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PART I

GENERAL INTRODUCTION TO OBSTETRICS AND

GYNAECOLOGY SERVICES.

These research papers and commentaries are presented in
partial fulfilment of the requirements for the degree of laster
of Medicine in Obstetrice and Gynaecology of the University of
Dar es Salaam.

The review is on patients managed by the author, and research
‘Work done at Muhimbili Medical Centre, Dar es Salaam, Tanzania.
The centre incorporates the Faculty of Medicine, University of
Dar es Salaam. The main functions of the centre include:

i. Teaching the undergraduate and postgraduate students,
nurses, midwives and paramedical students.

ii. S@¥ving as the main consultant hospital in the country. It
has the largest laboratory and the only radiotherapy facili-
ties in the country.

iii., Berving as a Zomal consultant hospiial for the Southern
and BEastern zones comprising of Dar es Salaam, Coast,
Mtwara, Lindi, Mbeya, Ruvuma, Iringa and Morogoro regions.

ive Acting as a Regiomal hpspital for Dar es Salaam and Coastal
Regions,

The department of Obstetriecs and Gynaecology functions as an
autonomous unit although it is a subdivision of the surgical service
department. The department is organized in four consnﬂ.tan‘lzslaecia-
listse ZXach firm works independently with its own outpatient clinics,
beds, operation schedules and emergency duties.

The department has 369 heds., There are T3 gymaecological beds

housed in Sewa Haji Block, and 296 Obstetiic beds (115 at Ocean
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Road Hospital and 181 at Muhimbili Maternity Wing)e. Ocean Road

Hospital is a unit for normal deliveries. The lMuhimbili Maternity
Block is for the high risk obstetric services.

The department is overwhelmed by the ever increasing public
demand for its services, For instance although there are 369 beds,

the daily bed state is between 600 and 700 patients.

OQUT=-PATIENT SERVICES:

This comprises of:

a) Casualty services

b) Antenatal clinics largely for referred patients

c) Gymaecology clinics

d) Specialized clinics which include:

i) Infertility
ii) Oncology
iii) Family planning.

The patients benefit from the outpatient services. Admissions
may come as emergencies through, the casualty, appointments from
out-patient clinies or referrals from upcountry hospitals.
Emergencies are admitted through the casualty department to the

firm on call.

l. INTRODUCTION TO GYNAECOLOGY:

Gynaecological services comprise of outpatient, inpatient and
operative services.

A. The outpatient services:

There are four gynaecology clinics in a week one day for each
firm, and one infertility clinic per weeke These clinics are run
by consultants/specialists and Residentse They aré for consulta=
tions from peripheral clinics, follow~up from gynaecology impatients

and outpatients. The patients reach the gynaecology cliniecs by




being referred. They are then given appointments for the gynaeco=-

logy clinice The patients from upcountry have their appointments
pre-arranged by their District/Regiomal Medical Officers.

At the first visit a full history and physical examination
are doneg The relevant investigations ordered. The investigations
possible on outpatient basis are:

1. Blood amalysis

2. Urine amalysis

3., BEndocervical swabs. Gram stain, culture and sénsitivity.

4, Vagim:t. and cervical cytologye.

The infertility clinic serves couples which have stgyed together
for more than one year without procriation. This clinic is attended
by both partners. Full history and physical examination are done
to the cm}ple separately. Some investigations for infertility
patients s;vhich are possible on an outpatient basic include:-

i. Pregmancy test

ii, DMale fertility tests

iii. HMenstrual flow for tuberculous endometritis
ive Spimnbarkeit
Ve Pern test

vie DPost coital tests and

vii. Hysterosalpingograms.

Testicular biopsies are done by the Uroclogist.

Bs Inpatient sexrvices:

l, Admissions:

. There are two wards for the gymaecological impatients. All
the admissions are seen by the Intern who takes a full history and
T’ does physical examinations The Resident reviews the patient to chec

| on the Intern's provisional diagnosis and line of mamagement. A

decision on the manmagement of the patient is usually by the Resident



after consultation with the consultant/specialist if need be.

