@ e o @
L 3 & p 8
0 e k < @
£ P A 4
vl 49 o
o @ : o serd
@ ol
o £ =4
] g b | = f ]
i [l )
e | b
opd i
4
,?ww o ) P
e d b # ] W
; 0 ® g o
2 B @ B




the size of the uberus, Liguour

liver spleen, kidneys were not

palpable and there was no tenderness.

Mo disc

was parous

was presenting., The pelvia was

-

- e
invesy

was O
BRh, "D® positive, laboratory

ins

test = negative, The patient
were suspected snd she had to go for I=-ray. FPlain
Z-ray showed two fetis both cephalie

one. Subeutaneous fat lines end tibisl and

2o

femorsl ossifications centres were nolt ssen. Ko

sbnomality was seen.

proven

> i
A L’?-f“ QL;C




visits

btient was sBeen two

complaint and

The wmild

nlbunmin

to come after two wesks and

sranet

sy weekly and all the

reported that

At 38 weeks gestation

mild lsbour peins since the previous

2 4>~”’l) ur

patient was admitted to th

¢ 1980 at 9.00 a.ms with a history labour

and were

ooy s 5y iy e . , T
time passged. There was no hi

vaginal bleeding

ral condit




ination

o or disch

branes were

-
ot

n 11.5 gn/dl. 2 pints

)
&

in resdiness for pestpartum

was negative for albumin
$

of the lst twin

patient was moved on to an ot

later she started beari

9

ibsequently delivered with ease also.

-3

-

gut in between elamps. The baby had Apgar scor

welgl

3 s b Yow ‘
3 minute and




heart wae 144 and re

swabbed with savlion

The- membranes were bulging and they we

ruptured by kochers forceps. The liquour was clear
The presenting part was vertex and position wes

-~y

#5. . 2

left occiput anterior and the level was /5. Uterine

contractions did not start after 10 minutes.

) + % 3 am e o xon g do e 3w
¥ .3 syntécinon » BIRLLS 1

dextrose was

ile w  weirdna ~ =3 -y A ma 114 SV
at a rate of 10 drops per a mipute and

same as for

. p * @ cataa wrm it - = 1 »
first twin. It was alsc & male and weighed 2,65 kg

second

7]
G
>
é
©
L -

()
i %
o

5-1».
ot
&
Lo
o
B

E«.
C.‘s
(‘J

Third stage of labour

£ .
52 . S— o e - =3
The drip was 1 b0 run faster and
ercometrine
L -
a 14++ £ BWlnnd o
oy a little gush of blocd occured.

With one hand kept on the abdeémen two separaie placentae




u.i cond {

pale. Pulse 84/minute

re 110/70 mm Hg.

exasmined and

oy D di oy FE
Lu& wel %

breast feeding

home with instructions

clinic after 6 weeks.

&%

W £ ““ WY F
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al clinie

General conditio

wag good. Not pale. Pulse

'?sjl.'r_;'f‘z

'rw'n “i £
Y ot S G

—




(2

14
net

2

£k i}

o o ot
o o 5 |
5 . .
o 2 43 o
& £ £
i O
Pl o =i
peine ,&e; .-\.m
£ & gt s 5
s ot o w L o1
Py 7 £
2 & (#
¥ oo |
43 42
P e
it
-
¥
L+

i 9
o 4
apd & ’
® Y Lo
P & R ) | O
£ o wd =
St £ L
) e @
Py “wl 0 &
¥ o UH]
e ¢ b4 o
b @ ) &+
o i ol R
& seed @ w
i) &4 A o4
@
@ 33 )
&4 b= W
O
e 4 @5 b8
# o) L]
o ® a8
42 o+ &
o 4 B
i3] |
& %V
§ ? 4D
R o
) opd
o) b
@ D
P MU(__.




g

&
&
@

&
=
o

2

-~




i@ e

ho

e
b W

o

&

Sy

.

¥ o
L ﬂ%
v

r
&c

3¢ Ce¥sy 22 year

& O
g i}
o 5L
H 43 o
s =1
Mm, @ %)
syl
& ,
& ™4 i
ol © ]
o4 £4 y
e S & 8 £
[ & nn.x.w
L o
H o
£ 43
e ..
8 9
Al &
-
- e - » "
-
- - " a




ilye

4

o e,

¥ o

%

ve
4

-
Al

SL013

2

y
2

ul

2nd
mis

g s

L=

4

a on ad

4
B 3
o c b
‘ ged o
™ -
© 0
§ ¢ sy

i ]

B

o

s

Ly

7.

B B

o
L




i)
3

LGl

oo Tk}

o
<

o

O
W ad it

b i

he

NS e
Ot

ou

{

5D

]

b 4
asf"

.
ped

4
opp

5
|

S

e
3




% g
Ut o
v

"
A
.

bk oy

D%

S

2 T

e e W

.
al

¥ 8 b
o

vy »

..wv ™ ]

& . o

&0 & o

s Whike cell tot

£ 3

H

P18 e
wrnal

o
St

P T o
(4

T4 8 >bi
Py ¢
i gl

i

ion

n 12

G0
i

-
-

va

g

X
28

2
se selut

ot

{
S 2
oﬁ 03 )
& h &
% b
Wi ® n ;W,
] ke -4 y 3
w P ] 0 o
e Y G
ﬂa‘.,w od %
bed
o ]
%] J
o3 o ®
a rd “
: 5 ey




3, Intravenous spresoline 40 mg in 500 mls dextrose

5% to run slowly at 10 drops per minute until

pressure fell to 140/90.

i 3
s
O
o
£
Boed

4, Foleys self retaining catheter was passed snd

continuous bladder drainage instituted.

nput and output chart

o & e o a e e o P
Ce ¥ pressure, pulse and respiretion

ourly temperature chart.

3
i®

patient was nursed in obstetrics intensive

Foll oy
& @«» me;)g;i: g"‘i’}?

10,00 pemes = urine output

T Bl gy o 2 \ " ]
2 hours. The patient was well

had not started. She had had no furtl
pressure 140/70. Pulse 90 per minute, goed volume,

T ot sy
) g

o O g 1 - R »
of face and ankle oedems atill RS I E R

stal heart was 140 regular. Vaginal

65
g
L]
)
o
L *

showed 08 = still 2=3 c¢m and effaced.

» gt )
Aeymasniine was astornne
1, Apresoline was stopped

e rest of treatment was conbtinued

5 -

3+ Synbocinon 5 units in 500 mis dexbtrose
o - 2

FPURP S 1% os . : > . SONNE. SUDU o .
gtarted. The speed was 10 drops for minubte increased

Y

every ¥ hourly by 10 drops until the s&p

60 drops.



Poetal he:

tractions fel

E oo s man BYag
ination tae

sard 144 regular, Vaginal exa

4 - .
ated, level /5. Ho ecaput.

o % ey
8till strong.

dilated, Level

£ .1
T il &
e v

Poetal heart good.

of ifﬁ. The peatient
position, the perineum was swabbed with hibitane and
the and vulva draped.

Vacuum cup size 50 mm diameter was
the the same as described for case Ho. 9.
A by with Apgar score 8 was delivered at 4,15 a.m.
with episiotomy.

witkhbheld because it B

Tuaude v o
but was kept

I Emmo T e ensured., rlacental separabio

of the it was

centa

The membranes were intact.



lood loss was about 200 mls, The episiotony

tured in lasyers as described earlier.
&y

» ?
Post delivery
& ]
pressure 140/380, Uterus well controlled., Birth
al = no tears, The oedema and proteinuria ++
persisted., The treatment prescribed sbove was continued,
e baby was exauined anéd d4id not have any
L€ Daby was eXaminea anG 4lC noeyv nave any
sbnormalitye.
The puerperium
8430 a.m. = lat post delivery day.
oodle Pulse 80 good volume regular,.
* i
. ’ & T - 2o R — ; L #)
ssure 140/90. Albumin ++ temperature 37.27C,
=B Cardiovascular norn

Uberus well controlled,

exres . v % mrid wae L8 7 . g
whereas the input was 1700 mlg s

end vost delivery day

£

8430 .. -~ the patient was still well sedated
. 1 and hed not had any fits since sdmission. Oedenms
subsided Blood pressure|30/80. Pulse 80/uninute, regular

" and good volume. Temperature 5?93.

Cheat = clear. Output 2,000 mls of urine.

fiuids mainly intravenous fluids. Urine albu

I,
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Investigations

Hb 13 gﬁfﬁl
Blood ures 12 mg/dl serum creatinine 0.5 mg/dl
Serum Elecholytes = Na 144 meq/l, K =~ meg/l,

Cl = 99 meq/1, Heoz = 23 meg/1

enobarbitone tablets

e de oy v o oo o
starteds. FPabient

t;c’ C, Juwa(«<&ﬁ.i tw»mkﬁ.’

Srd -~ 9th post delivery day

2 disappeared. Blood pressure renained

5th day no albumin was detbeected

v i : v i
Foleye catheter was

vy 2 - @
3y man e Te oy mals § B am o oy %
Fhenobarbibtone wa

atient was well and fully ambulant, Blood

o
(5% 1 TP
+8 P

oo

120/80. Pulse 74/minute good volume.
3

wrmal colour and no smell, Hb

Urine (eve) for albumin, sugar and pus cells. The baby

7

T8

18 well and feeding satisfactorily.

ey

was discharged home

*ge explining all the events about her and

&

requesting the doctor incharge at the

,~§

do the followwup including postenata

follow=up

.t

RS, N, B N
& weeks later.
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Commentary

The case presented was of antenatsl eclampsia
where an anbtconvulsant, and anthypertensive were given
when the patient first presented, Artificial rupture
of membrones, syntocinon and assisted veginal delivery

were donee

4% Bubimbili hospital the incidence of mabternal

eclompsia L8 Jeoo% of all sdmissions and Ji&.% are

primigravida, %The-maternel-mortality hes decreased-
~frol—viiss In ssrsei— S wveverrv—in{—)the

fostel -salvage.

The patient had started fitting again soon in
the admission room of the labour ward. It is noted
that when the patient was first fitted at the health
centre she was given only 10 mg of valium and then
thansferred to Muhimbili 25 kilometers away. The
sedation was not enough and the distence travelled on
rough road might have further disturbed the patient.
Furthernore no hypertensive drug was given at the
health centre although her blood pressure was 170/120

probably becasuse such drugs were not stocked,

liore valium was given at Muhimbili and 40 mg
put in a dripe Valium is an effective antconvulsant
as well central nervous system depressant (2).
dprescline was also given for hypertension as it reduces
peripheral resistance thereby causing visodilation

and a tail in blood pressure hence averting danger of
cerebral heemmorrhage.

2
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This regime has been advocated by Lewson (2).

Ampieillin was given because of the indwelling
catheter which made the patient at risk to contract
urinary tract infection. The catheter had %o be
inserted because of the need to detect at the earliest
anuria whiech is a serious complication of eclampsia.

Artificidl rupture of membrenes was done immediately

*

the condition of the patient

and syntocinon given v
vas stable, This was done because delivery of the

baby had to be effected as soon as possible as the

delivery, the higher the mortality (4, 5) and some
authors r&&a&@an@ caeserean section within 6 « 8 hours
if easy vaginel delivery cannot be anticipated (5).

In conclusion, eclampsia iz a preventable
disease and because EPH gestosis usually does not
usually cause symptoms uatil it is severey; some wemen

with IPH gestosis become lax in attending antenatal

Effective antendance of antenstal clinie and

agenent of eclampsia will reduce the morbidity
and mortality associated with this condition. This

v but if she had

&

patient attended the clinic twice oni;

x

attended regularly the early signs of the disease might

have been discovered,
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Nomet Urs. Z.Ue, 5% years, Digo, lioslem, Gr. 9e
Bungeni, Ilala

Admitted: 8th, February, 1980

MLL amas &_

o 6 oy e et —- )
ragenced wlt}‘

grand multipareus p

snsemia in pregnancy at a gestabtion of 34 weeks. .The

waemie was found te be hypochromic, snd microytie

»

with 8 heemoglobin of 7.5 gm/dl and hookworm ova were

y,, Py

found in stool. The causes of anaeu da

re thought

to be due te Bookworm, grandmultiparity and past
higtory of postpartum haemmorrha age hemaviscle and tobal
dose inferon were givem together with oral iron, folie
aeid and propbyllactic chloroguines The haenoglobin

@

rose to 10.8 gm end the patient had normal labvour end

puerperium bilateral tubal lig ation was later done.

vais oot alad w wanw - 5 s
The haemoglobin was 7.5 gm/dl and the

£
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o

-
[
B
o
]
o
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Le
o
@
o
&

the pregnanty was
¥ o &

r fatique, dyspnoea ounly on exe rtion and

palpitations ﬁar 2 months. ©She denied hist of coughy

fever, or urinary symptoms. The bowels were normal «
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Last menstrual periods: 15th June, 1980

R

Expected date of delivery: 22nd March, 1981

She first booked at Juwsba anter

o wiy g ks a0 o7 g o5 A R
a gestation of 34 weeks and was found %o

1Py o
ave a

lobin of 7.5 gm/dl., All other parameters

aws odm Ly op A . o, ke | % 2yl 4
were within ndérmal linmit,

Y

history

¢r. 9, Para 7+1. Bebtwsen 1964 and 1978

of full term normal deliveriss at Bagamoyo

hogpital. All the babies are alive and well,

1978 ~ she hal a full term normal

at Bagamoyeo

-

. n waa sl ool b - - v R nag »
which was followed by postpartum haeumorrhage.

She was given 3 units of blood. The

and well. Tebruary 1979 -« she sborted a 3 months

and was evacuated at

enstrual histery

llenarch was at 19 years.

not painful and normal

-4 S £ r o't
RL8GOTY 01 menporrTn

Fanily aigﬁeﬂx

There was no history of diabetes, hypertension,

s

heart diseases, tuberculosis, epilepsy and

A1y




Social history
A housewife end her husband is a peasant a%
L i
3 nad come to Dar es Salasm to see her
s married at Ilala, She 4id not
L ,

ical history

cical hi

Sur

atient had not sufferred any chronie

no history of Jjaundice and pain

gtory

Nothing significant, Had three units of blood
in 1978 because of postpartum haemmorrhage.
ol .
= Clinical exsemination
Her ceneral condition was satisfactor
pale but there was no kolenykia, Afebrile
jaundiced. Height was 158 cm and weighed €
é was no enkle oedema or lymphadenopathye
gums Normal
-
Neck: No thyroid enlargement
Brogch: wnd aippies
¢ . Well developed and dark areolar, Activey no lumps felt,
Respiratory systenm
o Net dyspnoes, chest symmestrical, trachea - central.
Percussion note normal, air entry normal bilaterally,
E -

Breuthing

A0

—

vesiculs

3 g & i S g
+» Ko gdventitions sounds,
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The total white cell count was 54,100 per cu mm.

The differential was normal,

- test was regative, Serological test

(v»ﬁ&i&tzoj wae ﬁi"’ 'El?‘@.

The stool had hookworn.

patient had hookworm she was given

T

ole (Ketrax) 3 tablets daily for % days.

%

She was also given a full course of antimalaria.

Chloreguine ?hﬂ%?ﬂ@?& base 600 mg start; then 300 mg

after © hours, then 300 mg daily for 7 days.

tzl doge inferon infusion was prescribed,

The dose was calculated from the formula, Weight

in pounds ‘x 0.5 x haeumeglobin deficiency. In asccordance
with the formular the patient needed 40 mls of inferon
which was put in 1 litre of 5% dextrose. Fromethozine
50 mg was given intramascularly to counteract any
allergic reaction. Inferom drip was started at a rate
of 10 drops per minute every 30 seconds for 10 minutes.
There was no mllergic reaction and the pulse and blood
pressure were within normal range. The drip was then

set at 60 drops per minute until the infusion

-

was finished. There was no reaction visible,
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tient was discharged on 13th February, 1980

Q@ mg tvice

20/80,4 pulse 80
& was

| anti-malaria
3 -
'
) .

1
t' il




2

i

N 03P
e 84

5
e

;3

ory
B

o o g
e

25

i

" » »
W = 4
mm» & 6 @ e
5 i 2ge i
0 <l & ]

ht] - @O o

and there w
t
r
G
ab 1’3 & f}{} Belis

& % i &
o R
Q,w oo ¥
1§ mw mww
o
b1 e L] Mu
o &q ® MM 4
. © © 2 B &
o ®
4 0
& 1..M
i . -
N vl Vo
b |

tol

£ 342
Lo oS e
DALGOLNOE

[ 8

%




PoS A
>
8
Cervix

~

| s

a
:

al
o

ill
)

moer was st

cw

o4

1

&)
2%

>3

orria

i ad

Toade W0 o

¢ oo el WA

Loy o
&=

R

& U

&

ed

Tace

[0

3o




-
o
L&)

we

y

L.

bab

e

ana

8 4
2T

i€

o
o)

patie

P,
wil@

and

v", -
i e

L

43 % o

B

¥y
id

e

w

=




&

oy

Q4L

it

ik -~ A - i ~ 2
S — e SRS - - - — -
= o - - »




ey H\u
L 3

o8 &

*

=
o =




- 63 =

ABRAPPIO PLACENTAE

2lst Decer

mentalion

gyntocinon a live baby

;“1-.1 CLOT was

uerperium was

2
&

mengtrual

&
-

Dece

40 weeks

first booked at 20 weeks
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Clinical examinabtion

The general condition of the gaﬁianﬁ was good
nutritional status satisfactory., She was short,
not anaemic elinically, Arebrile (temperature 37%),
No pitting oedema or lymphadenspaﬁﬁy. Height was
148 em and weight 66 kg.

Teeth and cums Vere normal

Hecks Thyroid not enlarged

Breasts and nipples

e

Well developeds. Dark areolar. No lumps felb

and clear fluid expressed.

Chest

Symmetricaly trachea - ¢entral; percussion
note - normel; air entry normal bilaterally.
Ereathinlg vesiculary no rhochi and no crepitations

head,

Cardiovasculey
Pulse 7& good volume and regulary blood
pressure 110/60, Heart size and sounds normal.

o murmurs were heard.

Abdominal exemination

Bymnetrically distended, The liver, spleen and
kidneys were not palpable and there was no tenderness,

The fundal height was full term and the contractions

were mild, A eiungleton foetus of moderate size 3.5 kg
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with a longitudinal lie and cephalic presentation
at the brim was felt, The head was fyee. The
foetal heart was 146 beats per minute and regular.

The cord was hanging at the vulva and pulaazingQ
Vulva and vagina - normal; ¢x « soft, 50% effaced,
The sacral promontory was easily reached, The

sacral curve was rather flat, Ischisl spines were
prominent, The subpubic angle was less than 90%

and admitted 3 knuckles.

Diagnos:

Cord prolapse in early labour due to dispropertion

Management

The cord was replaced inte the uterus easily.
The patient was immediately put in a genuepectoral
ﬁaeitian on a stretcher and the theatre was informed
of the urgent caeserean section. The patient was
then sent to the theatre and upen arrival she was
quickly placed on the operating tsble and the patient
put on daaﬁ trandelenberg position, The cord was
gtill pulsating the skin was prepared while the

surgeon was scrubbing,

ggegatgonz Caeserean Section

Gatheter

A nurse who had serubbed and wore globes swabbed

the periineum and vagina with savlon solution sterile
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rubber catheter was then introduced into the bladder

aseptically to empty it.

Premedication

. 046 mg of atropine sulphate was given intravenously.

Sodium thiopentone 375 mg was giveﬁ‘intiaﬁénﬂualy
for induction, asnd a cuffed endotracheal tube was
passed after scoline 75 mg had been given intravenously
for relaxation. liaintenance was done with mitrous

. oxide and OXygeRm. Ether'waa‘given.aftam_tha_bany
- has been delivered. |

' Procedire and findings

" The anterior ebdominal wall end thighs were
fh@reagﬁly clesned with savlen solution anﬂlth@n

' with hibitans in spirit. The patient was then
‘éevarad with sterile towels except at the site of
the proposed ineision. The abdomen was opened through
a subumbilical midline incision, A Doyen's retractor
was put into the peritoneal cavity and an asgistant
held it so as to retract the bladder downwards.
A warm sbdominal pack was then inserted on either
gide of the uterus so as to hold off the intestines
from the incision and also to mop up and blood and
liqour that might spill inte the peritoneal cavity.
The peritoneal reflection on the lower segment of the
uterus was identified and a transverse incision was

made on this visceral peritoneum. The lower edge of
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thie peritoneum was gently pushed down by blunt
dissection with gausze thereby keeping the bladder
sut of the way.

A $ransverse incision sbout 8 em long was made

iﬁ ﬁhé 1éwen segment of the uﬁaﬁus a'eurvimg
| @ little upwards on either siée; Using index fingers
the incisions were exﬁeﬁ&aﬁrlaterally.’ The membranes
, were then opened thus exposing the head which was

vébave the pelvie brim., The right hand was introduced
into the uterine caviﬁy on to the vertex and by
gentle fundel pressure done by an assistant, the
: head agd rest of the body were delivara&. Intravenous
ergometrine 0.5 mg was givam immediately after
delivery. The cord was clamped and cut, The baby
was a male weighing 3.700 kg anﬁ bad an Apgar

sgore of 6 at one minute.

The placenta was delivered manually after the
uterus sterted to contract by gently separating it
from the uterine cavity digita;ly, it came easily
and the uterus was well retrac%ed. There was bleeding
£ram the corners of the incisien; Green « Armitage
‘¢1ampa’were used %é control bleeding from the ocut edges.
. The inferior portion of the lower segment was identified
and & continuous suture was nade through the
musculo=decidual tissue from the left cormer of the

incision to the right cormer using chromic catgut No. 2.
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The second layer was also continuous through the
muscular tissue with chromic éatgut Nos 2. The
first layer was therefore buried. After achieving
hemostastis %h%m?iﬁaeral peritoneum was closed with

a contimous chwomic ecabgut No. 0.

