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GENERAL THNTRODUCTION

The caese racords and commentaries presented here were
managed by the suthor in Muhimbili Medical Cestre (MMC) which
inccoperates the Paculty of Medicire, University of Dar es Salaam,
It is the largest centre and has the only radiotherapy facilities in
the country, MMC is objectively meant to provide service, education
and conduct research, Teaching is undertaken of both undergraduate
and postgraduate doctors, dentists, pharmarcists, nurses ané para-

madical personnel,

THe department of obstetrics and gynsecology is one of the
major disciplines at M and is organized into four firms each with
at least two consultants or specialists., There are 73 gynascological
bads and 29€ obstetriec beds. OFf the latter, 115 are at oceen Road
Hospital and 131 at the New Maternity Block (HMB)., The daily average

number of inpatients is however, two to three times the number of bads.

I. OBSTHTRIC SERVICES:

These include antenatal, intrapartum and postnatal sarvices.

1.1 ANTEHATAL SERVICES:

asntenatal clinies (ANC) are conducted at HNMB on “firm"
bosis and are meant for high risk pregnancies with the exception
of a few paying patients snd senior government employees. High risk
patients are referred from peripheral ANC's by midwives with the
help of special guidelines for identification of high risk factors.

These include the following:~
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A, Previous Chstetric Histoxy:

Caesarian Section
Instrumental delivery
Manual removsl of placenta
Third degree perineal tear
Recurrent pregnancy wastage
Anterpartum hemorrhage (APH)

Post-partum hemorrhage (PPi)

B, Physigal Fipdings

Musculoskeletal deformities
HMalpresentations

Abnormal lies

Height below 142 in oriwmigravidae

C. Previcus gynsecological operations

Cardisc disesase
EPi-gestosis
liyperteunsion
Bclampsis

Crandmultiparity

o

(7 pars B).

Multiple pregmancy

Polyhydramnios
Intrauterine fetal death

Anaemia of pregnancy.

Myomectomy and vepalrs of viginal fistulae, third degree perineal

tears and genital prolapse.

D. Complications of Labour and liscellaneous

Fetal distress
Poor progress of a labour

Premature labour

g

.ui gravida yonger than 16
or older than 35 years

Bhesus negative nothers.

Puring the first ANC wisit, the doctor takes a detailed history and

ecarries out a thorough physiecal examination. Laboratory investi-

gations are made.




“w B ow

These include hembglobin sstimetion, blood group and Fhesus determi-~
sation, serelogical tests for syphilis, ead wrine for glucoss, protein
and eulture; the latter to secreen for asymptomatic basteriurie. 4
plan for the patient's ANC cove is them made. |

Subsequent visits ave mede monthly until the 28th week,
fortnightly weil -the 36th wesk, snd weekly until delivery wnlsss
there is veason for slterstion. In each visit, surveillance is made
on mxml well being, and fetsl well being end growth. The patient

ixaviped for evidence of smsenls, cedems, snd weight gein. Blood
9m§mﬁ fundal beight, fetal lie and beert sounds are vecovded.
Totenus tozoid is given st 28, 32, and 36 weeks of gestation. Peophy-
laxis sgainst smsemia is effected by givieg rvoutinely, Pervous sulphste
200 mg orslly twice daily and Folic acid 5 ng onee daily. Similazly,
chloroquine 400 mg weekly for amtimslarial prophylaxis. Special exend-
nations involving radiologiesl investigarions and Real Time B-Sesn
 way be dome pre vemata. Unless the indication for
reforval to WMB ANC is not yeetified, the patients ave veferrved back
t their original peripheral ANC's.

, Pepending on nature and deverity of the condition, the patient
say be sduitted in genevsl sntenstsl wards No. 38 and 39 or iutensive
cave ward 35, Of the 11,3552 sdwisslons in 1979/80, sssewia cosprised
512, Palse lebour 23,07 aud EP-Gestosie 15,93, These together with
pyrexia of unknows origin tmm ineluded) sccounted for 91.27 of
s11 astenstsl sdwissions., In the same peried, 497 patients weve
adedtted {nte the intemsive cave ward and of these, 56.77 were due to

severe EPii-gestosis, 22.17 cclempeis, and 6% severe ansemis. These

thyee, together with severe hypertawsion with pregnamcy, congestive
cardiae failure, Meningitis end severs sbruptic placents comprised

R

L3 TS



e labour ward conduets high risk deliveries and wowmal
| deliveries are sttendsd at Ocesn Road hospital. All istrspartus
cwosplications are referved to B, These two labour wavds conduet,

- glmost to an equal smtent, 20,000 ~ 25,000 deliveries smmuslly.

~ Afwer aduission by the wures-uidwife, the patient is reviewed
‘ by the doctor and thovough physical exemination cervied out, A poliey
) af setive management of labour is pavsued by the department. This way,
@ W£ﬁ.¢ﬁ prospective plan of mm& f& sutlined snd the labour
is wonitoved partographically. A ﬁgﬂiii;t;t modification of the
€ ét&simi Priedman's portogram is used with slight mdification, It is
atarted on adnission sfter lebour is esteblished and the cerviz at
!unm 3 em dilated, Meshrawes ave ruptuved artificially st the earliest
opportunity, Throuphout the fivet stage of lsbour, the patient is
nursed in the left latevsl positios but dovsel position in the second stage

snslgesis snd sedation, are sot wed mutinely except for sslected
wﬁm end e limited to intramuscular pethidise or wﬁhﬁwm, Lack
of facllities and mampower precludes use of ishalstion end epidural
‘analgesia, o
, puring the second stags, the patient is evcouraged to bear dowa
with sach contesstion but velax in batwess, When the pressating part
distends ths pevineum, the mmx supports it with s sesitary pad

ts awid tesss, Episeotouy is done only vhen indlcated. The baby's

. face is wiped clean with sterile gewse and the air-way clesred by suction.
The truvk is delivered and the covd divided between Hochar's. srtery
cluups,
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Third stage is managed setively. futrasuscul sy syntometyine is
given with birth of apterior amaﬁ and the placenta delivered by
Mwuﬂ cord traetion, It is ivspected forv m&amt, ;@W
or sbsence of iafarcts, retveplacental clots sad m weighed. The
cord is isspected for presence or sbsence of the mormsl thres vessels
and the blood less recovded,

The state of the infant ie eveluated sccording to the Apgar

Seore system. The assential srmementarium include sugtion mmz,
idfat laryngoscope, sssorted sizes of plastic emdotrachasl tubes and
orval sirways, ambu bag snd mask, angle peised lasp for warsth,
Helowphine, Sedius biearbonste 0.9 wolar solution, oxygsn and 10%
glucese. ¥or wormel infants, nasepharyngesl suction is ﬁﬁm‘tly
‘adequate, Por depressed {nfasts (dpgar seore less than 7), suctien
and oxygen sduinistzation by mask ave needed vhile for severely
depressed infants (Apger seore less then 3) eadetrechesl intubation
is necessary. Bxterasl cardisc maseage snd orrection of acidosis

are mandatory inv cardiae arvest.

& Pepredsed infants and instrumental or eperative delivaries
are cared for in the neonstal unit, After the bisth cansl has besn
{nspocted for tears, epissotomies repaived and bleod preseurs found
somsal, the mother is observed for 24 hours iz a wom adjacent
to the labour werd - after vhich wncomplicated deliveries are dis’-
a for the baby.
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1.3 POSTHAYAL CARE:

@aly complicated deliveries receive in patisnt postnatal

cave in @ ward 37 and 33 for clean end infected cases vespeckively.
Hormsl deliveries attend their respactive maternal and child health
elipies six wesks sfter delivery.

This is doue on adnission and st lesst four hourly to assess
prograss nf M* &mimm&ﬁ@ end gloving oneself, the patient
is made mm of the pmeedure and purpose and requested to wold
urine if sny. In dowsal position with the thighs sbducted, the
velva and perineun ave imspected for local lasion. A sterile swab
sosked in cetarion 1 in 200 solution is picked by the right hand,
hended to ths left hand and one side of the vulva swabbed once sntero~
wg«:ﬁ#ﬁ% m sane i& vepeated on the otber side but with a fresh
swab, The fadex finger end thusb of the left hand separates the ledla
and the vestibuls snd iotwoitus clesned susing the right hand and e
frash ewsb, Without veleasing the labiel sepavation, the index and
widdle fingevs are dipped inte ehlovhexidine cream snd mat@sf intwduced
inte the vagina avelding the sensitive anterior wall.

1. Por slective operations, the patient is advised wot to
feed ovslly after 10 p.m, on the eve of the eperation.

2. At lesst 1000 wiliilitres of blood are crosematehed,

3, The snterior sbdoninal well, publc sad vulval hair is
shaved and the ares eleansd with cebarlon then covered

with sterile towels.



“¥e

She is maintained with intravemous 5% dextrose and given
A8 - 30 wmillilicves ;mgmsiw trisillicate to zﬁsﬁat:ﬂiﬁ
gtomach apeld, ﬁMg@tﬂc suetion is not mwiﬁsiy wsed
sscept in selected petients undsrgoing emergeucy operation

ivmediately after asting.

Informad consent for oparation is obtained.

. The bladder is mmtmimé assptically in theatre sfmt

t%m pstime has been wa:lwmé hg the snsethetist.

7. The serubhnd and Wa‘mmw clegns the opervstion field

b

which include snterior sbdominel wall, woss pubis aud snterior
aspects  of the thighs - wsing cetarion them 1 ia 1000 flavine
in spivit, The sves is then drapped with sterile towels
esponing ooly = snell aves M&wm the wnbilions and syophisis
pubis. iz

Mmiw 0.6 wp $e g;i%s intravenously for premedication.
Thicpental sodium m& wvg is given intravenously for iaduection,

A short acting muscle Mmt, suxomethoniun bromide, 40mg
is glven intravessusly follewed by oxypea m&r intermittent
positive pyessuve, Intubation is then dome using a euffed
endetracheal w}ﬁar tube .

Ounly oxygen snd Nitrous oxide are given foy Mﬁtsiﬁama of
snassthesia until the ‘iaaﬁhy is born and the fivet layer of the

uterus has been repaived, Fther is then added.




' §. Ansssthesis is reversed using etvopime 0.6 mg, and
neostiginise 1 -~ 2 mg intravemously. Bronchial secrecions
are suched out and the endotyacheal tube vemoved. The
patient is observed in the vecovery room woetil fully
conseious, i.e, when cough and swallowing raflexes are fully
active,

The Operation:

The lower segmeat Mnﬁm section is employed in MG with few
exceptions, The techaique is & deseribed on ;mx‘iélﬂga and, .5:?:._;

Bed Side tests

Proteinuria

Albustix veagent strips sve uwsed., The strip eonsists of cellulose
jmpregnated with Tetrabromphenol buffered to acid pH. The yellow Zest
area turws green in the prescnce of protein. After dlpping the strip
i{ute clesn eateh, fresh uacentvifuged uxiss, the color change is
compared to a sesle on the strip comtainer,

Thue:

Teses = 5.~20 mg/l00 W 1+ = 100 wg/100 =l

1+ = 30 wg/100 ml 3+ & 300 ug/i0h sl
- &% = 1000 wp/100 ul

A qualicstive test using ﬁiniﬂﬁx reagent strip is employed.
The reagent strip is {mpregmated with glucose oxidase, peroxidases aend
orthotolidine. In the presence of giw oxidase, glueose is converted
to gluconie seid and hydrogen mmxiém; In the presence of pewouidase,
hydrogen peroxide converts orthotolidine te the blue oxidised fgram.
This is the basis of a postive test if on dipping clinistix veagent styip

inte urine, the test area tuxns blus,




Clinies sve rus on "fre” basis except the infertilicy and
oneology clinies, The latter is malaly for those roceiving radio~

therapy on outpatient beeis and patiests come from sll over the
comntry. Cytological seresning for cancer of the cerviz which
accovnt for B80~851 of aﬁl gynsseologieal easeers inm MMC, is not dome
routinely due to lack of adequats g facilitier,

There ave & totel of 67 beds in two werds. The nusber of patients
is usually twice to thrice the nwber of availsble beds. Patients
arve sdaitted on sppointment or os smerpencies through the casuality
department, Incomplete sborticns accout for wove thasm 50% of all
evergency sdmissions, Bvaeustions of the wterus is doue in 2 wloor

theatte ln & ward side toom undev Pethidine 100 mg {ntravenously sad
Plasepan 10 mg intravesously ualess the incomplate sbortios is of
the septic varisty. The latter sve sttended to in major theatre
under gemersl ansesthesia.

Preparation perallels that for elective csssarian section except
90 sntlecids ave given. In addition, the husbands writtes consent

{s vequired in cases of interval steritization,

‘?mﬁmﬁm and induetion 1s similar to that used in cassariss

sestion,
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A long acting wmscle reloxant, paneroniem bromide (Pavien) 6 mg
intvavesously ls used lnstead of short soting velsxants, Unlike

in csesarian section, Ether is given together with osmygen and
vitrous oxide right from the beginning. Heostigmive {s wsed for
mmmﬁ of | snaesthesis and Atvopine is wed as prophylaxis against
the bradycavdial effoct that might follow neostignine.

tsparation of the operation sitet

The swine position with s slight Trendelesburg head eile is used
for abdowinal operations. The Lithotemy position is used for wulve~
vsginsl proceduyes end the kusen-chest pesition for high vesico-vaginal

festulae, Claaning of the skin is dove as dagcribed for csesarian

saction.

. whe Midline subuubilical incision is commuly used, the
pavivedion less commniy snd the Pilannsstel rerely se. The skin
ineirion is despened turough the sﬁmw layer to expose the
rectus sheath which is thes iscised longitudinally with amm than
eurved Mayo selssors. The periteneum is exposed by separating the
medial edge of the vectws ﬁkmaia pusele from its sttachsents. The
pyranidales are used ss guidsiines to the midlina, |

The peritoneun is pleked up with & pair of spencer Vells'
arterty foveeps in the wpper ons thivd of the incision, awey from
the bleddey. After ssesrtsining no bowel is entrapped, the teated
peritonoum is inecised with s i>esh sealpal and the inecision extended

with Maye Sclssors wder divect visidn to swoid injuring bladder aspex.
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The perifionsal cavity is closed after completion of the plamned
operation, hesostasis ascertained and instrumene snd gwsb count is
corzest., The upper, widdle and lower snds of the peritonesl incision
ave picked with artery foveeps and the pevitonsum closed with a
contiovwus chromiec eatgut Wo. 0" on & round bodied needle. The edges
are uwsually everted, The veectus sheath is e¢losed with continvows
chromic catgut Yo 1 wnlese {nfection is suspected where interrupted
sutuves ave wsed. The subcutanecus fat is not wutinely stiched in
obesa patients. Plaln catgut "000" {9 weed, interrupted, The skin
is closed with interrwpted #ilk sutores Wo. "0" and sve uswelly
revoved on the Tth post-operative day.

Ambul ation:

¥Yarly ssbulation is encouragad. 7The patient is encouraged te sit

up ae from the fivst post-opevative day ~ and to be ambulant by ssecond~

thivd post-sparvative day.
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ADVANCED _ABDOMINAL PRECHANCY WITH VACINAL
LEAKAGE OF LIQUOR AMNIY

mﬁ: &Rgu gt mﬁ
REG. NO. 0741781

AGE: 28 YEARS

ADDRESS: EURASINI, DAR ES SALAAM

ADMISSION DATE: 24.9.81
LAFAROTONY: 22.12.81
DISCHARGE DATE: 31.12.81

SUMARY:

A gravida 2 para O, one shortion, was referred te Buhismbili and
sdwitted because of pregnancy after a decade of iavoluntary infertilivy
and a smaller than dates fundus. GBhe was intially disguosed as baviang
pseudopregnancy with fibroids but pregnancy was later confirmed by

X ray and ultrasound, 5he leaked liquor waginally making consideration
of abdowinocyesis difficult desplte suggestive radiological siguns. At
laparotomy, sbdominocyesis was confirmed and a walformed, growth
retarded baby was delivared but died shortly afterwards., The placenta
was removed sod she recovered without problens,

HISTORY OF PRESENT LILLRESS:

The patient was referred from a periphersl clinie on 24.9.81 because
ghe had awsnorrhoea of 2% weeks but a funds equivalent to 13 weeks
gize. She had also involuntary infertility for ten years,

CBSTETRIC HISTORY:

This was her second pregnancy. The first ended with a spontaneous

sbortion, 10 yeers previously at 6 months of gestation,
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The onset was marked by sbdouinal pain followed by vaginal bleeding.
She sborted completely in beospital and there was no morbid event

thereafier.

GYNAPCOLOGICAL HISTORY:

HBer menavche was at 14 years of age. 3She menstrustes for 4 ~ 5 days
avary 28 ~ 30 days. The couple had been investigated for infertility
and ware told they wers normsl., fer lsst menstrual peried was on

9,2,81, She has wsever practised contraceptisn.

PAST MEDICAL AND SURGICAL HISTORY:

There was no bistory of tubervculogis, msumps, sexually transwitted
diseases or venal disemse. She has never been operated other than
dilatatien and curvetage in 1973,

SOCIAL AND FAMILY HISTORY:

She was a boveewife living with her only busband, She was & teeto-
tellar, %er twe elder sisters had more than four children. There
was no famlly hietory of diabetes or hypertension.

CURBENT PREGNANCY:

Sha first booked on 11,.3.81 with amecorrhoes of 18 weeks. Yer axpected
date of delivery was on 16.12,81, She had hsd as episede of abdominal
pain and vaginal bleeding st 12 weeks of smeporvhoes , was admitted at
vuhimbili and discharged as & case of threatesmed abortion, She first
felt fetal movewments at 27 weeks of amenmorrhoea. Ohe had bad no
fevers, bowel or uripary sywptoms, She made two subsequent wnte natal

eliniec vialts the last of which she was referred to ublabili as above.



PEYSICAL BXAMINATION:

She looked well nourished.

There was nelther pallor mucosae nor osdema.

Breasts wera vormal and secreting.

Her weight was 58.3 kg, compered to 36 kg at fivst booking six weeks
previously.

CARDIDVASCULAR SYSTEM:

The pulse was %0 par sioute, normsl wlume. The blood pressure vas
120780 willimetres wercury compared to 110/70 millimetres mevcury

at firet booking, The heart sounds were normal.

RESPIRATORY SYSTEW:

Gothing abaovwal was detected.

A BOOMIMAL EXAMINATION:

The lower abdouven was gsymmetrically eniakgté, more towsrds the left,
There were no tender aress, The liver, splesn and kidneys were sot
palpable, The wterus was {rvegularly enlarged to 18 weeks. Fetal
parts were neither palpable nor ballotable, Fetal heart was not
heard.

VAGINAL BIMAMVAL EXAKINATION:

The vulva aud vagina weve vovmal, The cervix was not viswalized but
was felt displeced upwards and to the right snd was five, The uterus
was enlarged with multiple {rvregularitics seinly on the left side.

Ho fetal parts were balletsdle,

_DIAGIEIS:

Becondary infertility, pesudocyenis with muleiple fibroids,




-15-

IHVESTICATIONS:

1. The hemoglebin was 16.5 g per decilitre,

2, The urine vas negative for pathogens, glyecesuria sad proteinuria,
3. The stool was negative for ova.

4. BSerclogical test for syphilis (VDBL) was negative

5. Rlood group was B Bh~D positive

6. Hchosgopy was out of order,

7. ZE~Ray abdomen showed a small fetus in transversa lie.

She was kept and wonitored in the ward until delivery in view of
pregnancy after a decade of ivwluntary infertility. Her weight gain
was 0.29 kg per week, On several occasions, she complained of vague
abdowinal pains, The fundus grew and stagnated at 16 weeks with so
unusval left 1ilt and prominence. The fetus was well interms of
vormal fetal heart rate and wovesents, Wrong dates or fetal frowth
retardation was the workinmg diagnesis. On 11.12.81, twelve wesks
after admission, she lesked vagivally whet looked like liguor. She
was 38 weeks by dates but the fundus was 28 weeks and the fetal parts
were very d4ifficult to palpate. A sterxile speculum saxaminatien
showed liquor like fluid from high up bebind the syspbysis. There

wes no bleeding and the cervix was not visualized,

ECHOSCOPY: REAL TIME B « ECAHW

. Caphalic presentation with bisarietal dizueter of 8.5 cu
equivalent to 32 weeks gestation.
2, Fetal heart vate 140 per wminute,

3. Oligohydrammios.

I EE—————
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&, Placenta localizstion was uncertaln,

S, There were biszare echoes making intarpretatios of uterine cutiine
di ffieule.

Additionnl dlagnoser covsideved ineluded:

i, Uterine fibreid with left lateralbiorn pregnaney.

2, Pramature rupture of the menbranes.

It was decided to walt at lesst wo weeks since at 32 seeks, the baby

was pot reavable under Muhiiwbili conditions, She continsed to leak

liguor scantly and irregularly. She was afebrile snd there was no

uterine tenderness., The fetal Leart was unormal,

IRVRSTIGATIONS: OF 22,12,.81

1. ECHOSCOPY sbowed a bipsrietal diemeter of 9.3 centioetre, fotal
heart activity was demonstreble but other echoes were difficult
to interpret,

2. X-Ray shdowen lateral prose view showed a singleton baby, cephalie
prasentation with fetal parts overlying the mstexnal spine. Fetal
maturity was 39 veeks., Uterine shadow was wot demonstrable for
certain,

3. Serlal liguor cultures ware unegative for pathogens.

4. Hlle blue test showed fetal squanes at least 36 weeks maturity.

5. Hewoglobin was 12 g per dacilitre.

DIAGNOS1S:

Ters abdonival pregoaney with esrly rupture of the menbraves.

MARACEMENT:
A R AR5

Laparotony was recomwended at spce.




Blood group T - positive, 3000 sillilitres wers erossmatched.

Consent for anaesthesia and operation was obtained. Preoperative

preparation, presedication and gemeral anaesthesis was given routinely,

LAPAROTOMY :

1.
2.