The relevant investigations are ordered. Emergency urgent labo=-
ratory and radiological investigations are available all round
the clock. Very w:gén’c preliminary investigations may be commu=
nicated by telephone if need be.

In the year 197980 there were 8060 gymaecological admissions.
More than half (57.&%) of which were due to abortions (Table 1),
In the outpatient clinic once a diagnosis is made, the method of
treatment is explained to the patients If she accepts the propo-
sed treatment, arrangements are made for admission. Other cases tom

a8 enmergency casesSe.

Table 13 GYNAECOLOGICAL ADMISSIONS I97%/80

CONDITIONS No. %
1. Abortions 4659 578
2 P.I.D. 911 113
3+ Benign Neoplasms 471 58
4, HMNalignant Neoplasms 309 348
5¢ Infertility 314 369
6e Mesntrual disorders 453 56
Te Extra uterine pregnancy 106 Lle3
8¢ Genital fistulae 80 1.0
9. Miscellaneous 57 9.4

TOTAL 8060 100.0




2¢ Operations:

(a) Pre-operative preparation

(1) Before operation or admission for operation base line investi-
gations are donet= Haemoglobin, blood picture, urine analysis,
and the relevant investigations e.ge vaginal or endocervical swab
for culturé and sensitivity sbefore vagimal or:: perineal operations.
Chest X-rays are not done routinely. On admission the patient is
reviewed and if necessary an independent history and physical exa-
mination are carried oute The surgeon sees the patient for pre-
operative assessmente Blood is grouped typed for Rh and kept
ready for the operatione A written consent is obtained from an
adult patient, or from a parent/guardian for a patient under 18
years of age. Por operations involving sterilization;the husband's
written consent is also obtained,

ii) The patient is instructed to take a light meal on the night

before operation, and take nothing after 10,00 pem.

iii) The site . for operation is prepared. The abdomen, vulva
and perineum are shaved and washed with soape The patients going
for vaginal operations are given in addition a savlon douch.

The patient is given a soap enema the night before operation
and early in the morning of the operation day. Then the patient
is given a bath and wears a clean theatre gown. An identification
tag bearing her name and inpatient number is stuck on her arm.

She is premedicated before being whealed to the operating theatre.

(b) Amaesthesia:
(i) Premedications About half an hour before operation the
patients are given 0O.6mg of Atropine sulphat, and 100mg of Pethidine

or 1l5mg of Morphia intramuscularly.
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ii) ZInduction: A freshly prepared "Pentothal' (Thiopentone

Sodium) 250mg is given intravenously slowly.

iii) Muscle relaxations: "Brevedil" (Suxamethonium bromide) 40mg
is given intravenously after Pentothal" Scoline 100mg may be
given as an altermative. Oxygen is given intermittently by positi-
ve pressure for a couple of seconds before the patient is intubated
with a cuffed endotracheal tube. When further relaxation is
required during the operation injection of "Pavlon! (Pancromium

bromide) 6 mg is given intravenouslye

iv) Maintanance of anaesthesias This is achieved by giving
oxygen, nitrous oxide and ether or halothane, Initially they are
given by intermittent positive pressure ventilation until the

patient can breath spontaneouslye.

v)  Reversal of anaesthesiat At the end of the operation

Atropine sulphate 1 mg followed by Neostigmine 1 or 2mg are given
intravenously., Atropine sulphate is supposed to counteract  the
bradycardiac produced by neostigmine.
IB: (i) In very short operations like Dilatation and curettage,
after induction amaesthesia, maintainance anaesthesia is given by
mask without intubatione

(ii) Sometimes spinal ammesthesia is used specially for vulval

operations and very ill patients,

(e) Procedure:
(i) Positioning and cleaning the site:

The patient is then placed in the appropriate position for
the particular operations For abdominal operations, the patient is
placed in the dorsal position and the head of the table tilted to a
Trendelenburg position. The lithotomy position is used for wvulwval/

vaginal procedures., In high vesico=vaginal fistulae the knee chest
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position is useds The site and its surroundings are cleaned

first with flavin in spirit 1:1000 or Iodine skin preparation.
The patient is then draped with sterile towels only exposing the

incision sitee.

ii) Opening the abdomen:

The subumbilical midline incision is most commonly used.