The sbdominal pack and clots were removed from
the pertonesl ¢avity and the fallopian tubes and
ovaries were imspected and found normal,

The abdomen was closed in layers with chromie
;  ¢atgﬁt Nos 2/0 for the peritoneum and chromic

. aatguﬁkﬂé. b A fa? thé rectus sheath both continuousy
and inﬁ@rruptaa gilk for the skin,

A Qry dressing wae put on the wound and the
uterus was gently aqﬁaaae& to expel blood clots.
The vagina was then swabbed using sterile gauze
pieces on apohge h@l&err@a remove c¢lots from the

vagina. Bleeding from the vegine was slight,

The blood loss was estimated at 700 mls and
the patient had a pint of blood immediately after

the operation.
The placenta and membranes were complete.

The baby was examined and no congenital
malformation wes detected., The weight was 3.7 kg

Inmediate pestoperative treatment

The operation was finished at 1.30 p.me
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The general condition was satisfactory. Blood
pressure was 110/70, Pulse 90 good volume and regular.
She was on dextrose/saline drip amd 1 unit of blood

was given afterwards.

1, Bloocd yﬁeS3ure. puise,'and respiration were
checked hourly for 12 hours and tempersture of

hourly. Vaginal bleeding was checked hourly,
2+ OCareful record of input and output chart.

3¢« Pain was relived %y 100 mg of‘intramaacmlax

kﬁaﬁﬁi&in@ © hourly for 2 daya;

4, The patient was kept on dextrose/saline drip
2 litred daily for 2 days.

fuerperium

The puerperium = 8.40 a.m. -~ last post-operative
days General condition good. Not ansemic clinically
and well hydrated, Temperature 57.2@6. Pulse 84 good
volume. Blood pressure 120/70 mm Hg. Iungs were eclear.
The sbdomen was soft and not distended., Bowel
sounds -« present., Lochia was red. The urinary
output was 850 mls and input was 1200 mls for ﬁha past
14 hours., Haemoglebin was 11.5 gm/dl, urine = ne

proteing no sugar.

2nd - 3rd postoperative day

General condition was good and the patient was

ambulants She had passed flatus., Her temperature,
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pulse and blood pressure remained normale Chest =
clear, Abdomen - scft with full bowel sounds,
lochia was still red. The calf muscles were not
gender, Full diet was allowed and ferrous sulphate
200 mg this was presecribed for 3 weeks.

 The patient made an uneventful and quick

1‘=@eav@r, By the 7th post~operative. The blood
pressure pulse and temperature remained normal.

 fhe lochia had dried and the wound had hesled. She
' i;s Exaaatteeding normally. Skin sutust were
: i@aaveé, ,ﬁheypatienx waé sﬁhsaquently discharged
ff;qﬁ;tha 9%h day and told to attend postnatal clinie
6 weeks later. Her haemoglobin was 11l.8 gm/dl.

Postenatal clinie

- Both the mother eand baby were well. The mother
has a blood pressure of 120/80, pulse 76/minute good
volume, She was not ensemiec (hb. 12 gm/dl) and
urine was negative for both sugar and protein.
lMenstruation had not resumed and she was not on eny
a@nﬁracaptife, The uterus was well involuted snd
mobile., The baby was breastfeeding well and was

attending the neonatal clinie,

A case of cord prolapse at 9 cm dilatation of
gervicel os which was managed by lower segment

caeserean section. There were 95 cases of cord prolspse
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was dus to ﬁiﬁyﬁyﬁﬁi&i with o high head (1)e

sdmitted to the Muhisbili lsbour ward in 1979/1960
(0.3% of all sdmission there)® of these oaly

8 of the cord prolapse in this case

':gﬁ%}l%@mgy’
; Ganta i:ﬁfmvi&i long %mﬁ MQMQQ mﬁt&é}z&
pregnaney and premeturity (1) In cord proleps

Other caunes quoted in liserature are grax

m cord may be compresased between the presenting

part and the pelvic brim thus csusing severe

This patient was clearly told to attend
antental ¢linie at 38 weoks where s decision on

whether %o do elsctive casseresn section or trial
of lebour wmam heve been made but apparently this
wight have scored her and thus she atbempbed to
delivered at home probably under traditionsl healors
and the whole axerelse had to be abaaﬁﬁmf} when
the coxd ;miw&m

It was fortunate that the cord was still
pulseting end the fetal beart was still regulav,

The patient was immediately put in a genupectoral
zs@aﬁi%im, Other W@Q‘kﬁ- ra find this position cuzber
some and use exsggerated sims position whepeas other
use Vago's method of distending the bled
saline thus ﬁiﬁplming the presenting port and

fnhibiting the ugﬁﬁm controctions. In all these

dor with norapal
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pethods

the patient is also put on exsggerated =

Trendelenbergs position on the theatre table,

As cervical dilation was only & cm and the patient

d disproportion a caeserean section was done

,.sr

mmediately.

}.b

Heferences

l. Ian Donald, (1979)t Practical Obstetries Problems

2,

2. Department of Obstetrics and Gynaecology.

Annual Report 1979/80.
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PLACENTA PRAEVIA TYPE IV AT 32 WEEKS
Jame: M.N,, 32 yeara; Mndengereko, Moslem, Gr. 7s By
Address: .Kawé; Dar es Salaam | T
itteds 9th Segtembar; l§?9 at 11.00 me.me

gcherged:s 18th September, 1979,

Vrs, M.N. was referred from a peripheral clinie
béaauﬁe she had antepartum haemorrhage ab 5&7waeka
gestation and the fetus wéa alive, She was managed
gonservatively up to 36 weeks when she again had
another bout of bleeding and examination under
anaesthesia wes dome and placenta preevia was
gonfirmed. Caeseresn section was urgently done and
the fetus haﬁxﬁygar score of 8 and weighed 2.9 kg.

The puerperium was normel.

History of present iliness

Reecurrent painless, causeless, vaginal bleeding
at 34 weeks which was of sudden onset since 7.00 a.m.,
9th Septeuber, 1979. Patient changed soaked pads
twice., ©She had a similar episode 5 days ago and
changed @ pad only once. Foetal movenments were
g8till felt.

Last menstrual period: I14th January, 1982
§§peeteﬁ date oX delivery: 2lst October, 1982
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Weeks of smmenorrhoea: 34 weeks

Antenatal case
' Patient made theefirst and only visit at Kawe
antental e¢linic¢ becesuse she had vaginal bleeding

and was referred immediately to Muhimbili hospital.

Obstetrics history

This was the 7th pregnancy. The lst pregnancy
was in -1970. She had full term normal delivery at
heelth centre, pregnancy and puerperium were normal.
The beby is well and alive.

She subsequently gave birth t@ 5 more babies
at the health centre and all were full term normal
vaginal deliveries. She had no problem during pregnancy
and puerperium and all the babies are alive and well,

Kenstrual history

She did not know her age at menarch., Her flow

was 5 days every 30 days = regular and not painful,

Family bistory

There was no history of disbetes mellitus,
hypertension, heart disesses, tuberculosis, epilepsy
and twine in the family.

gcial histor;
" A housewife and husband is a ﬁeaaaat. She was

g non smoker and non drinker.



- Nothing significent.  No history venereal diseases.

; viéas surgical histor

I Nil significant, No history of blood treansfusions.

Glinical examination

The yaziént was in good general condition.
~ She wes not pale. Not dehydrated and Afebrile,
temperature 36.6°Q. She had no pitting ocedena,
skeletal deformity or lymphadenopathy. Height
was 157 cm and weight was 68.5 kg.

Teeth and gums: Normal

Heck: Thyroid not enlarged

Breasts and areol
Well developed breast and dark areolar.

Breasts sctive, No lumps felt.
Chest
Symmetrical., Trachea central. Parcussion note

normel bilaterallys eir entry normal bilaterally;

‘breathing vesicular. Ko crepitations and no rhochi.

garéiavaﬁeular
: The pulse was 90 good volume and rvegular, The
blood pressure was 110/70. The heart size and sounds

were normal and no murmurs were heard.
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Abdomen | |
Symmetrically éiasenﬂeé. The liver, spleen

and kidneys were not palpable and no tenderness

was elicited, The uterine size was 34 weeks and

corresponded with date and no contractions were felt.

It was soft, ﬁa\tander and foetal parts were

easily felt, The lie of the fetus was longitudinal

and was presenting with the head which was high

above the pelvic brim., The fetal heart rate was

142 veats per minute and regular,

inspection of the vulva

8light fresh bleeding was seen at the introitus,

iupresgion: Placenta praevia

Innediste manacement

Blood was taken for grouping and crossmatching
and 3 units were ordered 5o be kept ready incase
the patient bled profusely., Intravenous 5% dextrose
drip was set. Conservative management was followed
as the general condition of the patient was good,
the bleeding was slight and the fetus was alive and
54 weeks both clinically and by dates. Examination
under asnaesthesia was contemplated at 37 weeks.
The foetal hearty, blood pressure and pulse were monitored
% hourly and a careful watch for further bleeding
instituted, A



Investigations
Haemoglobin 10.8 gm/dl. There was no slbuminuria

and glycosuria. Her blood group was B rhesus position.

Lg ﬂ Paelle

‘Bleeding had stopped. General condition of

the patient was $ill good. She was not pale, Pulse

80 minute, regular and good volume., Blood pressure

110/70 mm Hg. Foetal heart was 140 beats per

- manute and regular. Patient was transferred to
[ 4

antental ward and the same management followed and
ferrous sulphate 200 mg thrice a day and folic acid
5 mg deily were given,

2nd - 13th day in antenatal ward

The patient had no further bleeding since first

day of sdmission., Speculum examination on the Sth
day revealed‘é healthy cervix, parous cervix., Her
general condition was good. All the antenatal
paraneters were within normal limits, Both clinieally
and by dates the size of the fetus was 36 weeks by

the 13th ﬁay\an the ward., The haemoglobin was

11,0 gn/dl.

The patient had sudden onset of moderate bleeding

associated with a few clots while & sleeps The
bleeding was painless. Examination showed that the

patient was still in good general condition., She wes
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not pale. Pulse was 110 per minute regular and

moderste volume, Blood pressure was 110/70 mm Hg.

The sbdomen was uniformly distended and the
fundus was 36 weeks with febtal weight 3.2 kg soft,
non tender and no contractions were felt. The lie

was longitudinal and the presenting part high above

: ,the'hrim; The foetal hesrt was 144 hearts per nminute

and regulare

Inspection of the vulva revealed fresh bleeding
and clots coming from the introitus she had lost
sbout 1 pint.

Inmediate management
A decision to do examination under anaesthesia

was reached. One pintJaf blood was transfused while
the patient was being taken to the Theatre.

Premedication
Atropin 0.6 mg intramascularly as described

in the introductione.

Exsmination under anaesthesia

Two separate trays had been prepared one for
vaginal exsmination and the other for caeserean section
ghould the dispnosis of placenta praevia be confirmed.

A theatre nurse had scrubbed and was standing by
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Ansesthesia

. fhis pentone sodium 400 mg was used for
induction and the patient was relaxed with 40 mg
suxamethonium bromine, intubated and meintained on

oxygen and nitrous oxide,

Procedure and findings

The patient was kept in lithotomy pesition and
then was swabbed over the vulva, perineum and
aurraunﬁiag srea with chlorhexidine, She was then
drapped and cathetirized 100 mls of clear urine
was drained, Two fingers of %ha right hand were
lubricated with chlorhexidine cream and gently
inserted into the vagina. A boggynass could be felt
between the head and the examining fingers in all
the fornices so that the head could not easily be
felt through the fornices, VTha cexrvical o8 was
3 en dilated and the index finger was gently introduced
and as soon as & soft mass was felt moderabte bleeding
gtarted and the examination was stopped. The

diagnosis of central placenta praevia was confirmed,

The patient was placed in a dorsal position
and the surgeon changes gloves and proceeded with
caeserean section. The procedure was as described

in COSE cesees

The abdomen was swabbed with agueocus chlorhexidine
and then flavin in spirit and drepping were spplied.
A subumbilical middline incision was used to open the

abdomen., The whole lower segment was bluish and
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covered with distended veins. Wet abdominal towels
were used on both sides for pascking awey the bowels
snd the rotation of the uterus was corrected using
the round ligaments as guides, The distended
vessels over the lower segment were cut through
clamps and the peritoneal reflects over the lower
segnent inaised; The vessels were ligabted and the
bladder was genﬁly push down by blunt dissection with
a gasuses, A Doyen's rectraction was inserted so o8
to hold down the bladder and expore the lower segment,.
Then as fast as it was possible a transverse

incision was made on the lower segment and it was

extended %o ecut into the placenta and the menbranes

were punctured and the baby was delivered as swiftly

as it was possible using the procedure as described
in C8Se ssssss The cord was immediately clamped

and a male baby Apgar score 8 at one nminute was delivered,

The bleeding from the cut placenta was profuse
and ergomentrine had simultaneously been given on
delivering the baby. The uterus well controlled,
The placenta which had occipied virtually the whole
lower segment was removéd manually by gently sepsrating
it from the ubterus and it was easily delivered, The
uterus remained Weil contracted and profuse bleeding
continued espécially on the cut ecdges. Green-irmitage
clamps were used to temperarily arrest the bleeding

Was done as in cesSe ..ses and haenostasis was achieved.




- 99 =
Phe rest of the procedure wae continued as in case sese
and after dressing the wound the uterus was squeeszed

gnd big clots came out,

Sponge holders with sterile gause pieces were
used to remove the clots from the vagina and the
bleedine was only slight, The blood loss was estimated
at 1,000 mls and the patient was given 2 units of
blood both daring the operation and in the immeﬁi&ﬁa
puerperium, | ‘

The placenta and membranes were completee. The
beby weighed 3,100 mg end there was no congenital

nalformation.

ist postoperative day

General condition was goocd. The patient was
elinically not snaemic, dehydrated or febrile
(36,8@3); Pulse was 90 regular and good volume,

Blocd pressure 110/70 mm Hg. The lungs were clear,
The abdomen was not distended, soft and bowel sounds
were heard. Iochia was red. Flatuas had not heen
ﬁaaseﬁi

The urinary output was 1,100 mls in 24 hours and
the input was 2,500 mls. The heembgidbin wss 10.8 gm/dl.

The urine had no protein or sugar.

2nd - 7th postoperative day
The general condition continued to be good and
the patient was ambulant. ©She had passed flatus and

oral fluids were allowed on the evening of the first
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postoperative day. Drip was discontinued on the
second day and ferrous sulphate 200 mg three times
daily for a week was started,

The stitches were removed on the 7th day and
the wound was well healed and the lochia was only
slight. Breast feeding was continuing normally.

The patient was discharfjed on the 8th day with
a haenoglobin of 10.9 gm/dl and instructed to cone

to the postnatal clinic 6 weeks later,

Immediate postoperative case and progress

The general condition of the patient was fair.
The blood pressure was 100/60 mm Hg and the pulse

was 110 per minute and moderate volume and regular,.

Pulse, blood pressure, respiration were checked

~ hourly for 12 hours and then 4 hourly for 24 hours

and then twice daily. The temperature was checked
twice daily. Observation on vaginal bleeding were
nade hourly.
The following treatment was alseo givens
1. 1,000 mls dextrose 5% alternabing 24500 mls
of normal saline very 24 hoursj

2e Pethidine injeetion 100 mg 6 hourly for

24 hours and

3¢ 1 more pint of blood was ordered,
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Postnatal clinig - 30th October, 1979

Phe patient was well., ©She was not ansemie
(11.4 gn/dl). Pulse was 80 regular good volume.
Biood pressure 120/70. Urine wés negative for sugar
and sibunen.

He ahn&fmalzﬁv was detected on abdominal

examination, Vagipal examination was normal and

]

e

et

uterus was well involuted the size of 10 wveek

Pregianltye

Gommen tary

Placenta praevia is associated with both increased

{

maternal and fetal mortality and morbidity. With

proper management of this condition MacFee (1)

nanaged to reduee the maternal mortality from 7% to
0.57% and the perinatal mortality from 50% to 23.5%
hereas Doneld (1) reduced maternal mortality to 0%
and perinstal mortality te 10%. This is attributed

to proper management of hasemmorrhage, shock and anuris,.

»

Expectant management was followed in this patient
when she had the first two bleeding episodes which

TR
were

This was done because the fetus ab

34 weeks gestation was still premature and it was
alive and welles Premaburity was the leading cause of
perinatal mortality at Muhimbili Medical Centre in

1979/19580 (2). 1Two weeks later at 36 weeks geste ation,

o3y oy B o iy e o 2 2] - k - pap—
the patient had heavy bleeding whicl
anc here a dec

mainly in the interest of the mother fortunately the
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ision to deliver the mother was reached
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fetus was of adequate gestation and size,

Examination under anaesthesia confirmed the
diagnosis of placenta praevia. As the patient
was bleeding profusely and the fetus was alive and
the blood was avilabley no time was wasted and the
patient was delivered immediately by lower segment
caesereen section through the placenta guickly and
deliver the babys. This was done fast and meticucusly

P

fher cut

fﬁ
s

85

5

ting through the placenta any delay in

delivering the baby might have exanguinated it.
o o =

The immediate danger after this were postpartum

haemorrhage and morbid sherence of the placenta (1)

Fortunately both of these did not occur and in the

puerperium the patient had neither sepsis nor anaemic.

The cause of fetal death in placenta praeevie
are intremterine asphyxia duct due to placental
geperation, prematurity, fetal abnormalities atelectasis
neonotorium and fetal exanguination due to vasa praevia,
These many hazards explain the high perinatal

mortality in this condition (1).

The use of sonar had not started by then as
this would have confirmed the elinical disgnosis
on admission and rule out the obvious congenital
abnormalities such as hydrocephslus and anacephaly

sometimes associated with placenta praevia,
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Primigravida

57 elderly primigravida were studied at Nuhimbili
hospital between June 1979 and July 1981, Their
incidence was 0.11% and the perinatal mortality and
morbidity were 166 per thousand and 31 percent

respectively.

95% attended antenatal clinic and the commonest
antenatal complication was E.P,H. gestosis (25%)
where a8 the commonest intrapartum complication was
prolonged labour (16%). Prematurity and congenital
enomalies accounted for 18% and 5% respectively., The
caeserean section rate was 37% \‘bm; most of them were
emergency caeseresn seations Sene- Con prolonged
labour complicated with fetal distress and only
2 were elective caeserean section. As E.P.H. gestosis
and prolonged lsbour accounted for the increase in
perinatal mortality and morbidity liberal use of

' elective caeserean section in those patients suspected

‘antenatally to have disproportion, or low Bishop Seore

with E.P,H, gestosis coupled with timely decision to
intervene in patients with prolonged lebour might have
reduced the perinatal mortality and morbidity.
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Introduction

A primigrevida is considered olderly at the age
of 35 years or greater and the oldest primigravida
in history is Sarah, the wife of Abrahem who bore
Isaac at the age of 91 years (5).

In keeping with other series, women with a
past history of a spontaneous abortion have b#gn
included in this study (1, 2s 3, 12, 13).

4 distinetion is made between those women who narry

 late but soon become pregnant and thosa who after

~ being married for a long time fail to become pregnant
- despite attempting to do 80 for several yeérs;

- Compared with young women, the fertility is reduced

in both women but the former group is much more
fertile then the latter (16).

The elderly primigravida is lsbelled high risk
and whereas this concept used to apply to maternal
nortaliﬁy in the 18th century, in modern obstetrics
it has been shown if proper antenatal care is given
to the elderly primigravidas, the maternal mortality
becomes similarrto~riguras for younger age group and
therefore the high risk concept in moéarn obstetrics
applies to the increased perinatal mortality and
asrbldity in the elderly primigravidas (13, 2, 14, 15).
The findings of increased perinatal mortality and
morbidity has been confirmed by several other studies
(34 44 5, 10), and Hogson (4) compared the performance
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of the elderly primigravida with athletic performance
where the capacity to undertake it efficiently falls
off 'verykrapid;ly with advming age. Nortman (5)
and lulecahy (7) noted that wiﬁh advanced maternal
-ags there was increased :tetal and neonatal mrtaﬁ.ty
. as well as ecng@nifsal ﬁalformatians in the offsprings
| and Kanas (2) and Morrison (3) examining pregnancies
~ in the elderly primigravida found similar results of
vmare pregnancy camplicatians and p@or outcomes with
advancing maternal age.

The present study was undertaken to assess the
rigks of the fetus of the elderly primigravidas
and the factors that contribute to the increased

o risks,

Shis I ;émapeetivs study which included all
the women aged 35 &em and sbove with a pregnaney
of 28 we’eksv and sbove who were admitted to the labour
ward of luhimbili Medical Centre between June 1980
m&d Bay 1982. Women who had aborted once spontaneously
were alse included in the study. Uost of the women
mw their ages because they had had some kind of
formal educ aticm; The few who did not know their

agas we'ﬁe asked 'ba reaall wxper‘l;aa%: events such as

the year when the ceuntry's political party was
founded in }.954- o: the year when this ccuni:ry attained
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independence in 1961. They were then asked what
their ages were during those events and their
current ages were calculated by extrapolation.
All of them hed reached menarch by 1961.

‘The author was informed of every suspected
elderly primigravida and the author personally

- eonducted the interview and follow up of these
patients. Antematal information was extracted from

‘the antenatal card. In the interview and follow up

of labour and pusrperium the following information

‘was sought: Age, lMarital Status, Educationy Yeas of

marriage whether or not received treatment at the

infertility eclinic, entenatal complications,

intrspartum complications, mode of delivery, puerperium

and Apgar Score of the baby and total outcome.