3.

St

S il

The abdomen was opened through a left lower paramedian fnecisios.
The werbranes were found ruptured, the fetal head was applied to
the postera-lateral aspect of the wuterus and the tyuok was
lying obliquely towards the left parecelic space. A female baby
was dedivered, brecen fipxse.

The placents was attached te the rvight adnexa, posterior aspect
of vterus and ementum, The uterus was enlarged to 16 weeks

size with sultiple fibrold seedlings. The left tube and ovary
were vorosl,

The maie blood supply to the placents wes fdentified as arisiag
from the right ovarian vessels, These were secured, vight
salpivgo~ophorectony wes douwe and the placenta and membraves
ramoved successlully, Hewostssis was escertained after a bloed
losz of 1400 sillilitres snd the abdowen closed in layers without

drainage.

REE I S —

The

sex was female

Apgar scove was I at one and five wulnutes

The

The

welpht was 1.5 kg.

head was ideated vith a disfigured face, sbort aeck and

talipes equine werus adductus.

It dled 30 winetes later.




POST OPERATIVE CARE AND PROCRESS:

1. The pulse, blood pressure and respiratery rate wers moni tored

hourly for the first twalve hours and were uorssl,

A

2. She was transfused 2000 wmillilitves blood,

3, Fluid iatake was an average of 1500 willilitrzes per day for the
fiyat three days after which she was fed ovally. The corresponding
vrine output was 300 milillicres,

4, Pain was relieved with lntrasusculsr pethidins 100 wg 8 bourly for

tha firat three days.

——————— R T
<

5, Injection Awsieillin was giver iantrsvenously 500 mg 6 bourly for
three days them 500 mg thrice daily for a further two days.

She made uneventiful vecovery and by the elghth post-operative day, the

X wound had Lealed by privacry iatention and the hemogleobin was 11 g per

decilitre, She was discharged howe.

POLLOWUP:
s O kT

The patient did not return for follow wup.

b SN

This case is presented to show that the diagnosis of asbdouinal pregnancy
sy be very difficult despice dlagnostic alds and that the occurrence of
sueh rarities as leskage of liguor vazinally, further texes ones disgrostic

acunRD.

Hospltal incidence of abdominoeyesis rauge from 1 in 402 to 1 in

| 15,000 deliveries (1,3) and in Mubiabili, it s 1 in 6517 deliveries.
Majority are of the secondary tyne and compealy follow tubal aboertion and
only rarely after rupture of a caesarian scar., Primary peritoresl

pregnaccy is the varest of the types (3).

’ : .



Clinical presestation is se variable that no set of sysptoms are

absolutely diagnostic., This patient had sacondery infertility for a
decade, follewed by amemorrhoaa, abdoumdnal pain and vaginal bleeding.

The former three are among the most consistent syeptoms (1, 2) of
secondary shdominoeresis yet they ware overlooked during the first
admission., Lleahage of liguor wvaginally was indeed difficult to zssociate
with abdowivocyesis hence the secessity to confive it by the ¥ile Blue
test. BSuch leakage is sorsowver, very rave, the ouly case veport In the
literature available to the author was atkributed to an ssmiotubal
fistula {4). 1In our case, the free liguor after rupture of the mesbranes,
perhaps gained entrance through the mormal left tube mud draived down~

wards through the vagina.

Palpation of the fetus, lying behind intestines, was very difficult in
this patient in contrest to otier cases whare it may be extremely casy

(1, 2). Sowographic eriteria for diagnosis of sbdowiusl pregvamey include
devounstration of 2 fetus sepavate from the uterus, sbsent uterine wall
between fetws and bladder, close approximation of the fetus ro watersal
abdominal wall and localisetion of the placenta outside the souflnes of the
sterine cavity(5). Neither were demonstrated for certain in this patient.
Misdiagnosis is suggested to be dus te inadequate demonstration of pelvie
anatomy, »robably an effect of over~lying bowsl gas snd adhesions (8).
Ironiecally, a very bisarre sonouram may be a valuable susgestion of such
pregrancy (7). The deformed head and the difficulty of sseertsining the
sidline (falw cerabri) echo amounsst blszare opes led to a suspicioualy

large difference iu biparietal dissmters on the two cccssious,




L e

padiological signs ave uwseful if not disgnostie but ave also proue

to pitfalls, In this case, the high transverse lie which is suggestive
was overlooked until fetal overlapp of meternal spine whieh is nearly
diagoostic (8) was demvmstrated later on, UNowever, overlapp is ravely
demonstrated (9) and it has been shown even in intrauterine pregnancy
particularly in the vave saceuwloted uterus. Jowsl pas suterior to the
fetus in twe plapes end abscence of & uterine shadow sround the fetus
are the other useful signs, though the latter may he diffigﬂia to
ascertain amidst inflamsatory or oedemstous thickeping of the membranes.
Pelvie anglography (%, 9) is regerded as conclusive and the definitive

disgnoseic sign {s a lithopaedion (8, 9).

The guestiovs counstantly ashed are when to operata, what should be done
to the placenta and why babiges inveriably die {f sewbranes are found
ruptured at laparotomy, the inherent high wortality notwithstasding.
The diagnosis of abdominal pregnancy seem to depeud on s high index of
suspicion, elaborate histery teking, carsful shveical exewisation and

weticulous Interpratation of sewgranhie eud radiclogical signs.
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BABITUAL ABORTION

CERVIGAL XNCONPEYEWCE

CERVICAL CERCLAGE

WAME: MmS. R. M,

REG. ¥O. 877/8)

BELIVERY ¥D, S496/w/E2

AGE 33 YEARS

AppRRES.  9fNava , COAST REGLE

CERVICAL CERCLAGE: 14,112,581

DRELIVERY DATE: 10,5.82
DISCHARCE DATE: 12.5.82

Cevelage for cervical incospatence was done on a gravida 7 para O * 3
widerivester abortions and one tubal ectopic gestatien. Bhe delivered
veginelly s full term baby. A cowsentary is pade on aspects of aetiology

and wanagewent of cervical lucempetence,

QURRENT PREGHANCY:

the vatient flrst booked at veripheral ¢linie at 11 wedks of swenorrhoes .«
fhe was subseguently referred to Muhiwbili on account of five previous
consecutive widtrimester abortievs, Uhe had no specific cosplaings

when ssen on 30,11 .81

ORSTETRIC RISTORY:

She was pravida 7 sar 0+ § abertiors and one acteplc tubal pregmancy.
1. 1%6%: She sborted at 10 weeks after a febrile illness, low
abdowinal paiw aad vaginal bleeding. It was a live wale

fetus, Yo evacuation was done,



- 197: Abortion st 18 weeks. She was ovacuated at Havenge

hospital,

3. 1972: Abovrtion st 13 weeks. Yo evacustion was dene.

4o 1974: Abortion at 1% weeks. Evacustion was dona at Utete
hospital .,

S. 1975; Abortion st 16 wesks., £he was not¢ evacuated.

6. 1976: Ruptered right tubal ectopic pregusncy. She was operated
at Wuhiebill and made am eventiful recovery. With the
axception of the first abortiom, £ll the others were
srecesded by spoutapecus preseture rupture of the nsnbraces,
wild labour pains then expuleien of fresh abortuses within
six hours.

CYMARCOLOGTCAL HISTORY:

Ger menarche was st the age of 13 years,

Henstrual interval was 26-37 days and regular. Duration of senses
was & ~ 5 davs.

The last menstreal period was a§;2ﬁ.é;§l and therefore the eupected
date of delivery was on 27.5.82,

There was ao history of centrageption.

PAST MEPICAL A¥D STRCICAL HISTORY

She has had no msjor illmese. Sbe has never suffered from sexually
transedtted diseases.

She has mever been operated other than evagunations and for sctopic

pregnAncy.,
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PAMILY AND S8OCIAL SISTORY:

She was & housewife married to her only 1 bhusband who was a petty trader,
Non of her two sisters bas had similar abortions, Theve wes no family

history of diabetes or hypertension,

PEYSICAL EXANIMATION: FIREY VISIT 30.11.81

8he looked healthy, She was not pale, war afsbrile and had no cedema.

firengts were normal and ascreting.

CARDIOVASCULAR SYSTEM:

The pulse was #2 per minute, voremal velume, The blood pressure was
110/62 pillimetres of weveury., There was no cavdiomegally. Heart sounds
vare normal.

RESPIRATORY SYSTEM:

Hothing sbnovesl was found

AEDOMIVAL EXAMIBATION:

There was a auwb-unbilical median surgieal secar, Tbe lower abdomsn
wee lightly distended., Theve was no rvenal angle tenderness. There
wes ve orgenomagally. The fundal helght was 14 weeks sund corxresponded

wieh wvaeks of pmenorrhoes, The uterus was con~eontrauctils.

VACINAL EXAMINATION:

The velva and vagins were normal., The cerviz was blulah, the oss was
2 gentimetras open., and mambranes weve visible but ne hevnisting.

There was ne liguer draivage. The cerviz was not effaced,
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Simanusl exswination was not deme obviously to svold possibility of

wegbrane rupture.

DIACHOSTH
Cervical incompetence was 4lagnesed on the basis of a dilated os and

history. This was ewplained to the patient.

MABAGEMENT:

She was admitted to the gynaecolegical ward for inwestigations end

earvical cerclage,

INVESTIGATIONS:

1. Hewsglodie was 11.9 g per decilitre.

2. Bleed growp was "0° Bh-D pesitive

3. Sevological test (VORL) for ayphilis was nagative.

4. Urine was negative for gathﬁganu, protenuria and glycosuria.
5., Pasting blood sugar was 60 mg peveent.

&, Ston)l was negpetive for parasites

7. B8leoed vres was 12 ng perceat

B, Serum creatinine wes 0.5 ag percent.

CERVICAL CRRCLACE: 14,12.81

MCDOFALD PURSE STRING SUTHRE

The patient had routine prepavations for vaginal operation except

an enema was omitted, Premedicetion and genersl anaesthesia was

glven as vouticely.
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In Lithotony position, after clesving, eatbeterization and drapping the

initial vaginel examioation Iindings werve confirmed,

1. A Slight Trendelenburg's position was maintained to fagilitate
raubranes to fall baek away fvom the intevnsi es,

2. The antevior lip of the cervix was beld and drawn down by a sponge
holding forceps.

3. Using a half cirele, round bodied meedle, a ¥o, 3 deuble strand
nylon stlteh was inserted sub~epithelially at the lavel of the
foternal es. Starting st 10 o'clock position, it was sdvanced such
that the point of emargence lon such of the four guadrauts was the
same as the point of insertion.

4, A Yo, 4 Hegar's dilatoy was insarted wery carefully to just above
internal os befors the suture was tied at 12 o'eloek leaving ends
4 cm long to facilitate resovsl, The dilator was swant to sscertais

outlet for cervical scrations,

Har iemediate post operative condition was good. Blood loss was sppro~
zimately 30 willilitres. The bleod orxessure was 100/60 willinetras

meredry, the pulse was 82 per nlnute.

POST OPERATIVE MARAQRMENT:

1. $lood pressure and pulse were wonitoved hourly for the first six
bours and werve normal.

2., Diszepam 10 wg wes glver orally six hours after cparation and

continued aight hourly for the fivst 48 houra.
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3. The uterus was palpated for contractions four heurly for the

fivst 24 houve. Hone wers detected.

&, She was hept in bed zest for five daye

The one weel post operstive

stay iv the werd was uneventiful., She had ne sbdonimal pain,

vaginal bleading or sbuorwel vaginsl discharge, Urine culture on

the fifth day was megatiwe for pathogems, She was discharged hows
on 22.12.81 with the following advice that:

-
2.

3.

She should mot have coitus for the vest of the curvent pregRancy.
She should report back immedistely in cess of any labour palus
or vovsusl wvaginal dlscharge. !

She should sttend the Huhiabili high risk ante mmi elinie
startiog two weeks aftey discharge hows.

She should west ss wuch sz possible at howe,

She had no complalots but she veported wes sensing sevething like fotsl

mvements, She was 18 weeks pregnent by dates. She looked healthy.
ter cavd showed she was 160 em tall snd her welght was 63 kg, Hewoglebin

was 10 g per desilitre. Urine was segative fov protein. Blood pressure
vag 130/90 willimetves meveury.

The fundal height was 18 wesks size. The uterus was rot contrectile.

o fetal movemente weye felt,




The vulva snd vagingl wers novmal, The stiteh wes in place. Thers wes
no sbpormsl dlschargs from the servix or vagina. '

ghe made five visits, theee st four week intevvsle and two fortuightly.
A1l measuvesents weve novmal. She showed s progressive weight gain of

400 g per wesk, On 10.5,82, she was aduitted into the labeur wamd.

She bad suddenly developed fever with sbills at howe followed by labeur

paios, thres hours prier to edmissien.

The pulse was 90 per sioute, novesl wolume, The blood pressure was 110/70
aillimstres mevoury. Breath and hesrt sound wete vowmal.

Theve wss 8o teunder sves, The fundsl balght wes 36 weshks, longitvdinel
iie and cephalic presestation, Vetal sise was about 2090 g. Centractions
oceursd every 5 mloutes for 40 seconds., The fetsl heart vate was 156

pey mimute and vegular, The head was fouy Fifth sbove the pelvie brim .

The bladder wes not distended.




The wulva v and vagios weve vormel, Tha cervim was sxposed by a spoculum.
The liquoy was clear and no covd was seea, The cervix was 50% effaced

The Mabomald stiveh was vemoved {im the courss of whieh mesbrans

and § em dilated. The position of the presesting part was wight oceipital
asterioy, thyee €ifths i the pelvis. Thave ves wo moulding. The pelvis
was assessed as in the intveductlon and found adequate.

1. Blood smesr showed melavis pavesites, 3¢

2. Urine wes pegative for scetone but showed proteimuria 1+,

1. Mplavia
2. Fest stege of lshouy, active phase.

1. Chiovequise 200 mg was given Lotramsscwlarly elght hourly for tweaty
four houvs and wes followed by 300 mg base orslly once daily for
three days.

3. Petal beart vste and contrastions weve vecovded half hewrly.

3. Maternal pulse, blood pressurs snd descent of the prasenting pavre
were wecorded hourly.

4, Cervieal dllatiou was sssessed four bourly.

3. The petient vas vwuvsed is the laft latemel position to sveid

supine hypotensiown.

The progvess of labour wes good sud she deliverved at §.35 pom
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10 minutes

35 wiautes

First stage: 6 hours
Becond stage -

Thivd stape; - 5 wvisutes
Total duretien: & hours 50 winutes

Placents and mubrenes weve delivered complete, had no sbuormalities
and weighed 400 grame, Bloed loss was 150 willilicres,

1t was fewale, Apgar seore st five minutes was 10 sad the weight was
2,700 g. There wewve »o obvious congenitsl melformations.

The taspsmiare wue 37.5° Centigrede, Pest delivery bleod pressure
was 130/70 willimstves of meveury. The utevrus wes well contwected.

Thevs was no sctive blesding though the vagina., The peviseus was

 intaet.

O 12.5.82 (48 hours after delivery), both the mother awd infect
wvare dischavged bomwe with advice to attend post natal slinic six
wenks later but the mother disclosed thet shm would be ewey in Hoshi
by then and would sttend clisle theve.

derinescey habitunl abortion {3 s very dlstvessing condition to 2
woman anxious to have a ehild, Palwer and Lacomwe in 1948, weve probably

the fivet to sssociste it with the incowpetent cevviz although Shirodkay

ploneeved its surgical closure in pregoancy (1).




The exact Incidence of such a condition is uokvown ln this countyy
but 3%-40 gases ave admitted to Mubluwbili swsuelly (2). The chavce

that cervical incowpetencs way account for midtrimester aboreion is
257 cortain, 35% pwobable and 903 possidle. It is unfortusate that
the dlagoosis was made after five potentially preventable sbertiom
ted occurved., The werld evev, cevvical incompetence ie revely
dlagnosed before 2 - 3 abortions (1, 3, 4). Oue camot say whetder
theve was iww prior to the first adortion or met., History
of sremature rustuye of nesbranes followsd by precipitate velatively
painless labour which is typiecal of incompetence was not obtaived in
the first sbortion sithough it was in 211 the subseguent ones. The
shovs ave largely subjective and meny exceptions have besn reported
(1,4). Carviesl incompstence is stevibutsble to corvical damage
morve than 857 of the time, few cases ave dus to congenital tissue
deficiency aud rayely is it physiologicsl or dysfumctionsl (1,3,4).
Nevertheless, esrtain Jetiological aspects rewmsin obscure (5,6).
Perhaps the fivst expulsion in this patient, although an sbertios,
sechanieally demaged the eeyvix (3). Vhatewer the case, the basis

of putting a corclage is move on the typleal bistory thau the findiaeg
of 2 #llsted sevvin,

the cerclege woe dons within the optinsl tine of 14 ~ 18 weeks
gestation when on abnoveal fetus is walikely (1,3,4). The srgusent
that after 16 weeks, the uterus atraighteus wp frem snteversion thue

allowing gravitational weight to sct on the Luwcompetent cerviz should
be sllovad with the swareness thet & susber of pregoencies reach term
dospite untveated incompatense (1,4).
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Carelage probably works by interfering with uterise wigxity./

Successses have baen veported eves when the cerviz wes wpte 30X effsced,
up to 8 em dilated, and with wersiating dut intact nembranes 6, 1.

Such cases are exceptiomsl, Usually esxclage should be doue eleptively

and succeseas wpeoe B2E ave ewpected mmm gorvin is wneffaced and

less than 2 em dilated (6,7).

This cose exenplifies suceess without uvee of togolytie dwvugs. Huch
dvups ave ivregulexly avallable at this centre and even then some
reports (6,7) show uo significent diffevences ie the ouccens vates
with or without thelr use.

The untimsly omset of labour bafors 37-38 weeks inevitably led to

rempval of the suture sfter onset of labour,
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REHEUMATIC HEART DISEASE IN PRECNANCY

NAME: MRS K. L.

REG, NO. 285011

ACE: 33 YEBARS

GRAVIDA 5 PARA 4

ADDREESs XINONDONI: DAR ES 54aLAAM
ADMISSION DATE: 31.3.82

DELIVERY DATE: 24.6.82

DELIVERY NUMBER: 9669

DISCHARCED DATE: 10,.7.82

SRR valyuler

A case of valvar hearldisease in pregnancy ie presented. Although

she went into cardiac failure towards the end of-midtrimester, she

was successfully controlled with digoxin snd diuretics. Bhe was
delivered by vaccuum extrection of a healthy term baby, The puerperium
was uneventiful. 7The couple refused interval sterilization.

PAST OBSTETRIC AISTORY ON ADMISSIOW:

She was gtaviéa 5 para 4, all were normal full term deliverias but the
last three were assisted by vaccuoum extraction because she had heart
disease which was first diagnosed during the second pregnancy. The
second and third children died in their infancy. The last born child
was 7 years old., There was no puerperal sepsis in the last delivery,

S$he has never practised amy contraceptiea.

CYNAECOLOGICAL RISTORY:

Since her menarche at 12 years of age, she has been menstrusting for
4 - 6 days every 30 - 32 days. She had once sought help from family
plamning elinic regarding her infertility but was told it would be

better for her to remain so given her heart disease.
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PAST MEDICAL AND SURGICAL HISTORY:

She has been under treatment for Rheumatic heart disease for the last
twelve years., She has been admitted five times in the past because of
heart failure. The last admission was three years agoe in Zaire. She
has been on a monthly imjection she does not know by name ever since
onset of the heart disease. Similarly she has been on oral drugs only
during admissions and for short periods thereafter. She regularly
attended the cardiac clinic every month, B5She has never contracted
venereal diseases. ‘sm had had w‘ surgical or dental operatioms.

SOCTAL AND FAMILY HISTORY:

She was a housewife. She had only adult education and could just read
and write., Similarly her second husband; the current pregnancy of
wvhich was the first in their marrisge. The first husband divorced her
because of alleged infertilicty. She was a non smoker. There was no
family history of heart disease, diabetes or hypertensiom.

CURRENT PREGNANCY:

The last menstrual period was on a.m.éx and the expected date of delivery
was 8,7,82, Her sntenatal record showed that she first booked at 13
weeks of amenorrhoea. Her heart disease was described as functional
grade 1I. She comcurrently attended cardiac clinic and continued so

fortnightly.

The following results were based on investigations and measurements
at first booking:~
Fer weight was 64 kg snd was increasing normslly., The blood pressure

was 100_/70 millimetres of mercury. The hemoglobin eu 13 gm per deci~

litre.
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The urine wes negative for pathogens, proteinuria and glycosuria.

The blood group was "O" Rh~ positive., The VDAL was negative,

fhe was given Penzathine penicilline 2.4 mu everym vonth intra-
muscularly., She was well during the two subsequent monthly antenatal
visits and wes to be admitted at 28 weeks to guarantee rest and sur—
veillance during this time when hemodynamic changes are maximsl. A
fortnight to this time, she became breathless at rest and orthopnoeic.
This wes preceeded by painless, non productive cough. She had no fever

or urinary symptoms., She was admitted on 31.3.82,

PHYSICAL EXAMINATION ON ADMISSION

She looked well nourished. She was dyspnoiec. She was afebrile, acyonmotice
and not pale., She had pitting sacral and ankle cedema.
CA&.BI@?A&W& SYSTEM:s

m;» radial and femoral pulses were synchromous at a rate of 100 per
minute, regular and normal wolume, There was no pulse deficit. The
blood pressure was 90/70 millimetres mercury. The jugular venous pressure
was raised. The yrﬁmr&im was hyperactive. The apex beat was in the
5th left intercostsl space in the snterior axillary line and was bheaving.
The first !smg ﬁamd was soft, with no opening snap.

Ne pulmonary component of the second heart sound was accentusted,

There was an apical midisstolic murmur and a pansystolic murmur radisting
to the axilla,

RESPIRATORY SYSTEM:

She was dyspoeic with a vespiratory rate of 28 per minute. Chest
movements ware symmetrical. The trachea was cemtral., Breath sounds

were vesicular but there were fine basal crepitations. There were no

wheezes or bronchial breathing.
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ABDOMINAL EXAMIBATION:

There were no surgical scars. There was no rensl angle tenderness.