3 to 4 transverse superficial markings are made on the skin using
the back of the scapel pointe These can prove to be useful lani-
marks to allow accurate apposition of the skin at the end of the
operation.

Skin incision: A vertical skin incision is made with a steady
forces The incision is carried down through the fat to the linea
albae Bleeding points are clamped with small artery forceps, and

then tied with No. 3/0 plain or chromic catgute

Incision of the aponeurosis: A 2 to 3em incision is made on the

rectus sheath along the linea alba., The edges are picked up by
long artery (Spencer well's) forcepse The incision is then extended

by a curved layo's scissors. The peritoneal fat is then incised.

Opening the peritoneal cavity: The peritoneum is picked up with

two long straight artery forceps and o fully incised longitudi-
nelly avoiding the bowels The long artexry forceps are then re-app-
liede The longitudinal peritoneal incision is extended by a Mayo's
scissors. Once the peritoneal cavity is opened the abdominal walls
are retracted with a Ddyen's or self retaining retractor. With
good muscle relaxation abdominal packing is not necessary. If
packing is necessary the intestines are packed off lightly and very

carefully to avoid unnecessary compression and excessive handling,.
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iii) Closing the abdomen:

After completion of the operation the gauze, swabs and
instruments are counted. The sigmoid cclon and the omentum are
drawn over the operating site to prevent subsequent adhesionse.

Closing the peritoneum:  The peritoneal edges are picked with

four long artery forceps, one on either side and one on each end.
Starting from above downwards the edges are approximated by a
contimious chromic catgut No. O or Dexon. The edges are everted

to prevent adhesion.

Closing the rectus sheath: The rectus sheath is then picked upe.

Using trocher pointed or cutting needle with No. 1 chromic catgut,
the rectus is stitched with either contimuous or interrupted stit-
ches, Tension sutures are not used routinely except in the prese-

nce of infection or during secondary suture.

Subcutaneous layer: This layer is not sutured routinely. It is

only sutured in very fat individuals. Interrupted stitches with

plain catgut No. 3.0 are applied.

Closing the sking The skin is closed by interrupted stitches of
g8ilk, each time making sure there is good apposition of the edges.
Mitchel clips are seldomly used and mainly in small incisions.

Subcuticnlar sutures are used only rarely.

iv) Dressing and wound toilet:

The stitched wound is cleaned with savlon, then with flavin
in spirit. It is then covered with two or three layers of gauze

and strapped.

(b) POST OPERATIVE CARE:

The patient is kept in the reco@ery room which is equiped

with resuscitation facilitiese The amaesthetic assistant monitors




the general condition, pulse, blood pressure and respiration.

When the patient regains consciousness she is whealed to the ward.
In the ward the above parameters are monitored half hourly for 4
to 6 hourse If found normal the observation is done every hour
depending on the condition of the patient., Temperature intake

and output charts are also kept.

Antibiotics: are not routinely given after all gymaecological
operations.

FPluids:s 300 = 400mls of fluid are normally given by an intrave-
nous drip per 24 hours. The fluids given are either Dextrose
saline or 5k dextrose in water altermating with normal saline,
These fluidé may be given according to the laboratoxy electrolyte
findings. The intravenous route is used until the bowel movements
return to normal, Blood is given whenever necessarye

Ambulation: is encouraged., The patient is encouraged and helped
to sit up by the first post operative day. Once the intravenous
drip is removed the patient is helped to move around. She starts
oral feeds after the bowel sounds have returneds The post opera-
tive haemoglobin level is estimated on the third or fourth post
operative daye. The skin stitches are removed on the Tth or 8th
post operative daye. When the wound is healed, and the general
condition is good the patient is discharged. All the patients
are seen at the gymaecological clinic six weeks after they are
dischargeds A summary of gynaecological operations performed

during the period 197980 is presented in Table II.