RESULPS
The incidence of elderly primigr.vida is 0.11%.

Table I: The Perinatal Mortality

Fresh BB, 6
Hacerated 8.B. 1
Heonatal deaths &4

- Total deaths 1

~ The perinatal mortality was 166 per 1,000 deliveries.
Fresh 8till Births accounted for 56% of the perinatal
mortality followed by neonatal deaths 35% and macerated

© 8%ill Births 9%.

jﬁ{ablg _I1: Apgar Score

0~-3 -t 7+

3(5%) 15(26%) 39(69)

5% of the babies of the elderly primigravida were
severely depressed, and 26% were moderately depressed.

Table &3 \Agc

Age of mothers:

35 | 36 37 | 3 | 39 40+

31(54%) | 15(26%) | 6Qo%) | 5(9%) | 101%) 0

- 80% of the elderly primigravidas were aged between
35 and 36 years and none was aged above 40 years.,




Pable IV: Harital Status

‘ Married | Single Divorced
- a2(74%) 2(2%)  1a(28%)

24 of the elaeriy primigravidas were diverces
and 22% of those who were still married had at least

been di%weﬁ onge

Teble Vi

Higtory of previous | Ne history of previous
' abortion abortion ;
8 49

14% hed previous history of spontaneous gbortien
and 6 of them were evacuated im hospital whereas only
2 were not evacuated. None of the patients developed
sepsis during or after the abortion,

Zable Vis Attended Gynaecology Outpatient Clinic for
Investigation and treatment

Attended 6(10%)
Did not attend 41(90%)

10% of the elderly primigravidee attended the -
infertility clinic for investigations and treatment,
3 of them had aborted previously. 30% of the patients
underwent tubal surgery whereas 70% conceived without
undergoing eny operation procedure,
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Zable VII: Attended Antenatal Clinie

‘Booked 1 a9(86%)
Not booked 8(14%)

Only 14% of the elderly primigravidas did not
attend antenstal elinic regularly and 70% of them
developed E.P.H., whereas of8% who attended antenatal
elinic only 28% 4 eveleped E.P.H. gestosis,

- Zable mf I1: Antenatal complications

Hypertension 6 g 1 5(9%)
BE.P.H, Gestosis ' 14(25%)
 Eelampsia B P 8(79%)
Intrauterine growth mtw&amon 7(12%)
~ Premature rupture of membranes 407%)
Post maturity ' | | 4(7%)
Ancemis | | 2(3%)

E.P.H, gestosis and eclampsia combined were the
commonest complications during the antenatal peried
and accounted for 32% of all the antenatal complication,
followed by intrauterine growth retardatiom (12%)
and hypertension 9%, postmaturity and premature
rupture of membranes each 7%. Ansenia was the least
common. oSome of these patmnts had more than one
gomplication. 50% of the patients with intrauterine
growth retardation had E.P.H. gestosis also. EJP.H.

gestosis, eclampsia, intrsuterine growth retardation,
hypertension accounted for 40% of the perintal
mortality and 30% of the neonatal morbidity.
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failed induction (12%9.

- 111 - |
gdhle IXR‘ Iatrapartua Complications -

~ Prolonged labour lasting more |

' than 20 hours | 9Que%)
Petsl distress 'F 8Q1a%)
Pailed induetion | 6(10%)
. Premature labour \ 72(12%)

- Abraptio placenta 5(9%)
Vuconeum 4(7%)
Breech R 3(5%)

| Eelam@ais | 2(3%Q

i frﬁlcagéd 1abour (15%9 was the leading intrapartum
complication followed by foetal distress 14% and
50% of the patxents,wiﬁh
fetal distress had prolonged labour also. /3 of the
failed induction were done because the patieunts had
BoP.H, gestoais and /3 due te postmaturity.

. The perinatal mortality associated with‘bath
prolonged labour and fetal distress was 50% whereas the
perinatal morbidity was 55%.

mgble X3 liode of Delivery

L.SeCaSe 21.(37%)
L.C.V.E. 3(5%)
A.B.D, - B(5%)
RSN 30(53%)

37% of the patients were delivered by caesersan
section and 5% each by low cevity vacuum extraction and
5%% had spontaneous vertex deliveries, The commonest
indication for caeseresn section was prolonged labour
with foetal distress (71%) and failed induction
accounted for 29%. The perinatal mortality and
morbidity smong caeserean sections was 35% and 52%
respectively, All the 6 babies who underwent assisted
breech delivery and low vacuum extraction were depressed
at birth and had Apgar Scores of 6 or lower,



Table XT3 Weights

1000« | 1500=- 2000- 2500= 3000« [3500~ | 4000~

3(5%) | 6Qom%) | 5(9%) 11Q9%) 18(3%?3’{25%) 1(2%)

- 18% of the babies weighed 2 kg and below whereas
56% weighed 3 kg and above.

_fhe perinatal mortality and morbidity smong the
babies who weighed 2 kg and below wewe 12% and 15¥
respectively. '

fsble XII: Congenital Abnormalities

Present . | Not present
(%) | 54(95%)

3 babies (5%) had congenitel malformation,
1 had spinal bifida, 1 snencephaly and 1 cleft plate.
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DISCUSSION
The inaidence%%f the elderly primigravidas in
most series is less than 4% é&ndl- the incidence of

.0.11%:fﬁund in this study is low compared with

incidences of other series of 0.71% by lesergie (1),
0.68% by Horrisons (2), 0.63% by Eones (3).’

' Therefore inview of the low incidence of the elderly

primigraﬁidaa, the experience of anyone individnal
with the eondition tends to be limited (1, 2, 3).

The low incidence of elderly primigravidas
found in this study may be explained by ithe fact
that women in most developing countries like Tanzenia
marry at a very early age of 15 to 17 years whereas

in developing countries they marry at later ages

hence the proportion of women who marry at 30 years

and above is much greater in the developed than
developing countries where the majority of women have
already been married ab the age of 30 years and have
given birtha, '

This incidence however, could be higher in
developing countries as in these countries a

gonsiderseble number of deliveries still occur at honme

uncrecorded and Vkumbwa (18) and Mbilu (19) found

0% of deliveries in Tenzania occurred at home
whereas in Ghana (20) it was 75%.



The perinatal mortality of 166 per thousand was
high compared to the perinatal momulity of 42.,5% of
the general population (9). 80% of the perinatal
mortality was due to still births and 20% due to
neonstal deaths, Others series have aluo found
that the greater danger to the fetua is posed while
in utero end that once the fetus is borm alive,
the chances of surviving are high (1, 2, 34 44 7)e
Morrisons (2) found a perinatal mortality of 94 per
thousand and Hadger (7) 101 per thousand in their
series of the elﬂerlj primigravidae,

The perinatal morbidity was high 31%. 3 ef
the babies were severely depressed while 16 were
moderately depressed. All these required assisted
veatillation. Others workers found similar high

perinatal morbidity in the elderly primigravidas
(2!3’6§ 7) ®

Beside the increased perinatal mortality and
morbidity associated with this condition, it also
led to increased broken marriages as shown by divorce
rate of 24% and even those who had husbands, 22%

had married more than once,

The marital status, education status, years of
marriage or treatment at the infertility clinie did
not influence the perinatal mortalilty and morbidity.
This has been found by other workers who showed that
the fetal outcome is independent of nutrition,
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health hygiene, housing, matemmi competence,
eultursl practices or genetic dispasiﬁiena (2, 6)
and that inecreasing materﬁal age is the major facter
that influences fetal outcome (6, 2). k

Only 10% of the elderly primisravidas did not

attend antenatal cliniec and 70% of these developed

E.P.H, gestosis and subsequently 2 patients developed
eclampsia, These conditions might have been
discovered early at the antematal elinic and nanaged
appropriately and hence the perinatal mortality and
morbidity would have been reduced (11).

Durirg the sntenatal period E.,P.H. gestosis
(25%) was the commonest complication followed by
intreuterine growth retardation 12%, hypertension
(17%) exnd yeéﬁm&tux&ity (7%)s 21% of patients with
E.F.H, gestosis later developed eclampsiea,

These antenatal complications accounted for 40% of

the perinatal mortality and 30% of the perinatal
morbidity. Hypertension disorders as the csuse of
increased perinatal mortality and morbidity has beem
shown by Horgers (10) who found an incidence of 73%
61%.

of the perinatal deaths whereas Morrison (2) found

Close antenatal monotering of the mother and also

of the fetal growth and well being with a view to
timely intervention in the interest of the retus has

been recommended in order to salvage these babies (2,3,7).
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Unlike other series (2, 3, 15) diabetes, hear®

diseeses, and sbraptio were uncommone

Euriag the intrapartum period the commonest
complications was prolonged labour (16%) which was
also sssociated with 50% of the ?atients with fetal
desiress. Frolonged labour is common among elderly
primigravida (24 35 %4 6y 16) but the patients
might have haﬁ,cephala~pelvie Gisproportion whichy
according to Philloportt (12) i& very common in the
African Primigravida and cause high perinatal
nortelity and morbidity. Garefﬁl antenatal
assessment and intrapartum use of the partogram
might have avoided the higher perinabel mortality

and morbidity 50% and 55% respectively.

Phe failed induction might have been caused
by primary inertia which is common among the elderly

prinigravida (13).

Phe incidence of congenital asbnormalities of
5% is higher than that of 3.4% by Horger (10) and
the general population has an incidence of 2%. The
congenital sbnormalities which are common in the
elderly primigravidas are congenital enomalies and
chromosomal trisomies. The latter could be missed
at luhirbili hospital as karyotyping is not done
and therefore the incidence of congenital sbnormalities

could be higher.
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The rate of prematurity in the elderly primigravidas
in developed countries has been found to be two
fold (2, 3, 4) but in these series both the perinatal
mnrtaliﬁy and morbidity was not significantly
increased, In this study there was 1 neonatal
death and 2 still births among babies weighing less
then 2,5 kg and the perinatal morbidity was 40%,
The high perinatal martality and morbidity at Muhimbili
hospital may be explained by the fact that the babies
thet wighed below 2,000 mg had a perinatal mortality
of 50% at liuhimbili hospital (9) whereas in developed
countries 90% babies that wighed 1,000 mg end sbove
were salvaged (24 34 10). Thus improvement of the
neonatal unit at Muhimbili might help to reduce
fetal wastage. DBabies weighing over 4,000 mg wers
uncommon (1%), unlike Higson (15) series which showed
a rate of 13.7%. This may be because diabetes was
compon in hic series whereas in this study there

was nonee

Increased caeserean section rate in the elderly
primigrayidéz has been shown by most series
(14 2, 34 4, 10, 15), The caeseresn section rate
in this study was 37% compared to a rate of 9.2%
at Muhimbili hospital (9). Over 90% of the caeserean
sections in this study were done for prolonged
labour with fetal distress and failed induction,
As mentioned sarlier a substantial number of these

ecomplications might had been due to cephalopelvie
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disproportion which was undetected (11). All these
caeserean section were done as emergency procedures
and they were associated with a perinatel morbidity

of 25% Norrison (2) found a perinatal morbidity of 18%.
There were only 2 elective ceeserean section done

both of which were for breech presentation at term

and each had Apgar Score of 10 and both subsequently
did well. ILiberal use of elective caesersan section
in those patients suspected antenatally to have
gisproportion or patient with low Bishop Score together
with antenatal complications such as E.P.H, gestosis,
coupled with timely deecision to inﬁervans early in
1abour in patients with intrapartum complications

gsueh as prolonged labour might have reduced both

the perinatal mortality and morbidity in the elderly

primigravide.
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Of the 650,000 women giving birth in Tanzania

reay only about 50-60% attend antenatal clinie
(AIC) at least once and even a lowers Percentage
actually deliver under trained supervision (5).
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in Bagamoyc, Moshi and Dodoma

interviewed had been pregnant in the past
5 yearsy and 80% in the past 2 years., 20% of these

and 53% delivered zat
home without supervision of a trained midwife (14).
The Ministry had projected that by 1980 LCH services

should reach 90% of mothers and children (6).
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nutrition (14) (15). In 1960 liobile LCH elinics

were started with main emphasis on immunization and
gsome primery health services. There was no central

goordinabion in these services and they were unvenly
distributed (14)s In 1971 a Hational NCH Coordinating

set up by the then Hinistry of Health

velfare and it reconmended the provision of
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Nethodology

Kesulu district is on the Western part of Tanzania

in Kigoma regione The main occupabtion of the pecple

L) >

is wainly mazie and beanse The district

has a population of 150,000 (18)¢ There are

90 vill:« and 32 dispensaries., 23 dispensaries

are run by the government and 9 by voluntary agencies,

N 3 v 10 PP I ST R - o
nere 1is one 00 elinice in the Ttown and one in each

&3

th centress The average distance of

house nolds to hospital is 2644 km. in Kigoma rural

L

where as agverage distance to digpensary 18 275 ka {17}.

BCH Ald seprvices were first introduced in Kasulu

in 19784 Prior to 1976 LQH services in

wgaries were run by village nidwives and

e teams. The mobile team services wers

unrelisble bLecause of the frequent breakdowns of

the vehicles and the impasgablelﬁads during rainy

seasouns, The village miﬁv1qmﬂ had informal inservices

on UCH services for 12 months in the district

Due to lack of equipment

their services were limited to conducting occasional

ries which the traditional Dbirth
atbendants had failed to manage Of the 32 dispensaries

in the district only 8 (25%) have UCH services

that cre conducted by N one in each

dispensary. A randon selection of dispensaries with

KCH services was teken as followss:




All the 8 dispensaries with MCH Ald service were

2%
]
5
®
o
£

numbered., ensaries were picked
blindly Dy a ward attendant who was not involved in
the study, The 2 dispensaries picked were NMrufiti

)

These 2 dispensaries with thelir

! e o 2 3 p— - v fera By @ o < .
‘BUrrou? € villages formed the study area. The
target populaetion was all the mothers aged between

15415 who had given birth of 28 weeks gestation

or more and have been living in the two villages

1978 and December, 1980. VWith the
help of the villaze Chairman, all the Ten Cell

of these 2 villages were identified and

1 % (quarter) of all the Ten Czll leaders were

1 b ) -
i

fron each village. All the women

belonging to these venwcell leaders and with the
eriteria mentioned above were- included in
The chosen ten cell leaderé were briefed by the authow
on the study and on the time and date of the study
and they in turn briefed the women, The women were

in their nomesg by the author and the

C
3

visite

questionnaires filled,

The questionpaire were filled on the day of the
studye. The first guestionnaire dealt with the dispensary
and sought informetion ont

3 Some of villgme —<-cZ

2e I‘Q wlstion of.

3« Temale population 15 = 45 years

1 4)
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.

3 -
4, Year the dispensary was built
Ve sy o oo oo T o 4 - f
S5« JYear of estsblishing ANC

©s Year NCH Alds started work and number of

The questio ire on women sought information ong
1. Name of village K
2+ Home of Ten Cell leader

S\
™

4, HName of women and whether or not present when

Y

illeteratey had adult educabion,

i
.
o
<
B
¥
i

G
ary education.

o
.

~3
®

place and outecome of deliverys

o0
-
®
fd
i—-i.
«
4
b3

iveries included those in which the pregnancy

had reached 28 weeks gas@akién or more and the
information required has whether the baby was a still

birth (SB), died within 7 days or lived after 7 deys.

A motbher

who nads 5 or more visits to ANC was counted
as having attended and if less she was counted and

having attended and the outcome of those who

W o o)
abtbtended

home deliveries were sought,.
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The two villages where the study was done with their corre-
gponding dispensaries arei-
1

1, Hyufiti

2. Bugag

Hrufiti is 25 im away from the Kigoma-liwanze main road whereas
Bugage is 30 Km along the Kigoma-iiwanza main road.

The population of lrufiti village was 3154. The female population
was 1715. The total population of Sugaga village was 7202. The
female population was 4228,

(There were no records of their age groupst,

Number of women interviewed at Mrufiti 128

Humber of women interviewed at Bugaga 173

Total number of women interviewed 501,

Year both dispensaries were established 1976« Year I.C.H. Aids
started worlk in both dispensaries January, 1978. The total number
of deliveries of the 301 women between January 1978 and December
1980 was 376+ Total number of deliveries cccuring in both dispe-

Il.CsHe Aid was introduced - 0 (no recomnds),

nsaries peiore

Table 1: THE EDUCATION

No formal Adult Std Stds Secondary

q e - . - % 3 Univ TOTAL
education education | I -~ IV | V = VII education S

sity

75 164 46 16 0 0 301

255 of the women did not have any formal eddwcation.




Govt. employee

Business

falulie]

0

men were civil servantS.

G

o > P
LaULEC Lads Libald Ll
b ot

ity of women were housewives and peasantsSe.

PAREEY 1-4 5 T 8t TPOTAL
|- S 151 97 53 301
!

The percentage of grandmultiparous

r L e
Table IV: DELIVERIES PER YEAR

with 5 children oxr more

T PHE DISP. SIHCE lleCoelle 41D

YD WONE
witniliil) WUNe
st ——

1979 198(

MCRAT
LULAL

125 33

376

a8
Ty ey UVTEYY 3
Lnere were «

+the women studied.

o OF

total of 376 deliveries over the

VISIPS 70 ANTENATAL CLIIIC

1980

YEAR 1578 1979
Hos. -

3 L, 3 3

visits] /.3

L

13 112

Hose 6 109

15 h &

Of the

deliveries

%76 deliveries that occured over the 3 years 915 of the

belonged to mothers who nad attended antenatal clinic.

SENSI VU

years among
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Tanle XII:  BDUCATION VS PoN.i.R. OVER 3 YEARS.

Illiterate Literates

Hose 75 226

Nose deliveries 94 282

Se3 3 6

b

Neonatal deaths

Heliwiieile per 3 9 000 ;CiiVO.L‘iOS

o
g,
i
P4
«

64

- illiterates was higher 87 than among literates

DISCUSSION.

75> of the wonen who took part in this study could read and
writee. The interviews with them were easy as they kept good
recoxds of the years they had given births and the majority of
them kept the antematal cards of all the children they hade The

antenatal cards made counter checking of both antenatal and post=

had given about their children possible.
99. of women studied were housewives as the only civil servants
in this population were members of staff of the dispensary and
primary school. The civil servanis had more income and more edu-

=

ation hence & higher standard of living than the villagers.

A mimhoay £ pre e £ g 5 + o Lo T O O - 1 <oy 43 <
he number of women of high pariiy was npore or less the same

o

1w those with low paritye The importance of child spacing was
emphasized to the mothers at the antenatal clinics but neither
the pills nor the intrauterine devices for contraception were
offered. <These were available at the district hospitel only. Of
the 376 deliveries that occured from 1978 ‘o 0, 340 (9%°) had

received antenatal care. 312 (837) of the 376 deliveries occured

at home without the supervision of an M.C.H. 4ide The mothers
who delivered at home had been told at the ANC clinic of the
importance of delivering in the dispensary under the attendance of
an 1leUsHe Add but all the szme they were defiant and delivered at

horne.




In Tanzania it is estimated that 60> of the mothers deliver

l"'

at home \b) « In liono division in Bagamoyo district it was found
that 69. of deliveries occured at home under untrained traditional
bizrth attendants vwhere there were no dispensaries in villages and
that the figure was lower 53 where the women were near the dispe-
nsariesy (7)e Another study found 620 deliveries occured at home
in Tanzania (8) (14). In Ghana the figure was 75.. liost of these
deliveries occured under the supervision of traditional birth atte-
(?3L), There were 8 kmown traditiomal birth attendants in
each village. In lMiono division, Bagamoyo there were 6 known TBA's

timated that there are 5 TBA's in each village in

Vo

It was slso estimated that there were 369 TBA's in
Zanzibar in 1967, 1235 TBA'S in-Mali in 1976 and 26670 IBA's in
Fhillipines in 1977, (12) The TBA are elderly ladies who have no
Tformal kuowledge of antenatal and postmatal care and do not conduct
deliveries aseptically but the society has confidence in them (7
(9) (11)s

~ome of the mothers might have preferred to deliver at home
because the IL.C.H. Aids were away each month for one or more weeks.
They had to go to the district hospital every month to get their
salaries, vaccines and kerosene for refregerations. Fomrmerly this
was the duby of the Pel.0s and district H.C.H. co-ordimtor but
they had to stop because there was only one, serviceable land-rover
and the D...U. had to use it for both M.C.i. services and other
hospital administration duties and the latter got more priority.

The women in labour might have been discouraged to go to the

dispenss because they were not sure of meeting the H.C.H. Aids

where as the traditional TBA's were always available.
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Lack of dispensary staff quarters made the dispensary staff
either live in the dispensaries or rent local houses which were fax
from the dispenseries, At Meufiti dispensary the Rell.As with his
fawnily lived in the house so that during working hours his family
would stay outside and prepare meals while {the Heileis and ILeC.He Add

were atbtending patientse At night the whole family would move into

the dispensary. I a woman came in labour at night the whole family

going on and some women in labour felt uneasy
about this situation and decided to remain at home, In other the
dispensary whenever needed. This became difficult a$ night and duri-

attendant became the

ng rainy seasons so that the traditiomal b

v
bvions o oaey ok or Loy VY Lorad manwha
ODVIOUS alterInaelve a8 W LeJ' LAVEU NCGLUY e

.