The liver was palpable 3 cm below costal margin, smooth and tender.

The spleen and kidneys were ivpalpablc, The fundal height wes 26 weeks

and corresponded with dates, There were no contractions. The fetal

heart rate was 150 per winute and regular,

DIACNOSIS:
Mitral stenosis and incompetence with congestive heart failure i.e.

Heart disease in pregnancy srade 1V,

MANACEMENT:
RO S R é f*}{
§
'

Medical colleagues were consulted snd the patient was managed tihxtly.

1. INVESTIGATIONS

The hemoglobin was 11.8 gm per deeflitre. The urine was negative
for protein, pathegens and glyeosuria, Serum electrotytes were

normal. Chest X ~ Ray showed cardiomegslly, Mo Felly ~ B lines.
Electrocardiogram ~ P ~ witrale, left end right vemtricular
hypertrophy, sinus rythe,

2. DRUC THERAPY

She was nursed propped up in bed.

The following &m@s vere glvens~

a. Frusemide 30 intravenously, then 40 mg orally once daily.

b, Diogoxin 0.5 ug three times for one day then 0.5 mg daily
for two days, then 0,25 mg daily.

e. Blow-K (Potassium chloride) 750 mg one daily.

d. Benzathine penicilline 2.4 MU intramuscularly,
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PROCRRSS:

She was advised to take minimal salt in her diet. The beart failure was
controlled, She wss alloted functional grade 1II and remained so uatil
delivery. She was kept in the werd throughout for the rest of the
pregaancy.

1. Drugs were administered as above.

2. The hemoglobin was checked monthly and was above 12 gm per decilitre.
3. The urine was checked for pathegens fortnightly snd was normal.

4, Dental hygiene was stressed.

5. She was seen at cardiac clinie fortnightly.

6. She gaioed an average of 375 gm per week.

On 24.6.82 labour pains started spontaneously at 4.15 a.m, She was
adeitted into the labour ward.

PHYSICAL EXAMINATION

Her general condition was good. She was not dyspnoec. She was afebrile,
and mucous mesbranes weve pimk, She had slight ankle cedema.

CARDIOVASCULAR:

Peripherasl pulses were synchronous and the rate was 88 per minute.

The blood pressure was 110/60 millimetres wmercury.

The jugular vemous pressure was not rsise. The praecordial auscultatory
findings were as previously deseribed.

RESPIRATORY SYSTEM:

Respirastory rate was 18 per wminute.
Sreath sound were normal. There were no wheeze or basal crepitations

ABDOMIRAL ETAMINATION:

There was no tenderness.
The liver was impalpable.
The fundal height was 38 wekks and baby size was estimated to be 2900

grams,







¢ # -
& 3 ) %
} , !
¢ : 3
4 3 - -
¢ bo 4 g
o o . p -
: € g 3
% G, . { i u
& " £ o
. iy i
® N * 2
- ———




THE BABY:

The sex was female, with an Apgar score of 10 at one winute. The weight
w&s 3000 g and there were no external wal formations.

She was monitored closely for 48 hours snd then transferred to post-—
natal ward. Maintanance drugs were given as previously. Oam the four-
teenth day, after unavenﬁiful progress, she was discharged home. She
was strongly advised on interval sterilizstion.

Maintainance drugs, Digoxin, frusemide, and slow-X were continued
including monthly penicillin., She was followed up fortnightly by our

medical colleagues.

FOLLOWUP AT END OF PUERPERIUM 10.8.82

There was no morbid evenm throughout the puerperium. She was lactating
normally., She had discussed with her husband about sterilization but
they both refused arguing that this was the first child of their marriage.
Further explanation and education of the need for sterilization did not
alter their stand, Fortunately they stated that they are required tradi-

tionally to abstain from coitus until the child is weaned.

EXAMINATION:

The hemoglobin was 12 g per decilitre. Urine culture grew no pathogens.
She had no evidence of heart failure. Vaginal examination showed

pormally involuted organs.

COMMENTARY :
Heart disease in pregnancy is mainly rheumatic and to a lesser extent,

congenitsl. It is rarely due to syphilis, hyperthyroidism, cardio~-

myopathy or hypertemsion (1 - &),
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Its diagnosis and management must be made in the light of the pregnancy
{nduced hemodynamic changes (1 - 5). Despite various compenssatory, changes,
notably & 407 rise in cardiac output, there is a net increase in the

work of the heafL(1 ~ 3) and consequently there are various subjective
;syaptom.a. Cardisc functieonal grading as currently based on subjective
symptoms may ensure false sgem:ity by overlooking symptomless but serious
.Iesieas. On the other hand, it way unduly tax a docter's attenmtion in

cases of insignificant lesions superimposed by cardiac neurosis.

The first admission was scheduled to concide with maximum strain from
hemodynamic changes between 28th and 32nd week. Other streinous times
are during labour and the first 24 hours postpartum (1 - 5). She went
into cardise failure bafore the scheduled admission in the abscence of
such precipitating factors ss anaemia, i{nfection or emotional upset.

Perhaps the hemodynamic changes simply overwhelmed the compensatory eone.

Digitalis was used for its inmotrvopie action on the damaged myocardium .
iad the lesion been mi tral stenmosis without incompetence, digitmliza~-
tion would have been controversial (1). 1Its place in such cases is
during fibrillation (i, 5). Pulmonary oedems , had it occured, is a more
catastrophic complication and additional management would include morphia,

aminophylline and even venesection.

The fact that she was in failure and was later rated grade III - IV,
necessitated her confinement to hospital thus avoiding the bother of
antenatal visits since the slightest or no activity would render her
dyspnoeic. YMore important of course, was to ensura monitoring and

rest.
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A shert, anxietless, and effortless second stage but a slow third

stage were 2ll aimed at minimising cardiac work. ; the latter by

avoiding sudden closure of uteroplacental circulation.

The value of children in cementing the marriage bond is reflected by
their refusal of sterilization. This may have roots in the socio-
cultural set up. This woman with grade III -~ IV cardiac disease, para
5 and now aged 33 years, surely deserved sterilization. Each risk
factor above nearly doubles the perinatal snd maternal wortality (1 - 4)
let slone their cumulative effect. Functional grade III and IV are
associated with perinatal mortality rates of 127 and 3iZ respectively.

Similarly, maternal mortality rates of 5% and 227,

REFERENCES:
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RETAINED PLACENTA |
MANUAL_BEVOVAL

MAME: MBS T. R, ADDRESS: KIBAHA: COAST REGION
REG. WO, BBA 271 ADMISSION DATR: 31.3.82

AGE: 18 YEARS DISCHARGE DATE: 3.4.82
SUMMARY

& primigravida was referved from ¥ibaha a on sccount of retained
placenta following a morwmal term vaginal delivery. Blood less had been
iuitially moderate but a mere trickle on admission. Urerine contraction
vi.rg wes diagnosed and the placenta successfully removed memually under

general ansesthesia.

OBSTETRIC HISTORY:

She was a primdgravida

GYNRABCOLOGICAL HISTORY:

Hier menarche was at 14 years., Meuses lasted & days every 28 days., The
last menstrual period was on 30.6,.81 and therefore the expected date of

delivery was 6.4.,82, BShe had no operations.

PAST MEDICAL AND SURCICAL EISTORY:
She had po major illness or any surgical operations,

SOCIAL AND FAMILY HISTORY:

ghe was married, unemployed and meither smoked por drank alechel.
Theve was no history of disbetes, hypertevsion or twiss in the femily.

CUBRRENT PREGHMANCY:

She booked at Xibsha Health Cantre on 10.11.81 when she was 20 weeks
by dates. She made seven subsequent visits which were all uneventiful.
The antenatal card she carried showed that she had no detected risk

»f&n&at.
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On 30.3.82 she experienmced labour pains. She delivered normally a
male baby but failed to expel the placenta. DModerate bleeding followed
but stopped spontansously. The referral mote showed that the first
stage lasted 18 hours, the second, one hour; and that Ergometrime 0.5
mg was given intramusculariy with delivery of the anterior shoulder.
Delivery of the placenmta by contrelled cord traction failed hald an

hour after which she was referred to Mehimbilil,

PHYSICAL EXAMINATION ON ADMISSION: 31.3.82, 4,30 A.M,.

General condition was satisfactory. Mucous membrames were pale. There
! was no oedema, The extremeties were warm and intravemous saline drip
was running., Temperature was 37,2° Centigrade.

RESPIRATORY SYSTEM:

Bothing sbnormal was detected.

ABDOMINAL EXAMINATION:

There was no scars. Jhere was 2 bulge in the hypegratrium, There
was no tender avea, The liver, spleen, and kidueys were not palpable.
The wterus wes 16 weeks size, normal shape and well contracted, Theve
was no uterine tenderness. The bladden was not di‘stendcd. There

was no fluid thrill oy ahifeing dullmess.

VAGINAL EXAMIMATION:

The vulva was normal with the eclusped wmbilical cord hanging outside.
There was no perineal tear., Theve was slight triekling of bloed

, from the vaginal introfitus., The extermal cervical os was patulous,
a constriction was felt 6 ecm beyond the external os. The uterus was
16 weeks size and vo rent was felt. Thers wae traction upwards am

the tautened cord when the fundus was pushed upwards.

ey A sy



DIAGNOSIS:

Retained placenta due to Contraction ring.

MANA GEMENT:

Manual removal under anaesthesia.

1, INVESTIGATIORE

{(a) The hemoglobin was 7.5 g per decilitre. ‘
(b) The blood group was “0" Rh-D positive and 1000millilitres
were cross matched,

{e) Urine was negative for protenuria, glycosuria or ketomes.

I1. Routine preoperative preparation for vaginal operation was dome
and consent for operation obtained,

1II. Ceneral anaesthesia was given routinely and the patient placed in
lithotomy position. After routine cleanimg and drapping the bladder
was catheterized, 100 millilitras of clear urine came out,

(a) ‘The cord was steadied with the left hand and the right had
introduced into the uterine cavity gulded by the cord.

{b) The left hand was then used to keep comstant external
control of the fundus throughout the manipulstion by
steadying it downwards,

(¢) The constriction encountered was slowly dilated by the
fingers, With the palm of the hand faclng the uterine
cavity, a partially separated border of the placents was
encounteved and the placenta sheared from its attachment
by a sawing motion of the ulnar border. The placenta was
gently withdrawn by traction. It was examined and found

complete including the menbranes.
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(&) Ergometrine 0.25 mg was adwinistered intravenously and
the uterus was well contracted. Blood loss was estimated
to be 350 mls.
Meanwhile, the first 500 millilitres of blood were given. The
pulse was 88 per minute and normal volume and the blood

pressure was 110/70 mm mercury.

POST OPERATIVE CARE AND PROGRESS:

1. Another 500 millilitres of blood were given,

2, maéé pressura, and pulse were monitored hourly for the
first twelve hours and were normal .

3., Vaginal pad showed no evidence of bleeding.

&, TFluid {intake was 1500 ndllilitres for the first twelve
hours and urine output was 500 millitres.

S, Check hemoglobin on the third post operative day was 9.2 g.
She was discharged home, having been safebrile throughout and
was given routine iron and felic acid.

FOLLOW UP EXAMINATION SIX WEEKS POST DELIVERY:

She ceme back as instructed on 18.5.82. Her general comdition wes good.
Bimanual pelvic exsminstion revealed no pathology. The hemoglobin was
10 g per decilitre.
COMMENTARY ¢
The placenta is considered retained if it has not been expelled within
half en hour of birth of the baby (1, 2). It is an obstetric emergeucy
with main complicationsof postpartum hemorrhage, infection and subsequent
snaemia.

Aetiological factors include mismanagement of the third stage,
uterine imertia, various degrees of morbid adherence (accreta, increta
and percreta), and ruptured uterus such that the placenta escapes into

the peritoneal cavity. The latter two are rare causes,
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The commonest cause is however mismanagement of the third stage such
as fiddling with or overpealous message of the uterus. Such physical
interference and ravely oxytocics may give rise to 2 constriction
ring. The latter was diagnosed in this patient by actually palpating
g constriction during bimenual examination and confirmed during manual
removal, It was @ complete constriction but lesser degress have been
described (1, 2). If engometrine was the cause in this patient, then
commencement of cord traction to deliver the placenta was most likely

delayed.

Generally, management of retained placenta is aimed at expediting
delivery to avoid or minimize exanguinating hesorrhage and infection
later on. In case of the former, immediate manual removal de facto

is the wiser cholce. When there 1s no hemorrhage, revesled or concealed,
as it was in this case, proper prepsration for msuual vemoval under
generel ansesthesia should be dome. Availability of cross-matched

bleod must be ascertained.

The cometriction was successfully dilated mannually in this patient.
Felaxants suck as swyl nitrite and halothane ansesthesia have also
been used (1, 2) but the success in the latter is usually followed by

dissapointing consequent hemorrhage.

REFERENCES :
1. Donald, I, Practical Obstetric problems p., 715~79, éth Ed,
Lliyod Luke, 1969,
2. Chassar Moir J. Myerscough, PR. Munro FKerr's operative Obstetries,

P 259, 824-831, 8th Ed, Bailliere Tindall, 1971
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ANTEPARTUM BAEMORRAHAGE

VERTICAL INCISION LOWER SEGMENT CEASARIAN SECTION

MAME: MRS J. J, GRAVIDA 3 PARA 2
REG, NO., 515 ADMISSION DATE: 7.8.82
AGE: 24 YEARS CAESARIAN SECTION: 26.8,.82

ADDRESS: KIGAMBONI, Dar es Salsam DISCHARGE DATE: 3.9.82

SUMMARY:

The patient presented with causeless, painless vaginal bleeding

at 32 weeks gestation. Anterior major placents praevia was suspected
and confirmed by Real time B - Scan ultrasonography and conservative

management instituted. She had a second episode of heavy vaginal

bleeding at 35 weeks of gestation. She was thenceforth delivered o§a

live baby by lower segment (vertical ineision) caesarian section. She
recovered without any morbid eveant.

HISTORY OF PRESENT ILLNESS:

She complained of causeless, painless vaginal bleeding which started
two hours prior to adwission. She was 32 weeks pregnant by dates. She
was rising from bed when she noticed red, clotless blood from vagina
trickling down her legs. It was neither wixed with mucus mor liquor
and the smount scaked the front of her underpants. She felt normal
fetal movements but no dizziness. She applied a vaginal sanitary pad
and reported to Muhiwbili high risk labour ward two hours later.
CURRENT PRECNANCY:

ghe first booked in a peripheral c¢linic when she had 24 weeks amepor-
rhoea, Her last menstrual period was on 26,11.81 and the expected date
of delivery therefore was on 2,10.82, She made two subsequent uneventi~

full antenatal visits.



PAST OBSTETRIC HISTORY:

She was gravida 3 para 2; all alive and well. Previous bables were
term, normal vaginal deliveries at two years spacing. There were no

morbid events in the antepartum, intrapartum or postpartum peried.

CYNECOLOGICAL HISTORY:

Her menarche was at 14 years of age. She menstrusted regularly every

25 - 32 days for 3 ~ 5 days. She used no contraception. She had had

no gynaecological operations.

PAST MEDICAL AND SURGICAL HISTORY:

She had had no mejor illpess since childhood. She had no history of
bleeding disorders. She has never had any surgical operations.

PAMILY AND SOCIAL HISTORY:

She was a housewife married to a fisherman. She neither smoked novr
dravk alcohol. There was no history of diabetes, hypertension or

twins in the family.
PUYSICAL EXAMINATIONS

She looked healthy. Her khanga was blood stained. Mucous membranes
were moderately pale. She was afedbrile. The breasts were normal and

secreting, There was no oedema or generalised lymphadenopathy.

CARDIOVASCULAR SYSTEM:

The extremeties were warm

Pulse was 100 per minute, mormal volume

Blood pressure was 100/60 millimetres mercury. The heart sounds
were normel.

RESPIBATORY SYSTEM:

Nothing abnormal was detected.



ABDOMINAL EXAMINATION:

The lower abdomen was enlarged. There were nd surgical scars.

There were no tender areas. The 1iver, spleen and kidney were not
p;&;:abh. The fundal height was 32 weeks corresponding with dates.
The uterus was cystic, non tender. The lie was longitudinal, cephalie
presentation. The head was floating aud displaced to the right. it
could not be mada to engage, There were no contractions. The fetal
heart was 138 per minute and regular.

VAGINAL EXAMINATION:

)ﬁf“l - V\r

The vulva was normal. There was slight brihgt red blood couning from
the introitus. The perineum was pormsl . There were no hemarrholds.,
DIACNOSIS:

Antepartun hermarrhage? Tlacenta praevis, loeal cervical or vaginal
bleeding were the other possibilities considered,

INVESTIGATIONS:

1. The hemoglobin was 8 g per decilitre compared to 9.6. § in the
last snte-natal visit two weeks previously. The blood group was
“9* Rh~D positive.

2. ‘The urise showed trace proteinuria, no glycosuria and no pathogens.

3. ULTRASONOGRAPHY:

A Siemens multison 400 Real time B~ Scan with a 2.5 MHZ multi-
element transducer was used.
3.1. The patient was placed in supine positien and couplant oil
spplied to the patients skin for coupling ultrasonic vays to

the patient. Tacidentally she had & distended bladder which aids

jdentification of the uterus.
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3.2, The abdomen was scanned lomg-tudinally and transversely at
geveral sections. It showed a singleton baby, Cephalic
presentation., Fetal heart sction was demonstrated by
observing scatter echo slternating with tpnwlu.r echo in the
fetal thorax.
The biparietal dismeter was estimated from the outside to
the imner echo of the parietal eminences after jidentifying
the midline echo, It was 8.5 centimetres equivalent te 32
weeks gestation, The placenta was identified by the speckled
echoes with @ sharp line echo of the chorionic plate in the
anterior uterine wall. With the aid of the echo free full
bladder, the cervix and internsl os was jdentified, :_lt was
covered by the placenta cowpletely.
Liquor (echo free) volume was wmormal. This confirmed a
diagrosis of major anterior placenta praevia, Classification
{nto types was ot possible since the janternal os was closed
and oue would not be able to guess whether at full dilatatien
_ it would be covering partially or completely.

MARAGCEMENT

Consexvative management was decided upon since at such a gestatiom,

the baby was unrearable aud the bleeding did not threaten matermal

life.

1. Complete bed rest was advocated for the first twenty four hours

after which she was inmstructed to vest in bed as much as possible.

9., Bextrose (5%) drip was given to maintain an intravenous life line

L in the first twenty four hours.
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3. Phenobarbitone 90 mg was given twice a day for sedation.

4. She was instructed to reserve blood sosked sanitary pads if any,
for counting.

5, ‘The fetal heart end blood pressure were monitored four hourly
daily.

6. Ssnitary pade were inspected for any evidence of bleeding every
four hours for the first 24 hours,

7. She was transfused 1000 millilitres cross matched blood after
thers was no evidence of vaginal bleeding 24 hours later and a

further 1000 millilitres were reserved.

PROGCRESS: There was no more vaginal bleeding. Vaginal and cervical

inspection on the fifth day after admission was sormal. The blood
pressure and fetal heart were normsl, The hemoglobin was 9.8 g per
decilitre. An slective caesarian section was planned to be done at
the 37th week of gestation. She was however kept ia the ward through-
out although she craved to go home om grounds that she lived across

a ferry the services of which end at midunight. She made uneventiful

progress, weight gain was 450 g per week.

At the 35th week of ameporrhoea, she had spontsneous vaginal hluéing
with slight labour like pains. The blood was red, without admixture
with mucus or liquor and the amount was estimated to be 500 millilitres.

PHYSICAL EXAMINATIONS

The mucous wembranes were slightly pale. There was wo oedena. She was

afebrile.




CARDIOVASCULAR SYSTEM:

The pulse was 90 per minute normal volume. The blood pressure was
100/60 millimetres mercury. The heart sounds were normal.

RESPIRATORY SYSTEM:

It was normal.

ABDOMINAL EXAMINATION:

The fundal heipght was 36 weeks size. The uterus was soft, non tender.
The 1ie wes longitudinal, cephalie presentation, floating head, Fetal
veight was estimated to be 2600 g. There were wo palpable contractions.

The fetal heart was 150 per minute and regular.

Y&GI!QAL INSPECTION:

£he was bleeding actively.

MANACEMENT

Csesarian section was decided to be done at enca.

1. Dextrose 57 drip 1000 millilitre was given fast.

2, Hemoglobin was 7.6, g per decilitre and 1500 millilitres of "
positive blood were cross matched,

3, Informed consent for operation was obtained.

4, Preoperative preparation for caesarian section was done as described
in the introduction. A Ryles' tube was intreduced as she had just
taken parriégé. Aspiration was done and 30 millilitres of magenssium
trisil{cate syringed into the stomach through the tube. The was
rocked gently to the left, right and back to left lateral position
to ensure mixing of the antiascid with gastric contents.