Table II: GYNAECOLOGICAL OPERATICNS m
8 PROCEDURE Noe %
O e 1. Evacuations 2547 T2e4
2. Laparatomies 281 5¢9
3¢ Examination under anaesthesia 286 508
4 Diagnostic curettage 247 50
5« Operationson the cervix 141 249
6s Operations on the uterus 142 249
7o Repair of vesico-vaginal fistulae 82 1e7
8 Perineal operations 33 07
1’ 9., Endoscopies 62 1.3
7| a 10, Iliscellaneous 66 13
TOTAL 4897 100,0




II. INTRODUCTION TO OBSTETRIC SERVICES:

The obstetric services provideé by the department of
Obstetrics and gynaecology includes— :

a) Antematal services for high risk pregmancies at
Muhimbili Maternity Centre

b) Intrapartum services for normal deliveries at Ocean
Road Hospital

¢) Intrapartum services for high risk and abnormal delive-
ries at the Muhimbili Maternity Centre, and

d) Post-natal services for those who have had difficult
deliveries,

The bed distribution for obstetric wards is as follows:

OCEAN ROAD HOSPITA

Labour ward: 16 beds = for normal intrapartum cases.
Ward 29: 26 beds for normal postnatal cases

Ward 31s 26 beds for normal postnatal cases

Ward 32: 26 beds for normal postuatal cases

Grade I and II: 21 for gymaecological cencer patients.

Total 115

MUHIIBILI MATERNITY BLOCK: A unit for high risk pregnancye

Ward 33 31 beds for septic postnatal cases and mothers
who deliver before arrival (B.B.A.)

Ward 34: 14 =~ the labour ward

Ward 35:¢ 12 = beds = Obstetric intensive care unit for
conditions like EPH and Eclampsia.

Ward 35: 8 beds - Postmatal for mothers who are being

observedes

Ward 37t 36 beds for clean post operative patients
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Ward 38t 40 beds - Antematal for EPH gestosis and
miscelleneous high risk pregnancies.

Ward: 39: 40 beds = for anaemias and miscelleneous high
risk pregnancies.

Total 181 beds

A. ANTENATAL CARES

Except for a few paying patients (Grade I and II) the depart-
ment provides antematal services to mothers with high risk preg-
nancies only. There are special guidelines by which these mothers
are identified in the peripheral clinics., The patients are then
referred to Muhimbili Maternity clinics, which are run by specia-
lists, consultants and Residents supported by a team of midwives
and laboratoxry technicians, The indications for referral to high

risk clinics and delivery are shown in Appendix I.

Pirst antenatal atitendance: A+t the first booking the doctor

takes a detailecl histoxry covering the current and previous
pregnancies, medical surgical, obstetrical, family and social
histories. A full physical examinstion including height and
weight is carried oute The patient's haemoglobin level is esti-
mated, urine is tested for albmmin and sugar, blood group and Rh
type are determined, and the serological test for syphilis is
donee All the findings are entered into the antenatal card

(see attached)o A plan for her antematal care and delivery is
made.

Subsequent antenatal visits: Provided the pregnancy contimues

withoug complications, the patient is seen monthly till the 28th
week, then fortnightly till the 36th weeke There after she is
seen weekly till delivery, During each visit the patient's

general condition and foetal wellbeing are reviewed, At each
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visit, the weight is taken. The haemoglobin is estimated at
least three times throughout pregmancy. Urine is tested for albu-
mine If the indication for referral has been successfully managed.
the patient is referred back to her original clinice At each visit
all patients receive the following prophylactic drugss=

Tablets Ferrous sulphate 200mg twice daily

Tablets Folic acid 5mg once daily, and

Tablets chloroquine 400mg weeklyo
As a prophylaxis against neomatal tetanus, the mother receives
injections of tetarnus toxoid at 28, 32 and 36 weeks of gestation.
The following investigations can be done in pregmancy only if
necessarys -

Radiological studies for foetal maturity, X-ray pelvimetry,

Placentography, and Serological determination of ant=D antibodies.