» B clinic was good (91-, because the

e aFtanday 3.
Lae agsgiencance 1o

ood the importance of AC, The majority said they

B o P = v
moLaers wy

attended the clinics because disease like Safura (Anpemia) were

1

treated theres At these clinics powdered milk and other baby foods

were ered free of charge for only those women who attended AN

2 sk L T 5
LiN1Coe LALS I1Xee

go to the clinics

3r attracted some of

and they sirultaneously received ax and their children
were vaccinateds

The total perinatal mortality over the 3 years was 63.1 per

5! e Vi ~ Ael- ] o Blao - . 3 o 5 *
thousands Among deliveries that took place at home it was T4.9

whnereas Gl

se which occured in the dispensary under leCeHe Aid it was

31e6e The perinatal mortality

among those women who did not attend

antematal clinic was 166.6 compared to 52.2 among those who

oy

Hauritius 51l.1, Paraguay, 51.9 and lontserrat 0245 (13,:. Therefore

developing countries have a higher P.llelleile than developed.
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As a big percentage of women are attended by tie TBA in
developing countries, it is clear that the TBA's may play a posi-
tive role in reducing the perinatal mortality if they are taught
gome basic knovwledge in delivering primary health care. Of the 8
known TAA's in this population none knew the importance of antenatal
and postnatal care and yet these handled 83¢ of the deliveries in
this populations At Ifiono division, in Bagamoyo (7, the TBA's were
found to be illiterate and had no knowledge of both antenatal and
postmatal care. They left such care to the mothers and relatives
of the womene. There is a need to copy the example of Ghana (9)

{10) the Sudan (11) where the TBA are taught some

bagic ANC and aseptic techniques of conducting both deliveries and

cares Indeed in addition to the mumerous facilities yet

> built and health wogkers to be trained in Tanzania there are
alot of problems which interfere with efficient use of vhat already
exists and principal among these constraints are logistics and

maintenance problems; poor communication and transportation, inade-

guate data to plan and evaluate with (14). The quality of work

of our h deteriorates with their prolonged isolation
once inditial training is achieved as seldom the U«l.O. and district
leCuls co-orindations pay them any visits or conduct seminars so as
Yo keep them up to date.

The Government decision to cousider training the TBA and

traditional hezlers to become Village Health Workers for their own

might help in reducing the P.N.l.d. as they are woXkers who

1tely available to 2/3 of the villages (14). As noted
earlier only 8 (25:) out of the 32 dispensaries have IlL.C.H. Aids,

o

255 of all the ICH Aids posted to the dispensaries in that district



had to leave their places of assignment for one reason or another

and the cormonest reason was to join their husbands (13). At en
I.CoHe Conference in Moshi it was noted that most of the problems

""" Pecting expansion and quality of M«C.H. services were due to lL.C.H
Aids not being selected from rural inhabitants of villages in which
they work, Therefore many have left the rural dispensaries; equipment
is scarce and 50,.’ of ILCeHe Clinics do not have woridng refrigerators,
vaceination kits, maternity beds and child seales; village leaders
are not involved in plamning and hence do not encourage women to

attend [L.C.He Clinies as expected, and last vehicles for H«C.H.

services are being used for other purposes € leaving the district

KeCeHs co-ordinator stranded and cannot visit the MoC.H. Adds (14).
All these problems coupled with the fact thet the projected
tartet of having 2500 ll.C.Hs Aids by 1980 has already fallen short
by 1310 show that there is a longway to go before the li.C.H. Aids
£ill all the 32 dispensaries and perform their dutbties effectively
by influencing mother o deliver in dispensary under them and atitend

ALC, To alleviate this problem the HMinistry should implement the

proposed train

i
Hy

ned T34 than the coverage of

mothers will be big and P.Nll.Re may get reduced., Kigoma specifi-
cally may benefit from this as only 20> of health facilities are

integrated with daily lL.C.H. gservices compare to more than 50% in

other regions (16).
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of women delivering al home ar

C attendance is unlikely to

in the near future (14‘)2. This has been made worse by the

N RSN

prevailing world wide economic crisis and as Tanzania is one of

this crisis will

the 30 poorest countries in the world
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ABORTION EVACUAPION OF THE UTERUS AND
FOLLOW UP

OHPLETE

I.P, Hoe 166019 4
Jame: liss. GoK., 17 years, lioslem, Prim.

Addresss Mikocheni, Dar es Salaam

Date of asduission: 1st Septeuber, 1979

Date of Opervation: lst September, 1979

nga of Dischergeds A4th September, 1979

Snm%g

Mise, GeVe, Secondary School pupil ¥
$ Y &

ad an

fonk

ineomplete abortion which was cuspected to have been

induced. After resuscitationy entibioties and

evacuation the patient progressed well and was

discharged on the 4th daye.

History of‘nregaat illness .

The patient was referred from Mnazi limoja
dispensary with a history of 3 months asmmencrrhcea
gnd cudden onset of leower abdominal pain and vaginal
bleeding for 2 dsys. The lower ebdominal pain was
ecutting in nature and it was radiating to the back.
It was intermittent, progressive and she did nod
know any reliéving factors. She vomited cnce ab
home but denied any history of fever no discharges.
She did not aom@lain of dysurea or frequency and

her bowel motions were normal. The pain was followed
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a few hours later by vaginal bleeding which was
glight initially but became heavy with clots as

the pain progressed. She did not see a fetus coming
out. BShe denied that there was any attempt o
interrupt the pregnancy.

Henstrual history
lienarch was at 12 years, Her period were

4 days flow in every 30 days, normal, regular and
not associated with pain, Her last menstrual peried
was on the 10th June, 1979.

Obstetrics history
She had not conceived before and was not on any

contraceptives,

Past medical and surgical higtory
She denied any history of venereal disease

and she had not undergone any surgical operation.

Family history
She gave no history of Bypertension diabetes,

heart disease, tuberculosis ¢r mental illness in
the family., She denied family history of twins,

Social history
She was single and was @ studying at Jangawani
Secondary School in’Perm III, She was staying with

her parents both of whon werﬁ Civil Servants.
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Neither her parents nor the teachers were aware of

the pregnancy.

General axaminatigg‘

The patient wed in pain. Her nutritional status
was good. She was 3ot anaemic, shocked, dehydrated,
Jaundiced or febrile (temperature,56.5§$). There

 was no lymphad@nopaﬁhy nor cedema.

Heed and meck: Nothing remarkable

Breastss Active and no lump was palpable

Chest | \
~ She was not &yépnaaia. Chest movements were
\sysmeﬁrieal and air entry was equal bilaterally.
Breathing was vasiaélar with no adventitious sounds,.

Cediovascular

The pulse was é@ per minute regular and good
volume. The blood pressure was 120/80 mm Hg. The
heart size and sounds were normal, There were no

arours.

Abdominal examinatige

The abdomen was not distended and there was no
visible mass or peristalsis. The suprapubiec region
was very tender on deep palpation. There was ne
guarding nor rebound tenderness. The liver spleen and
kidneys were not pwlpasble nor was there any tenderness,

There was no free fluid,




Pelvic examination

The vulva and perineum were normal and there
was bleeding coming from the vaginal introitus.
Speculum axaminatien;revealeé a normal vaginal with
retained produces affaancaptian;distanﬁing the
 gerviczl os. The cervix was slightly bruised on
‘the upper 1lip. Cervical swab was taken. Bimenually
the cervix was effaced and 2 cﬁ‘éi;ateé, Thae uterus

wes the size of 12 weeks pregnancy mobile and tender,
ﬁ%ﬁ farﬁiaea ﬁere frﬁe and no bulgiﬁg mass was felt
Sﬁ the pouch of ﬁouélas. There was no tenderness

or mass in the aﬂnniia. ﬁhe‘bleeding was moderate
with clots but nsvféul smell, '

' A diagnosis of incomplete abortion was made
but in view of the Témises on the cervix and the
fact that the patient was still studying at Secondary
Sehool level, the péssibility of ?Ee pregnancy
being interrupted was taken although the patient
 denied, |

Investigations

1. Haemoglobin 11.6 mg/dl

2. Cervicel sweb results came 36 hours later,
. Ho pathogens were isolateﬂ,

3. Urine was negative for albumin and sugar.
4, Grouping and crossmatching was done and 1 unit of
blood was ordered and kept ready in case the

patient bleed profusely.



- 71?%1‘@

atment
The patient was started om Ampicillin 500 ng
jntremascularly 6 hourly in view of suspicion of
aseptic iﬂterrupkienésf pregnancy evenbually leading

to sepsise

Atropine and pethidine were given as per inﬁraﬁucti&n

Induetion was &bna with 300 mg thiopentone

intravenously and tﬁa patient was maintained on
nitrous oxide and oxXygen given by mask, Examination
under ansesthesia confirmed the previous findings,.

An auvards spegulum was introduced and the
cervix was held by inlsellum forceps and cleaned with
hibitone solution after the protruding product of

conception had been removed by fingers.

The right index finger was introduced into the
uterine cavity and pxplored it while the left

steadied the uterus. s?me products of conception

were removed.

A,spangevholdiﬁg forceps was then introduced
gently into the uterine ecavity until it lightly

touched the fundus. The blades were opened then closed

and rotated at right angle after which the products
of conception were extracted. This procedure was

}repaateﬁ several times until no more products
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were extracted. @h@.uﬁerine'eavity was re-explored
with index finger and no more products of conception
. were felt, At this point a blunt curetbe was gently
| iaﬁ:c&uea& into the éterine cavity and the uterus
guretted. A gritting sensation was felt and no more
products of conceytién were removed., Bleeding 3$ 
'  -‘%&1& pﬁiﬁ$ was sllght. Intravencus ergometrine 0.5 mng
‘zlx'uas given by an asslstant and the speculum and

vulsellum ferceps Wera removed,
A repeat bimanuﬁl examination showed that the
uterus was well entraated and the size of 8 weeks

ngz%ancy.

Retained product of conception. No trophollastiec

activity.

Post operative treatment
The pulse and blood pressure were monitored

hourly for 6 hours thea 6 hourly for 24 hours,
Recurrence of vaginél bleeding was watched for.,

As she did nob blea& much during the operation and
she was not anaemiajblee& was not given, Antibiotics

treatment was atap@éd on the third day.

18t to 3rd posto eritive d

The general copdition of the patient was good,.
She was not pale. femperatura 36.7°G/ Pulse 80/minute,
good volume. Blocdfpreasura 120/80 mm Hg. The uberus




was well contracted, the cervix was closed and there
was no bleeding per vagina. Haemoglobin was 11.3 gm/dl.
The patient was discharged on the fourth day and

told to attend the gynaecology outpatient department
after 6 weeks but ahé did not turn upe.

A case of inca@plete abortion mansged by
evacuation of the uﬁﬁrua has been described. This
condition is the coémanest cause of gynaecological
aduission and in 19?9 alone 72.4% of all the
admisgions in the g:naeeologlcal wards were due to

lnnﬁmplet@ ahcrt;ong

', The probable fetal causes of spontaneous
abortion are ghranaﬁaﬂui abnormalities especially
in early abortion; fetal malferﬂation; abnormal

dmplantation and hyﬁaﬁié form mole degeneration and

the maternal causes are uterine anomalies; cervical
iﬁ&o&piﬁence; fevers such as due to malaria, infections
such as syphyllis and rubella, metabolic disorders,

and hormonal inssuffieiency ).

In this garicular patlent & suspicion of induced
abortion was made hecause of the finding of bruises
on the servix coupled with the fact that the patient
was studying in a school where pregnancy was not
tolerated. The paéienk denied that she had attempted

o interrupt the pregnancy but this sometimes occurs
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with such patients and they normally admit when they
get life threatening complications such as severe
sepsis leading to septic shack. Prophyllaxis |
antibiotic cover was started while awgiting for

~ bacteriological results on the assumption that if
Hintarrugtion had been done it was not known hsw

éﬁepbiﬁ the procedure was. The bacteriological results

were negative amnd after 3 days of follow up the

vpa&ienx condition remained quiet good and she was

: f}‘&iseharggﬁp

As it has been demonstrated on this case incomplete
. @bortion managed pxcmptly by;%asuscitation blood

vanﬁ i@ﬁravennus fluids (if blgeding has been heavy)
followed by evacuation by eiéher:uﬁing suction or

sponge forceps and eurrettagg leads to good results
with little morbidity., Belaj however, leads to shock
snd sepsis and the morbiﬁity{and even mortality

is high (2). 7
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BUPTURED EQPOPIC PREGNANCY

I.Ps No. 1623‘3‘? ' :
Name: liss J.A., 25 year old, Makonde, lioslem,

Agdres ¢ Kijitonyame, Dar es Salaam

Date of admission: 1st March, 1980
Date of discharge: 30th March, 1980

Sumnary

Miss J.A. had ruptured ectopic gestation and
left salpingectomy wﬁs done and she subsequently did
well. ©Ghe was earlier being treated for pelviec

inflemmatory and infértility for the past 6 years,

History of present ﬂglness

The patient attended a private clinic because
she had been experiehcing vague lower abdominal
pain associated with slight vaginal bleeding for the
past 3 days after sﬁs had had 6 weeks of ammenorrhoeasa,
A pelvic examination was done and then after about
an hour she started expeiiencing severe lower
abdominal pain which was cutting in nature and non
rediating. The pain was associated with dizziness
and the fainted whiie in a taxi and she was immediately
gent to Muhimbili hdspital. She also complained of
navsea . and occasional vomiting for the past 4 weeks,
She denied any histbry of fever, nor dysurea. She
did not experience vaginal discharge nor dyspareunia.

Her bowels were normal,




Henstrual history
Menarch was at 14 years, Her cycles used to

be 5 days loss av@ryjﬁe days normal flow, regulap
and not painful initially but since she aborted

in 1975 the periods became aspociated with pain

2 days befﬁr@ the masses. Her last normal menstrual

period was on the 15th of January 1980.

Ubstetrics hiatogz‘;

She was G. 2, é. O+l. She sborted a 3 months
pregnancy in 1976 at home, She saw the fetus and
ghe was not evaauatéé. She denied any history of
fever nor discharge after the abortion. Theresafter

she did not conceive until this time.
Contraceptives: She did not use any contraceptives

fast medical and supgical history

She was heimg,ﬁreateé for chronic pelvie
inflammatory diseas¢ and infertility at the gynaecological
outpatient department. No pathogens were isclated
and she denied histery of venereal disease in the past.
She had not un&ergoﬁa any surgical operation,

Family history
She pave no history of chronic illmess in the
family. She denied any history of tuberculosis,

disbetes, hypertension or hear dimease.



Soecial history
She had been divorced because she could not

gonceive, ©She was staying,alene and working as
a Casual Lebomrer at Urafiki Textile lills, Former
husband bad 3 children with second wife.

General exsmination

The patient looked ill and in pain, She was
angemic but not shocked. Afebrile (57n2°§), not
Jaundiced nor dehydrated., She had no lymphadencpathy

or ocdema of the ankles.

Heck, mouth, and throats Nothing remarksble

Cardiovascular system

Pulse was 110, rapid, small volume, blood

pressure was 100/60 mm Hg., ®he heart size and sounds

were normal and there were n¢ murmurs.

The breasts were engorgad and secreting. There

were no lumps,

Respiratory system

- She was not dyspnoeic. The ¢hest was clear

Abdominal examination

The abdomen was distended mainly in the hypogastrium.

It was very tender, especially on the left iliac fossa,

and there was guarding and rebound tenderness.
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Shifting dullress was elicited, The liver, spleen,
and kidneys were not palpable and no other mass was

felt in the lower abéomen and there were no herniae.

Yoginel examination

- The vulva and périneum were normal, There was
 glight vsginal hleeéﬁng coming from the cervieal
08 and the cervix ldoked healthy., Divital examination
revealed a closed cervix and marked cerviesl
excitation, ?bnnicés were free and there was no

mass bulging in the;pauch of Douglas.  The adnexia

and uterus could nsé be palpated because of the

severe pain the patienx complained of once examination

of these structures was started.

Rectal examination j

Was also tender and revealed a mass around the
left perametric whioh was connected to a normal

sized uterus.

Biagnosiss: Rutyr@&'ectopie pregnancy

lanagenent

Imnediate laparatomy was planneds:

i+ HNormal saline iﬁtraveaous drip was started.

2. Blood was sent for grouping and erossmatching and
4 units were requested., Blood group 0 +ve

5« The Haemoglobin was 7 gm/dl.

4. Urine was sent for pregnancy test but the results

were available the following day end they were positive.
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ration: Laparatomy and left salpingectomy

Eremedication
Atropine 0,6 mg intravenously and pethiéina
100 ng 1 m as per intro&uetion.

Ansesthesia

Induction with thiopentone 300 mg and scoline
60 mg intravenously. Enﬁﬂﬁrapheal tube was passed
and meintainsnce was with nitrous oxide and exygan.

. Procedure

The bla&der was caﬁheter&zeﬁ and the sbdomen
was painted with hibitane solution followed by flavin
in spirit and covered with,

The sbdomen was opened by a subumbilical midline
incision. A blue peritoneum was visible and on
opening the perietal peritoneum haemoperitoneum was
seen. The blood was bright red and was collected
by means of a large spoon an@ipoured into a funnel
that was covered by a filter,;which was dipping in
a bottle with sodium acid citrate solution. The
capacity of the bottle was 5ob mls. Two such bottles
were collected and autctransfuse&, The uterus was
then identified, It was thaisize of 8 weeks pregnanecye.
It wes drawn up and the lift;follopian tube was
identified and a rupture of about 3 em diameter was
found at the ampulla and bleading was continuing from
the site of rupture, One homeostasis forceps was

applied medial to the site of rupture amd the othor
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 forceps léterally thus éantrelling‘tha bleeding.
500 mls mafa of blood was collected into a bottle.
The remained blood censisted of big clots and it was
therefore unsuitabie and hence removed by Suchon
-gnd mopss The fetus was rot identified. The right
tube ﬁéﬁ inspected and some peritubular sfhesien
were found. Sélpingectemy of the left tube was done
and the mesosalpinx transfixed and ligated by No. 2
catguts The raw wound was yaéit@niae& by tying
mattress sutures which broughx the round ligament

and broad ligament over the uterine cornue

The abdomen was closed in layers as (from

introduction).

inmediate post operative progress

Her general condition was good. The pulse

was 100 good volume., Blood pressure 110/70 mm Hge

She had been autotransfused 3 unite of bleod

and 1 litre of normal salines

ist Post operative day

General condition good szight palour Hb 9.5 gm/dl.
Temperature 36.6°C. Not deh@draﬁéd and no history
of voniting. Pﬁlse 82 per minute and good volumee.
Blaﬂd pressure 120/70 mm Kg.% Chest was clear., The
gbdomen was not distended, seft and bowel sounds

were present.

Cne more unit of fresh dlood was available for

transfusion.
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and to 7th I 08t O} pergtive day

Her condition remained good and she was
aubulant on the second day. Albernate stitches
were removed on the ﬁtn day and the remainder on
the 7tk day. The iabision wound was well healed.
The patient was aldcha”ge& on the 8%th day with a

haemoglobin of 11.0 gm/&l. She was also given from

iron tablets to be taLen one tablet tﬁra@ times

e day and she was told to attend the gynaecological
cutpatient égpartmeat after 6 weeks, She however,
gaid that she was geing for holidsys at her home
villsge and a let*er was written to the district

medical officer 1nfarm1nw him of her condition,

~

Y

rpgnaﬁey is a well recognised elinical
problen in many parts of the world especially in

the developing countries where it is one of the
commonest female surgical emergencies (14 2).

However, its prevalence varies in different commonities,
depending on certsin predesposing factors of which

the most significant is pelvie inflammabory disease

of all types (3). BSeptic abortion (induced) and
puerperal sepsis are normally blamed for the pelviec

inflammatory diseases (3).
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CARCINOMA OF THE BODY OF UTERU

I8, Ho. 165670

VeEsy 60 year old, Christien, Nullipara

Date of adnissiont 15th Septewmber, 1980

29th September, 19¢

Date of discharze: 26th Dece

x

lirs, V.E. who was obese and nulliparous

presented with post menopousal bleeding and a

tive diagnosis of carcinoma of the

and later confirmed histologically. Tobtal

wysterectomy and bilateral salpingow

and followed two weeks later

»

I internsal irradistion.
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ays end would last for




7 doyse. The discharge was foul smelling but

unassociated with itching. ©She denied any history

of gbdominal pain, dysurea, or frequency. She denied
2 $ 9 o

history of hot flashes and sweating and she did not

take any drugs micturition and bowel wotion were

She did not remember her age at menareh bub
said that it¢ was no¥ delayed, The cycles had
been 5 days loss every 30 days; the flow was normal,
regular and not paimful., She reached menopause

at the age of 50 years (10 years ago).

g oy

Costetries h sﬁﬁl".g
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higtory of taking sty contraceptives.
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dical and surgical history

Patient denied: any history of chronic illness

b

er taking Cestrogens related substances in the past

and she head never been operated before.

f disbetes, hypertension,
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She was a housewife., Her husband is a peasa

R . T g . g aaa L. F P : -3 p oy st sl o
at Linglda and he 1B married to a second wife who




Expuninations

She was an elderly obese woman of good nutritional
status, Bhe was clinically snaemic but not jaundiced
and Afebrile (B?BG). There was no ankle cedema or

1lymphadenopathy.

Teeth and gums were normal. There was no

Flvwrmnt f or lare £y t
thyrocid e argenenv.

'§' ,,,, E
I'eases
R

They were atrophied but no lumps were palpable,

o

A s avad - i
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Chest was syumetrical., IThe trachea was central,

A g |
SOUNGE e

Cardiovascular system

The pulse was 80 per mimute, regular and good
volume, The blood pressure 130/90 mm Hg. The Jugular

vencus. Pressure was not raised., The

were normal.