§. Ansesthesis was given and maintained as described in the introduction,

6. After voutine cleaning, drapping and bladder catheterization, the

abdowen was opened through a midline sub-umbilical incision.
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The lower uterine segment wae exposed with a Doyens' retractor.
It wae well formed but with engorged blood veesels, those at
the latersl cormers rather massively. Packs were introduced imto
the paracolic spaces te seal off tb§ general peritoneal cavity.
A semilenar transverse incision was made through :hm‘ieasc
uterovesical peritoneum, concavity upwarde, and estending 5 cm
on aither side of the widline, The peritoneum was very gently
stripped downwards with a finger., The retractor was adjusted to
retract the bladder. It was obvious the massively engorged veins
st the corners would be dawaged if a transverse incision was made.
The midline was lees vascular, and by simple judgement, an adequate,
vertical incision confined to the lower segment was viewed possible,
The bladder wae puehed further downwards and selective ligaturing
of engorged vessels near the midline was donme.
sing a scalpel, the myometrium was scored along the proposed
incision vertically in the midline., A stad penetrating the myomet~
rivm at the middle was made, This was extended with scissors
downwards and upwards stopping 2 centimetres short of the jumetion
of the upper and lower segment., The placenta was bulding under-
neath ,
The menbranes were reached above the placenta with the fingers aand
ruptured, Clear liquid evsued and was promptly suctioned away
by the assistant.
The head was 1ifted uwpwards through the incision by the palm while
the assistant concurrently applied gentle fundal pressure. It was
thus delivered by extensfon., The shoulders and trunk were delivered

as routinely,
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Bleeding points were promptly secured with Green-Armytage clumps.
Intravenous ergometrine 0,25 mg was given and the placenta and
menbranes delivered by controlled cord traction., They bore no
abnormalities. The placental bed was sopped with werm packs
until sozing ceased. The uterine wall was repaived with a conti-
nuous locked first layer chromje catgut no, 1 and a second laver
of interrupted sutures, aleo mo. |. Care was taken to appose
wyometrium without interposing decidna. Hemostasis was ascertained.
Reperitonization of the uterine wound was done susing continuous
no. "0" chronie catgut. Adnexae were inspected and found normal,
The aﬁrimal cavity was mopped dry and the abdomen closed
routinely after swab snd instrument count was found correct.

Total blood loss was estimated at 800 millilitres. At the end of
the operation, the blood pressvre was 100/70 millimetres mercury

and the pulse was 100 per minute, normal volume,

THE BABY:

Apgar score was 10, The sex was made and weighed 2450 g. There

were no external maliformations.

POST OPERATIVE CARE:

1.
2.

3.

The patient was transfused 1500 millilitres of bloed.

Fluid intake was an average of 3000 millilitres 5% dextrose per
24 hours and the urine output was 950 millilitres.

Blood pressure, pulse and respiratory rate were monitored hourly
for the first 24 hours and were normal. |

Pain was relieved with intrasmuscular pethidine 100 mg 8 hourly
for tha first 42 hours.

Vaginel sanitary pads were inspected for bleeding., There was me

post -partum hemorrhage.



W

PROCRESS:

She made uneventiful recovery. The would healed by first intention
and stitches were removed on the seventh post-operative day. The
hemoglobin was 9.5 g per decilitre. She was discharged home on
3.9.82. and advised to report for post natal examination six weeks
latar.

POLLOWUP EXAMINATION: SIX WEEKS POST OPERATIVE (12.10.82)

The patient returned seven weeks after the operation. General
condition was pood., Hemoglobin was 10.4 g per decilitre. Breast
were mormal and lactating., The scar showed wo signs of infection.
The uterus was not palpable abdominally.

VAGINAL EXAMINATION:

The cervix looked healthy. The uterus was slightly bulky, aunteverted,
mobile and mon tender. 7The admaxae were impalpable. She was advised

to attend family plamning.clinicr nearest to her home,

THE BABY:

It was heslthy 1oaking. The weight was 3300 grams, a gain of 900 grams..
COMMENTARY 3

Antepartum hemmorhage is encountered in 1% of deliveries in Muhimbili
end of these, 307 are due to placenta praevia (1). The pxasnnxaﬁian in
this patient with causeless, paiuless vaginal bleeding at 32 weeks of

gestation was typical.

Ultrasonography (2, 3) in the confirmatory diagrosis of placenta praevia
has the advantage of being non invasive; 93 ~ 997 accurate, and fetal

maturity ecan be assesed reasonably by determining the biparietal

dismeter,
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Expertize is required to demonstrate the chorienic plake echo
without, which placental localization is doubtiful. It should however,
only aid and not replace clinical judgement. Other diagnostic aids

include radiography, scintillation scanning, thermography and vaginal-

‘pelvic examination. The latter should be done in theatre under readi-

ness for operstive intervention, Nevertheless it is oftem not

th@raughly'daac for fear of provoking undue hemorrhage (4).

Saukarvxtivu management in thie patient was on fetal interest for at

32 weeks, it is unrearable under our conditions and even elsevhers,
perinatal mortahility is high, 40 - 753 (4). The conduct of such
mapagesent should ensure optimal fetal-maternal momitoring and guarantee
ismediate surgical intervention whenever necessary. (4, 5, ). Blood
loss was replaced and ¢ross matched blood reserved all the tiwe. She

was refused home managemest not because she lived across the ferry

but it has no place in major placeats praevia iaﬁﬁéttin& unlike else~
where where it might be necessitated Sy prohibitive financial costs to

the patient (4).

Pregnancy was terminsted on event of 2 second bleeding ns»ung?%a 500
millilitres because at 35 weeks gestation, the baby was vearable.
Furthersore, such repetitive blesding inereases fetal risk sightfold
hyproxic neorelogic damage being encountered im 50 ~ 60 per 1900 such

deliveries (4). Searcity of donor blood is another obvicus reasen

Lower segment caesarian section was done despite prior knowladge

that the placenta was anterior and would therefore be encountered

leave alone the obviously tortuous vessels on its surface,.
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 Whereas classical section would have avoided all the sbove, in

it self , it bleeds comsiderably and apart from necessitating
sterilization, it offers no sccessibility to bleeding points after
resoval of the placenta. The vertical incision was made after
judgement showed it would svoid major bleeding., This was not only
in keeping with surgical principles but was partly dictated by
scarcity of donor blood. Additionally such an incision affords per~
fect apposition, theyeis less chance of sepsis involving veina in
the broad ligaments and therefore thrombo-embolism,and the lowest
point facilitates drainage. However, it may easily involve the

upper segment (5).

REFERENCES:
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Muhisbili Medical Centre, 1978,
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RUPTURED UTERUS, COLPORRHEXIS AND CERVICAL TEAR

FOLLOWING BREECH EXTRACTION:

REPAIR AND TUBAL STERILIZATION:

BAME: MRS B.M, GRAVIDA 3 para 4

REC. NO. 4291 ADMISSION DATE: 5.8.82
AGE 30 YRARS : LAPAROTOMY 3 5.8,82
ADDRESS: XINONDONI DISCHARGE DATE: 16.9.82
SUMMARY:

The patient had a breech extraction of a 2300 g live baby following cord
prolapse, apparently uneventifully. She was found very pasle and shocked
three hours later. There was no obvious postpartum hemorrhage . Ruptured
sterus was suspected and in addition, cervical snd vaginal vault tears
were confirmed on examination under anscsthesia. Laparotomy, repair
and tn}ml sterilization was done after vigorous resuscitation. She had
4 stormy recovery.

ANENATAL PERIOD:

She was hooked at a peripheral clinic when she had 24 weeks amenorrhoea.
She made three subsequent visits., There were no abnormalities detected.

HISTORY OF PRESERT ILLNESS

She felt labour pains on 4.8.82 five hours after which she was admitted
at Ocean Road hospital. She was 36 weeks pregnant by dates. There was
5o history of febrile illness, anterpartum hemorrhage or iéa&m of liquer.
However, the mewbranes ruptured spontaneously during admission and the cord

prolapsed outside the introlitus. The referral note and labour record

showed thatti~
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The cord was pulsatile but very feebly., Fatal heart was
100 beats -per minute and regular.
The cervix was fully dilsted except for & thin rim in asterier lip.
The presentation was a complete breech just above ischial spines,

The pelvis was adequate for the estimated 2500 g baby. Breech

extraction was done. Baby was male, weighed 2100 g, Apgar scove 7.
Third stage was complete and lasted 5 minutes. Blocd loss was 150
millilitres and post delivery blood pressure was 110/60 millimetres
mereury., There was no obvious maternal inmjury. However, the blood
pressure was recorded 60/0 mdllimetres mercury on routine checkup

3 hours later. History of respiratory embarassment or convulsions

post delivery was neither recorded mor obtained on this second adulssion.

She was referred to Muhimhili because of suspected uterise rupture.

OBSTETRIC HISTORY ON ADMISSION:

She was gravida 5 para 4, all previous deliveries were spontaneous
vaginal, vormal and full term at 2§ years spacing. She had had w
obstetric operations, manual removal of the placenta or puerperal
infection.

GYNAECOLOCICAL HISTORY:

Her metnache was at twelve years of age., Her menstreval interval was

every 25 - 32 days and menstruated for 3 - 5 days., She had had no
gynaecologic operations., She had used the oral contraceptive pill

for two years previously ¥ithout complications. Her last menstrual |

period was on 29,11,8] and the expected delivery date was on 5,9.82, |

PAST MEDICAL AND SURGICAL HISTORY: ‘

fhe had had no major illness since childhood. She had no hiatory of

tuberculosis, sexually transmissible diseases or bleeding disorder.

She had bad no surgical operations.
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FAMILY AND SOCIAL HISTORY:

She was @ house wife, She neither dramk alcohol nor swcked cigarettes.
There was no family history of diabetes, hypertension or pre-eclampsia.

PHYSICAL EXAMINATION:

8he was counselous and communicating verbally. Extremeties were cold.

Mucous menbranes wers very pale. The temperature was 36,5° C.

NERVOUS SYSTEM:

Pupils were equal, normal size and rescting to light. There was no
neck stiffness., Xernings sign was negative,

CARDIOVASCULAR SYSTEM

The pulse was 120 per minute and thready. The diastolic blood
pressute was unrecordable, Jugular venous pressure was not raised.
There was vo cardiomegally. Heart sounds were nmormal, Theve was no
gallop rythm or murmurs.

KESPIRATORY SYSTEM

She was not dyspumoeic. Respiratory rate was 22 per minute.
Respiratory movements were symmtrical. The trachea was central,
Breath sounds were vesicular., There were no added sounds,

ABDOMINAL EXAMIBATION

There were abdominal breath movements. There were mo scars, The

lower abdomen was distended, There was no generalised tenderness.
The liver, spleen and kidneys were not palpsble. The bypogastrium
was tender particularly on the right side. The uterus was 14 weeks

size, contracted and tender omn the right side. The bladder was not

distended. Theve was fluid thrill and shiffting dullness,
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VAGINAL AND BIMANUAL BXAMINATION:

The vulva and perineum were normal. There was slight active
bleeding. The vagina had a fist size clot. The cerviz had 2 tear
on the right side. There was active bleeding. The tear in the
cervic was felt continuwous upwards with a uterire tear om right side.
The uterus was 14 weeks and well contracted.

DIAGNOSIS:

RUPTURED UTERUS

CERVICAL TEAR.

SNBEX HEMORRMAGIC SHOCK

MANAGEMENT PLAN:

1. Resuscitation

2. Investigations

3. Examination under anaesthesia

4, Laparotemy.

1.1 Trendelenburg's position was msintained to facilitate cerebral
eirculation.

1.2 Sponge holding forceps weve applied to bleeding points on the
cervix, The vagina was packed with gause to tamponade ocozing
points,

1.3 Normal saline 3500 milli{litres were given vrepidly followed by
1500 willilitres 5% dextrose., Syntocinon 20 units were glven
in drip.

1.4, Chloramphenicol 1 g was given intravenously statinm then 500 mg

six hourly.
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Bladder catheterization revealed 80 millilitres of clear

concentrated urine,

Blood pressure and pulse were monitoved quarter hourly,
After one and half hours of vigorous resuscitstion, the
pulse was 110 per minute, nearly normal volume, the blood
pressure was 90/60 wmillimetres mercury and urine output was

45 millilitres per hour,

The hemogiobin was 3.5 g per decilitre and blood growp

"0" Rh~D positive. Cross matching of 2500 millilitres was
requested for.

Urine was negative for f glycosuria and proteinuria.

Blood urea was 25 mg per cent and creatinine was 1 mg per
cent.

Electrolytes (serum) were nmormal {.e. sodiom 140, Potassium

3.5, bicarbonate 20 and chloride 100 mmwol per litre.

She was transfused 1000 millilitres blood and the pulse was 100 per

minute, rormal volume, blood prassure was 100/60 zillisetres e reury

end urine output was 60 millilitres per hour. This was 2§ hours after

admission,

3.1 Inforwed consent for ansesthesia and operation was obtained.

3.2, Preoperative grepa:ﬁti@n and general anaesthesia was given
as described in the introduction.

3.3 In lithotomy position, after cleaning and drapping with

tawels, vaginal and bimanuel examination wes dene, previous

findings were confirmed and in addition, tear of the vaginal

vault on the right side.
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It was continuous with the uteyo cervical tear with two
setive bleeders which were subsequently clumped and tied off.
' Lapamotomy was decided upon and was started three and a quarter

hours after adwission,

The abdouen was opened through a subumbilical medien ineision

and the findings weysg =

A hemoperitoneum admixed with liquor approximately three to
four litres.

A vetrovesisl hemstoma equivalent to about 750 millilitres

An incomplete anterior uterine rupture starting at mid
corpus in the midline and extending dowmwards and laterally
to involve the cervix and right antero lateral part of the
vaginal forniz, The tear was complete at the junction of the
wper and lower segment which was not friable. The bladder
was intact. The uterovesical peritomeum which bad been incised
transversely was gently guah&é down with the fianger and
vetracted together with the blsdder with n Deyen's retractor.
The uterine arteries were not imvolved by the tear, A
combined sbdominovaginal repair and tubal sterilisation

was deeided vpon as the deflnitive treatment.

4,2 REPAIR AND BILATERAL TUBAL LIGATION:

2. Bleeding points on the uterus were clumped with Green
Armytage forcepts and those on the cervix and vagima with artery
and Long Allis forcepts respectively., The latter two were
effected vaginally under guidance of the abdominal surgeonm to

avoid the uterine vessels and ureter.
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Starting at such a level that was visible

vaginally when cervical traction was spplied downward
with two ring forcepts, the uterine wall was repaired
with No. 1 echromiciszed catgut, the first layer with a

conticuous stiteh and the second interrvupted.

The cerviz was similarly repaired but sung No. 0 Chromic
catgut ., Only the lower most part of the vault rupture
was repaired using interupted No. 0 catgut. The part

near the paracervical tissues was left unstitched for

fear of picking en the ureter.

Free blood and liquor was sucked away and the peritoneal
eavity wopped with abdorinal packs. Hemostasis was
ascertained and uterovesical peritoneum repaired with No. 0

chromic catgut, continuous suture.

A modified Pomeroy's bilateral tubal ligation was dome.
The mid point of each fallopiam tube was picked wp with
straight long artery forcepts gnd the base of the loop
erushed with curved arterty foreepts. The crushed area
wss ligatured with chromic catgut No. 1 snd the loop
excicised away.

A corrugated rubber drain from the left broad ligament

through uterovesical space to the right broad ligsment and

out through skin. was left ineitu to warn of any bleeding

and in cagse of infection. The abdomen was closed in

layers after instrument and swab count was found correct.
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At the end of the operation, the general condition wes satisfactory, the
pulse was 100 per minute, good wolume and the blood pressure was 120/70

millimetres of mercury., The mucous membranes were still pale.

POST OPERATIVE CARE AND PROGRESS:

1. 2lood pressure, respiratory and pulse rate were monitored |
bourly for the first 6 hours, hourly for the next 6 hours and
4 hourly for the next 12 hours. They wers normal.

2, Morphine 15 mp was given intramuscularly. 6 hourly teo relieve
pain and anxiety.

3. Chloeramphenical 500 mg was continued,

&, Fluid intske was 3.5 L in the firet post operative day and the
urine output was 980 millilitres.

5. 8be received a further 1500 millilitres of blood through second

' pest-operative day.

3RD POST OPERATIVE DAY:

General condition was good, Tewperature was 38°C. The lungs were

clear at anscultation. The abdomen was not distended. There was little
serosnguinous draindage. Bowel sounds were present and normal., There

was normsl lochia per vaginum, The urine was clear. The drain was
shortened, she was fed orally but the catheter was left insitu for 10

days in case there was occult bhladder damage. The tempersture normalized
next morning but she was given metronidazole 400 mg thrice a day as

prophylaxis against anserobic organisms. She made good progress, the

drain was rewoved on the 5th day., She was ambulant,
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8TH POST OPERATIVE DAY

She developed high fever, temperature was 390C. The wmucous membranes
were pale, no jaundice. The lungs were clear. The wound had healed
well except two spetic foci in the lower one third and the drain

site was discharging foul smelling darkish pus. The cexvical rapair
had healed and there was no abnormal discharge from the os.

Pus was draining through the vent in the vaginal vault. All stitches
wers Yemoved.

INVESTIGATIONS:

1. Blood slide revealed malaria parasites 34
2. Hemoglobin was 6.8 g per decilitre.

3. Blood cultures were negative

4, Urine culture was negative,

Endocervical swab culture revesled mixed organisms,

£ %4
®

<
®

Pus culture from drain site revealed Bactewoldes melaninogenicus.

Sensitive to clundamyein,

TREATMENT
1. Chloroquine injection Z%}u mg intremuscularly was given 8§ hourly
for the first 24 bours, followed with 300 sg base orally daily
for three days.
2. Clindamycin 300 mg wes given intravemously 8 hourly for five days .
3, The would was dressed twice daily with Busol and vaginel toilet
was done twice daily with 1 in 100 cetavion.

&4, Rlood transfusion 1000 willilitres.

She remained mildly febrile for the next one week despite negative

slide for malarial parasites and megative urine, blood and pus

cultures. The catheter, was removed on the twelve post-operative day.
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187H POST OPERATIVE DAY

She developed an injection abscess which was incised and drained.
She was afebrile as from the 20th day ounwards the drain site healed
but the pus like vaginal discharge continued and ceased on the 28th
post-operative day. The hemoglobic was 8.9 per decilitre. The rent
in the vaginal vault had closed, The cerviz was bealthy. The uterus
Wi3 lz-aeek@ size, non tender. The right adnexae | were gthickened
but non taﬁdar.v She was discharged home on 6.9.82, the 32nd post

oparative day and on ferrous sulphate tablets.

FOLLOWUP EXAMINATION, 8 WEEKS AFTER OPERATION:

Three weeeks after discharge bomer~

The hemoglobin was 9.3 g per decilitre. The abdominal wound and
drain site had healed. There was no abnormal vaginal discharge. The
cervix and veult were normal. The uterus was 10 weeks size, won

tender. The baby was well.

COMMENTARY

Ruptured uterus cord prolapse are both very serious obstetric
complications, The incidence of the formey in Muhiwbili ds 1

in 863 deliveries with a maternsl and perinatal mortality of 8.6%
and 742 respectively. The former is uwsually due to hemorrhage and

sepsis.

The most likely aetiology of the rupture was the forceful breech
extraction of the baby albeit small, Civen such circumstances of a

small baby, cord prolapse with severe bradycardia and seemingly

fully dilated cervix, breach extraction was probably irvesistible.
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The lesson is however, bitterly clear that the ruptured uterus
necessitating sterilization, 32 days hospitalization, expensive

o} blocd tranfusion,
multiple chemotherapy, 7 unite, . ~ chronic low sbdominal pain
coupled with possibility of permanent infant neurological damage,

was indeed, a very big price to pay.

Although there has never been universal agreement on the method

suitable for delivering a breech (1, 2, 3) leave alone cord

prolapse, the place of breeech extraction is inmcreasingly becoming

hard to justify if not actually obsolete (1,3). Im the management

of cord prolapse, it wmight hardly have a place only when the cervix

is fully dilated, there is evidence of cord compression, both assisted
breech delivery and csesarian section ave not immediately feasible and
operator skill is optimal! The deterrent is wot only maternsl injuries
a8 learnt above but also high perinatal mortality. Where exzpertise and
facilities were optimal, it has been reported to be 13% and 6.72 for
breech extraction and assited breech respectively verxsus 7,3% for cae~
sarian section (2). Por prolapaed cord, perinatal wortality is higher for
vaginal, 31% than caesarian delivery 14X (4). Fetal mortality of 102
and 70X have been reported within 30 minutes and one hour of diagnosing
cord prolapse respectively, The aim, however, remains « to deliver

the fetus as fast as possible to svoid cord pressure. Ingeneous

methods have been tried with varying successes to facilitate the latter
and include tillingf?iaddnr with saline to displace presenting part and

even pharmacological tocolysis (4) while buying time for the sppropriate

method of delivery.
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Vigorous resuscitation againet hemorrhagic shock and simple repair
of the uterus was done successfully in this patient. The former
is gqp essential step end the latter illustrates the principle that
the quickest, simplest, yet effeeéfﬁmthaé should be chogsen in

mansging ruptured uterus.
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UNDIACNOSED TWINS: DELAYED SECOND STAGE

VACCUUM EXTRACTION

NAME: MRS M. A, ADDRESS: OYSTER BAY, DSM
REC. NO. 178025 ADMISSION: 12.8.82

AGE: 23 YEARS DISCHARGE: 15.8,82
SUMMARY;

A secundigravida was admitted in labour with pyrexia and early
rupture of the membranes. Oceipital posterior position and
intrapartum fetal death were diagnosed. Contrary to the above,

a male, live baby of low Apgar score was delivered by vaccuum
extraction following delayed second stage. A second twin was dis-
covered and delivered spontaneously,

PAST OBSTETRIC HISTORY:

She was gravida 2 para 1, The previous delivery was in 1979,
nornal end weighed 3500 g.
GCYNAECOLOCICAL HISTORY:

Menarche was at 13 years of age. Duration of menses was 3 - &
days every 25~30 days. She has never used any contraception. The
last menstrual period was on 10,11,.81.

PAST MEBICAL AND SURGICAL HISTORY:

Bhe had had no major illness. She had never been operated upon.
FAMILY AND SOCIAL HISTORY:

She was & housewife. She was a teetoteller, There was no history

of twin deliveries, diabetes or hypertensionm in the family.