Antematal visits: For the period of lst July, 1979 to 30th June,

1980, there were a total of 2348l antematal attendencies, out of

which 1163 were first visits, and 22318 were re-visits.

B. ANTENATAL ADMISSIONS:

The patients with complications in pregmancy requiring admi-
ssion are admitted to the antematal wards 38 or 39. The main
indications for admissions are shown in Appendix I.

Extra investigations that can be carried out to the admitted
patients include stermal puncture (in patients with chronic anaemia)
and amniocentecis, When the patient reaches term a decision has
already been made ont

i) anticipated mode of delivery

ii) +the place of delivery.

The patient is advised accordingly, and the particulars are indica=-

ted at the top of the first page of the antematal caré (see antena-

tal card).



C. INTRAPARTUM CARE:

Normal deliveries are conducted at Ocean Road Hospital.
Indications for delivery at Muhimbili Medical Centre are shown
in Appendix I.

The patient is received by a nmurse midwife in the admie-
ssion room of ward 34. The midwife notes down the history of
OnsSct and progress of labour and does the preliminary physical
examination. She records the patients! general condition, the
fundal height, the foetal lie position,presentation and the
foetal heart rate, She also observes the strength duration and
frequency of uterine contractions, She tests the urine for albu-
nin and acetone.

In the labour ward, the doctor reviews the history and
undertakes a detailed examination of the patient. He/she does
the initial vaginal examination, to determine the state of the
cervix, presentation and membranes. The doctor also examines
the size and shape of the bony cage of the pelvis. He eventually

plans the management of labour.

The first stage of labours The patient's general condition,

foetal wellbeing and progress of labour are monitored by the
doctors and midwives intermittently. The foetal heart rate and
uterine ccnti‘actions are checked clinically and recorded one
hourly., The patient's pulse rate and,blood pressure are also
monitored‘hourly. Every after four hours the patient's tempera-
ture is checked, the urine is tested for albumin and acetone;

a vaginal examination is done to assess the progress of labour

in form of cervical dilatation and foetal discent.

The Partogram: When cervical dilatation has reached 3em.

Mplert! and "Action" lines are drawn (at 3 hours and 7 hours
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respectively) on the Partogram, It is a modification of
Philpott's and Friedman's partograme ALl subsequent cervical
dilatations and levels of descent of the presenting part are
charted on it. If cervical dilatation crosses the "Alert" line
at any level, it indicates arrest of progress of labour. BShould
the "Action' line be crossed, it calls for an immediate action
to facilitate the delivery of the babye

If the patient shows any evidence of severe pain, apprehe-
nsion, or anxiety during the early stage of labour she is given
a sedative analgesic eege Pethilorphan 100mg intrarmscularlye
Inhalation anaesthesia is not used routinely., As the patient
enters the second stage of labour, final arrangements for delivexy
are made.

Second stage of abour: At this sate of labour, the character

of the contractions change. They become more powerful and expul-
sive in nmature. The patient may feel the desire to move her bowel.
TPhe cervix is fully dilated. She is placed in the modified
dorsal position. She is then instructed to take a deep breath
and "bear down" strongly and relax between contractionse As the
presenting part destends } the perineum is supported. An episiotonmy,
if indicated, is done after infiltrating the perineum with local
anaesthesia.

Once the head is born, the @ eyes, nostrils and mouth are
cleaned and wiped with a sterile gauzes The head is held amd
the baby is gently deliverede The cord is cut between two clamps.e

The third stage of labour: Immediately after the birth of the

trunk, the patient is given injection symtometrine intramuscularly.
An altermative is an intramuscular or intravenous injection of

ergometrine 0.25mg. The placenta is then delivered by a controlled
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cord traction. The placenta and membranes are checked for
completeness and any abnormalities. The placenta weight and
approximate blood loss are recorded in the labour record chart

(see attached).