Abdeminal examination

The sbdomen was uﬁlﬂi?rﬁl“ diste 1y

due to obesity and moved with respiration. Palpation
was difficulty in view ef the obesity but no tenderness

was elicited, The liver, splaen and kidneys were not
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palpable and there was no tenderness around these
Organs,
A suprapubic non-tender mass, the size of
14 weeks pregnancy was palpated. It had a nodular
surface hard and mobile both transversely and

longitudinally. Free fluid was not demonstrated.

Vazinal examination

The vulva was atrophied and there was no
evidence of bleeding nor discharge. Speculun
exanination revealed an aﬁraphlc vegina with pale,
thin mucosa. The cervix was mulliparous and healthy.
Bimanuel examination revealed a firm closed servix.
Phe uterus was bulky and of the size of 18 weeks,

It was hard, mobile and non tender. The fornices

were free and no tenderness or masses were .felt in

the adnexia.

Bectal exsmination

T™e rectal mucosa was normal and the parametyrie

A diasgnosis of endometrial carcinoma st

with a uterine fibroids was made.

4 fractional currettage was planned so as to

confirm the disgnosis and then extended tobtal abdominal
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hysterectomy with bilateral salpinge-ocophorectomy

to be followed by radiotherapy was planned.

Investigetions

1. The Haemoglobin level was 10.5 gm/dl. PCV = 35%.
¥oCoHe 25 PEey MeCoVe = 984 M.CoHe © = 32%,
The peripheral firlm was normocytic, normochromic.
The total white cell count was 5,100 per Cu mm
and the differential was mormal,

2+ Grouping and crossmatching was done and 2 units
were requested so as to try raise the patient's
haemoglobin and alsc to have blood ready incase

the patient bleed heavily on expectedly per vagina,
3¢ Urine microscopy and culture were negative
4, BStool did not show any parasites
De §a§aﬂi;olénu smear ahgwed grade I smear
6« Chest X-ray showed no evidence of chest involvement
7« Blood urea was 10 ng% and ereatinine was 0.6 mg%

8. Intravenous pyelography showed that the kidneys
were functioning normally and there was no evidence
of compression of the ureters or hydroureters,

The bladder was normal,

Fractional curretage

Premedication, induction and maintanance of
‘gnaesthesia was done as described in the introduction.

 The patient was placed in lithotomy position. The
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vulva and vegina were swabbed with hibitane solution

and drapped with sterile towels,

Procedure

Ixamination under snaesthesia confirmed the
earlier findings, An auvard speculum wag inserted
and the anterior 1lip of the cervix held by vulsellum,.
ervical canal was curretted first and the
curretting put into a bottle with 10% formaldehyde
and uterus was sounded down to 8 ems Hegars dilators
lubricated in hibitane were used to dilate the
cervix starting with FNo. 4 and dilated up to lic, 8.
Fractional curretbtage was done gently and a few
currettings obtained were put into a second boitle

of 10% formaldehyde and sent for histology.

Histologzy report

*

The curretting from the uterine corpus in
the second bottle showed a differentiated adenocarcinoma
where as those from the cervix were normal., A diagnosis
of carcinoma of the uterus stage I 361 with m%@fimav

fibroid was made..

In view of the histological report it was
decided to do extended hysterectomy with bilateral
salpingoophorectony %o be followed later by radiotherapy.
Before doing this it was decided that her haemoglobin
be raised. 2 units of packed cells were given slowly
within 48 hmﬁgs. Her hgesaglobin checked 6 days later

was 11 :EF g:ﬁ}/ﬂlc
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i

he decision to do the operation was explained

)

to the patient and she spproved. 2 more units of

blood were requested,

29th Septewber 1980 = Operation

An enema was given the night before the operation,

Anseshtesia
Premedication and general anaesthesia was given

as described earliere.

Procedure

The patient was put in lithotonmy position. The
bladder wae empbied by cathetirization done under

gseptic conditions as described seessss

4 swab on & sponge forceps was dipped in
ehlorhexidine and the vagina was cleaned, The
external os was closed with interrupted No.l catzut
sutures. The abdomen was swabbed with acqueous
ghlorhexidine followed by flavisne in epirit and
drapped. The abdomen was opened through a right

peramedian incision extended 5 om vertically. The

s were packed off with abdouninal packs,

There was no evidence of extrauterine spread.
The uterus was the size of a 18 weeks
nultiple small subserous and uterstitial fi

It was mobile and firm. Both ovaries were atrophie.
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and the tubes were normal Eut there were a few
paritubular adhesions extending to the ovaries.
The liver, dréphragm, omentum and peritoneal
cavity were not involved and the paraortic and

pelvic nodes were not enlarged.

fhe tubes were ¢1aﬁpe& at the fimbrial ends
s0 as to prevent retrograde spillage of carcinome
cells into the peritoneum. Total abdonminal hystereéte&y
with bilateral salpingoophorectomy was done as
described in case No, eeses ©xcept that in this
patient the upper third of the vagina was removed
tageﬁker with the uterus. The uterus together withi
some paraaortic and pelvie nédea were sent for
histology. The vaginal vault was closed with
gontinuous No. 2 catgut and after fixing the
cut ends of the round ligaments to the lateral
corners of the vaginal cuff, peritonization of the
pelvie floor has done carefully with No. O cutgut
suture avoiding the ureters, The appendix was
inspected and found normal and the abdomen was

closed 28 in «seeess The Dlood loss was 800 mls,

thhclaﬁy

Gross - The uterus was opened as soon as it was
removed from the abdomen. A few submucous fibroids
were seen. The endometrie appeared normal, The

ovaries and tubes looked normal,




o

Histology
A eonfirmation of earlier findings of well

differentiated adenccarcinoma was made. There was
no invasion of the myometria, cervix, avaries and

parametria or lymph node. Also a diagnosis of

leiyomyome of the myomebtria was made.

%,

Immediate post operative care

The pulse, blood pressure, btemperature and
respiration were monitored hourly for 24 hours and
then twice daily. A strict input and output chart

was shtarted and the catheter inserted earlier wes

econnected to a bage Urine output was recorded

hourly for € hours and then 4 hourly.

2 unite of blood were given end then dextrose/

saline 2% litres was continued daily. Pethidine

100 i.m. was given € hourly for 48 hourss

lst Post operative day

The general condition of patient was good.

She had passed 1,200 mls of urine. She was not

anaenic. Temperature §?°Q. Pulse 90/minute, regular

and good volume. Blood pressure 120/70 mm Hg.
The sbdomen was not distended, and not tender. The
bhowel sounds were present. There was no vaginsl

bleeding.



._,._,i_*.._..(“..,v,wvgw_

(63
n%n

2nd to 8th Post operative day

| The patient progressed well, Her haemoglobin
on the 3rd day was 1ll.4 gm/dl. The pulse, bleood
pressure and tUemperature remained normal. On the
?tﬁ post operative day the stitches were removed
and the wound had healed well.

- The patient was booked for radiotherapy.
Radiotherapy
Preperation « The haemoglobin was 1l.4 gm/dl. The
urine for micreoseopy was normal and the culture

grew no pathogens.

Radiotherapy was then started,

fxternal Radiation - 16.10,1980

This was given in the radiotherapy department
daily for 5 days every weeks for a total of 5 weeks.
Un each wisit 200 rads were given and a total of
4,000 rads of external irradiation was aimed at. The
external radiation was givem by directing a cobals
beam to the pelvis in a antero-posterior direction
and a total of 2,000 rads were given, The haemoszlobin
was checked and found to be still 1l.4 gm/dl, The
white cell count was 5,300 per Cu mm§ and the aifferantial
was normel. Urine culture grew no pathogens,.

Again 24000 rads of external irradiation were
given making a total 4,000 rads. The haemoglobin was

again checked and it was 11.5 gm/dl. The total white
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cell count was 5,500 per Cu mm5, and the differential
was normale Urinalysis was normal and culture of

urine grew no pathogens.

Simulteneously the partient was started on
internal irradiation and 400 rads were given once
weekly for 5 weeks and a total of 24000 reds wer
givens By the end of radiotherapy treatment the
vatient had received 44,000 rads of external
irradiation and 2,000 rads of internal irrsdiation

weking a total of 6,000 radse
|

A lebtter was then written to the District

B

lledical Officer of Singida explaining what was done

and the follow up management that was required,

The incidence of carcinoma of the body of the

at Muhimbili hospital was 3% and 3.02%

in 1976 and 1979 repectively and g similar low

nce was shown in Kampala but in most Western
gountries carcinoma of the endometria has becone

the most common gynaecologiecal malignaney but the
mortality for the disease is much less then for ovarian
and cervical malignancies (1). The patients with

carcinoma of the corpus are normally elderly patients
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in there 60's and they may be obese, milliparous
or low parity, diabetiec or hypertensive. They
normally complain of postmenopausal bleeding and
discharge or if they have not reached menopause
Lhay would complain of menorrhagie or perimenopausal
bleeding and discherges This patient presented with
the former complaints and was also obese nulliparous
with fibroids. The presence of fibroids mizht be
associated with nulliparity but whether they cause

infertility or are the '‘effect of it is not kmown (2),.

This 9icturelwas suggestive of endometrie
carcinoma and the other likely condition was
cancer of the cervix which was excluded after decing
papanicolau smesr and fractional currettage. The
tumour was staged I ﬂﬁl because it was limited &
iterus and the uterine was 8 cm and histology showed
a well differentiated adenoccarcinome. 70% of the
cancer of the uterus are discovered early i
stage I unlike cancer of the cervix because of the
presentation of irregular bleeding after menopause

1 & patient cannot easily ignore.

Treatment of endometrial carecinoma stage I &Vl
disease iz by total abdomimal hysterecto 33 ilateral

and so as to prevent spillage of cancer cells into the
peritoneum cavity as this cumour may spreasd by
implantation. The cervical canal was slso closed so
as to prevent spillage of cancer cells into the

vault and alse the upper % of the vaginal wault was
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removed as the vault is a common site of recuUrTence.
However, it has been found that the closure of the

cervix and the removal of the upper 2/3 of the

vault did not alter the vault recurrence rate (3)e

lladiotherapy to the vaginal vault reduces the
incidence of walllt metastases after operation Heo
between 1 and 2% and Jeffcoate (2) since he adopbed
rediotherapy treatment, did not see & vaginsl
melastasis for 20 years. External irrsdiation %o
the pelvis achieves a bebtter local control of btwsoup
although Conray (3) found that whether or not
external irradiation was given no effect on the

5 or 10 year survival rates was found.

In advanced in operable endometrial cancer
brogesterone may be used and it has been shown Ho

supress metastasis in the bones, lungs and liver.

1980¢ The Changing Nature of

Endometrial Cancer. New England Journal of
Kediciney 302% 729 - 731.
2+ Jeffcoatey Net Principles of Gynaecology (1974),

26, 418 - 419,
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BARTHOLINGS ABCESS

I.P, No. 162428

Name: Uliss K.T.s 18 year old, Fluguru, Christien

Addresst: Karigkoo, Dar es Salaam

Date of admissions lst February, 1961

Date of discharges 3rd February, 1961

¥iss. K.Ts had B artﬁ0¢1ns Abscess caused by
aneisseria gonococei which was sensitive %o penicillin,
Lensupialization was done and penicillin given and

yatient got cured.

T
Yistory of present illness
The patient was referred from linazi lmoja
dispensary with the complaint of severe right vulva

pain and swelling associated with a whitish va

discharge for the past three days. The swelling end

been increasing with time. The discharge

was not foul and was not itching. ©She denied any

¢ fever, dysurea and frequency.

E

S v nynn g R
Eenstruel history

N

> days
joss every 28 days, normal, regular and not painfuls

C8l.

Venerch at 13 years. Ulenstrual flow was

b
%

Her last menstrual period was 15th January

Qbstetrics history

She had never conceived before and was not on

any contraceptives,
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eration: Marsupialisation of Bartholin's sbscess

Premedication

Atropine 0.6 mg and pethidine 100 mg were given
in the ward just before the patient was sent to
the theatree

Induction was done with sodium thiopentone
300 mg intravenously and the patient was maintained

on nitrous oxide and oxygen by mask.

The patient was placed in lithobtonmy position.

%

The perineum, vulva, vagina were swabbed with
hibitane solution and drepped with sterile towels,
fhe partion of the abscess that was poinbting was
identified and using a sharp point blade a cireular
incision of about 2 cm diameter was made in the inner
de of the abscess cavity on the vaginal side of

the hymenal ring with the help of Allis forceps one
which was placed superiorly amd the other inferiorly
50 a8 to include the both the sbscess skin and wall

and retract themlateraslly. About 100 ce of foul

smelling pus was drained. A pus swedb was taken for
bactericlogical examination. Finger exploration of

the abscess cavity was done and the walls

to be smooth and other small abscesses we
The edges of the new stoma were primmed and

then Allis forceps were applied to the edges of the

skin end abscess wall and 7 interrupted cutgut o, 2
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sutures were applied circumferentially at about 1 em
apart. There was no bleeding from either the
abscess cavity nor the edges and an aperture of
about £ em diameﬁer was left. Ansesthesia was

discontinued and the patient taken to the ward.

Bacteriological results

The pus swab taken during the operation was
found to have grown neisseria gonococei glso sensitive

to penicillin,

rost-operative treatment

le Procaine penicillin fortified 1.2 run intramascularly

2+ OSavion git baths twice for 5 days,

o llcrphia 15 mg intramascularly 8 hourly 2 doses
& & o

were given.

1st Post operative day = 8,00 a.de.

he patient gemeral condition was good and the
pain hed decreased. Temperature was 37°C.

Pulse 80/minute. Blood pressure 110/70. Vulval
inspection showed the ocedema bad subetantially

decreased and the cavity was open and clean, She was

She was discharged at middsy and advised to

=

eontinue penieillin injections at the dispensary and

savlon sit baths twice daily for 5 days. OShe was slse

told to rebturn after 10 days for check UPs
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Pulse was 76/minute regular, good volume,
sressure was 110/70 mm Hg, The heart was

normal size and both sounds were normal with no

spleen and kidne

not tenderness was eliciteds ere

were no other masses palpable or hernia. No free
£luid wad demonstrable.
examination
vulva and skin were excoriated wet

with a smell of the urine.

A

uri a midvagi

re was no fibrosgis and

the pelvic bone,

and closed, No cervical execitation.

scarring and no masses felte

iy \ B b - " P 5
Uterus: Anterverted, normal size, mobile,

T
AGnexias




iination

>
Reg bal

Normal and the external anal sphicter was normal,

nal muscle ion and

were no sensory loss.
T EYYY £ ] ﬁ
‘Lqu&.l»\&&,@ en
B g - e T g B 3 3 4 . e ] 3 W 5 . o
As 4 months hed already passed since it

» s

a repeir wgs planned after investigations

bion under anaesthesise

11.5 gm/él, The white @ell count

with & normal differential count.

erthrocyle sedimentation rate was & mm/hour,

A pipette specimen of urine showed:

Pus cellsg = 2 per ml, Culture g

ek

Blood B Rh, D = positive, urea 10 ng%

not dilated and no evidence of

distal end, .No evidence of calculi.

kg
giue 3

on technig
positicen of repair,
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Anasegtheslia

As described earlier. “hipen sone 500
intravenously for induction and maintenance on

oxygen and nitrous oxide.

Procedul
RN L O TR

The patient was placed in lithotomy position
and skin around the vulva was swabbed with
ehlorhexidine and dreppings were applied, An anvard
gpeculum was inserted snd 2 mid vaginal fistula

about 1 em dismeter wae seen, A metal catheler was

gnd the urethra was intact and communicated

e s b 3 . - QT PN = . o e - PR
around the fistula. The posterio¥

vaginal wall was intact and the uterus and its

It wase I necessary

Rectal examination revealed
no defect in the anterior rectal wall, 1t was decided

- i —— St 23 n b4 & Al bk vwr v w5 o5 Al gon
to pepair the fistula in lithotomy pOSLULON.

Operation = 19.4.1982

Repair of vesico=vaginal fistula

Prenedication was with 0.6 mg atropine.

s on thiopentone 400 mg inbtravenously

satient was relexed with scoline 60 mg

intravenously and invubated. Ulaintenance was with

%

oxygen and n&?rwuﬂ oxidey and the patient-wa s rersed

,z}
m

with 1 mg atropine and 2,5 mg prostigmine.
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Sood

wag closed with chronic catgut No« 2/0 and these
sutures consolidated the repair by picking up the
underlying bledder wall, An indwelling Foley's

with a8 10 mls blue was inserted and

connected to a sterile plastic beg for continuous

bladder drainage.

itinuous bladder drainage was maintained-

for 14 days, The urinary eutput was measured
hourly for the first 48 hours so as to delect any
bloekade of the catheter early and the urinary
output was aimed at 100 mls per hour of dilate

3y

wa

{a

urine so as to wash out the bhladder.

of dextrose/saline

intravenously as the patient could not swallow
fluids to achieve this during the first

2% hours, Thereafter orange Jjuice and tea were

£ v 5 P — 3 e A wds 3 -
he input per day was aimed at more

5

giend-d end
Bavlsi

actorye

)4
s

i o ¥ o - e g S8 2 e oo M - -
ilent was nursed in bed was given

ne p.r.ns for the first 24 hours,

were givene

furadantion tablets were given thre

for 14 days.

-

not need blood transfusion as

ing was slighte.
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The majority of such patients did not attend

antenatal ¢linic or they underwent unsupervisged

5

labours as demonstrated by this patient. Ignora ance,

inadequate facilities and transport have been cited

1

as major causes also (1, 2, 3).

. o3 4 By oy Pe g o - T 42 on owe . PO b - e
Continuous catheter drainage for up to gix

2 2 2 4 4 43 <y

ke Af mended in such patient they

s (24 5) recommends that 3 to 6 months

o o A . 1 » o g foam i P T o o4
before repair of obstetric fistula is

28 by this time the inflammation arcund

tula will have subsided; tissue planes of

can be identified; the fistula will had

size and the blood supply will be good.

T4 ~ 4= & . - " o o el o~ a1 T4 2
ihe success of repair ranges from 40.4% in

te 7““7‘ & 75,” i Y (J‘La,u 18 (:7) & 128 .JJ,‘ L8

of tissues and urinary tract (1

-
N
“
LS ]
-
o)
-
3
s
«

Besides,y mid=vaginal fistula are the easiest to
repair when not associated with the unfavourable

factors mentioned above (8).
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(6) found that traumatic

ation ran s Lo

.ng from 8 months

5 occured in 46.8% of the patients in

ibuted to severe @ndocrine

resune

It

ation 1

agful vegicowys
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VULTIPLE MYOMAS TREATED BY TOTAL ABDOMTNAL
HYSTERECTOMY

I, Nos 169052

Namet I.C., 45 years, Chagga, 3ﬁristiaﬂ, Para 1+l
dddresss Kieiju, Coast Region

Admitted:s 1lst July 1980

Cperated: 2und August, 1980

Dischargeds 12th August, 1980

Summnary
A case of fibroid with left tube~ovarian mass,

end pelvic adhesions and menorrhagia, was treated

by total abdominal hysteracﬁamy and left salpingoe
cophorectomy. ﬁlthbugh the patient had also secondary
infertility, the complications already mentioned

and the advanced age made her chances of conceiving
small, The left ovary was preserved as it was

normal and the patient had not reached menopause.

he patient subsequently made good progress.

History of present illness

The patient was referred to Muhimbili Medical
Centre gyneaecological outpatient clinic from Kibaha
Health Centre with the complaints of lower a@&aminalﬂ
swelling for the past 2 years and heavy monthly

period for 1 year.
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The lower abdominal swelling had been gradually
inereasing in the past 2 y@é&@ and for the past
1 year she could feel a hard mass in the lower
abdomens She sinmultaneously started to experience
painful heevy periods. The pain occurred 2 to
3 days prior to menstruation and subsided towards
the end of {he perieds. The pain was colicky,
non radiating with no known aggrevating or relieving
factorss It was associated with nausea but not
vomiting. She could not go to her farm during the
attackss The @gri@ds were heavy and associated
with clots but there was no history of fainting,
She denied history of dysurea, frequency haematuria,
fever, dyspareumia, vaginal discharge or pest

coitel bleeding. She was not losing weightb.

Eansgrmal history
llenarch was abt 14 years, The cycles used to
be 3 to 4 days loss every 28 days normal flowy
regular and not painful., For the past year the cycles
have been 6 to 7 days every 28 days, heavy with
elots the size of groundnuis, painful but regular,

The last menstrual period was 15th June, 1980,

Obstetrics history « P. 1+l

1961 had a full term normal delivery at a health
centre., Pregnancy and puerperium were normal and

the baby is alive and well,

1963 aborted a 3 months pregnancy at home,

Patient was not evacuated but she did not have fever
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Abdominal exemination

There was fullness of the hypogastrium despite
Ghe fact that the patient had passed urineljust
before the examination, The abdeomen moved with
respirations A mass of a size of 18 weeks, firm,
multinodular with limited, tender, mobility. The
left iliac fossa was also tender, There was no
guarding or rebound tendernmess. The liver, spleen
and kidneys were not palpable and there was no free

‘fluid presents

Veginal examination

The vulve and perineum were normal and there
was no discharge. Speculum éxaminatifn,yﬁv@ala&
& parous cerviz which was healthye The vaginal
walls were normel, On digital examination the
ceryix was firm and closed. The uterus was the size
of 18 weeks pregnancy firm and multinodular with
limited mobility. There was tenderness on moving
the uterus and cervical excitation was positive.
The fornices were normal, The left adnexum was
tender a mass could be felt extending to the uterus.

The right adnexum was normal,

Hectal examination

It was normal end earlier findings were confirmed,.