CURRENT PRECNANCY:

The expected date of delivery was om 17.8.82, She first attended ante-
natal clinic at 24 weeks of amenorrhoea. Her antenstal card showed
that all baseline measurements and investigations were normal. She
made two move visits a month apart, she was well and in the last

visit, the fundal height was 32 weeks and corresponded with dates. She
had an average weight gain of 2.5 kg per month., She did not attend
clinic anymore until on 12.8.82 when she had fever and labour painms.
She had been bereaved of her mother, had gone upcountry and had been
pre~occupied with mourning. The fever was sudden in onset, with
chills followed by labour pains and rupture of the membrsnes. She

had no urinary sysptoms and she was feeling fetal movements. She

was admitted into a peripheral labour ward an hour later but was
referred to Mubhimbili high risk ward because she was thought to

have a big baby and therefore feto pelvic disproportion.

PHYSICAL EXAMINATION:

She was well nourished., The mucous reubranes were not pale and there
was no oedema. She was febrile, 39°C.

" CARDIOVASCULAR SYSTEM:

The pulse was 100 per winute, normal volume. Blood pressure was
110/70 millimetres mercury. Heart sounds were normal,

RESPIRATORY SYSTEM:

Nothing abnormal was detecte.

ABDOMINAL EXAMINATION:

There were no surgical sacrs, THere was a sulcus in the suprapubic

area. There was no superficial or renmal angle tendarmess.
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The liver and spleen were not palpable. The fundal height was 38 weeks
and corresponded with the dates. The lie was longitudinal, cephalic

presentation; at the brim. The fetal back could not be felt and fetal
ligbs were felt anterior. The breech was in the fundus; uo other

fetal pole was fdentified. The urirary bladder was not distended and
the sukus was identified as due to the angle of the neck and simciput.
Fetal size was estimated to be 3200 g. There was epough liquor and 1 ~ 2
contraction were occuring every 10 minutes for 20 - 30 seconds. The
fetal heart was not heard by fetoscope.

VAGINAL EXAMINATION:

The vulva was normsl. Clear liquer ensued on exerting fundal pressure.
The vagina was of normal warmth, The cervix was effaced and 4 em
dilated. The vertex was not very well applied to the cervix, The
posterior fontanelle was in the right posterior segment of the pelvis,
The bregma was not easily felt., The level was four-fifths, theve was

no caput. The membranes were rupture, there was no cord prolapse. The
pelvis was adequate and the perinemn quite roomy. Liquour was not foul
suelling.

DIAGHNOSIS:

1. Malarisl infection

2. Intrapartum fetal death

3. Malpostion, right ocecipital posterior.

4. Rarly rupture of membranes.

INVESTIGATIONS

i. Hemoglobin was 9.5 pg per decilitre.
2. Blood slide was postive for malaria parasites.

3. Uripe was negative for acetone, p wtein, and sugar,

4, DBlood group was "0" Rh~D pesitive.




MANAGCEMENT:

1, Chlovoquine 600 mg base was given orally statin followed by 300mg
after 8 hours snd then 300 mg once daily for three days,

2. Aspirin 600 mag was given at once.

3. Dextrose 5%, 2000 millilitres was given intravenously as she had

not and could not eat.

Trial of labour was decided wpon.
PROGRESS:
The fever abated one hour after medication. She had very painful
contractions and backage. She was given pethidine 100 mg intra-
musculsrly for snalgesia and sedation. Ampicillin 500 mg intravenously
six hourly was given in view of early rupture of membranes. A total
of four, four hourly vaginal examinations to assess progress of
lsbour were made and details were recorded on a partogram as in the
introduction, During the last examination,(l6 hours after the first
and 19 hours after alleped onset of labour pains and rupturve of
meubranes), the cervix was fully dileted, the level of the head was
just above ischial spines and there was a small caput. The position was
the same. She wae encouraged to bear down with each contraction,
snd anticipated prolonged labour. After an hour of bearing down without
progress, it was decided to do vaccuum extraction.
PRI A N
Vaccuum delivery eas conducted successfully as described uner case of
rheumatic hear dlease on page wvith minor modification mainly
rotation of the occiput to anterior position. Episeotomy was
considered unnecessary as the perineum was found to be very roomy.
A male bsby, 3000 g was delivered and contrary to earlier diagnosis,
it was alive with an Apgar score of 6., A second twin was suspected

after the fundsl height vemained high. The lie was longitudinal,

cephalic presentation and fetal heart was 150 per minute and regular.




”76 =

On vaginal examination, there was no cord presentation, and
membranes were ruptured artificially. She delivered spontaneously
8 minutes later; a female baby, 2600 g weight and Apgar score 10,

POST DELIVERY DIAGNOSIS

Undiagnosed twins, misdiagnosed intrapartum fetal death.

SUMMARY OF LABOUR

First sta’!}e 19 hours

Second stage 1 hour 15 minutes
Third stage - 5 "
Total 20 hours 20 minutes

Pirst and second twin delivery interval 8 minutes.

Blood loss 350 millilitres.

Post delivery progress of both mother and babies was umeventiful.
Blood slide was negative for malarial parasites. Hemoglobin was
8.8 g per decilitre, She was discharged home on routine oral iron
and folic acid..

FOLLOWUP: SIX WEEES POST DELIVERY:

She reported back on 29.9.82. Her general condition was good.
Mucous membranes were not pale, Hemoglobin was 10 g per decilitve .
The uterus was iopalpable abdominally.

VAGINAL EXAMINATION:

The vulva wnd vagina were normal. There was no sbdormal discharge.
The cervix looked healthy. The uterus was normal size, anteverted

and mobile., She was advised to start contraception.

COMMENTARY ¢
The diagnosis of twins was not made until at delivery. Infact, only

70% of twin gestations are suspected. the world over (1) and only

53.4% are clinically diagnosed before delivery in Muhimbili (2).
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In this patient, history of the various subjective symptoms of

twin pregnancy could not be obtained nor were palpable impressions
suggestive. The difficulty in palpation becomes appreciable in this
case when the larger first twin in postekior position is viewed
disposad longitudinally infront of the smaller second twin in similar
lie but anterior position. Had the circumstantial evel which inter-
ferved with antenatal attendance not happened, perhaps serial average
weight gain would have signalled multiple pregnancy even if uterine
volume did mot. Early antenatal diagnosis of twins minimises risk of
prematurity in those who benefit from rest particularly between 32-36
weeks gestation (1, 2). Bed rest has not been extensively practiced

heve due to overcrowding.

The wmoderately deflexed head due to posterior position felt big and
was regarded as evidence of fetopelvic disproportion. The fetal
heart was not heard, albeit erraneously, again due to posterior
position., It is usually best heard over the scapular but poorly so
aateriorly due to overlying limbs, The concomittant pyrexia which
is s known cause of fetal death (4) further contributed te the
elusive diagnosis. Such misdiagnosis wmay have serious implications

where, by facilitating conservative management, the resuljtant delay

may eventually lead to a compromised fetus with low Apgar score as
in this case or even actual fetal death. In conditions where fetal
heart anscultation is naturally difficult, more sensitive methods
such as Deptone, Ultrasound or fetal electrocardiogram, should be

employed despite concurrent presence of maladies which may offer

satisfactory explanation of intrapartum fetal death,
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GRANDMULTIPARITY
PREVIOUS CAESARIAN SCAR WITH SUBSEQUENT VAGINAL DELIVERIES
ELECTIVE CUM EMERGENCY CAESARIAN SECTION AND STERILIZATION

NAME : MRS F. A GRAVIDA 20 PARA 17 + 2 ABORTIONS
REG. NO. 356 ADDRESS: KIBITI, RUFIJI
DELIVERY NO. 11800/M/82 ADMISSION DATE 12,.10.82

AGE: 42 YEARS CAESARIAN SECTION: 24.10.82

DISCHARGE DATE: 2,.11.82
SUMMARY:
The patient was referred from Mchuki hospital Rufiji on account of

extreme grandmul tiparity, previous caesarian section, hypertension

and lack of adequate emergency facilities. She was gravida 20 para

17 + 2 abortions. All were full term normal vaginal deliveries

except the fifth which was a set of twins, the seventh which was preterm
and the eleventh which was a caesarian section because of placenta
praevia. Only four children were alive, fourteen died, all in early
childhood except one in the neonatal period. Labour started before the

elected date for caesarian section. Emergency caesarian section and

tubal sterilization was done. She got a live baby and recovered without
problems.

CURRENT PREGNANCY:

She first booked on 25.6.82 at 20 weeks of amenorrhoea at a peripheral
clinic in Kibiti. She did not kmow her last menstrual period for
certain but it was around early February 1982 and the expected date of

delivery was mid November, 1982. ghe first felt quickening towards

the end of May 1982,




_go-

She made four uneventiful subsequent visits to the cliniec except the
last one when she was referred to Mchuku hospital because of raised
blood pressure on 17.9.82, She was 32 weeks pregnant by dates. She was
hospitalized for three weeks, had no swelling of feet, loin painm or
fovers. She was veferred to Muhimbili om 11.10.82 on account of the
c#uu grandmultiparity, previous caesarian section, mild hypertension
and wncertainity of availability of optimal facilities for operative

intervention at the peripheral hospital.

FREVIOUS OBSTETRIC HISTORY ON ADMISSION, 12,10.82

She was gravida 20 para 17, with one set of twins and two sbortioms.
All pregnancies resulted in normal spomtaneous vertex vaginal deliveries

except the following:i~

5th - Twins. The second twin was a breech delivery

7th ~ Caesarian section because of sntepartum Bmvﬁ*\\qge possibly
placenta praevia. S8he recovered normally,

lith = Preterm delivery at 34 weeks of gestation

I15th - Abortion at 12 weeks gestation. It was preceeded by a fé.hrf-i»t?;
illness. She was vot evacusted. There was mo morbid event.

17th - Abortion at 10 weeks. No precipatating factor was evident and

she was not evacuated.

The first child was born in 1958 and the last im 1980. The average inter-
val between pregnancies was one year and she has practised no contraception.
She does mot remember the birthweight of any of her children. Only five

deliveries were conducted in hospital, the rest at home.
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She had had no problems in the antenatal, intrapartum or postpartum

period throughout all these pregnancies except the last one when she
was transfused blood because of postpartum hemmorrhage. She had no

history of anaemia or hypertemsion during or in between pregnancies.

Of the 18 babies born alive, only 4 were alive, 14 died, all in their
childhood because of measles, diarrhoeal diseases and febrile illness.
Only one baby born pretermdird in the neonatal period of a convulsive

iliness.

CYNAECOLOGICAL HISTORY:

Her menarche was at 15 years age. She menstruates for 5 - 7 days every
25-32 days. She has never had post-coital or intermenstrual bleeding.

She has never used contraceptives.

~ PAST MEDICAL AND SURGICAL HISTRORY:

Sha was an unewployed, illiterate housewife. This was her second
‘ﬁn:»iage. She was divorced after the death of the first four children.
He: husbar+ was an illiterate peasant. There was no history of diabetes,

twins, hypertension or malignant diseases in the family.

PHYSICAL EXAMINATION:

ghe looked healthy but slightly obese. The mucous membranes were
not pale. She had mo oedema. She was afebrile. Her height was 149 cm,
Her weight was 86 kg compared to 80 kg at first booking 14 weeks

previously.

CARDIOVASCULAR SYSTEM:

The radial pulse was 82 per minute, normal volume and synchronous with

the feworal.
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The blood pressure was 150/100 millimetres mercury compared to 140/80
millimetres mercury at first Booking. The jugular venous pressure was
not raised. Praecordial activity was normal. There was no cardio-
megally. Heart sound were normal. There were no murmurs.

RESPIRATORY SYSTEM:

Nothing abnormal was detected.

ABDOMINAL EXAMINATION:

The abdomen was enlarged. There was a subumbilical median surgical scar.
There was no tender area. The liver, spleen and kidnyes were not palpable.
The fundus was 34 weeks versus dates 35 weeks. There was no uterine or
scar tenderness. The lie was longitudinal, cephalic presentation. There
were no contractions. The fetal heart was 148 per minute and regular.
DIAGNOSIS:

1.Crandmultiparity

. 2. Previous caesarian section with successive vaginal deliveries.
3. Mild hypertension? Essential
4, High Child mortality.

PLAN OF MANACEMENT

1. Investigations, monitoring and treatment of hypertemsion.
2, Establish maturity.
4 3. Elective caesarian section and tubal sterilization at 38 weeks

IRVESTIGATIONS:

1. The hemoglobin was 10.5 g per decilitre

2. The blood group was "0" Rh-D positive.

3. Urine was negative for glycosuria, protein, and pathogens.
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4, The stool was negative for ova.

5. Serological test (VDRL) for syphilis was negative.

6. Blood urea was 15 mg percent.

7. Serum emati;;:inl was 0.6 mg per cent.

8. Fasting blood sugar was 65 mg per cent.

9. Biparietal dismeter was 9 centimetres equivalent to 35 weeks
gestation.

10. The placenta was anterior. There was no praevia.

TREATMENT

She was encouraged to rest as much as she could. She was gifen phenobar-
bitone 60 ng twice a day.; and also routine sntenatsl drugs. She was
advised to cut down on dietary salt. She made uneventiful progress for the
following two weeks. She was scheduled for elective section at 38 weeks
gestation on 1.11.82, During the waiting, she was instructed to ask
relatives to donate blood, 1500 millilitres but there were mone. The
husband was unavailable to consent for tubal ligation. Omn 24.10.82, she
experienced 1sbour pains at 9. p.m., a week to elective delivery. She
was admitted into the labour ward.

MONITORING

The blood pressure was measured four hourly. It fluctuated between
140=/80 and 150/100 of wmercury. The fetal heart was similarly monitored,
it was normal. Urine was examined daily for protein but it was negative.

Weight was determined weekly. She gained an average of 430 grams in one

week .




PHYSICAL EXAMINATIOR:

She was not pale, edematous or febrile. The pulse was 80 per minute,
normal wolume. The blood pressure was 150/100 millimetre mercury.
The jugular venous pressure was not raised. The heart sounds were

normal., Breath sounds were normal.

ABDOMINAL EXAMINATION: There was no organomegally or tender areas.

The fundus was 36 weeks corresp;n&ing with estimated date. The lie was
longtudinal, cephalic presentation; unengaged. Estimated fetal weight
was 3000 g, There was no uterime or scar tenderness. Contractions were
moderate, 2 every 20 minutes for 40 seconds. The fetal heart was 140 per

minute and regular,

VAGINAL EXAMINATION:

The vulva and vagina were normal. The cervix was, half effaced and 4 cm
dilated. The membranes, were intact. There was cord presentation. The
presenting part was cephalic, sbove pelvic brim. The pelvis was adequate,
ADDITIONAL DIAGNOSES ‘

£

1. Active phase of labour

2, Cord presentation.

MARACEMENT

Emergency caesarian section and tubal sterilizatiom.

PREOPERATIVE INVESTIGATIONS AND PREPARATION:

1. Urine was negative for proteinuria and glycosuria.
. Blood, 1500 millilitre was crossmatched.

2
3. Routine preoperative preparation was done.
4

. She consented for anaesthesia, operation and sterilization.

5. Anaesthesia was given routinely.
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OPERATION: LOWER SECMENT TRANSVERSE CAESARIAR SECTION AND

POMEROYS' TUBAL STERILIZATION

] After routine cleaning and drapping, the abdomen was opened as described
‘ in the case of "placenta praevia”.

FINDINGS:

There were no adhesions or varicase blood vessels in the lower segment.
The uterus was very thin all over, alarmingly so in the lower segwent.
There was no obvious rupture. |

WHAT WAS DONE:

A lower segment caesarian section was done as described for the case of
placenta praevia on page..?’.s‘.ic;.'. except a transverse incision was made
instead of a vertical one, A live male baby in righf: occipital posterior
was delivered after rotating the fact anteriorly and nasopharyngeal suction
A done. Ergometrine 0.25 mg was given intravenously with delivery of the
shoulders. Synctocinon 20 units in 500 millilitre dextrose were given by
drip. The placenta and membranes were delivered completely after
spontsneous separation. There were no abnormalities. The uterus was well
contracted; was repaired and tubal ligation done as in the case of ruptured
uterus. The ovaries were normal. 'ihe abdomen was closed mﬁtimly. The
estimated blood loss was 450 millilitres. At the end of the operation,

her general condition was good, she was vot pale, the pulse was 86 per
minute normal volume and the blood pressure was 110/80 millimetres of

mercury.

POST OPERATIVE CARE AND PROCRESS:

1. Blood pressure, pulse and respiratory rate were monitored hourly for

the first twelve hours and they were normal except the bleod pressure

which #ijarqaredbetween 110/80 and 150/100 millimetres of mercury.
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2. She was transfused 1000 millilitres of blood.
3. TFluid intake was 3000 millilitres per day and the urinary output
was 1200 millilitres for the first 24 hours.
4, Pethidine 100 mg was given intramuscularly every eight hours to
relieve pain for the first 24 hours. She made good progress.
There was no postpartum hemcrrhage. The hemoglobin on the fifth
postoperative day was 11.8 g per decilitre.
The urine was negative for proteinuria and pathogens. Thé blood
pressure 130/90 millimetres mercury rising up to 150/100 millimetres
mercury. The wound healed by first intention and sufures were removed
on the seventh post—operative day. She was discharged home on 2.11.82
with advice that he blood pressure should be checked weekly at thé
nearest dispensuary and she should return six weeks later. She revealed
she was going back to Rufiji and would attend followup there.
COMMENTARY :
Although no parity is free of obstetric complications, (1) those attri-
butable to grandmultiparity have often been numerous and serious {2).
However, it is increasingly being revealed that, with good antenatal
care and optimal obstetric management, the grandmul tipara may not be
more if not less risky than lesser parities (3, 4). Despite such a
revealation, I do not consider it a desirable prospect. The incidence
of grandmultiparity (para 8 and above) in Muhinbili was 8.9% and 92.47
of these were between parities eight and ten (3). This was twice the

incidence in Columbia twenty four years previously (5).
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This patient exemplifies a series of obstetric complications

attributable to grandmultiparity. Thus she had had antepartum herorr-
hage due to placenta praevia necessitating caesarian delivery, postpart;aa
hemorrhage, abortions, preterm delivery, twins and currently; obesity,
hypertension, and malposition with cord presentation. All these are

associated with gran&mltipari‘%(!, 2, 3).

Her parity, eighteen out of twenty conceptions was indeed extreme and
so were the fourteen childhood deaths. This is testimony to the
observation that people will not stop having babies until assured that
those they have will survive to adult life (6). The high child
mortality from preventsble diseases was not only appalling but cost bher
a divorce which in turn probsbly sustained the desire to have living

children in an attempt to cement the marriage bond.

Although she booked as late as 20 weeks of gestation, abscence of
anaemia signifies satisfactory sntenatal survaillance (3, 4). Her
transfer from the peripheral hospital, on additional grounds of uncer-
‘tainity of availability of facilities for dire emergencies was a correct
decision and emphasizes the other logistic problems which are beyond

the realm of the patient and practitioner. However, such a transfer
at 34 weeks gestation through many miles of rough road, could have
easily induced a premature labour and all the complications enroute,
nullifying what the transfer was meant to avoid though seemingly

inevitable.

It may seem intolerable that the woman was not sterilized in passing

during the caesarian section for the eleventh delivery.
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One can imagine how difficult it was to decide, for then, she had no
live child and probably withheld consent for sterilization. At k
parity ten, maternal mortality rises five times the overall rate (2)
and in quarter of the time, it is due to rupture uterus. It was very
daring indeed to have tried such a scar above not only once, but six
successive times. It was again exceptional that the scar withstood

the trials given the high degree of grandmultiparity, for each subse-
quent delivery increasingly weakens it through stretching. Often such
exceptions leave the Qnmnn very confident and may make her insuggestible
and may consequently end in disaster. It is extremely dangerous to try
such scars for, unlike in the lower parities where ruptured uterus is
preceeded gradually by warning signs, it may rupture after very short

labour and even under close supervision (2).

Contractions are 'wusually very strong and coordinated while the uterus
is compré?éd by siccessive tear and wear (2). This is probably, if not

certainly, the kind of patient one sterilizes in passing during

caesarian section for good intentions regardless of consent.
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PREMATURE RUPTURE OF THE MEMBRANES
CONSERVATIVE MANAGI NAGEMENT: AMNIOTOMY AND
NORMAL DELIVERY

NAME: MRS N. M.

REC. NO. 9346/81 ADMISSION DATE: 11.6.81

ACE: 37 YEARS Delivery Date: 11.7.8]

ADDRESS: KIGAMBONI, DAR ES SALAAM vischarge Date: 16.7.81

SUMMARY:

The patient, a gravida 9 para 8 with two comsecutive perinatal deaths,
one of which was a fresh still birth at term following abruptio placenta
in the seventh pregnancy, and the other, a first week postnatal death
born preterm, was admitted at 32 weeks of amenmorrhoea with premature
rupture of the membranes (PROM). She was managed conservatively and
successfully until she delivered at 36 weeks. of gestation. Apart from
malaria pyrexia, antenatally, there was no morbid event. She refused
puerperal sterilization despite grandmultipari%on grounds that it was

the first live born baby in her second marriage.

PREVIOUS OBSTETRIC HISTORY:

She was gravida 9 para 8, 6 children were alive and well.

All deliveries were normal, spontansous vaginal and at term except

the last two of which the seventh was a fresh stillbirth at term following
sbruptio placenta, and the eighth, was a preterm delivery at 30 weeks
which died in the first postnatal week. There was no PROM or febrile
i11ness in the last delivery. Labour was painful and lasted twelve

hours. She had had no hypertension or oedema in any of the previous

pregnancies. The average child spacing was two years.
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CYNAECOLOCICAL HISTORY:

Menarche was at 14 years of age. Menses were for 5 - 7 days every
28 -~ 35 days. She had never had intermenstrual bleeding off postcoital
bleeding. BHer last menstrual peried was Mid November, 1980 and the
expected delivery date was late August, 1981, She had had no bleeding

since last menetrual period. She had used no contraceptives,

PAST MEDICAL AND SURCICAL HISTORY:

She had been admitted to hospital only for obstetric reasoms. She had
no history of sexually transmissible diseases, tuberculosis, remal

disease or diabetes mellitus. She had had no surgical operations.