D, POSTPARTUNL CAREs

The Infant:

As soon as the newborn waby is born resuscitation of the
baby is done. In the labour ward there is a trolley for resusci-
tation of the newborn., This consists of infant leryngoscope,
plastic endotracheal tubes, suction tubes, mask, rubber bag,
oxygen, nalorphine, adrenalline, 25 glucose, and sodium bicarbo-
mate. After resuscitation the state of the baby is described by
using an apgar score system (see Appendix II). This scoring is
done at 1 minute and if necessary at 5 minutes. The infant is
exanined for any congenital or birth anomalies. It is then
weighed and handed over to the mothers The infant is only sent
to the neomtal ward if its general condition is poor or if the
mother is not able to stay with the baby, due ,)for instance.)*bo

operative deliverye.

The mothex:

The birth canal is inspected for any tears or lacerations.
Any episiotomy is repaired immediately following delivery. In
order to ensure good involution, the uterus is squeezed to expel
any clotse. A post delivery blood pressure is: recorded. The
mother is then transferred to an adjacent postmatal ward for bed
rest and observation. She is observed there for 24 hours,

The patients who have had uncomplicated delivery are sent to
Ocean Road Hospital and admitted into the postmatal wards there.

Those who have had complicated deliveries, are observed in the
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Muhimbili postnatal wards. After another 24 hours provided
there are no maternal or infant problems the baby is vaccimated

against: tuberculosis, and the mother and baby are discharged.

E. POSTNATAL CARE:

All patients who have had normal deliveries attend the
nearest Maternal and Child Health Clinics after 6 weeks. Those
who have had complicated deliveries are instructed to attend
Muhimbili postmatal clinice At the clinic, the mothers general
cordition, uterine involution and milk secretion are checked,
The haemoglobin level is estimated. The mother is given a falk

on family planning. The infant is checked for milestones and

any abnormalities.

B, OPERATIONS

(a) Caesarean section:

The operation is performed both as an elective procedure
and as an emergency operation.

(i) Pre-operative preparations:

The patients for elective caesarean section operation are
prepared like any abdominal gynaecological operation. Emergency
Caegarean sections are done in those patients whose anticipated
vaginal delivery fails.

During the period of trial of labour, the patient takes
nothing orally. She is kept on intravenous dripe. The abdomen
is shaved and cleaned and her blood is taken for cross-matching.
She is given 15 - 30mls of magnesium trisilicate orally to reduce
the irritation by gastric juice in case of accidental inhalation.
Should a decision to operate be made, the patient is already pre—

pareds A signed consent is obtained., A Nasogastric suction is
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done to those with a history of oral intake within 4 hours.

(ii) Amaesthesia for Caesarean section:

Premedication is done,giving Atropine O.6mg intravenouslye.
Induction of ampesthesia is as described for gymaecological
operations,

Maintainances This is achieved by using oxygen and nitrous oxide

until delivery of the baby and repair of the first layer of myome-
trium., Ether is then added into the system. From then onwards
the procedure is the same as described for gymaecological opera=

tions.

Procedure: The abdomen is usually opened through the lower
middle incision, as described for gynaecological operationse

EBach side of the uterus is packed using wet warm abdominal packs.
The loose vesico=-uterine peritoneal fold is identified, picked up
and incised transversely. The bladder is then stripped downwands
from a cleavage by a gauzed finger or swab on a holder. It is
then retracted with a broad retracte® Doyen's or De Lee's, With
a shaxp knife the surgeon makes a transverse lower uterine segment
ineision scoring the myometrium throughout the entire length but
deeper to the amniotic membrane at the centre. The inéision is
made bigger by a curved scissors. The right hand is then inserted
into the uterus with the palm facing upwards. The presenting part
is disengaged, and with the help of fundal pressure brought out
hrough the incision. The nostrils, mouth and eyes are cleaned
with a dry gauze and the baby is extracted. Extraction of the
foetal head using obstetric forceps is not practised routinely.
The cord is excized between two clamps and the baby is handed

over to the midwife for resuscitation. The placenta is detached



mamially. Injection of ergometrine 0.25mg is given intrave-

nouslye The cut edges of the myometrium are held with Green-
Armytage clamps. The patency of the cervix is reaffirmed before
closing the incision wound in two layers using No. 1 chromic cat-
gute The abdominal packs are removed. The tubes ovaries and

the whole peritoneal cavity are inspected before the abdomen is
closed in layers as described in gynmaecological operative proce=
dures.