Diagnosis

Uterine fibroid with left tuboeovarian mass

and pelvic inflammatory disease, It was explained
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t0 the patient that she had to undergo total
gbdominal hysterectomy and that she would not

menstruate or conceive after that and she consented.

Bian

Ags the patient was staying fary she wag admitted
for investigations for 1 week after which she was

discharred and teld to come after 5 weeks for

hysterectony.

Investigations

Haemoglobin was 10.5 gm/dl.

White cell count was 4,500 per Cu mm,
The differential count was normal
Blood group was B positive

Blood urea was 15 mg% and serum cresbtinine 0.5 mgh

Urinalysis was normal and culture was sterile.
Endocervical and urethral swabs for microscopys

culture and semsitivity showed no pathogens,

Intravenocus pyelogram showed normal functioning

kidneys ureters and bladder were normal,

Pre~operative treatment

Fersolate 200 mg t.id, were given deily for

one month so as to raise her haemoglobin,

Folic acid 5 mg was also given,
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distel to th

e first, The uterus was then drawn
over the left side and eclamps were applied over the
ovarien ligpament and the Fallepian tube and the

tissues between the claumps dividedg The same wa

done to the round ligaments, Chromiec catgut No, 2

used to ligate the pedicles.
The fascial planes of the broad ligament were

geparated by finger dissection and the anterior
o :

iayos Scissors first downwards

&

¢t
L
s

deaf was devided

then transversely to the opposite side and the
bladder was pushed down, The peritoneum was stripped
from the upper surface of the broad ligament as

far as possible, care being taken to identify by

weo

palpation the position of the ureter, The above

procedure was repeated on the left side.

The ut@raﬁ and the left tubo-ovarian mass were
then pulled ovar 0o the right side and the uterine
vessels on the left side were clamped triply and
cut between the upper most Kocher's forceps and the
one next to ite The lower ends of the blood vessels
doubly tied with Nos, 2 chromic catgut which had been
fixed in the paracervical tissues, The left ureter
was identified and traced to the bladder before

applying Eochers %o the parametria tissues very close

to the cervix and its bip at the level of the
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left lateral fornix., The parametria was divided
medially With a.seapelﬂanﬁ the sutures gpplied as
before. The same procedure was done on the right.
,Qhé Q@rtitﬁasum over the bladder was drawn upwards
_.tc expose the vesicouterine ligament which was cut
through trangversely with a scapel to open the
vesicocervical space, The pillars of the bladder
(colliscus vesicae) were divided, The bladder was
further mobilized and éi%placed_aawnwarﬁs from the
cervix and upper vagina. The uteroscral ligaments
were both clamped, divided in between clamps and
ligatured with chromic catgut No,,2. The lip of
the cervix W&s‘i&entifie& by bimanual palpation and
pulling on the cervix upwards & stadb incision was
made into the vagina anteriorly just below the
cervix, The vagina was then cut eround close teo
the cervix wiﬁh llgyo*s scissors se that the uterine
fibroid mass $ogether with the left tuboe=ovarian
mass were removed, The vagina vault was held with
Allis forceps and the vaginal angles on either side
held with Hawkin's clamps so as to ligate the

paravaginal plexus of veins,.

The vaginal vault was then closed with matiress
sutures of catgut chromic No. 2. After fixing the
cut ends of the round ligaments to the lateral corners
of the vaginal ocuff, peritonizaﬁian was done with
continuous chromic catgut No. 0, care being taken

not to injure the ureters,



The ebdominal yaGRSVW®re removed and the
a@ﬁenﬁix was inspected and found normal, swab and
instrument count was done and found normal. The
abdomen was closed in layers as described in cecess

Blood loss during the operation was 800 mls.

The patient was transfused with 3 units of

blood after the operation.

Post operation treatuent

Pulse, blood pressure, respiration were
monitored hourly for 12 hours. Then 6 hourly for

43 hours. Temperature was recorded 6 hourly,

3
the output of urine was recorded hourly for six
hours, then six hourly. 2§ litres of dextrose/saline
were given in the first 24 hours. Pethidine 100 mg

© hourly was given for 48 hours.

llacroscopie examination of the mass

The mass removed weighed 0.75 kg, Besides the
subserous fibroids., there were intramural and
submucous fibroid which distarted the uterine cavitye.
The left tube and ovary are connected by a cavity

and there was clear fluid.,

Histology report

Leiay@myomaé The endometric is in proliferative
phase. The tube and ovary show evidence of chronie

inflammation.,
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Post operative progress

1st 9&8& operative days General condition was fair.
There was no vaginal bleeding. She was not snsenmic.
Temperature 3796. Pulse 88 per minute good velume.
Blood pressure 130/80 mm Hg. Chest clear, ’

Abdomen was not distended; soft and not tender.
Bowel sounds present. Urinary oubtput was 14500 nls
in 24 hours. Oral sips were encouraged and the

catheter was removed.

2nd to 7%h Post operative period

The condition of the patient remained good,
Flatus was passed on the second day and ambulation
was also started on the second day. Pulse, blood
pressure, and témperatére remained normal, Haeroglobin
én the 3rd day was 11.8 gm/dl and the alternate stitches
were removed on the'Sth day and the remaining stitches
on the 7th day. The wound had healed by first
intention and no haematomas or gbscesses developed
in the gelvis. The vaginal vault healed well.
Phe patient was discharged in the 10th post operative
day with instruction to return at the gynaecological

clinic after 6 weeks,

Follow up =~ 30,9.1280

The patient reported at the clinic. Her general
eondition was quite good. Her haemoglobin was 12.1 gm/dl.
The abdominal scar was well healed and so was the

vaginal vault, The pelvis was normal.
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ggmmen%ary

A case of multiple uterine #ibroid with left
tubal ovarian mass and pelviec adhesions has been
described. The patient also had secondary inféftility.

- Firbomyomata is the commonest oceuring tumour
‘African women (1) and poses a problem in management
because it occurs in young age group commonly in
association Wiﬁﬁ chronic inflammatory disease which
lead to tubal blockede and infertilty. Sueh
patients although they might also have huge fibroids,
they sre often reluctant to undergo total abdominal
hysterectony and prefer myomectomy which sometimes
leads to recurrence of a new crops of myomas and more

adhesions,

Her chances éfAcongeiving were reduced because
of her advanced sge, tubo-ovarian mass and adhesions
leading to tubal blockade and the multiple fibroids.
Uyomectony was therefore discouraged in view of
%ha above and the concurrent chroniec pain and
menorrhagia. Fortunately after explanation the
patient agreed to a total abdominal hysterectony and
left salpingo-oophorectomy. The right ovary was

preserved because it was normal.

The cause of infection in this patient might
have been post abortal. When she aborted in 1971
she was not evacuated and since then she did not

eonceive and the chronic lower abdominsl pain started,
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It might have also been a sequela of gonococel
salpingitis which is common (1) although the patient
denied any history of fever, lower abdominal pain,g
dysurea, and vagiﬁal discharge before this problem
started.

Subtotal hysterectomy is rarely done because
the retained cerviecal slump might be the source of
syuptoms such a bleeding disehar?e'anﬁ cervicel
malignaney. It is aceaﬁional‘dane in patients
with extensiveé pelvic adhesions such as those seen
Wwith pelvic abscess end endometriesis or subtotal
hysterectomy may be done in a patient with a poor
general condition who cannot stand prolonged surgery
as this procedure is easier and carries less risks

of injury to the ureters (2).

Vaginal hysterectomy was not preferred because
of the biz size of the tumour with the adhesions
and also as there was suspected ovarian pathoclogy
inspection of these orgens was possible through

the ebdominal route (2).

The risht ovary was conserved because the pabient

was nobt menopausal and it was normal,

References

1. lawson, J.B. and Stewart, D.N.: Obstetrics and

- Gynaecology in the Tropies and Developing
Countries 1967.

2. Jeffcoate, T.N.i. (1974): Principles of Gynaecologye
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MOLAR ABORTION

I.P. No. 171766

Hame: lrs. B.oAey 35 year 0ld, Nyiramba, Christian,
P5 + 1

sddress: Msasani, Dar es Salasm

Date of admissiom: 5Sth September, 1979

pate of discharge:s 22nd September, 1979.

Summar

lirss BeAs was referred from peripherél clini

she had ammencrrhoea af 18 weaks but mﬁh&l

wm&aaﬁ.%ﬁémmﬂm@iﬁﬁaﬁhm

vaginal and evenbtually aborted a mole. Evacuation
was done twice at 7 days interval.  The pregnancy
du g oe e sramo necabive «'X:"""""/mzq wars wmashra and the
test hecame negavive ailvel CWO weels 804 e
chest I-rsy were normal. Follow ur at the gynaecology
elinic for 1 year revealed no history of irrvegula®
bleeding or ammenorrhoead, chest pains or coughe

The pregnancy test and chest X-rays wore peristently

LBEE atives

History of present illness

-

The patient was referred from Mnazi imoja
dispensary and admitted through the Casualtly Department.

5

gShe gave a history of 4% months ammenorrhoea which
wes followed by painless on and off vaginal bleeding
for the past 2 weeks. The patient did not seek nedical

advice until 5th September, 1979 at about 4,00 a.ne

T AR
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Wwhen the bleeding became heavy with big clots and
it was associated abdominal cramps. The clots were

of the sixe of an ege and resembled pieces of meat,

She denied seeing any products of conception,

Antenatal care

The patient had not attended antenatal elinie
and she had not felt fetal movements throughout

 this pPregnancy,

Cbstetrics historz

This was the 6th pregnancy and éhe ﬁaﬁ 5 living
children. Her lst pregnanﬁy was in 1968 and she
gave birth to a full term normal delivery at Ocean
Road Hospital, fThe baby is alive ana well, She
subsequently gave birth to 4 more babies at Ocean
Road Haspita;. 41l were full term normsl vertex
deliveries, She had no problem antenatally and in

the puerperium,

Menstrual histagi

Her age at menarch was 14 years., The last
normal menstrual period was mid lMay 1979, Ammenorrhoea
of 16 weeks on admission. The eycle used to be 3 days
loss every 30 days. It was regular and net painful,

Family history

No history of chronie illness in the family

Social histagx

Housewife, Husband is a vendor at lisasani market,



203

- 185 -

Erevious medical and surgical history
Nothing significant

~ Seneral exsmination

- The patient was week and felt dizzy., She was

anaemic, not dyspnoeic, amicteric, not dehydrated

and no oedema lymphadenopathy., ZTemperature was

37.2%. Pulse 110 low volume but regular, Blood
pressure 90/50 mm Hg,

' Breasts

Well developed and active., No lumps palpated.

Respiratory system

: Trachea central. Chest symmetrical, Air entry
was normal bilaterally. Breathing was vesicular
and there were no adventitions sounds. Percussion

was resonant bilaterally,

earﬁ;a?ascular system

The heart size and sounds were normal. There

Were no murmurs.

Abdonen :

Distended mai&ly in the hypogastrium, with a
uterine size equal Yo 22 weeks pregnancy (Period of
Gestation was 16 weeks), The uterﬁs was soft and
non tender and no fetal‘parﬁﬂ were felt. The fetal
heart was not heard, No other mass was palpable and
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the liver, spleen and kidney were not palpable and
there was no sign of free fluid in the sbdomen,

Vaginal examination
Bleeding wse continuing with clots. The vulva

and perineum were normal. The vagina skin was pale.
‘Qhe estvix was soft and the os was 4 em dilated,
 Grapelike vesicles started coming out and were

mixed with clots. The fornices were clear, The
- uterine size was 22 weeks ani no massess were

 palpable in the adnexia,
Disgnosis: Hydatid form mole being aborted

Hanazement
10 units of syntoeinon was put in 1 litre of 5%

_ dixtrose and drip started intravenously. 1 litre

of plasmogel drip was also started. Blood for

grouping and crossmatching was simultaneously baken.

After 90 minutes 2 units of group O positive became
~ aveilable. The patient was sent for evacuation as

described in seeseess In the theatre before evacuation

was started a large mole was expelled., Thereafter

bleeding wae slight., Evacuation was done very

gently using a placental forceps and thereafter a

blunt currette was used gently. Scanty endomebrial
tissue was obtained. Both the aborted mole and the

gcanty tissue were sent for histology.
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Iavestigations

Baseline pregnancy test was positive at a
dilution of 1/400 and the 24 hour urinary gomnadetropin
was ?QQ,OGO units/24 hours.

Haemoglobin was 7.5 gm/dl. The urine had no
glbumen snd no sugar. Chest X-ray showed no evidence

- of metastases or other lung diseases,

Histology of aborted mole |
 Hydatid form mole with little trophoibilastie

lactivity. No evidence of malignancye

6th September, 1979

2 more units of bleood were available and transfused,

 Her general condition was good. She had mild palour.

' The pulse was 80 good volume and regular. The blood

pressure was 120/80 mm Hg. Temperature was 36,893.

There was no bleeding per vagina.

Zth Sept. ~‘;2th September, 1979
She hed another pint of blood. Her general

eondition remained good. Haemoglobin rose to 10.5 gu/dl.

gggg September, 1979

Dilatation and curretage was done again.
Induction was with thiopentone 500 mg intravenously
and maintained on nitrous oxide and oxygen. The
patient was placed in lithotomy position cleaned,

ecatheterized and drapped.
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Yaginel examination

Vulva and vagina - normal. Cervix was
patulous and admitted tip of a finger, Uterus was
slightly bulky 6 - 8 weeks.

' The fornices were clear with no cystic masses

and there were no masses in the adnexia or tenderness.

Dilation and curratage was done as described
in seeses Scanty endometrial tissue was obtained

- and sent for histologye. Bleeding was slight.

2nd histology report
 Qlotted blood mixed with decidue and villi,

No trophoblastic activity noted.

13th Sggtembsrg<1222

General condition of patient remained good. She

was not anaenmic snd was afebrile. Pulse was 80
good volume. Blood pressure was 120/80 mm Hgs
Haemoglobin was 11.5 gm/dl. Pregnancy test was
repeated and found positive at a dilution of 1/40
énd gimultaneous., Human chroniec gonodotropins
was 30,000 IU per 24 ﬁoura‘

d4th - 19th September, 1979
The patient condition remained good. Pregnancy
test was repealed and found negative on the

19tk September, 1979.
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20th September, 1979

The patient was discharged and told to attend

the gynaecology outpatient clinie as followss

i. Once monthly for 6 months.,

ii. Thereafter once very two months for @ years and

iii. Thereafter once every three months for 1 year.

She was asked to postpone pregnancy for 2 years
and during this time she was put on noriday contraceptive

pills,.

22nd Cetober, 1979

General condition of patient was goods These
weas no history of ammenorrhoea, irregular bleeding,
chest ?&iﬁi cough headaches or. blurred vision.

On examination she was no anaemic. Pulse 80 good
volume., Blood pressure 120/70 mm Hg., Chest was
clear with vesicular breathing and the breast were
normal and not lactating. Per abdomen the uberus
was not p&iyable vaginal exasmination revealed norual
gize uterus, anteflexed and mobile., The cervix was
healthy and closed. The fornices were f{ree and

there were no adnexal masses.

.Subsequently the patient made 7 more viszits for
a period of about 12% months and she did net come again.
During all the visits no abdormal finding was detected,




S0%

R el

Commenbtary
The incidence of hydatidform mole was 1/2,000

in UK.y 1/1,500 in Kampala, 1/200 in Far Bast (1).

The disease occurs more common in elderly

gravid women of high parity (1, 2).

The diagnosis was made easy because the patient

expelled spontaneously the vesicles. The patient

 was evacuated in the theatre under syntocinon using
placental forceps and gentle currettage. The use of
ﬁhis<régime is not favoured by some authors

- because trophoblastic tissue is easily spread.
Buction evacuation, which is not available at
Buhimbili hospital is preferred, As for those
patients who have completed there families and are
oever 35 yeara old total abdominal hysterectomy (1,2)
is recommended, This gatianﬁ, however, categorically
refused a total abdominal hysterectomy as she wanted

© more children,

liost authors feel that prophyllactic methotraxate
before evacuation under syntocinon is not worth it
as the drug is toxic and deaths have been reported

from drug reaction.

The pregnancy test became negative on the second
week after admission. The patient was then briefed
on the importance of coming for follow up and she was

told to come at the gynaecology outpatient department
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once monthly for six months then once every two
months for six months and thereafter once very three
months for 1 year. ©She was also put on the pill
during this time so as to avoid pregnancy which
might have confused the picture., During the follow-up

at sach visit she did not have a history of irregular
bleeding nor smmenorrhoea and the pregnancy test

was persistently negative for 1 year. 2 Chest X-rays
done at % months interval were negative and the
patient had no chest complaints., Sensitive radio
immuno assays tests some of which detect Besubunit

of human chronic conadotrophin thus deflerentiating
it from luitenizing hormone, have been recommended
when pregnancy test beccmes negative. This test is

not aveilable at Muhimbili hospital,

After 1 year the patient did not turn up for
another 1 year. Dewhurst (1) feels that a patient
can be allowed to get pregnant after 1 year,

References
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k TORSION OF A DERMOID CYST TREATED
| BY_SALPINGO-QOPHORECTOMY

4

| r I.P. No. 165685

E ! : Hames lrs, R.D., 25 year old, Nyamwezi, Christian,
| E 3 Pe &

! ; : Addresg: Oysterbay, Dar es Salaam

| Date of asdmission: ©6th Juney 1980 =~ 8.00 p.m.

Date of operations 6th June, 1980 = 10.00 p.n.

Date of discharge: 1l4th Jjune, 1980

o
lirs. ReDe was & knwon patient with an ovarian
¢yst and had had two mild attacks of lower abdominal
pain which subsided spontaneously before she had
a severe attack of lower agbdominal pain and a
laparatomy was done. Torsion of left ovarian cyst
was found bu% it was not gangrenous, Left
salpingo=ocophorectony was done and bisection of the
¢yst and histology revealed that it was benign
dermoid cyst. The patient did well in the post

operative,

History of present illness

Lhe patient was admitted teo the zynaccolosical {

ﬁt’i« TEroaaEs. Une ceaSosry  Asupasitonenit whoon. Tose oomghoaliondon
of sudden onset of lower abdominal pain for the past
12 hours. The lower abdominal pain was meinly fel€

in the left iliac fossa. It was colicky intermmitent,
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noneradiating and there were no aggrevating or

relieving

factors, It was simultanecusly associated

with neusea and vomiting. The patient vomited four

times before admission and the colour of the vomitus

was clear,.

She

had had two similar attacks im the past

month but they were mild and unassociated with

voultinges

The attacks subsided sponbaneouslye.

She denied any history of fainting, vaginal

bleeding, fever, cough, pregnancy of micturition or

dysured.

She had passed stool once since the onset

of symplons.

cal and surgical history

one
The

as heving

glinic,

(871

patient admitted that she was diagnosed
a ovarian cyst 2 months azo at a private

There was no history of surgical operations,

Penstrual history

Hena

flow, reg

rch was at 14 years of age, llenses = normal

ular and associated withlower abdominal

pain 2 days before the start of the period and the

pain was
and then

The

4 ménths

worse during the first 2 days of the flow
subsided thereafter,
pain started after insertion of lippes loop

ago and the loop was removed 2 months ago

at a private clinic because of the pain. The pabtient



Dt
- 3% -

was then put on tetracycline and she subsequently

got some relief,

Obstebries history = P',“ + O

lst pregnancy 1968, full term normal delivery
at Ocean Road Hospital., Baby alive and well,
Pregnancy and puerperium were normal. She subsequently
gave birth to three more children, All were full
torm normal deliveries at Ocean Road hospital and
there were no complications during pregﬁancy and

puerperium,

Parily histo

fhere was no history of tuberculcsis or any

chrenic illness in the family.

Social history

An accountant with the National Bank of Coumerce,

Husband works with liinistry of Finance,.

Clinical examination of the patient

The patient was in pain. Not enasemie, Afebrile,

anicteric, No oedema, and no lymphadenopathye.

Youth, throat and neck: No ebliormality detected

Chest: HNot dyspnoeic normal

Cardiovascular system

Fulse 110 per minute, regular, good volume.

Blood pressure 120/80 mm Hg, Heart = nornmal,
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Abdominal examination

There was moderate distension over the lower
gbdomen and the abdomen moved with respiration bub
no visible peristalsis, The lower abdomen and
especially the left iliac fossa was very tender and
there was guarding, It was difficulty to palpate
for any mass in the lower abdomen because of the
tenderness and guarding.,. Rebound tenderness was
demonstrated in the lower abdomen, There eas no
evidence of free fluid in the peritoneum and there
were no hernia. The liver, spleen, and kidneys

were not palpable.

Yaginal examination

| Vulva and perineum were normal and there was

no discharge or bleeding. On specullum examination
the vaginal walls were normal. The cervix was parous
and healthy. On digital examination the cervix was
firm and excitation pain was present. The fornices
were bender especially the left but they were free,
No mass palpsble in the pouch of Douglas. 4 cystie
extremely tender mass, sbout 5 em diameter was felt
in the left adnexia. It was difficult to continue
with the palpation of the mass in view of the pain
and tenderness. The right adnexia was slightly
tender but there was no mass. The uterus was normal

gize, ant=verted and very tender on mobility,



Rectal examination

No abnormality was detected in rectum.
Barlier findings were continued and a mass in the

left iliasc fossa was felt.

A preliminary diagnosis of Tortion of the
ovarian cyst.was arrived at and the following
differential diagnoses were kept in mind:

i. Ruptured extopic pregnancy

2+ Acute salp Jnyitls
o

Inv :Sﬁl’atlﬁns

1, IHsemoglobin l2.5 gn/dl.