SOCIAL AND FAMILY HISTORY:

She was married for the second time. Her first husband died of unknown
illness after fathering the first six children. Fer second husband had
apother wife with four living children. She did not smoke or drink

alcohol. There was no family history of twins, hypertension malignant

disease or diabete mellitus.

CURRENT PREGNANCY.

ghe first hooked on 18.3.81 with 20 weeks of amenorrhoea at Kigawboni
clinic. She had been feeling fetal movements since four weeks previously.
No sbnormalities were found at that booking and the five subsequent
visits, Before her sixth visit was due, she leaked spontaneously,
vagiﬁany what looked like liquor. There was no mucous, blood or

labour pains. She felt fetal movements normally. She had po stress

urinary incontingnce. When she reported this to her peripheral clirie,

ghe was referred to Muhimbili on 11.6.81 at 32 weeks gestation by dates.
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PUYSICAL EXAMIFATION ON ADMISSION:

She looked healthy but moderately obese. She had no oedema, She was
afebrile. The mucous menbranes ware not pale. The breasts were normal.
Ber antenatal card showed that her height was 162 centimetres and her
weight had increased by a weekly average of 0.4 kg from 75 kg at first

booking to current 78.5 kg.

CARDIOVASCULAR SYSTEM:

The pulse was 84 per minute, regular, normal volume. Blood pressure was
140/90 millimetres mercury unchanged from first booking. Jugular vemous
pressure was not raised. There was no cardiomegally and heart sounds
were normal.

RESPIRATORY SYSTEM:

Nothing abnormal was detected.

ABDOMINAL EXAMIBATION:

The abdomen was distended. There were no surgical or scarification marks.
There was no tender area superficially. There was no orzanomegally. The
fundus was 32 weeks corresponding with dates, and cephalic presentation.
There was no uterine tenderness or contractions. Liquor wolume felt
normal. Fetal h;art was 150 per minute and regular.

VAGINAL EXAMINATION:

Vulva and vagina were normal. Clear liquor like fluid, oderless was coming
out of the introitus in moderate amounts. A sterile speculum examination
exposed a bluish, thick cervix with a closed os through which clear
liquor was coming out. A swab was wetted as the fluid gushed out on

fundal pressure and sent for culture. Another swab was tsken from the

posterior vaginal pool similarly for culture and microscopy. ]
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DIACNOSIS:

Premature rupture of the membranes (PROM) at 32 weeks. A note was made
of her grandmultiparity, moderate obesity, wild hypertemsion and previcus
abruptio placenta and preterm delivery.

PLAN OF MANAGEMENT:

Since the baby was unrearable, the patient not infected or in labour,
it was decided to institute conservative management with a strict watch~-
ful wait. She was encouraged to rest as much as possible.

INVESTIGATIONS:

I. The hemoglobin was 11.2 g per decilitre and the blood group was
B Rh-D positive.

2, White cell count was 6,000 per mm3 Qnﬁ the differential count of
707 neutrophils and 30% lymphocytes was normal.

3. Urine was negative for glycosuria, and pathogens but proteinuria
was 1+,

4, Blood urea was 10 mg per decilitre and creatimine 06. mg per
decilitre.

5. Cervical liquor swab culture grew no pathogens bu the posterior
vaginal pool swab grew mixed ecommensal organisms. Microscopy
revealed no trichomonas or candida.

6. Fasting blood sugar was 60 mg Z.

7. YVDRL was negative.

Investigations No. 3, 4 and 6 were repeated weekly and were negative.

MONITORING:

She was kept in the ward to facilitate monitoring and rest.

1. Temperature, maternal pulse,fetal heart rate were monitored four

hourly every day and were normal.



2. The average weekly weight gain was 0.42 kg.

3. The uterus was palpated daily for tenderness but none was demonstrated.

Liquor leakage was very scantly two weeks after admission.

On 2.7.81 four weeks after admission, she had high fever with chils
and vomiting but no cough or painful micturation. The temperature was
39°C. Mucous membranes were neither pale no jaundiced. Cardio-
respiratory findings were normal.

ABDOMINAL EXAMINATION:

The fundus was 36 weeks, equivalent to dates, cephalic presentation and
estimated fetal weight was 2800 g. There was no uterine tenderness but
mild contractions. Fetal heart rate was 160 per minute and regular.

VAGINAL EXAMINATION:

There was scanty, clear, odourless liquor through introitus. The cervix
was soft, mid position and 3 cm dilated. The pelvis was assessed and
found adequate, There was no cord presentation, membranes were swept, the
high head was pushed 'down the brim and ammiotomy done revealing clear
liquor. The blood slide was positive for malaria parasites 3+. Urine was
negative for acetone and proteinuria. Injection chloroquine 200 mg was
given intramuscularly, eight hourly for 24 hours then 300 mg base once
daily orally for three days.

Labour progressed smoothly and she delivered vaginally a 3.2 kg male

baby Apgar score 10 at 6.20 a.m. on 11.7.81

The third stage was managed actively, the placenta and membranes were

complete, normal and weighed 600 g. Blood loss was 250 millilitres.




SUMMARY OF LABOUR

First stage 7 hours 30 minutes
Second stage 0 30 minutes
Third state 0 05 minutes
Total 8 hours 05 minutes

Post delivery blood pressure was 140/90 millimetres mercury and remained
so for the next three days. She remained afebrile, Check hemoglobin
was 9.8 g per decilitre. The baby suffered no febrile morbidity. They
were discharged home on the fourth postnatal day after she refused
puerperal sterilization on ground that this was the only live baby in
this second marriage. NYevertheless, she was exhaustively enlightened
on the possible risks of another pregnancy and was strongly advised on

contraception. She did not return for followup.

COMMENTARY :

Spontaneous leakage of amiotic fluid prior to onset of labour lacks
universal agreement regarding terminolegy and definition (1, 2, 3, 4,
5, 6, 7). However, premature rupture of the membranes (PROM) is the
most widely used term. Variations obtain regarding gestational age
and length of latent period before onset of labour. Some use PRDM
regardless of gestational age provided there is a latemt period of
one or more hours (1) others specify twelve or more hours (2, 3) before
onset of lahour. Beard (4) limit such usage to less than 38 weeks of
gestation, whereas in Drife's (5) usage, PROM refers to 37 weeks or
more and preterm rupture of the membranes thereafter, wnless it occurs
as 2 ]astevent of the first stage of labour which is then normal,
Hydrorrhoea gravidarum (7), largely obsolete, refers to leakage in
early midtrimester due to failure of fusion of decidna capsularis and

vera.

B R ——————
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Comparative incidences of PROM are therefore not feasible but

generally ranpes between 6% and 12X (2 , 3). The importance of PROM
lies in its largely wnknown aetiology and therefore difficult
prevention, ite association with premature labour, prematurity,
ascending infection, perinatal, maternal morbidity and mortalicy (1-5,

8-10).

Of the known predisposing factors to PROM (1,2,5,8) those applicable to
this patient include age, grandmultiparity, previous premature labour, and
possibly low social economic status and family instability. Beta
hemolytic streptococcal infection, and trichomoniasis were excluded but
viral infection could not be excluded. Other aetiologies which could not
be excluded were trauma, localized membrane weakness, degenerations and
ascorbic acid deficiency (2). There was no obvious factor associated

with increased intra-abdominal or intra-ammiotic pressure.

Diagnosis was easily made by visualizing liquor like fluid from the
introitus in abscence of infection and stress urinary incontinence.

Such visualization including the degree of cervical dilatation and
effacement without interfering witﬁigs is the main advantage of speculum
examination over digital. The latter is obviously inconclusive regarding
exact point from which liquor leaks and is associated with infectiom in
29.7% compared to 0% when a sterile speculum is used (2, 8 ~-10), Where
nature of the leakage is uncertain, Eibfacory aid must ‘b‘e employed to
ascertain alkalinev p?, a}worization an:fgflming (whxch is sensitive
dc;éending on concetration of sodium and grqf:eri:n)ﬁlanugo hair and fetal
squames by staining with Niié Blue sulphate (8 - 10). Sophisticated

tests include detection of diamine oxidase activity evem in as little

as 10 microlitres of fluid(11).
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The need to be sure of the diagnosis of PROM is mecessitated by the
highly controversial management (2-5, 8-10) when gestation is less
than 34 weeks. Conservative management aims at minimising prematurity
to avoid the isherent high perinatal mortality if less than 34 weeks
gestation.(8,9). The aggressive approach to deliver within 12-24 hours
of PROM regardless of gestation is meant to avoid infection with its
associated fetal maternal morbidity and in fact corrected perinatal
mortalities of 257 - 507 have been reported if PROM is longer than 24
hours (8, 9, 10). Such infection in the mother may later present as
infertility (8). Moreover in gestations older than 34 weeks, 80-90% of
those with PROM deliver within 24 hours (2) thus nullifying the aim of

expectant therapy.

Conservative approach was chosen in this patient because the baby.at 32
weeks is unvearable at Muhimbili, Despite being a grandemultipara, she
had had two consecutive fetal loses and she needed a live baby with

potential to survive in order to cement her second marriage bond which

was seemingly so important that she even refused sterilization.

Qr——

The conduct of management wassuch that chances of infection would be
minimized or detected at the earliest i.e. serial liquor cultures,
leucocyte counts, fetal tachycardiay. body temperature and uterine
tenderness. Where affluence and facilities permits, detection of
increased concetration of serum C - reactive protein, decreased sezum
complimen; activity (5) and amiotic fluid phosphate ~ zine ratio
greater than 200 (12) precedes infection by at least twelve hours.
Prophylactic antibioties were not used not only for fear of resistant
strains but there was no locallyestablished sensitivity pattem to

guide on choice leave alone the fact that antibiotics do not pretect

the fetus although they may reduce maternal morbidity .




Elsewhere, antibiotics are given to high risk patients only i.e.

carriers of B - hemolytic strepforeocei (5) and local vaginal antiseptics
such as dilute iodine (13), acriflavine and iitrofurafone suppositories

(2) have decreased morbidity if imstituted within four hours of PROM.

There are " conflicting reports that PROM per se, generates stress
leading to elaboratiom of fetal adrenal steroide" amnd consequent
acceleration of lung maturity (5, 14). Pharmacologic acceleration of
lung maturity was therefore mot instituted, for the agents, ranging from
prolactin to glucocorticoids (14), are rarely available locally and even

then significant fetal maternal risks are associated with their use.

It is unfortunate that this patient withheld consent for sterilisation
due to social cultural values despite health education on the high

chance of cumulative obstetric and medical complications if she conceived
again., She is a grandmultipara, obese, with hypertemsion, and in
addition, her age, 37 years is prone to getting offspring with chromosomal

abnormalities (15).
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SICKLE CELL ANAEMIA IN A PRIMIGRAVIDA

NORMAL DELIVERY

NAME: MISS H, H. DATE OF ADMISSION: 28.5.82
REG. NO. 26298 DELIVERY 12.10.82
ACE: 18 YEARS DISCHARGE DATE: 22,10.82

ADDRESS: TANDALE, DAR ES SALAAM

Summary:

An unmarried primigravida was referred from a peripheral clinic during
her first booking because of severe anaemia and jaundice. Sickle cell
ansemia and concurrent malarias infec;ion were diagnosed - and treated
with blood cransfusion, folic acid and chloroquinerespectively. She was
delivered vaginally of a live baby without any eonp}icationn in the
antenatal, intrapartum and immediate postpartum periods. She was unable

to decide on suggested sterilization and was lost to followup.

HISTORY OF PRESENT ILLNESS:

She first booked at Tandale clinic on 28.5.82 at 18 weeks of ammenorrhoea

aa B

complaining of body weakness and yellow eyes. She was referred to
Muhimbili on the same day. She narrated that she had high fever three
days previously which partially responded to antimglarials. She had con-
current yellow eyes without upper abdominal pain or body itching. She
had had recurrent yelow eyes since childhood and on occasions she had to
be transfused with blood. The last transfusion was more tham a year ago.
She had no cough, chest pain loin painm, painful micturation or demtal
problems. Her motions were normal and stools were mot pale. Her diet
included a variety of maize meal, rice, beans fish and beef. She had not

felt any fetal movements. She gave up regular antimalarias she had been

usingfor a long time in the previous month because of itching.
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POST OBSTETRIC HISTORY:

She was %11 iparous.

GYNAECOLOGICAL HISTORY:

Menarche was at 16 years of age. She has been menstruating for 3:5days
every 30 days. She experienced premenstrual molimina., Her last
menstrual period (LMP) was on 21.1.82 and the expected delivery date was
on 28,10,.82, She had never used contraceptives. She had no vaginal
bleeding since LMP.

PAST MEDICAL AND SURCICAL HISTORY:

She had had recurrent attacks of malaria and jaundice since childhood and
on four occasions she was admitted at Morogoro and treated as above. She
had never contracted sexually tramsmitted disease, tuberculosis or had
had any surgical operatioms.

SOCIAL AND FAMILY HISTORY:

She was unmarried staying with her uncle. She completed primary education
two years previously and was currently taking tailoring course. Of her
three sisters and two brothers, one of her brothers died of s similar
illness aged 24 years. There was no family history of diabetes, twins

or hypertension.

PHYSICAL EXAMINATION:

She was asthenic with frontal skull bossing. She was comscious with

no fetor hepaticus or asterexis. Mucous membranes were very pale and the
sclera was leson yellow. There was no finger clubbing or koilonykia.
There were no tender joints or swellings. There was no oedema or lympha-
denopathy. Teeth and gums were healthy. Ereasts were normal. The

temperature was 38.% centigrade. Her height was 148 em and weight was

49 kg.




CARDIOVASCULAR SYSTEM:

Pulse was 90 per minute, regular and normal volume. Blood pressure
was 100/60 mm mercury. Jugular venous pressure was not raised. There
was no cardiomegally. The heart sounds were normal, no triple rythm.

RESPIRATORY SYSTEM:

The trachea was centrally placed. Respiratory movements were symmetrical.
Breath sounds were normal.

ABDOMINAL EXAMINATION

The lower abdomen was distended with a prominent linea nigra. There was
no superficial tenderness. There was no remal angle tenderness. There
wae just palpable non tender hepatosplenomegally. The fundus was 18
weeks equivalent to dates.

VAGINAL INSPECTION:

Vulva and vagina were normal., There was no abnormal discharge. The

perineum-was normal.
f DIAGNOSIS:
i ? Sicke cell anaemia
? Malaria
' Midtrimester pregnancy.

INVESTIGATIONS:

| 1. Blood sl%de showed malaria parasites 2+
: 2. Hemogram showed.
a. Hemoglobin 5.6 g per decilitre.
b. Red blood cell count 2 million per -
¢. Leucocyte count was 5,000 with normal differential count
of 687 neutrophils, 317 lympocytes and 1% eosinophils,.
d. Hematocrit (PVC) was 16.8%
e. Mean corpuscular volume (MCV) was 89
f. Mean corpuscular hemoglobin concentration MCHC) was 29.37%

g. Reticulocyte count was 147

h. Platelete count was 525,000 per microlitre.
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i. Sickling test was POSTIVE and Hemoglobin electrophoresis
showed HB SS. ‘
j. Peripheral blood film showed sickled cells, occasional target
cells and nucleated Red blood cells.
3. Stool was negative for ova
H 4. Urine was negative for pathogens, proteinuria and glycosuria.
Urobilinogen was positive.
5., Hepatitis B antigen and antibody were negatiwve.
6, Blood group was O Rh~D positive. Cxossmatching of 1500 millilitres
was done.

TREATMENT:

1. Chloroquine 600 mg base statim orally., Them 300 mg six hourly for
2% hours followed by 300 mg daily for three days.

2. FPrusemide 40 mg intravenously and phernegan 25 mg imtravenously
for diuresis and antipruritic effect respectively.

3. Blood tramsfusion 1500 millilitres.

4, Volic scid 5 mg deily. This together with chloroquine 300 mg base

prophylaxis weekly were given throughout preguancy and puerperium.

' PROGRESS:
! The fever abated and the jaundice cleared after five days. Blood slide
was negative for malaria parasites. THemoglobin was 8.2g/decilitre and

% two
¢weeks post—transfusion. Urine was negative for

hematocrit was 281
| pathogens and urobilinogen. She had just felt fetal movements at 20 weeks
gestation. She was discharged howe with instructions to continue chloro-
quine and folic acid as above and to attend antematal climic fortmightly.

She was advised to avoid travelling to her home area in Morogoro which was

of high a'gitude.
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She attended antenatal clinic ten timews instructed without fail,
During each fortnighitlywisie, the hemoglobin and urine were checked,
the later for proteinuriaand pathogess. The hemoglobin remained
between 7 and 9 g per decilitre throughout., Weight gain was 350 g per
week. On 12,1082, she had labour 1like pains and was admitted to the
high risk labour ward. Incidentally, it was the very day she was

scheduled for fetal pelvic assessment.
PHYSICAL EXAMINATION:

General conditiom was satisfactory. Mucous membranes were stightly pale
vithout jaundice. She was afebrile. There was no oedema or musculo-
skeletal pain. The pulse was 84 per minute, normsl volume. Blood pressure
was 100/70 millimetres mercury. Heart sounds were normal. The lung

fields were clinically normal.

ABDOMINAL EXAMINATION:

The abdomen was distended. There was mo superficial tenderness.

The spleen and liver were not palpable. The fundus was 38 weeks
corresponding with dates. Presentation was cephalic, and could be made
to engage. Estimated fetal weight was 2780 g. There was no uterine
tenderness. Contractions were occurring twice every tem minutes for
half a minute. Fetal heart rate was 148 per minute, regular. The
bladder was not full,

BIMANUAL EXAMIFATION:

Vulva and vagina was stained with shimny bloody discharge. The cervix
was effaced, 3 cm dilated; membranes were intact and there was #e cord
presentation. The position of the presenmtimg part was right occipital
anterior, well applied to the cervix, with mo caput or moulding. The

pelvis was assessed adequate for the baby. Artificial rupture of the

membranes was done revealing clear liquer and mo cord prolapse.




CONDUCT AND PROGRESS OF LABOUR

1. Partogram could not be utilized as graphic paper was out of stock.

Nevertheless, fetal heart rate and rythm, frequency, strength and

duration of contractions and head descent were assessed half hourly

and were mormsl, Cervical dilatstion was determined four hourly
which was satisfactory at one centimeter per hour.

2. Intravemous 5% dextrose, a total of three litres were rum.

3. She was delivered vaginslly without episeotomy except perineal
support.

4. The third stage was managed actively as described before. The
placenta and membranes were complete and weighed 700 g with few
infarcts. Blood loss was 200 millilitres.

SUMMARY OF LABOUR:

First stage 13 hours 30 wminutes
Second stage - 50 minutes
Third stage - 05 wminutes
Total 14 hours 25 minutes

Male, Apgar 10, weight 2800g. There were no external malformations.

POSIPARTUM PROCRESS:

She was kept in the ward for 10 days. Post delivery blood pressure
was 120/70 millimetres mercury and remained so uatil discharge. There
was no episode of fever, jaundice, bome, pain, loin pain or uterine
tenderness. Urime was negative for pathogeams. HBemoglobin was 7.8 g
per decilitre. She was discharged home om 22.10.82 on folic acid

5 mg daily and chloroquine 300 mg weekly., She was advised that

vithout a screened spouse for sickle cell digease, the chance of

getting an effected baby could not be predicted.
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It was suggested that she would be better off sterilized as effective
contraceptives mainly the pill and intrauterine devices were

unsuitsble for her, the former because of increased chance of thrombe-
embolism and the latter because of infection. She did not give a
decigsion and she was lost to folleowup.

COMMENTARY :

Ansemia of pregnancy is the leading cause of admission, comprising 37.12
in Muhimbili (1). It is largely due tonutritiomal: deficiemey in view
of increased demand and mainly, iron deficiency. The role of malaria
infection is increasingly being evident (2,3). Sickie cell anaemia is
uncommonly encountered with in pregmamcy but the carrier state is about
12 for the whole country and in certain areasf:\' Morogoro, it is as
high as 40 - 60% (4). The disease is inherited as Mendelian recessive
and most of those with homozygouss disease succumb in early age (5) heace
few encounters in reproductive age. This patient is presented to high-
light the need to accurately diagnose anasemia in a place where it is so
common that even when accompanied with jaundice, it may easily be

attributed to superimposed malarie.

The diagnosis in this patient was a easily suspected from the typical
history of recurrent jaundice of which a sibling died of. Laboratery
screening, in this case, sodium metabisulphite, or any reducing agent
including faeculent material containing E. Coli (5) can be done even
in primary care centres. Reducing agents, hypoxia and acidosis

induces polymerization of the terminal 6 amino acids (6) comsequently

aggregating the hemoglobin molecule into a gel rigid enmough to distort

the red cell shape: into a sickle (6,7).




Electropharesis was only to confirm hamozygosity and to exclude other

less severe varieties of the sickle cell disease such as Hb SC and

Hb B ThaTasswemia. The latter two are common in West Africa.

This patient had a relatively uneventiful antenatal, natal and postnatal
course mainly because of vigilant surveilance and prevention of the

many possible complication. The exception was during admission. The
concurrence of malaria in a sickler, primigravida in early second trime-
ster was a particularly bad combination. At such gestation and parity
other things notwithstanding, the infection is unusually severe for as

yet unknown reasons (3).

The rationale for such close monitoring was based on the known sickle cell
anaemia obstetric and medical complications supplementing each other.

Thus the severity of anaemia is compounded by increased demands of
pregnancy, sickling and increased susceptibility to malaria. Urimary,
pulmonary and bone infection particularly salmonella are also increased

and so are viral infections. PYetal risks include abortioms, 11-23%Z,
prematurity 13-71%, intrauterine deaths account for mnearly 2/3 of perinatal
mortality and 16-497 of viable babies are small for dates because of
decreased placenta circulation and overall fetal salvage rates range from

48 to 82% (6, 7, 8, 9).