Post-operative cares This is carried out as in Gynaecological

operations described earlier. Sedation is given when necessary.
Controlled input/output is adhered to until the patient can take
orally. Blood is given almost routinely. Prophylactic antibiotics
are given routinely to all emergency cases, selectively following

elective Caesarean section. Early ambulation is encouraged.

MORTALITY RATES:

These are for the period 197%/80:

Total number of births = 32263

Number of still births = 906
Wumber of first week Neomatal deaths = 437
Total perinatal dealths = 1343
Total maternal deaths = 60

The perinatal mortality rate is 42,9/1000 births

The Maternal mortality rate is 1.9/1000 deliveries.

SOME COMMON OBSTETRIC AND GYNAECOLOGICAL PROCEDURES:

A, VAGINAL EXAMINATTION:

This is done early in pregnancy at the first booking to
exclude abnormalities of the vulva,  vagina, the lower genital
tract, and if there are any pelvic tumours. After 36 weeks of

gestation it is done in the primigravida to determine the pelvic
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capacity and rule out possible cephalopelvic disproportion.

In labour vaginal examination is performed on admission once
there are signs of labour. This is done to determine the posi-
tion, the condition of the cervix and membrane§. There after
vaginal examination is done 4 hourly to determine the progress
of labour, Vaginal examination is not done in the labour ward
in presence of antepartum haemorrhage suggestive of placenta
praevia.

The procedure of vaginal examination:

The examining doector scrubs and puts on sterile gloves.
The patient is irformed of the procedure, She is then placed
in a modified dorsal position or lithotomy position. The vulva
is inspected for any evidence of abnormalities. The right hand
is used to pick a swab soaked in savlon solution., The swab is
then transferred to the left hand without the two hands touching
each other. Using the swab on the left hand the left side of the
vulva is cleaned by a single sweep from above downwards to the
Fourchettes The same procedure is repeated for the right side.
The left index finger and thumb are used to separate the labia.
With a soaked swab on the right hand, the introitus is swabbed
again by a single stroke, from the urethral meatus downwards.
While the left thumb and index finger still separate the labia,
the right index and middle finger are soaked in an obstetric
hibitane gream and gently introduced into the ‘vagina.
The features of the vagimal mucosa, cervix, fornices and adnexae
are noted,

Assessment of the bony pelvis:

The fingers are introduced deeper to the direction of the
sacral promontarye. The distance of the diagonal conjugate is

estimated. Iloving the fingers downwards the sacral curwe is




determined. The prominence of the ischial spines is also noted.

The fingers are then withdrawn and used to measure the subpubic
angle by the ecasyness in accommodating the two fingers. The
intertubercular distance is measured by the rumber of knuckles

that can be accommodated between the two ischial ftuberosities.

B.  CATHETERIZATION OF THE BLADDER:

This procedure is done before all gynaecological procedures.
The patient is placed in the modified dorsal or lithotomy positione
Thezsurgeon or his assistant cleans the vulva and perineum asepti-
cally as described in vaginal examination above, The left index
finger and thumb are used to separate the labia minora. The expo-
sed urethral meatus is swabbed with a gauze soaked in chlorhexidine
solution. A metal cather is dipped into Hibitane obstetric cream
and carefully introduced into the bladder., With a little suprapb-
bic pressure emptying of the bladder is achieveden For abdominal

or major operations an indwelling catheter is used.

C. TURINE TESTING FOR:

le Gycosurias

Clinistix reagent strips are used. This is a useful quick
test for glucose, The impregna:ted part is dipped into freshly
collected urine. It is then observed for one mimite and the prese~
nce of sugar is indicated by the colour changing to blue. The test
does not indicate the amount of glucose. It is therefore used as
a screening procedures The boiling method and blood sugar should
be used as confirmatory tests if the clinistix is positives The
clinistix are impregnated with clucose oxidase, peroxidases and
orthotolidine. In the presence of glucose oxidase, glucose is

converted to gluconic acid and-hydrogen peroxide. In the presence

h

of peroxidase, hydrogen peroxide converts orthotoldlidine to the
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blue oxidized foxm hence the blue colour.