2+ White cell count 44,700 per Cu mm. The differential
count wes normal,

53¢ Urinalysis was normal., Culture of the midstream
giew noe pathogens.

44 ZX-ray of abdomen = no fluid levels, no gas

shadows were seen.

5 Blood group A positive

©e 2 pints of blood were boocked

lisnacements Emergency laparatomy was considered

6th Juneg 1980 o 10.00 Pelle

Left salpingo~oophorectomy. Premedication. Atropine

0.6 mg and pethidine 100 mg intramascularly,




Ansesthesia.

Induction was with thiopentone 350 mg’ and 40 ng
suxemethonium bromide, and intubated, Maintenance

was on oxygen, nitrous oxide, and other,

Frocedure
The patient was kept in a dorsal position and
the vulva and vagina were swabbed with savlen solution,
The bladder was emptied by means of a catheter
inserted aseptically.
The sbdomen was then swabbed with acqueous
cilorhexidine and then with flavine in spirit and

drappings were applied,

A medisn subumbilical incision was made,

1. Clear fluid was present

2e Left ovarian cyst, about 5 em diameter which had
twisted two burns on its long padicle. The
cyst was hyperemic but had not become FaNZTONOUS e

There were peritubular adhesions extending from

the left tube to the ovarian cyst, the uterus

and peritoneun,

3« The uterus, right tube and ovary looked normal,

4. 'he appendix was normal
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The fluid was sucked out and the adhesions
released, The cyst was delivered out of the
abdomen, untwisted and left salpingoe-oophorectomy
done by clamping the infundibulopelvic and ovarian
lizaments and the tube with Kocher's forceps.
Caution was exercised while clemping the infundibulepelvie
ligaments so as mnot to injure the urcter on that
side, The cut ends were then tied with catgut No. 2
Hemostasis was achieved and the abdomen was closed

in layers, The left ovary and tube were sent for

lacroseopic appearance of the cyst. The cyst
was bisected in the theatre, and gelstinous materisl
mixed with hairs was seen. The bisected cyst was

gent for histology.

Immediate post operative care

l. Pulse, blood pressure, and respiration were
minitoreé hourly for 6 hours. Then six hourly for
24 hours snd then twice daily. The temperabure

s recorded twice daily. Imput and output chart

o

was shtarted.

2. 2% litres dextrose saline was given daily for
-y

o %?;1;”3 %

T

3. Pethidine 100 mg i.m, was given six hourly for

2 Qf‘i‘ e
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lst post operative day

The general condition was good., Flatus not

7
il

@
¢k

passed. The patient was not ansemic; Afebrile
(37+2°C)e Pulse 8.4 per minute, regular, good volume.
Blood pressure 120/70 mm Hg, GChest = clear,

Abdonmen not distended; soft, and bowel sounds present.

Ural sips were started.

2nd to 7th post operative day

Progress was good. The patient was smbulant on
the second day and had passed flatus. Haemoglobin
was 1ll.5 gm/dl., The skin sutures were removed on
the 7th post operative day. Phe wound had healed
nicely. The patient was discharged on the 8th post

operative day with instruction to repert after 4 weeks,

Histology reports

Hacroscopys Oyst with greasy and hairy materials

liicroscopy: Features consistent with Dermoid cyat

(Benign leratoma),

Follow up = %0.7.1980

The patient came for cheek ups She felt well
and had one period was painless and normal flow,
She had not experienced any attacks of abdominal

. T TR 2 TS A, Yionil Tnan £emvn 5% a0 s S
pain egain skin to the ones she had before the operatione

The gbdouminal wound had healed well.




Ysazinal examination

The vulva and perineum were normal, Speculum
exaninatione, The vaginal walls were normal, and the
cervix was healthy. On digital examination the
fornices were not tender and free., Both adnexia
were not tender and there was no mess, The ubterus

was normal size ant-verted, mobile, The patient

was dischavged,

Somentary

A case of torsion of a dermoid cyst treated by
left salpingo-oophorectomy has been discussed.
Torsion of ovarian cyst n@fmally occurs when the
cyst is benign of moderate sixe and long pedicle.
Inbersction and infection of the cyst may occur as
the blood supply is cut off. This did not occur
in this patient., The disgnosis of torsion of on
ovarian cyst was easy because this patient knew

St

that she had an ovarian cyst some months before

ot

orsion ocauf@é as the diagnosis was made at a

&

private imﬁle ﬁhe claimed that she was not told of
the necessity for operation to remava the cyst, ©She
subsequently had two attacks of severe abdominal
pain which were not asseciated with bleeding and the
pain later subsided spontenously. The patient
unfortunately did not seek medical advice as the

pain had been due to twisting of the cyst and later

untwisted thus alleviating the condition. The patient
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$hought it was due to secondary dysmenorrhoea

although the pain was one wesk after menstruation,

The other possible conditions which could have
caused acube sbdomen were thought of and these
included ruptured ectopic gestation as the patient
had been on a loop and it was removed because of
secondary dysmmenorrhoea associated with irregular
bleeding. The patient however, was not anaemic and
there was no history of ammenorrhoea. ©Signs o?
pregnancy were no found.

Atutve salpingitis was also copsidered bul since
the patient had no fever or vaginal discharge it

was disregarded,

Dermoid Cyst commonly occur in young women
and they are normally unilateral in about 90% of
the patients (1)« The chances of a dermoid cyst
becoming malignant is 1% (2). This patient was

fortunate in that only one ovary was involved,

References
1. Dewhurst, C.Jd. (1976): Postgraduate Cbstetrics
and Gynaeccology 441 777 - 778.

2. Novak, E.R. and waadruff'(lQ?Q)z Gynaecological

and Obctetries Pathologys pe 400
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IVPERFORATE HYMEN ASSOCIATED WITH HAENOTOCOLPOS

InP, No, 173687

Homes lisse CeCay 17 year old, Gogo, lioslem
Address: lisasani, Dar es Salaam

Date of admission: 5th November, 1980

date of operation: 7th November 1980

Pate of discharges 1llth November, 1980

Summggz

liiss CsC. presented with cyclical lower abdominal
pain and lower abdominal swelling and had not had
her menarch dispite the fact that both her twin
sisters who were younger, had menstruated,

An imperforated hymen leading to hsemotocolpos
was diagnosed and after cruciate incision she was
cured. She subsequently had two normal monthly

periods.

Hisbory of present illness

The patient was admitted through the casualty
department with the complainte of lower ebdominal
pain and swelling for 6 months and failure to
menstruate,

-

Ifhe patient had been noticing for the past
twelve months cyclical 1cwer‘abdominal pain which
used to occur at the beginning of every month for
about 3 days. Thé pain was collicky and was
gradually increasing every month. It was associated

with vomiting and there were no known aggrevating
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or alleviating factors. Six months later she
gtarted noticing a lower abdominal swelling that
was pgredually increaging in size. She did not
gomplain of urinary symptoms and her bowel were

normal o

Although she was 14 years she had no sbtarted
menatruatinge Her two young eisters who were twins

and aped 14 years had already started thelr periods,

Menstrual history

The patient had not commenced menstruation yet

Obstetrics history

Mulliparous, No history of abortion

Past medical and surgical history

She did oot suffer from any chronic illness

and had not undergone any surgical operation,

TR S T T S S
S8MLLY 18 T0XY

‘here was no history of diabetes, tuberculosis,
mental illuness, hypertension and heart diseases in

the fanilye

Social history

She was not married and she had been living
with her parenvs since shé completed standard VII
primary school education in 1978. Her parenis were
both working at the Post Office Headquarters. She

had twin sisters and three brothers and all were
in good health,.




General exanmination

Her general condition was good. She was not

anaenicy Jaundiced or dehydrated, There was no

oedema of the legs or lymphadenopathy. Temperature
was 37°C. Voice was femine and the pubic and

exillary hair was normal and of femine distribution.

neeks HNothing remsrkeble
b

Normal development and nc lump was palpable

; 3 4 oy R
Hespiratory system

She was not dyspnoeic. Breath sounds were normal

Cardiovascular system

The pulse was 80 per minute, regular and good

=

volume. 7The blood pressure was 110/70 mm Hg. The
heart size and sounds was normal and there were no

TSe

marm

ot

Abvdominal examination

The abdomen was distended in the suprapubic
region and was moving with respiration. There was

a mess in the suprapubie region which was arising

frde

frem the pelvis and the size of 16 weeks pregnancy.

2

was btender firm mobile with & smooth urface,

There was no free fluid in the sbdomen, The

Lit]

=

gpleen and kidneys were not palpable and no tenderness

was eliecited and no hernisa.
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and it was not painful, Vaginal exanmination showed

CAAANL
normal vulva snd the vaginal iantro

fhe cervix was normal and the ubterus

itus could adnmit

2 fincers.
size anbte-verted, and mobile,

were free and the adnexise were not tender

of normal

fornices

d no masses were palpable.

fhe patient was instructed to come again
after % months but she did not turn up again,

Somuentary
mperforate hymen leading to

was treated by a cruciate

A cace of

AL

ocolpos which

ineigion has been described,

s ohe b

gl lower gbdominsl pain

history of cyelica
J J

0
associated with primsry asmmenorrhoea and the f{ineing
of a suprapubic mass and a bulging dark hymen was
stive of haematocolpos. The patient however,

complain of urinary symptoms especially
stention which occurs because of the tunour

T
e

- T onom o o oty
O Rnence J;..Le

LG AL

S . R % a2 = 3 - - 3w 4o 3
with urethral vesical Jjunctio

Urinalysis

opening of the internal urethral sphicter,.
3 - o ey «\-\r) o
8 pyelogranm

blood urea and creatinine and intravencu

11 v ¥ ,,.,1 & 1 ¥ m-!-/‘ - 2 A e s 1
v L ITINEL e Lhese 1nvestlg ations were d

< T -~ - 3 o, : -2 3 -
¢ urinsry tract sbnormalities whic e
$-3a & o - a2 g
8¢ this condition,

— =1 < Py P4 po— FR, 3
a8 used in making the

cruciate incision into the hymen and introduvetion
i into the vagina as well

of speculum and instrument
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examination were evoided because of the risk

The vagina had been

) 2 de wyrs

3 +hus 49 was
1 CAUS 1L Was

&

e hymen to the exterior an

¢
lackins protective Doboder Lein's bacilli. Hence

Pantdon

there was libtle natural resistance to infection,

R

¥ E]

d was allowed to drain slowly

o ot - o 23 caars Fo vk Ty w ga et g NP TIPS
préssure and 1C1D10TLEe cover wals
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UTEROVAGINAL PROLAPSE

I.B. No. 168511
Nemet GCoCey 45 year old, lkwere, loslemy Fg
Addresst Magomeni Kondoa, Dar es Salaam

Date of admissiont 1st October, 1980

Date of discharges 23rd Octobery 1980

b

o A
g£eCond

_ T
ezree uterova

k
i
.
<
™
3
™
Eﬂ;
e
{5
L4
£

prolapse and a systocoele. Anterior colporrhaphyy

bilateral tubal ligetion and Fothergill repalr was

B

done. She subsequently did well,

L - P R 7 PR Ao T
Hiskory of present Illness

el e shamendmssdemedl ey e e an i Y ey 7 G w8
atient reporved vO the ZynaecoLOgy clinlige

with the complaints of a mass coming down through
the vagina for the past 18 menths and for the past

6 months she developed backache, lower abdominal

pains, frequency and dysuresa but there was no

history of stress incontinence.

»

i1 o R A ke e w. L vy 3 3
She denied any history of vainal d ascharge

.

or bleeding, chronic cough or constipation,

not at any btime, participate in heavy manual work

guch as height 1iftinge.

g ! < £ e Ty 4 o
Menstrual history

gne did not recall her age at me

—. oy g - P ——— g -y 5 oow e o do 4 24 J 4 -
was not delayed. Her periods Tested % to b deys

every 30 days, normal flow, regular, and not painful.
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Obstetricse history

She was ?8‘ Could not recall the dates of
the deliveries but said the first born was about
25 years old asnd the last born was about 5 years,
All were full term normal deliveries at home and She
had no problem during pregnancy and puerperium and

4id not have prolonged and difficulty labour.

he 38id not use any contraceptives.

(537

Past medical hisbery -

et

Patient had no history of chronic cough,

constipation nor venereal diseases.

She had never undergone sny surgicel operations

Family history

There was no history of disbetes, hypertension,
mental illness or tuberculosis in the fanily, No

body emong her sisters had a similar problems

gocigl history

She was a housewife snd her husband who use
to be a peasant died in 1978 of fever, ©She Wwas a

non emoker and not drink.

General examination

She was good gensral condition, She was not
anaenic, jaunded, afebrile and had no oedema. There

was no Lymphadenopatihye

liouth and threat: Normal
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No thyroid enlargement and no lymph glands

Normal and ne lump was palpsble, NWo axillary node

Yooty v ey -ww»;;i—
KASSPLIATOYY SsSysten

iratory rate 12 per minute. The chest was

the trachea ¢entals Percussion

nant bilaterally. Air eatry norna

bilateraly. Breathy « vesicular with no sdventitions

vascular system

N % O . sk S seind e 'Y 2 O P e 0 & i
Pulse 76 per minute, regular, Blood pressure

130/80, Heart = norual,

W 3 ’ B, Ve J ... B by — - 2t % b .
It gcaphoid and there were no scars, Un
] i,'.i.xl ation 1T wag S0lV and dviere was no
aliettad liver gpleen and kidnevs
CLALLUuCUg L VS Ly r)ﬁ..a-bli ana LI J ¢

. -

_—— \ T ey O T2 a9 A < o 2% St 0 oy o
and no tvenderneéss was eliclbted, No $ther masses

were palpable, There was no ascites and no herniage.

Vaginal examination

The vulva and the perineum were normals There

was ither discharge nor bleedinges The patient was

asked to cough and the cervix was seen at the

introitus, It was slightly oedematous but reducible.
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No ulceration or keratinization was seen. There

was no stress incontinence of urine,

The patient was then examined in the left
latersl position using & sims speculum, The
findings were as noted earlier,\%he vaina mucesa
was normel. There was no discharge, On hearing down
there was a moderate size cystocoele, Digital
exanination was then performed with.the patient in
the dorsar position. The uterus was retroverted,
normal size and mobile and the adnexiae were normel.

¢ uberus.and anterior vaginal wall were supported

¥
rogt
=

digitally and the patient was asked to bear down.

@

jo prolapse of the posterior vaginal wall was seen,

-

The mucosa felt normal with no mdsses or ulcers
palpable. The glove was not blood staineds The

anterior roctal wall did not prolapse with the uterus.

end degree uterovaginal prolapse with a

cystocoele,

Planned management

de Investigations

2+ Hepair of a cytocoele

3. Bilateral tubal ligation which was requested by
the patient,

4, Fothergill repair 2 weeks later.
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1. Urinalysis normal, OCulture no growth
2. Haemoglchin 1l.4 gm/dl

3, Blood urea 25 mg/100 mis, Serum creatinine

0.6 mz/l00 nls

4, White cell count 5,000 per cubic millimetre

with normal differentiale.
5 Chogt Xeray -« normal

6. Intravenous pyelogram - normal upper urinary
tract. No hydroureters, The bladder appeared

normal sizee.

7« Cervical eybtology - grade 1 smear

Preparation for operation

Blood was sent for crossmatching and 3 units
were available for the operation at the blood bank,

The patient was given an enema the nigh before

1

the operabion and the vulva and perineum were shavede

Premedication
Intremaseular atropine 0.6 mg and pethidone

50 mg were given before she left for theatre,

14,110,380 -~ Anterior Colporrhaphy and Fothergill Repair

under general ansesthesia

Ansesthesia

Induction: Thiopentone 300 mg I,V. and scoline 40 mg
intravenously. Ouffed endotracheal tube was inserted

and the patient was maintained under witrous
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dnvestigations

1., Urinalyeis normal, Culture no growth
2. Hasmoglocbin ll.4 gm/dl

3, Blood urea 25 mg/l00 mis, Serum creatinine

046 mg/l00 nls

4, White cell count 5,000 per cubic millimetre

wibth normal differentiale.
5 Chest X=ray < normal

6. Intravenous pyelogram - normal upper urinary
tract. No hydroureters, The bladder appeared

normal 8ize.

7« Cervical ecybology ~ grade I smear

Preparation for operation

Blood was sent for erossmatching and 3 unitvs
were available for the operation at the blood bank,
The patient was given an enema the nigh before

the operabion and the vulva and perineum were shavede

*

Premedication

Intremaseular atropine 0.6 mg and pethidone

50 mg were given before she left for theatre,

1410430 ~ Anterior Colporrhephy and Fotherpgill Repaiz
under general ansesthesia

Ansesthesia

Induction: Thiopentone 300 mg I.V. and scoline 40 mg

intravenously. Ouffed endotracheal tube was inserted

and the patient wes maintained under witrous
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oxide, oxygen and ether,

Procedure

The patient was placed in lithotomy position
and the vulva, perineum and vagina were ewebbed and
drapped and the bladder was catheterized, Examination
under anaseshtesia was done and eonfirmed the previous
findingse The cervix was pulled down with a vulsellun
forceps and dilated up to Hegars No. 8. The uterine
cavity was curetted scanty currettings were obtained
and sent for histologye.

The labia minora were retracted and held by
subures which were fixed on the skin of the thighs,
Phe cervix was held by vulsellum and pulled forwards.
o minimize bleeding at the site of ineision 10 mls
of 111003000 edrenaline was infiltrated under the

vaginal skin avound the cervixe

The anterior vaginal wall was incised by a
semicircumferential skin ineision at the function
with the cervixs The vaginal wall was then incised
in the midline as far a about 1 e¢m from the urethral
mg&tms, The bladder was then mobilized from the
vaginal wall and from the anterior of the cervix using
Mayo's scissors, A metal catheter was then placed

80 as to identify the margins of the bladder.
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Noes O sutures were used to draw

cle fascia so that the cystocoele

The vesicowuberine pouch was

and slit transversely. The uterus

d end bilateral tubal ligation was done
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then passed through the cervix into the cervical

canal and again brought through the vagina mucosa

a little lower than before, The same sufure was
then passed over to the right side and the same
procedure was repeated, The suture was then drawn
together and the whole of the raw surface of the
stamp was covered, The redundant anterior vaginal
wall was excised and the new edges sutured together
with interrupted catgut No, 1. The ensure that the
cervical canal was patent a sound was introduced and
it passed easily, The bladder was catheterized

and the urine was found elear,

A pack was left inside the vagina so as %o
control ocozing and a self reteining bladder catheter

was inserted,

Pathology meport

1., Currebtingss Normal endometria in secretory phase

2, Amputated cervixs Chronic cervicitis with no

evidence of malignancy.

Post operative management

Continuous bladder drainage was instituted.
The pulse, bleood pressure, respiration, vemperature
input and output were closed monitored as deseribed in
the introduction, 5She was givens
1. Dextrose 5% 2 litres alternating with 1 litre of

normal saline dedlye

2s Injs Pethidine 100 mg PRN © hourly.
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tion Ampieillin 500 mg 6 hourly for 6 &ayﬁ.

4, Senohot tablets 1 tds for 7 days s¢ as to

gsoften the stoole

lst post operative day

General condition was good she was not anaenmic.
Afebrile, Pulse 82/minute regular good volume.
Blood pressure 120/80 mm ﬁg. Chest was clear., The

was normal appearance with no tenderness,

Urine draining well and clear, The input was
2,600 nls and the output was 1,600 mls, The vagina

B

pack was removed and there wap no bleeding

2nd to 4th post operative day

General condithon remained good., Haemoglobin

Urine for mieroscopy was normal and

li

3

W fnin - ¢ oy Al o T T v,
culture éid not grow any pathogens fhe catheter

was removed and the patient continued on ampicillin,

5th to 8th post operative day

Ho complaints, micturition was normal, The

P

was well healed, The patient was discharged

e
b

on the 8th post operative day and instructed to come

for follow upe.

Fallow un
Follow ur
She was seen 5 weeks later and she felt wells

LEn)

no symptoms of prolspse and the micturition

showed the bls » and
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uterus to be well supported. She was advised that
she might need caeserean section for her futre

deliveries to avoid subsequent period injuriés.

Commentary

The patient presented had second degree
prolapse with cystocoele, This case mighr have been
caused %ylreated unéup@rviaéd child births at home and
therefore leadint to over gstretching of the pelvie
supports with resultant genital prolapse, The
overstretching of the pelvic supports might have been
worse during the first delivery which occured at an
early age at home and very likely without an episiotomy.

Cld age might also have contributed to the weakness

of the pelvic supports.

She did not complain of chronic cough at anyone
time origine history of liftlﬂg heavy things and therefore

straining was an unlikely cause,

Urine examination and kidney funetion had to be
done as urinary traet infeetion might have necessitated
treatment first before the operation and in case of
kidney danger or congenital malformation palliative

treatment using pesseries migut have beén considered,.

Anteriocr colporrhaphy was done because the patient
bhad symptoms of dysurea and frequency and the urine

was sterile, A Fothegill operation was done and
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about 3 em of the elongated cervix was removed,
This was done without fear of future obstetrics
complications because tubal ligastion had already
been done,

The vatient had no enterocoele and therefore

posterior colporrhaphy was not done and posteriopr

colpoperiniorrhaphy was considered unnecessary. lorever

this operation may lead to shortening of the vagina and

this patient still had goitus,
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GYNAECOLOGY LONG COMVENTARY

Combined Vesico~Vaginal and Recto~-Vaginal Fistulae

v 4

Summar

26 combined fistula of obstetrics origin snd
5 due to cervieal malignaney were studied between
ey 1980 and May 1982, 83%% of the obstetric combined
fistulae occurred in women of 150 em or below =fter
their first delivery and all 26 women delivered still
births., The cure rate was 54.6%, 88% of the combined
fistulee were the massive type with considerable
scarring and in 30% of the massive fistulse the
ur@ﬁhr&é were distroyed. The comnmonest complications
after repir were vaginal stenosis (73%), blocked
catbeter (15%), haemorrhage (18%), strese in continence
(12%) esnd 2 'patients had cryptomenorrhoea and both
haed subtotal hystereetomy, All the combined fistulae
¢l obstetric origin were secondary to obstructed
labour due to cephalopelvic disproportion and therefore
prevention of obstructed labour could climinate this

condition.