Maternal risks include mortality 10 - 257 (7, 8) or 3.8 per 1000pregnancies
(6), increased pre-eclampsia, 31%, pelvic thrombosis and puerperal endo-

metritis ( 6 - 9).-Painfull ) criges may mask such catastrophies as

ectopic pregnancy and abruptio placenta (8).
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Iron prophylaxis was not given for tissues are usually overloaded

with that from hemolysis. Prophylactic blood transfusion in the last

8 weeks of pregnancy unlike élsewhere is not our stand as long as the
hemoglobin is 8 g per decilitre or above which is the steady state
maintéined by the bone marrow. Blood which is hard to -g8et ;, is given
when the hemntocrit is less than 18 or during blood loss. Where it is
given, results have remained controversial. Whereas simple or exchange
transfusion decrease the proportion of HbSS by diluting and suppressing
its synethesis by bone marrow(6,9) it does not invariably decrease
maternal or perinatal mortality or low birth weight (9) and sometimes
hepatitis and alloimmunization has occured (9). On the other hand,
Risks (10) has reported improvement in maternal mortality with exchange

transfusion.

This patient's obstet¥ic future ig uncertain. Her singular marital
status makes genetic counselling which is essential, difficult even if
it were available at Muhimbili. Moreover, she claimed she does not
expect marriage because would be husbands abhore her chronic illness.
She has only considered the possibility of sterilization which I and
others (11) advocate given her shortemed life span. Effective contra-
ceptives such as the pill and intrauterine devices are unsuitable for
her because of increased thromboembolism and infection respectively.
Antenatal second trimester recombination DNA analysis to avoid an
affected baby (9,11,12) will not be feasible in the near future here.
The saying "For past sorrows, let us moderately lament them, for those

to come, seek wisely to prevent them” camnnot be better applied elsewhere

than in this case.
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LONG OBSTRTRICAL COMMENTARY:

ADVARCED ABDOMINAL PREGHANCY IN MUHIMBILI MEDICAL CENTRE:

A PROSPECTIVE STUDY"
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& prospective study was conducted on 16 patients with sdvanced
sbdominal pregnency end vesults compeved with those of 200 high risk
intrsuterine pregoanciss over & 2 vear period, The iscidence of
1 in 3259 deliveries was double thet of previcus 5 yeave. All ages,
parties and gravidities wers sussevtible and Lnfareility srior to

index prognaney wes a significane autscedent factor (p /_ 0,001),

The st copslstast eyaptons in early preguaney were abdomimal
pain and vaginsl bleeding, Yo late presnmoy thay were scutz oF
ehronie shdominal pain snd »ainful fetsl sovements whore as dlffleuley
in fetsl palvatine was the zeisazxt significant sign. The sensitivicy of
elinical suspicion was 68%, utresound £5% and E vray dlagnesis 931,
Sepsis was the lending materusi complicntios But other fornddable
complicarions including the only fstslity wave sssvciated with placents
1t insitu, Pevinatsl morealivy wss 97,57,

Abdowinal pregaascy remsins & disgnastic shallenge end certsin
agpeane o fetal wertality ave ill-mdarvtood. 12 19 suggested that
the placuuta be primerily remowved sweept in the vuvest trying cuses.

Pragnancy should be terminated on degoosis. Primery end early

savondury prevention ave stressad.
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INTRODUCTION:

Advanced ;bﬁominal pregnancy is a rare form of extrauterine
pregnancy within the peritoneal cavity (,1,2,3,4,5,6,7). Albucasis
in AD 936 was probably the first to describe it (1, 2, 3. &)
whereas Jacob Nufer is said to have performed the first operative
delivery followed by survival of both mother and fetus in AD 1500
(4, 8). Since then, literature on the subject has generally been
fascinating but pessimistic (9, 10). Haternal morbidity and
mortality is significant while perinatal mortality is discourajigingly
high ( 1-6, 10~16) wmaking the entity paradoxic since it is often
said to follow periods of infertility(17). It seems theve is no
universal agreement on what gestational period constitutes advanced
sbdominocyesis (4, 13, 18, 19, 20) and how its incidence should be
expressed (15,21,22). However, the main problem of such pregnancy
lies in its disgnosis and management (4,6,12,18,23). Although the
former is viewed as notoriously difficult (8,13,24), claims have
been made that it can be made correctly without much difficulty
provided it is initially suspected and thereby better results may
be anticipated in treatment (17

Whereas the pathogenesis, with few exceptioms is secondary
to tubal ectopic pregnancy (4,7,13,22), development to advanced
stages reflects poor obstetric care (12,168). E{acantiyﬂecmpic
pregnancy ~has been reported to be increasing the world over

(21, 25-29).

within two months in 1981 three cases of advanced abdominal

pregnancy were encountered with' inMuhimbili Medical Centre (MMC).
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In two of these, the diagnosis was incidental, and in the other,
it was extremely challenging. Since the reported incidence of
abdominal pregnancy varies from one per 402 to 15,000 deliveries
(13,5) such an occurrence in a place where an average of 25,000
deliveries take place annually coupled with poor obstetric care as
is true of most develophing countries; it was felt that probably
abdominocyesis was not so rarve. Unfortunately, previous medical
record keeping in MMC was discourangingly poor. Comsequently, it
was interesting to conduct a prospective study with the purpose of
finding the incidence and describing the diagnosis and management

of advanced abdominocyesis in MMC.

The gpecific objectives were to:~

I. Determine the hospital incidence and find out the age and
previous obstetric histoxy of the patients.
2. List the presenting clinical signs and symptoms.
3. Find out the limitations of diagnostic aids used.
4. Compare preoperative differential diagnosis with
the poetoperative.
5. Describe placental location and its subsequent
nanagement.,
6. Find out maternal complications.
7. Find out fetsl ocutcome.
METHODOLOGY ¢
All patients in the antenatal wards who were clinically
suspected and those incidentally found to have abdominocyesis at

operation between January, 1981 and December, 1982 were included in

the s‘tudy.
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The general guidelines for clinical suspicion included the
following symptoms and signs either singularly or their various

combinations:~

A history suggestive of tubal accident in early pregnancy,
involuntary infertility prior to index pregnancy, painful fetal
movenents, difficult as well as extremely easy fetal palpation,
transverse lie, uterus separately palpated from the fetus and pro-
perly conducted failed oxytocin induction in fetal death.

Only extrauterine pregnancies within the peritoneal cavity
ware included. Given the obstetric bias of the study and lack of
universal definition of advanced abdominocyesis (4,13,18-20), only
gestations of 28 weeks or sore since the last menstrual peried

were included.

All suspected patients were to be subjected to ultrasomo~
graphic and radiological iavestigations but due to circumstancial
constraints which arose, some were subjected to either of the

investigations and others to both.

Real Time - B scan Echography (Siemens, Multison 400,
West Germany) was used by either of the two specialist obstetricians
familiar with its use and Allibones diagnostic criteria (30) were
used. Basic radiological investigations included an erect lateral,
supine decubitus and anteroposterior abdominal X-rays. Where
clinical suspicion was considered very strong and the fetus proved
dead by #ltrasound or fetal cardiotocography and the initial
investigations shbove equiwocal; special radiological investigations

were done, All results were reported by one radiologist. Laparotong

was done singly or jointly by residents and consultant obstetricians.
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Operative findings and extent of surgery were recorded
{n detsil. In cases incidentally found at laparotomy, the asuthor
was informed and the surgeon interviewed in case of wissing details-
Relevant clinical information was obtained from the patient as soon
88 she was found fit to do so. For every patieant delivered of
sbdominocyesis, the next tem~twelve patients deliverad of iatra-
uterine pregnancies in the high risk delivery centre were intarviewed
@hd basic obstetric data recorded, Results were amalysed according to
objectives and the Pischer Exact Test was used for statistical

comparison where sppropriate.
RESULTS :

A totel of 16 patients were found to have advanced abdominal
preganancy ai laparotomy. Of these, 11 were clinically and investi~
gatively suspected and 5 were incidental findings. A total of 19
patients were initially clinically suspected and in 13 of these,
the suspicion was also mppctted investigatively. These underwent
laparotomy but two were found to be intrauterine. Those suspected
but excluded by investigations ﬁem eventually delivered of intra-

uterine pregnancies.

INCIDEKCE:

Total deliveries = 52,147 Incidence 1 in 3259 deliveries

Total ectopics = (% Incidence 1 in 53 ectopies.
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TABLE 1A: AGRE AND OBSTETRIC HISTORY:

PATIENT AGE OBSTETRIC INFERTILITY
8. ¥O. (YEARS ) HISTORY (YEARS)
1., M. K 35 Gra 4 Para 3 7
2. 8. 1. 29 Cra 5 Para & -
3. 8. M 16 Crs 1 Para o e
4, A. N, 35 Gra 7 Parsb 10
5. 4. M. 25 Cra 2 Para 1 &
6. E. B. 20 Cra 1 Para O »
7. H. R, 28 Cra 2 Payxa O, Abortion 1 10
8. H. 8. 38 Gra 4 Pava 1, Abortien,2 15
9. E. R. 26 Gra 3 Para 2 -
30 L. M, 34 Gra 3 Para 1,
Retopie, tubal 1 12
11. M. H, 20 Cra 1 Para o -
12, A. Y 22 Gra 2 Para 1l -
13, A, 8. 27 Cra &4 Para 2, Abortion 1 -
14, C. ¥ 23 Cra 1 Para 0 -
15, A, A, 29 Cra 4 Para 3 -
16, C. J 3% Cra 10 Para 9 4
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TABLE 1B:; SUMMARY OF OBSTETRIC DATA OF 16 ADBOMINAL PREGNANCIES  AND
~ 200 HIGH RYSK INTRAUTERING PREGRAWCIES
ABDOMINAL INTRAUTERINE | PISCHER
PREGRARCIES PREGHARCIES EXACT TEST

Priwi gravidae 25% 2432 -
Crandeultipara(Parity 8) 6.2% 91 -

Masn age 27.9(16-39) 26 .6%(14~40) -

Yodal age group 25-29 2529 -

¥ean gravidity 3.1(1-10) 4(9-12) i

Moan parity 2 (0-1) 2.7¢(0~11) -
Previous sbortions 18,.8% 1227 -

* Seillbirthe 50% 93 p / 0,001

Infertility prior

to index pregnancy 50%2(4~15) 13(3-4) 9 # 0.001

Perinatsl mortality 87.52 23%

Hartenal mortalicy 8.4% 0z
* Index pragnancy only,
Figures in brackets indicate range. Incidence of infertility was
significmtly higher in abdominal than intrauterine pregnancies. Neither
of the primigravidae in the two zroups had infercilicy, Infertilicy

here means failure to conceive despite regular exposuve to the risk of

pregnancy for not less than two vears.

gravest in abdowinocvesis.

Maternal and fetal riaks wers
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TABLE 2 CLINICAL PRESENTING SYMPTOMS 4ND SICGNS IN
16 ARDOMINAL PREGHAKCIES
EARLY PRECMANCY (LESS TEAR 20 WEEKS
SYMPTOME KUMBER 8ICNS HUHBER
Ameno rrhoea 16 Abdominal tenderness 2
Abdominal pain 7(102) Abdopinal mass
Veginal bleading 4022)
Hausea snd vomitting 3 Carvical excitational
tenderness 2
Painful defaecation 2
Paintiog 1
Purulent vaginal disc
discharge 1
LATE PRECGNANCY:
Amenorrhoesa 18 Difficult fetal palpation 1
Abdominal pain 13 (2%) Abnormal lie 7
Painful fatal movements 7(0) Abdominal mass 7
Loss of fetal movements 6(6%) Uterus separately 5
palpated
Vaginal bleseding 5 (3%
Spurious labour 5 () Displaced cervix : 3
Nausea and vomuitting 3 (02 Easily palpable fetsl
parts
General malaise 3 Abdoninal tenderness 4
Weight loss 3 Inpslpable round
! 1igaments 3
Leakage of liquor 1 (8%) Abnormal cul de sac 2
before labour Dilated cervix 1

N.B:

% refer to high risk intrauterine pregnancies.

For clarity, only

those symptoms whose incidence was significantly different
(p/_ 0.05 / 0.001) between the two groups wers indicated as such,
Couparison between incidences of signs were nmot made since control

group was interviewed aftar delivery.

Only two

patients were

sdmitted in early pregnancy. Most patients had multiple symptoms

_ £ afova.
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TABLE 3A: CLINICAL SCREENING, DIAGMOSTIC AIDS AND

11

THEIR LIMITATIONS

LAPAROTOMY

CLINICAL * o
i i1 8 Sensitivity 68.8%
SUSPICION
- 5 - Specifiecity 3

Althoush only 19 casea were intially suspacted, the 5 incidental

cases were included as false negatives.

& -
CLIMICAL
5 1 Sensitivity 83.3%
SUSPICION *1
AND ULTRASOUND L I gpecificity 87.7%

Only 13 of the 19 suspected patients were screened by
ultyrasound; the others could o ébt because it was cut of order.
The false negative case wes No. 7 who leaked liquor and the

false positive was one of the two {ntrauterine pregnancies,

* it
CLINICAL 10 2 gensitivizy 90.9%
SUSPICION A
1 6 Specificity 752
AWD X-BAY =~

The false negative was patient Fe, 13 who had acute poly~
hydramanios. The two false positives were both intrauterine
pregnancies. 1In one of the latter, clinical suspicion by
three obstatricisns was very strong, fetal movements had

subjectively ceased and fetal heart sounds were not heard

with fetoscope.




Ditvasousid and fetsl cevdiotocography were out of owder, $lmee E-Ray

findings wore only suggestive, she was subjectad to hystevegrephy (U36),
eystyography and abdominal sovtography. USG failed dua to leskege of -
dve through the patulous cexvix, systrography was suggestive aund
aortography was nearly comelusive. It showed vallateral ovazian artexy
hypartrophy vith susll undispleced uterine arvevies. (¥ig 2 Yo But

much to our dissppeivtwment, the fetus was intravterioes and ulive at

4 total of vwelve patients had both gityasound aad Y-ray examination

Yiva of thess wers tvus pesitives and six, true magatives by both method

fles Whor

tus patient was false positive (one of the {ntrautarine pregnane
éld wot have special radiological iwwestigstions) by both wethods.

One false negative at uitvssownd (No. 7) was Twve positive at X-vey. The

oue false mogative st X-vay (No. 13) was wot soveened by ultrasownd .

The agreement between the two methods was therefore absolute in true

nsegatives, :

TmE 3

-RAY Weld

Bieh Transverse lle 3 | Fatus separste fwm 3
Fetsl overlapp of a8 Abgpout wtevine well | _ 1
maternal spine 2 | between fetus and e
. bladder
Inivimete application of
fetsl perts te wateynal 1
abdomingl wall ‘ ‘
@ Meterval intestinal gus All sbove |
overlapp in two planes
# Laek of utarine outline
* These signe weve desonstreted i the two false positives
#% Tais sign wes demonstwated im felse posktive.
No chorvionie plats wes desonstrated outside the uterss.

g

E =1

—
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TABLE 4

COMPARISON OF PREOPERATIVE AND POSTOPERATIVE DIAGNOSES

PREOPFRATIVE CLINICAL
DIFFRIRNTIALS SUSPICION

Pelybydramnios, Twins,
Transverse lig

POSTOPERATIVE
PIAGRO81S

Singleton abdominal

2, Twins Heterotopie (abdominal
intraucerine,
3. Polyhydrawmnios, Twins
Abdominal pregnancy Singleton abdominal
8. IUD with ovarisn cyst,
dppendencitis, intestinal
Obstruction, A¥D * Singleton A¥D
3 Abruptio placenta, IUD,
fppendencitis, Intestinal
Obstruction, A¥D L S8ingleton AFD
6. Threatened abortion, Perforated
appendincitis, Peritonists,Typhoid 0 A¥D, Ilsal-sigmoid perforation
fecal peritonitis, normal
appeundix & Adnexse.
7. Threatesmed abortion, Fibroid with
pseudocyesis, lateral horn
preguancy IUFCR, FPROM, Abdominal + Singleton abdomimal,
preguancy, Multiple fibroids.
8, Fibroid, ovarian cyst. + Singleton shdominal,
pseudocyesis, Abdominal pregnancy. Fibreid.
9. Transverse lie, impending ruptured
uterus, 0 Singlaton abdominal
10. Fibroid with pregnency, dermoid
eyst, Abdominal pregnancy + Mummi fied, AFD
1. Abdominal pregnancy + Singleton abdomimal
12, Intrsuterine pregnancy with twisted
ovarian cyst, abdominal pragnancy. + S8ingleton abdominal
13. Acute polyhydramnios s Abdominal
pregnancy., + Singleton abdominal
., Pregnancy in bicorauate uterus,
Abdominal preg. * Singleton abdominasl
15, Pregnancy with twisted ruptured Heterotopic . AFD & live
ovarian cyst 0 intrauterine.
16, cCLL, Hepatosplenomegally, Abdominal Abdominal pregnancy,
pregrancy. + hepamaplammgany.
D ID = Intrauterine death PROM = Premature rupture of membranes.
BAFD = Abdominal fetal death IUFRC = Intrauterine fetal growth retardation.

CLL = Chronic Lymphatic Leukemia,




Pregnaney with ovarian cyst, (5 patients) multiple pregnancy

end polyhydrammios were the wost frequent differential diagnoses.

Patient Yo 2 had multiple pregnancy as suspected but heterotopic. She

delivered the intrauterine fetus normally and the abdominal one was

discovered when laparotomy was done for the supposedly retained second

twin,

megally due te chronic lymphatic leukemia,

Patient 16, was undergoing radiotherapy for huge bhepatospleno~

She had had oligomenorrhoea

with spells of amenorrhoee following previous chlorambucil therapy.

Of the 11 patients guspected to have pregnancy coexisting with patholo-

gical conditions the latter were confirmed in only four cases i.e.

6,7,8 and 16,

All cases in which abdominocyesis was an incideatal

finding presented as acute obstetric andfor surgical emergencies.

TABLE ‘s PLACENTAL ATTACHMENT AND MAMAGEMEHNT
8. O, Lﬁﬁﬁﬁﬁﬁ SURGERY DRATHAGE BLOQD Loss
(ML)
58 RAD, POD Posterolateral CR, RSO 1000
palvic wall
2. RAD, Bectosigmoid Cord ligation
Small Intestine Flacenta Insitu 500
3. RAD, POD CR,R80 1200
4, Resorbed completely Removal fetus 400
s. Abdominal wall CR, 180
Omentum, LAD Partial omentectomy 1200
6. Ileo~caacal, Sigmeid, CR, Ileo—caecal &
Uterine funds Sigmoid repair of
perforation, 1300
Appendecectomy
Transverse colostomy
7. RAD, Omentus
Posterior uterus CR, RSO 1800
8., Uterine Fundus
LAD, Bigmoid PR, SAH, 1S0 2000
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8. Ho. LOCATION SURGERY DRAINAGE 3BLOOD LOSS
(ML)
9. BAD, Emall intestine Cord ligation
Rectosigmoid Placenta insitu - 500
16, Regorbed Removal of
punmi fied fetus - 300
il. LAD,Omentum CR,180 + 1000
12, RAD, Omentum CR,R30 & 800
13. Intestines, RAD Cord ligation
Placenta insitu - 1000
14, Osentum, LAD CR, Pertial
Omentectomy LSO - 600
39. Left broad
Ligament 1AD CR, 180 @ 500
16, Right wréaa CR, Tnternsl &
ligament R-Ovarian artery -
Postericr uterine Ligation, TL 500
wall.
RAD = Right adnexas, LAD= Left adnexa, POD, Pauch of Donglas,

€ =

Complate removal, PR=Partial remowval

BS0, 180 = Right end Left salplungoopherectomy, SAEsSub total abdominal
hysterectomy.

Placental attachment and extent was variable.
the placenta was insitu at operation, 12 were attached to the

Of the 14 cases Lr vhont

adnexae in addition to other structures. Of the adnexal attachments, 7 wers

on the right and 5 on the left § side,

pumed fied fetuses, the placenta had resorbed completely.

In case aoumber & and 10 i.e.

Io case 6, the

placental attachment had perforated terminal ileum ( 2 x 2 em) just

before ileo-caecal junction and another perforation, 4 x 2 cm, was

gvident on the distal sigmoid colon.

Despite the fecal peritonitis,

the adnexas and appendix were grossly normal, but the latter was removed

in passing.

All placentae were primarily resoved except cases 2,9, and

13 vhere, although the main bleod supply was identified as from the adnexal

(ovarian) vessels, theve was extensive attachment to bowel.
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In cese 8, the placenta was inadventeatly partially separated and
subtotal hysterectomy had to be done to control the blesding. Blood
loss ranged frow 400 millilitres to 2000 millilitres. The sverage
bloud loes in cases where the placenta was primarily removed was

1126 willilives.compared to 6567 millilives in cases where the placenta

was left insitu,

A drsin was necessary in 7 cases all due to the oozing after

reroval of the placenta except in the one case of fecal peritonitis.

TABLE 5 MATERNAL COMPLICATIONG AND OUICOME
fi. 5O, PLACENTA COMPLICATIONS POST OPERATIVE MATERNAL
| mmmovED 1OSPITALIZATION | OUTCOME
PRATMAGE {DAYS)
: + OB =~

1 + o 10 Alive & well

i -] ] "
3 * - § s L&) & "
4, Saontaneous - ha - 2
o 4 Anaemia Sensis 20
6. * Ileo-caecal & Sgmoid

perforation, g0 Alive chronic

¥lebsielas &

shdominal pain
bacteroides sepsis

s - Ansemia 13 ) - o
8, . Angerd a, sepsls 2‘% ala;w & w:n
0. Resorbed 8 ~
i };1 R * Anaewia, septic 2t Alive
shock ,
1 2 e 4 s 7 ¥
14. - - 1*':? Z
15, L4 Anaemis B "
16. _ Ansewd 2 10
PLACENTA
INSITY
g DRATHACE
+ oy - i
- Intestinal
3 obstruction Cachexia, 57 Alive, Abdominal
unrasorbed placenta pain
3 8. - Febrile morbidicy
vomitting, sbdomipal 30 Alive
mass :
12. - Unresorbed placenta 4
Abdominal fistula, 65 Died
E septicaemia, cachexia
Anaemia




The leading post operative complication wss sepsis 7 patients in
81l despite prophylanis with penieiilin and metronidasole,

Post-operative hospltalisation was shortest in cases vhere

the placenta was vremoved, avers

ging 11.3 deys(excluding colostony
cese mmber 6,90 daye) sad lengest where it was left imsitu; an
average of 51 days.

In addition, post-operative course for the lstter grouwp was vary

storny snd the only maternsl death ocecurred in this growp. The placenta
falled vo vesorb, she developed en sbdomimel fistulas, septiceenia

and intractoble snsenias end cachexia. A vecord 13 unite of bloed were

glven but in no way was velapavotomy fessible. In case 2 velsparotomy
to pemve the placents was dovne because of intestinal obstruction on
50th post eperative day. 7The placents had degenmerated, and completaly
walled off from the pevitoneum but was sdbevent to lavge bowel.
Although the operstion was velatiwely sasy, she developed pavalytic
ileus, urinary tvset infection vound sepsis, waloutrition and buret

shdomen. All these vegquived & further 53 days totelling 2 vecowd
110 days of hospitalization.




8. W, | SEX | CONDITION APGAR | MEMBRANES | WEIGHT | DEPOR~ |SUBSEQUENT
AT 3IRTH SCORE (GRAMS) | MITIES |PROGRESS
3 F | Alive 10 Intact 3100441) | - Alive at
- 2 years
* 4 M | 7B Ruptured | 2800(38) - -
3 ¥ | Alive 8 Ruptured | 2990(36) - Died after
30 hours
LB M | Numslfied a desorbed | L500{4%) H 53
3. M | M8B o Rupturad |1600(32) ~ e
6. ? ¥a,infected g Rup bured 700(28) 4 -
7. P | Alive 2 Ruptuxed |2500(40) |Asyumet-
rical head
& face Died
Heek tumor| after 30
Talipas winutes.
8. M | Alive & iatact £730(38) |Yacial :
seymmetary| Dled after
one week
9. ® | Alive 8 Intact 2430(36) - Discharged
alive lost
to
followup
10, F | vaomd fled - - 500(43) - -
i1, F | Alive & inteet #309(333  Ldeused Perinatal
12, F | Alive 2 Intect 75030 - Iied after
5 winutes,
13, M | Alive & Intact 2000(36) o Died after
‘ 4 houvs
14, M| P 0 Intact 800028 - -
15. M| ¥8B 0 Ruptured 650(28) | WiL -
1, ¥ | 8 0 |vuptured  [1200(29) | -

| W= Wale, ¥ = Fomale, Fi3 = Fresh Still
Huchnrs in brackets dencta gestational peried ia

BB = Hagarated etiilbirth,
wesks from last menstrual peried.

BALE were still boxn end only two survived

Fetal outcoue was poor.

Birth

| the perinactal period. ¥o baby survived the fizst 48 bouvs if wmsbraces
. Wre found ruptured at leparetomy. Oaly thrae Sables had obvicus deformities.
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DISCUSSION:
the ineidsncs of advanced sbdomisocyesis was 1 per 3259

deliveries or 1 per : 53’_&@%9&& pregnancies. Cowperisons ave
dlfficult to weke since the definition of the amtity varies from
report to wvepert (4, 13, 15, 18 = 22), The tevms sbdowinal
and extrsuteviue pregnancy have bees loosely applied in the literature
(9) and various gestations m@mmw to 28 weeks have bean
regarded as d advasced pregnamcy (4, 13, 18 =20). Since the incidence
 of sbdomimocyesis is related move to ectopic pregnancy then to delivevias

- G5, A, 22) and since eetopics have imcveased sigolficamtly in the last

 decade (21, 25 - 29) it is isportsnt on expreseing such incidence to
mention the time frame. Most literature on the subject spems 10 - 30
gears making this two year study 8 mm; “soint” inecidence. *ma
 {neidence of sbdominal pregasncy bas doubled in the last 5 years

. eewpared to previous 23 years (27 . mmmina eariier mam in
this country, though Wﬁﬁ in definition sad wuﬁm showed
ineidences of 1 per 6517 deliveries or 29 ectopies(dl, 32). The
present incidence is therefore twice as much but sisdlar to that of 1
per 4000 deliveries in Eest Africa (33) and 1 per 3,372 deliveries

in one United States hospital (12). Iu the Third World, the iweidence
was as high as 1 in 402 deliveries in South Africa (13) and s low

as 1 in 102,000 deliveries in Saudl Arebis (16). The woot cause has
been suggested to be pelvic inflamsatory disease treated with anti~
blotics(13, 22) but a secondary factor is poor obsteteic cave (12,16)
such that. these ectopies vesch advanced stages undatected.

AGE AND OBSTETRIC HISTORY:

A1l ages, gravidities end parities wewe susceptible to abdominal

pregnaney.




~429-

The similarity betvesn the study and contvol groups in mean age,
 wodal age grouwp, ween gravidivy,parity and sbortion rate suggest that
- neither of the sbove is related to occurremce of abdowinal pregmancy.

: m: was also the case in Rahman's series (16) except that fetal

¥ mtm leading to low pavity was common im cases with shdoninal
 pregaancies, High incidence of sbdomdnocyesis has been veported ia
,ﬁmms with low grevidity {‘m;ﬁ, 35) but there was no contvol

. gmwp. The sverage age of @ﬂﬁwm was comparable in both
groups, 19,7 and 18,7 years. This contrasts sharply te 28.1 m

and 19 years for sbdominal and intrauterine }mpmiw mmim’
in spother sevies (22). Imfertility prier to index preguamcy was
significantly higher (p/_0.001) in sbdominal than intravterine
pregoancies 502 and 27 respectively. However, unlike in Rahman's
series {22), weither of the prisigrevidse bad infertility. Similarly,
in one large sevie (12) only one of the 13 primigravidae had inferei-
lity. The avevage duration of secondary infervilicy, ?.3 years, being
over 10 years in move thep half the patients ves indeed long and
conforms to other veporte (6, 12, 13, 20). Although the abortion rate
wes siwilar between the twe growps, it is wortheoting that in the
shdominocyesis patients, all the abortioss except one, were subsequently
fpnm-hy long periods of infertility. Possibly there was post

- sheortal sepsis with vesultant tubal demage which ia one of the comonest
. causes of secondary infertility in Africa (36).

CLINICAL SYMPTOMS AMD SICNS:

Clinical pregentstion is so wvarisble that no set of syptoms arve
~ shsolutely disgnostic, Failure to interpret corvectly the symptome

and signe in early pregnsacy constitutes the greatest pitfull in
dlagnesis (17) for the course mearly parsilels ~ that of simple
rotured sctopic pregaancy.
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In this series, 507 and 257 had sbdominal pain and veginal bleeding
respectively in early pregasney compared to 10 and 2% in
introuterine cases (p €.005 /0.001). In other series (15 ~ 17) the
incidence of the twe syuptoms had been alwost 100%. That only twe
pstients were admitted in early pregnancy suggest vnawareness of the
implications of such symptoms which in tura, is a reflectiea of poor
obstetric care. Never the less, even in these two, the diagnosis

was wissed.

Acute or vecurvent sbdominel pain and painful fetal movements were
the most consistent significant symptous of abdomivocyesis i.e. 81%
and 50T vevsve 27 and 0% fm- intreuterine pregnanciss. They may be
sttributable to the ahmml loestion of the fetus disturbing adjacent
structures, Others included vaginal bleeding, wwexpleived nausea
and vowmitting and aﬁmﬁ@u lgbour. The latter which occured inm

312 is i{ll-understoed (6,20) but perculiar to &nmmﬁm‘g:@@m
particularly near term and is charcterized by severe H pain,
decidual axgulsim‘ giving bloody &iaéﬁams agonal fetal movements
and slmost iovariably fetal death (6). leskage of liqwor a3 ian case
Ho 7 is en extvemely rave (24) presentation and further &W ones
diagnostic scumen as ;:mm’tté st length in short commentary so. k...

and is diagrmmatically depicted in figmeuj:..e

Pelpation may vary from extremely difficult to extremely easy

{(3-6, 13, 15, 16, 20). In this sevies, the leading clinical sign
was difficulty in palpation of fetel perts, 56X ,followed by abuormal
lie mainly trensverse end shdominsl msass separvate from the uterus.

The latter is considered disgnostic but the uterus is seldomly

- recognized as such (B) .




Placenta

Liquor

FIG I: DIAGRAMMATIC EXPLANATION
OF LEAKAGE OF LIQUOR
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Obesity and palybydresnios mey incidentally costribute te

difficult palpation (12) but it is ususlly due to the fetus

lying behind distended intestines leave alone tenderness. Zasy
" palpation way falsely be so in multipara with lax abdomss and

is considered too subjective to be meliable (8, 20).

DIAGHOSTIC AIDS ARD THRIR LIMITATIONS:

The cornerstone is the diagnosis of sbdominal pregnmmey is a
high index of suspieclon (4, 13, 17). Its semsitivity in this
series was nearly 70%. It has been said that once the diapnosis
becomes suspect, proving its presence is rewely diffieult (A7)
but the multitude of dlagnostic aids (37 ~ 40) which have been
developed attest te existence of dagnostic limitations.

Ultrasound is iscreasingly playing = msjor role in the diageosis
of estrsuterine pregnamcy and the disgnostic features have been
deseribed by seversl authors (30, 41-44). The eriteria for such
dlagmosis in this study were those veviewsd by &uim (30), w
mainly demomstration of fetus separste from uterus, absent

L uterine wall between fetus amd bladder, close spproximation of

1 fotus to maternal sbdominal well snd localisation of the placesta

outside the confines of the utevins cavity. The sensitivity of
ultrssound in this sevies was 23,37 and the m@ﬁaﬁy vas 85,78 .
Interpretation of disguostic signe may be ﬁfﬁzéﬁt (8, 14.43) as
it was in two cases iw thie series vesulting into false uegetive and
positive. Misdiagnosis may be due to inadequate demonstration of
pelvic snatowy (43), probably an effect of overlying bowsl gas.

Ironically, a very bizsere sosogrem may be a valuable suggestion
of abdominocyeeis (14).
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In this series, and smother (15), the placents was uever localised.
Although much depends ou the skill of the senographer sod guality of
the machine, (26), lack of an futact chorionle plate in abdowminocyesis
sd multiple svess of isplantation smougst adhesions makes (14,43) and
made placental identification aitfﬁimé in ¢hic savies, It is thus a
dlsadvantage since sueh localisstion forecasts operative difficulties.

: 'kwiﬁkgy is very useful end miny signs have besn deseribed (45,46), Im
this sevies, it hod the highest sensitivity, 90.9%, snd a specificity of
952, Of the signs, few are indicative fewer ave conclusive, some ave
 suggestive and others are sither dovbtifel or misleading. Bisarme e,
{ncluding high transverse occuved in 5/10 (50%) and has been reported
wte 752 (13,45). Although suggestive, it is usvelisble perticularly
the sssertion thar if the hack is inferior, it is nearly disguostic
(13,45), The back was superior in all the 5 ceses and so was it in

_' other ‘Mz saries (13, 16, 45). Absant uterine shadow arouand fetus

is helpful but is too subjective and good quality filme ave cssential
(8,13,45). It may be {mpossible to assess in hydronios (45) dus to
siniler vadiopacity and consequently, cese wo 13 wss diagmosed fslse
pegative, Further &l Fficulties arise when there is ioflammatory or
edematous thickening of the mewbranes (16,45,46) ., Yetel overlapp of

" maternsl spine (Mlgure 2 ) im & trus evect latersl was ouce thought

" pathognomnie (47,48) but is probably only indicative (45) and has been
feported aven in lutrautsrine pregnamcy particularly saceulated uterus

M-’.’,")e Moysover, it is uncompon, it oceurred in 2/10(20%) in this

1 serles and in 8% in avother. of 34 patients (45), In thisz study, &

supine decubitus view was token &n the belief that overlapp may be a

E false negstive in evect lateral wheve the abdomen was pandulous or lax
(49) but no discrepancies weve notad.
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Maternal gas overlapp in two planes was demvustrable im 1/10

but the wcertainity vhether one is dealing with the same bowel
gas collection in fromtal end latevsl viewd . skes its sssessuent
dfficult and nisleading (43) . Indeed, this togetber with sheent
uterine outline were the misleading signs in the intreuterine case
which bad special muma}f“%ﬁ“;;m: to the fetus is
considered wore valuable (14,45,46),. BSC is pathognomonie (65,46).
Apart from leskage of dye as was the case in the only patiesmt in
this series, other technical difficulties are steributable to

utervocervical displacemsnt.

Cystography wes wisleading even under fulvoroscopy. There was no
intsrepace batween fetus and bledder. Acrtogrephy is considered
conclusive (45,46) and in addition, provides dynemic and marpholeo-
gleal information sbout uteyoplacentsl eirculation. It was hdever,
false positive in the only case fa this study, | )
Disgrostic signs ave hased on state of placental cireulstion, calibre
and course of uterine srtevies and "utavegrsw” im late phase, In
our case (flgure 2 ), thers was sppaveat enlergement of the lefe

- ovarian artery, the right was net visuslized, end the utevinss

. sere small and endlsplaced. Probably seovtic blood was sot suffi-
elently diluted as injection pressure wes not instrumentally

_controlled (49).

4 Abdominal pregunancy simulates a variety of condicions including
acute obstatric and abdominal catestvophies such es irpending
 mwptured uterus (case 9), sbruptio placenta (case 5), end porito-
nitis (case 6). Such presentation overvhelms one's patience
resulting in hasty emargency mensgesent ss it was in sll the 5
unsugpected cases,
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Although 2 definitive presperative diagnosis does not solve all
the problems of mansgement, it provides time to muke adequate
pmmm particularly as regavds ascertaining availability of
ample amunts of compatible blood, Coexisting vavities (24) such as
shdowinocyesis with leakage of liquor weginally in case 7 was hard to

envissge snd delsyed the diagnosis by 90 days. The differestistion
of advanced beterotopic pregusney fyom intrauterine is difficult and

is vsuaily s diagoosis by surprise a8 in case 2, The condition is
rave and its sdvanced state even raver (30) although there are
geports of vieble heterotopic pregnaneies (11, 12, 50, 51, 52)

and even twin intrasbdowinal pregnancies (53,54). Case 16 who had
€l end previocus drug induced oligeseworrhoss-emeuorrhoes overlap~
ping with that of pregnancy reminds of the meed to exclude pregaancy
in women of childbearing age vhatever the circumstances.

The questions constantly asked are vhea to operate and what should

be dose to the placents. Sowe avait fetal viability if gestatien is
20 weeks (20) or between 2834 weeks (9,12,35,55) arguing that dengers
are not significsotly grester at 30 weeks tham 20 weeks (20)

and \zﬁm the treatment of the placenta &t early gestation is vot

easier than st tevm but only the bleeding surface is less (12).
mxi ave veports of successful delays as such, without additional

. movbidity to the mother (9,12,35,36,55,56) . However, they weve
aither singie cases or very small series, OUnm the other Land, vecsut

largs series suggest that maternal risks ave significaut end pexinatal
sortality is too high to justify any delay for the sake of the baby
(6,10,17). The vare emception is when the beby is extremely

desivable m patient has given informed comsent and feeilities for
~Mwﬁag and eperstive intervestion optimsl all the time.
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In this series, pregaancy wes terminated as soon 83 the dlagmosis

was made. Decision vas casily made siuce 8/16 ware term, 2/16 wosed fied
one had extensively beea irradisted sad the other five vere both acute
sbstetric and surgical emewgencies.

The managewent of the placenta bhas remained the “noued du gt@mm‘*

(20)- All placentee sxcept thres, were removed im this series and the

sverage blood loss of 1126 afililicves, slthough twies that in unremoved

placenta is comparable to that assoelated with cassarian section (63).

However, exanguinating besorrhage at such vesmoval hau been zeported
(12, 15, 23) end is the muir deterrent. Other complications iselude

{njury to bowel secessitating vesection (5, 6, 20) and ureteral injury
if ssc is adhevent to lateral pelvie wall., In the three cases wheve

the placenta was irvewoveble and left insite, the cowd wes ligsted close
to it although it has been suggested thet such ligation is not only

mmnsﬁ but sntecedss fovmation of fetal vascular cysts in

setsined placentae (15, 22). In the above cases there wss considerable

coring from the unligeted cord. The other option im the mensgement

of the placents involves use of mtbotrexate but it was not esployed

in this series. W of sueh use maistain that by prowptly

thﬂm trophebleatic c;ism& placentsl wm&iaﬁ&y decreases and

oo is m rigk of hemorrhage from separation (57,58,59). However,

~ these vere single case reports and vecemt series of 5 patients

stronsly recommend thet its use be limited or condewned altogether

(1&) . Such destruetion sccumulates nscrotic tissue thereby providing

fmumkla m&im for miaa&.a bacterisl growth (16).

,&wauga gimmta& revoval i3 the most danpevous part of the operation,
‘ it gtmiu smooth vecovery, Thus the sverage duration of hospitali~

utiﬁn of 11.3 daye in those with vesoved placenta contrests b sharply

to 51 days ia those with placests ims itu.
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The fneidence of sorbidity was not only 100% in the latter group but
ineluded such formidable cosplications as intestinal obstruction,
msig'&Ma, fleus, abdominal fistulas, cschevia and burst sbdomen,
The seme has been reported in one of the latest series (16). Im this
stuody, the only fatality occoured where the slaceats was left issitu.
This was also tywe in two ether larse series (16,69). In other
saries wheve death occurad in both gwoups, (11, 12, 55, 61) movtalicy
wos 23 tives hicher 1F the placents was left insitu then when removed.
The overall case fatslity vate was 1/16 (6.31) and is conparatle to
that reported (o current literature {1&,13,1& o17) sithough it is very
high compored to the overall pstercal mortality rate of ©,197 at M

during the same peried,

Whether the placenta weos vemoved or not, sepsis ressined the major
complication (43.87) despite probhylactic antibioties and this wes
slso tvue in Barnett’s series (17). Howewer, post-operative sepsi at

MC {s penerxally bigh, upte 507 of all ceesariasn sections,

Although it camnot he degmatically stated, the placenta should be
resoved prisarily except in the moet trying cases. Cenmerally, the

detemminants of placental mansgewsnt arve its topography, biood supply

and complications present et the time(60). Placeatal resoval in one

- series of 101 cases, reduced incidence of cowplications fyvom 72.42

to ’ié.ﬁz, elapamtony rate from 408 to 9.2% snd readuission rate

from 24% te 0%, There is therefers need to be aggressive in placentsl

mensgevent,




Parinatal wortality of

Fatal outcome was discouraagingly
87.52 was four times that of the other high risk grow st the centre

and twenty two times bigher then the overall perinatal mortality at

WC. Perimatsl mortality retes of 40 - 1002 have besn reported inm the
iiterature {1~6,10-17). THis, together with the high matemmal

wrtality rate mike sbéominocyasis ome of the gravest obstetrical
cosplicstion to both the bsby and mother. It has been observed that othe
other factors notwithstandiag, babies inverisbly diad if seubrenes were
found zuptured at Laparotowy and that they died of vespivatory

distress (12,16). 1In this series 7 habies were bown slive and of such
gestation that tﬁcg were potentially vearsble wmder MHC conditions.

In tvo of these, mewbrsues were vuptured and in five, they were imtact.
Bovever, all the twe in the "ruptuved group™ and 3/5 in the intact

grovp ¢isd within 48 hours of birth. Ve iwpyessions can thuw be

w Lithough mueh is kmows sbout fetal isterreletionehip with

smmiotic fluld (62), ne explenation is evideant of such chservations

and whether there 8 a causal relaciomship at all.

This study shows thati~

1, The incidence of advanced sbdoninocyesis hes doubled compared

‘ to five years previewly.

2. All ages, gravidities and parities ave sm‘sggiku.

3 Long periods of infertility prior to index pregnanscy is a

significant bistoric antecedeut factor,

4, Presentation is extremely varisble bst sbdominal pain and vaginal

| ‘bleeding in sarly pregaeney togetbar with vecurvent abdominal

pain, painful fetsl wovements snd difficulty in fetal palpatien

are significantly very useful sysptoms and sigos in dlaguosis.
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5. m&mﬁa is oade in thivd '@ximmt maialy near tems, @

 peflection of poor cbstatrie cave.

6. Proving the disgnosis after elinical suspicion is not without
setbecks. X-ray seems te be sove seositive but less specifie
than ultrasousd. ‘

7+ Presentation wimickiag ama‘ obstetrical-surgical conditions
may be 9o overwhelmlag thet the possibility of sbdominveyesis
m be ovarlooked, |

8. Sepsis is the leading waternal complication. Placents laft
imsitu is sssoclated with formidable complications and & high

| case fatality vete,

9, Fatal survival is practically insignificant sud certain aspects
of its sortality remain chseuve, ‘

m&wmﬁ &&3‘ B COMMEHDATIO

The iseclderce of sdvanced sbdowinel pregasncy {s inereasing.
The Diagnosis rewsine problemstic despite dlegwostic alds. Successful
dlagnosis depends on a high index of suspicion, elshorats history
taking, ceveful physiecal examination, aweidance of pitfalls in
dlagnostic techniques and metiouluous intervretation of sonogrephic
and mﬁiei@g&mi signs. Zeptic seternal ovbldicy is sipgnificant end
mortelity was confined to waremoved placentas. FProphylatie ancibloties
| should be used liberally sud the placents should be resoved primavily
&i&ss all odds sre agalast guch vemoval., Tetal
survival is practically losimméflesst and termination of pregraney
fhould be undertaken etatin on wmaking the dlegnosis. Primary prevention
thould be targeted st eradicating or contwolling predisposing factors
for ectopie pregmaney. Secondary prevemtion should be simed at eavly
pregnancy and effected by correct luterpretstion of warning symptows
and timely surgical interventien.
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