All the % patient with combined fistulase due to

ey had advanced cervical malignaney and

we e in poor general condition with uraemia and could
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introduction

Combined vesicow~vaginal and rectalevaginal
fistulae in developing countries usually occur in
short women who give a history of inconﬁinence of
both urine and faeces after prelonged‘abﬁtructed
labour for several days at home (1. 2, 9y 12), The
resultant vesico-vaginal fistulae are uéually massive
ones with extgnsive scarring and therefore very
difficulty tovrepair whereas the aorrayﬁonding
recto-vaginal fistula are usually the high type which

open into the posterior fornix, Such high rectoal=

vaginal fistula require a defunctioning colostomies

80 as to divert the faeces away from the vaginal
before attempting to repair the vesicewvaginal
fistulae (1, 2, 9).

A considerable number of patients stay with
these colostomies for a long time because of the
high failure rate associated with the repair of the

massive vesico-vaginal fistulae (1, 2, 3),

The high failure raté coupled with the complications

of vaginal abénosis and occasionally crystomenorrhoea
leave these women with little hope of conceiving
again and hence divorce rate is high among them,
An appreciable number of the women are therefore left

miserable throughout their lives (1, 9).
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Obstructed labour occurs in these patients due
to contracted pelvis, (1, 2, 35 4, 5, 12) and in the
African primigravida, Gebbie (1966) showed that
maternal height had a direct r?lationship to the
true diagonal conjugate and tﬁat women whose heights
were below 150 em required more assistance at
delivery dueLto cephalopelvic:diSproportion.

Bverett (1972) found that thejmean height of an

African primigravida in Dar es Salaam was 148.5 em

and therefore the problem of éephalopelvic dispropertion
together with its fearful ccmjlications is a rest |

one, As the resources of mos$ developing countries

are scarcey prevention is the only immediate solution
by adequate provision of antepatal, health education

and improvement of services inm peripheral

dispensaries (9, 13).

The objective of this study is to ascertain the
cure rates and complications that are associated with

combined fistulae.

Patients and methods

All patients who were admitted to the gynaecological

wards of Muhimbili Medical Centre with a history of
faecal incontinence together with leakage of urine
between May 1980 and May 1982 were included in the

study, The author was informed of such cases and

carried personal interviews with the patients,
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A careful history wag texen so as to ascertain
the cause of the incontinence. The number of
attempts to repair both the VWF and RVF were found
out both by questioning and through the records.
Attemptes made both at upcountry hospital and Muhimbili
ledical Centre were included, Their ages, parity,
and heights‘were found out, ,@he patients then
routinely underwent the following investigations.

Full blood picture; urine fe# direct microscopy

and culture and sensitivity J the urine was collegtmﬁ
by a pipette; blood urea and creatinine and intravenous
pyelograms If haemoglobin wés found low it was
corrected by either haematomies or blood ﬁapenﬁing

on the type and severity of the anaemia, Urinary
tract infection if detected was treated first before
embarking on repair,

Bxamination under anaesthasia was then donme to
confirm the presense of the combined fistula and
also to note the site, size, condition of tissue
around the fistulae, the fixity of the tissues to
The surrounding bone and the operative approach and
technique. All attempts to repair the fistulae :
were done three months after injury, The patients
whose fistulae were less than three months and those
whose repair had broken down were given appointments

$0 come after three monﬁhs for readmission.
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Pabients with both VVF and high RVF had defuncioning
transverse colostomies done first before VVF was
repaired and if ‘it was successful and examination
under snaesthesia was done normally 16 days later
%o confirm the healing.

The RVF was then repaired and an examination
fnﬁder enaesthesia was also done 16 days later to
‘?confirm healing and the celéstomy was closed if

.healing had occurred.,

’ In patients with combined fistulae the
évesico~vaginal fistula is repaired first as repairing
{both fistulae at the same time will invdve taking
;tissue to £ill vaginal defects oppesite each other
afthas producing tension which normally results in
Zvesicanvaginal fistulae breaking down first. Alsc
fregairing the rectalevaginal fistulae first might
result in vaginal stenosis thus limiting access %o

the anterior veginal wall.



RESULTS

Total number of patients with combined vesico~vaginal and rectal-vaginal

fistula was 29,

Table Iz Ages
10-3 [25-19 |20-28 | 2529 | 30-3% | 35- 39 | 40 « &4 | 45-49 | 5o+
2 20 3 1 1 0 0 0 2
(6%) (63%) (ZB%) (1%) (%) (7%)
75% of the patients were wmoa below 20 years.
Table II: Heights
135 = 139 | 140 - 144 | 145 = 149 150 - 154 | 155 - 359 360 = 164
0 , 3 a : -3 - 0
(10%) (73%) (10%) (7%)

83% of the patients were below 150 em
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Table III1 Parity
Py ?ﬁ P§ Py ?5 Pe
23 2 0 3 3. ool
@ | | (e [ | 7R

In 80% of the patients the combined fistula
followed first delivery. ‘

Table IV: Cause of combined fistulae

- Obstructed labour 26 90%
Malignanecy 3 10%

26 of the combined fistulae were due to obstetric
causes and 3 fistulae were due 0 malignancye

Pable v:l Pypes of Ubstetrics vesicowvaginal fistulee

Lassive fistulae 1 23 88%

Juxta cervical 3 - 12%

Lawson (1967) classified the fistulae between
the bladder and urethra and the vagina inte the
following anatomical groupsi

Juxte cervical fistula

Opening either into the snterior fornix or the cervical
casnal and as the?defect is elose to the trigone,

the ureteric orifices may be near the edge.

Midevaginal £isthla
Neither the trigpne sbove nor the sphictor below
are invoved and fixity to bone is unusuale

Juxta»urethral.§istulae
Iavolve the bladder neck and proxinal part of the
urethra, damaging the urinary spicter mechanisme
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Massive fistulae
A combination of all three types, The anterior lip

of the cervix and most of the anterior vaginal wall
are missing, and tissue loss extends from bladder
neck tb trigones, The ureteric orifices are often in
the edges of the fistulae and inverted bladder wall
nay pr@apse through the defect,

Yault éiatula.grost hysteregtomy)
The fistula is usually in the midline of the vaginal

vaulty and may invelve the trigone.

Coubined fistulae
In which one of the above types of bladder fistula
is combined with a fistula between the rectum and

vagina that is recto-vaginal fistula.

The regto=vaginal fistulae - are further classified
into high and low types and those which occur after
third éegree tear, All the 26 fistula due to obstetriec
causes in this gtudy were the high type and in 88%

of the patients they were associated with massive
vesicoévaginal fistulae with considerable scarring.

The urdthral were destroyed in /3 of the massive
fistulae and artificial reconstruction of urethrae
were dane and martius and omental graft were used to
support the new urethrae but there was success in

only - 59%?

Eablg g;x Pypes of Obstetric Rectalevaginal Fistulae

High - 26 100%
Low 4] 0
3rd degree tear e 1 €

All of the rectal veginal fistulase were high
fistulae with moderate fibrosis but they were not
fixed Go the sacral bone.
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Pable VII: Obstetrics significance of combined fistulae

Asgisted vaginal delivery 17 7| é5%
Spontaneous vaginal delivery s 15%
Uterine rupture P 8%
Destructive operation 1 49
Not known 1 &%

65% of the patients with caﬂbzned fistulae had

asgisted vaginal deliveries, compared with 15% who
had spontaneocus vaglnal delivery. - The assisted
Vaglmal deliveries were done in health centres and
district hospitals. 2 patients had ruptured uteri
‘at home and were sent to Regional hospital where both
underwent subtotal hysterectomy afterfwhicb the
combined fistulae were noticed., 1 patient had s
caeseresn section done in a district Lospital because
attempbi to deliver her per vagina fajled. The
patient had severe postoperative sepsis and later
a corbined fistula. The 1 destructive operation was
also done in a district hospital after which a combined
fistula developed. Nome of the babies was born alive,

,?ablg V1$§! jcemplieations before repgir

“ﬁxaoriatidn | | 24 | 92%
Ammenorrhoea | 17 70%
Foot drop 2 | W%

excoriation of the vulva was present in 92%.
All the patients who had successful répéir of the
vesico-vaginal fistulae were alse simulateneously
eured of excoriation without using any other specifie
treatment. | :
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62% of the patients had treumatic ammenorrhoea
which lested for a period between 6 months and
7 years, 91% of the 1l patients who had successful
repairs saw their periods between 2 months and
6 manthﬁ after successful repairs whereas only
i patieht saw her period after examination under
anaesth&aia and none had spontaneously onset of
9erioda; This condition is thought to be due %o
psychological causes which follow the traumatic labour
and combined fistula and hence many patients resume
mensﬂéﬁ@tﬁen when the fistulae are cured.

" Zgble IXs Operations

Colostomies 26 100%
ﬁg’solasﬁomiaa 0 0

i
H

Al 6 patients with combinef fistulae of
9bsteﬁgi¢s,afigin had defunctioning colostomies. All
these had high rectow-vaginal fistulas. Transverse
eolesﬁﬁmies were done instead of sigmoid colostomies
becauaé the latter might interfere with repair of
rectal fistulae, ‘ -

Table §:' Position of repéir of vesico=-vaginal fistulae

Enee chest : 19 - 73%
Lithotomy 1 12%
Tranaversical 4 15%

The knee chest position was used in 73% of the
repairg. All these patients had massive fistula with
bladder mucosa prolapsing into the fistula and thus
the knee chest position enabled the mucosa to be reduced,
The lithotomy position was used in 3 patients and
a}} Bed juxtecervical fistulae, The transversical
route was used in 4 patients., All had massive fistula
associgbed with veginal stenosis due to previous repairs,.
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Tah;esggzé Position of repair of reeto?aginal fistulae

Vaginal route 14 | s4%
R.V,Fs not repaired because VVI|
still present 12 460

S4% of the rectovaginal fistulae were repaired
by the vaginal route but 46% of the recto-vaginal
fistula were not repasired because the corresponding
vesico«vaginal fistula had not been successifully
repaired.

Table XIIt Cure rates of VVF and number of attempts
Numbers of operation(s) : 2 | 3 4
Number of patients 14 7 3 2

- Cured patients - 9 & 4 0o
Cure rates | A% | 43% | 33% | O%

The overall cure rate was 5S4, 6m.' 64% of the
vesiceova%inal fistulae were cured affer first
attempt; 43% of them after the second attempt and
33% after the third and none after fourth attempt.
This has been shown by other series of Lawson, (1967),
Coest Zee (1966) and Masawe (1978) who found that
the first attempt to repair a fistula had the best
chance of success as repeated attempt produce more
scarring and further impairement of blood supply to
the tissuess The time btaken to cure the fistula ranged
from 3% months to 4 years with 1 pati¢nt being cured
- after 4 years and ¥ witain 1 year., Of the fistula
that failed, % of them had been attending hospital
for 1 yaar of more.
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Table XIIIs Cure rates of R.V.F. and number of attempts
Humbers of operation TR 2
Number of patients 13 ) 8
Cured patients 13 1
Cure rate 100% 100%

The recto-vaginal fistulae were repaired in 65%
of the patients and 13 fistula (95%) were cured on
the first attempt and only 1 fistula was cured on
the second attempt. Wore of the fistulae was repaired
through the sbdomen,

12 recto-vaginal fistulae could mot be repaired
because their corresponding vesico-vaginal fistula
were not successfully repaired. 92% of the failed
veslcowvaginal fistulae had been repaired more than
twice and they were thus associated with massive
scarring, fixity and stenosis so that the chances of
curing then were low,

Table XIVs Complications associated 41th repair of
combined fistula,

a—
Blocked catheter S 16%
Caleculi 4 16%
Haemmorrhage 2 8%
Stress incontinence 3 12%
Vaginal stenosis 19 73%
Cryptomenorrhoea 2 8%
Divorce 22 84%

Blocked catheter
16% the urethral catheters where blocked within

48 hours after repair at night for more than 12 hours.
In 7 patients the vesicowvaginal fistula subsequently
broke down whereas in 1 patient the fistula healed,
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Calecul

16% of the patients had bladder calculi and all of
them had had one more previous repair using chromic
eatgutfin the psst. Repair of these fistulae had to
be posponed for 4 weeks after removal of the calculi
and % of them were cured.,

Haemmogrhggg

p 3 patiént whogse fistula was repaired by transversigal
route bhed haemmorrhage into the bladder 6 hours after
operation, She presented with sudden onset of

severe lower abdominal pain and fever and on examination
she had techycardia, raised temperature and a tender
suprapubic mass, The clot was evacuated in the theatre
after attempts to remove it by irrigation of bladder
failede The patient subsequently did well and the
fistula healed. The second patient who was repaired
through the vaginal route had secondary haemmorrhage
on the 6th postoperative day. Blood transfusion was
done and irrigation of bladder, Haemmorrhage stopped
but the repair broke down after 36 hours,

ggyptoﬁenorrhoeg

2 patients developed cryptomenorrhoea after the
cervicas were completely buried by adhesions. Both
of had been cured of the combined fistula but had
developed vaginal stenosis. They later developed
eycelical severesspasmodic lower abdominal pain whiech
was asgocliated with a tender suprapubic mass, The
pain and mass increased after each cycle and eventually
subtotal hysbterectomy was done and the disgnosis of
bheematonetra was confirmed. They subsequently did
well,

Stress incontinence accured in 12% of the patients
who bad had successful repairs of the vesico=vaginagl
fistulae. 4ll the patients with stress incontinence
had had massive fistula initially, In 2 patients
the fistulase had been repaired after the first
attempt and 1 patient after two attempts., In all of
them the stress incontinence was so severe that they
were all booked for operation to correct ite.
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Vazinal stenosis occurred in 65% of the patients
who had had successful repair and in 92% of the
patients who had unsuccessful repasir., % of the first
group had had more than one attempt before closing
the fisbula wheress in the second group % of them
had had more than one unsuccessful attempts., In
the later group chances of fubture success were small
because of inaccessibility of the fistula coupled
with fiorolis eround the fistula snd fixity to the
bony pélvia,

Ihe divorce rate was high among the patients
with combined fistulase OUnly 1l6% of the 26 patients
were still married, 1/5 of them had been abandoned
and their husbands had married other women.

Combined fistula due to cervical malignancy

The 3 pabients with combined fistulae were due to
advanced cancer of the cervix stage IV with extensive
involvement of both the bladder and rectum. They

were all elderly and in poor general conditien with
rgised blood urea and creatinine. They could not
withstend any palliative treatment including palliative

irradiation and their relatives took them hone,

In difficulty combined fistulae that occur in
elderly patients after irradiation of genital
malignancy, Blaikley (1965) recommended colpocleisis
but the reetal fistula has to be lower than the
vesicoevaginal fistulae otherwise faeces will occumulate
in the bladder, If the recto-vaginal fistula is
higher than the vesico~vaginal fistula it should
be drawn out so that it is lower than the latter,
The anal spinicter nmust be intact so that most of the
urine passes through the urethra and a little urine
passes with the faeces through the competent anal
sphicter, The patients with advanced cervical

malignency could not however, stand any palliastive
treatmnent like this one.




DISCUSSION

The majority (80%) of the combined fistulae
occured in,sﬁcrt women after their first delivery,
and 83% of the had beights of 150 cm or below, All
of them delivered still births. The association of
contracted pelvis with heighte below 150 em in African
primigravidae has been shown by several studies
(6y 94 10) and the combined fistulae of obstetrie
origin is secondary to severe prolonged obstructed
labour for several days due to cephalepelvie

disproportion (12).

The cure rate of 54,6% of combined fistuls ig
low compaired with that of Lewson (1972) of 66% and
Mati (1982) of 64.7% but 75% of the cured patients
did not fulfil the criterion of Coetzee and Lithgow
(3) of a successful cure of a vesico=vaginal fistulae.
In our unit the criterion for sucecessful cure is
less sbtrict and is usually limited to anatomical
closure of the fistula with restoration of continence
(1, 13) but in a seciety where the women status depends
on her reproductive ability, cure is best judged by
continence fogether with reproductive functions
namely coitus and ability to produce children,

Vaginal stenosis occured in 73% of the successful

repairs and cryptomenorrhoea due to closure of cervix

because of ahdesion in 8% and the patients with
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cryptomenorrhcea subsequently underwent subtatalh
hysterectomies due to haematometra and hence %hﬁy‘bonld
no longer conceive again, These complications,
puluﬁ»the high failure rate of 45% and the long delay
ranging from 3% months to 4 years before the fistulae
were successfully repaired might have been responsible
for the high divorce rate of 84% as the husbands

had degpaired that their wives would ever get cured

and resume their normal reproductive function again,

Qhe high failurelrate and increased complications
occured because the vesico-vaginal fistulae in
combined fistulae are normal massive with a lot of
scarring end fixity to the pelviec bones as they
are the results of exceptionally severe prelonged
and obstructed labour (12, 1) as ghown in the 88%
of the masgive fistulse in this study. 4s in a
cem&incé fistulae the rectowvaginal fistulae is
repaired only after successful repair of vesicale
vaginal 45 of the patients had to remain with their
eeloaﬁnmﬁeg for over 1 year due to failure to close
the vesico-vaginal fistulae. 92% of these patients
Bad had more than one repair so that the increased
scarring and fixity to the bony pelvis which were
assocleted with vaginal stencsis made the chances
of future success very low (2, 12, 13), In %AS of the
patients with massive fistulae, the urethrae were
destroyed also and only 2 patients among them were

subsequently cured after repeated operations.
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The remeining had very little hope of getting cured (12),

The catheters were blocked in 15% of the repairs
and among the patients with blocked catheters the
failure rate was 75%. Continuous catheter drainage
for 6 weeks despite the bresking down of the repair
was however, not instituted as recommended by Lawson
(1975) presumably because all the urine was pouring
out from the massive fistula. The catheters were
blocked alb night and they were discovered 12 hours
later. The urine output after repair of vesico-vaginal
fistula should be about 100 mls per hour (2, 12)
and if}hourly monitoring of urine output was done

the blocked catheters could have been detected early,

Reaction haemmorrhage and secondary haemmorrhage
occured in 1 palient each. In the former the repair
broke down whereas in the latter the repair was
successful. In Matis (1982) series there were
4 cases with 1 death. There were no cases of ureterie
oceclusion in this study as these are common in massive
defecte (24 12) and in Mati's series (1982) there
were 7 cases. Severe stress incontinence in whieh
the patients were Just as wet as before the operation
occurred in 3 patients. This complication is common
after repairing massive fistuls and juxta urethral

fistula (24 124 13).




All the patients with secondary asmenorrhoea

resumned their periods within 6 nénths after repair
snd other series showed similar results (2, 13)
and likewise the excoriation associated with
vesico=vaginal fistulae healed in all patients alter
successful repairs as reported also by lassawe (13).

Bladde vere observed in 4 patients all of

Wiol ol
$I%. 2 & ow s ey T 34 a3 T de gy ~ i
This is a common finding after reseated repairs with

and sometimes occurs due to stagnation

of urine in 1 recess (24, 124 13)s After removal
of stones 4 weeks must elupse before attempting to

g o~ P B oy 2 B o mode g g o
repair again (12) end 50% of the patieuts were

-

The 2 patients with combined fistulae due to
advanced cervical malignaney were both elderly and

3

ral condition wilth uraemia and therefore

they could not stand any palliative btreatment,

The oeccurrence of combined fistulae in developing
countries will continue t¢ be a problem causing
écnsi@eramla morbidity and distress to young women
most of whom delivered astill births ané have little
hﬁgg of conceiving sgein as an apprecisble number
of deliveries still occur at home in developing
Gﬂmmﬁﬂlﬂﬁ‘ In Tanzania 60% or more of the deliveries

still occurred at home (14, 15, 17) whereas in Ghana

(16). liost of these deliveries occur under
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traditional birth attendants who have little knowledge
about midwifery and therefore eannot predict or

detect sbnormal labour. As cephalopelvie disproporticn
is common: amang Africen primigravida (1, 34 65 95124 13)
sach patiemts are often mismanaged in the villages

ané the end results are very high perlnatal morbaelity
which is sometimes associated with difficult combined
fistqlae such as those whieh have been described in
this study, A vicions c¢cycle is then étarted smong
those with difficult combined fistulae as such

patiéﬁts have little hope of getting completely

cured and even if they get cured the chiances of
ednceiving are low and their hushands abandon them

and hence bthe patients are left miserable throughout

their lives,

In developing countries as resoumces for
aﬁeq&aue qualified personnel and eguipment to deal
with urogenital fistulae are often very limited,
péﬁvehtion has been advocated as the anly means at
present to combat this problem (6, 9, 10, 12).

The coverage of antenatal clinics should be increased
and at the antenatal ¢liniesy short primigravidae

and those with deformities or large babies should be
aﬁ#ﬁééd to go to health centre éarly in labour with
& view to referring them to district hospital as

soon as complications arise,




Cther patients should also be encouraged to

deliver in hospital under supervision. During the
intraparbtum period proper use of the partogranm

should be made so that all those with abnormal labours
are referred as early as possible to t&e district

hospitals.
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