2. Proteimwris:

This is done by using albustix reagent strips. Thempregna-
ted part on the reagent strip is made of cellulose with Tetra-
bromepherol buffered to an acid PHe. Int the presence of protein
the test area turns green. The colour change is compaired to the
scale on the bottle containing the strips. The amount of protein
in the urine is expressed in mg of protein per 100mls of urine

as follows:

Trace = 5 = 20mg/100mls
1+ = 30mg/100mls
2+ = 100mg /100mls
3+ = 300mg/100mls
4+ = 1000mg/160mls .,

It is a quick test and therefore suitable for handling the many

antenatal and preoperative patients.

D, EPISIOTOIY:

Indications:

One of the procedures used for preventing childbirth injuries
is the episiotomye It is domne to facilitate the delivery of the
delicate foetal heady, and as a elean incision,substitute for a
rugged tear. It is thus performed in:

i) Most primigravidae

ii) Any resistant non-yielding perineum

iii) Instrumental deliveries, and,

i¥) Premoture deliveriess
PROCEDURE s

The most commonly used is "J" shaped or medialateral incision.

During crowning and before the perineum is excessively stretched
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5 to 10ml of 155 lignocaine is injected at the intended incision
site. The incision is mmde when the presenting part bulges the
perineum. In medio-lateral episiotomy, the incision starts from
the midline of the posterior i‘ourohetfe, proceeds towards the
ischial tuberositye. The "J" shaped incision is done best with
a curved scissors. The perineum is incised in the midline for
2 - 3cm from the anterior and margin. The incision is then
turned outwardly. The structures cut include the vaginal mucosa,
the intercolummar fascia, urogenital septum, fibres of levator
ani, and the skin. The repair is done using 0 oxr 00 chromic
catgut in 3 layers. The vaginal mucosa is repaired first,
starting with the apex of the incision towards the fourchettes
This layer is repaired using contimous stitches. The perineal

miscles and skin are repaired by interrupted stitches.
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INDICATIONS FOR REFERRAL OF ANTENATAL PATIENTS TO

SPECIALIST CLINICS AND/OR DELIVERY AT THE MUHIMBILI

MEDICAL CENTRE:

PAST OBSTETRIC HISTORY:

1, Previous caesarean section or ruptured uterus
2. Delivery with a vacuum extractor
3¢ Delivery with obstetric forceps
4, Delivery with symphysiotomy
5 Manuwal removal of retained placenta
6, Postpartum bleeding
7o« Third degree tear of the perineum
8. Three or more consecubive abortions or premature
deliveries
9. HNeonatal deaths
10, Stillbirth

11, Gravida 8 and above

PERSONAL CHARACTERISTICS OF THE WOMAN:

is Age 35 years or above regardless of parity.

PAST GYNAECOLOGICAL OPERATIONS:

l. Repair of vagimal fistula

2o Hepair of genital prolapse

3¢ Repair of third degree perineal tear
4, Myomectomy

PRILMIGRAVIDA ¢

l. Height 145 centimetres or less

2o Age under 16 years or over 30 years

3¢ Suspected disproportion regardless of age and height

4, Deformities of spine, pelvis or lowef limbs
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VATERNAL DISEASE:

L.
2e

Se

4e
De
6.
Te
8e

9e

BPH Gestosis and Eclampsia

Blood pressure 14¢/90mmHg or above

Proteinuria two pluses or more on two consecutive
antenatal visits

Chronic kidney disease

Haemoglobin level 50% or below

Diseases of heart and lungs

Diabetes mellitus

Uterine fibroids and other abdominal lumbs

Positive serological tests for syphylis

COMPLICATIONS ARISING DURING PBEGNA.NCY;

1.
2
3e
4e
5
e
Te

Be

Multiple pregnancy

Breech and other malpresentations
Polyhydramnios

Antepartum bleeding

Intrauterine foetal growth retardation
Pregnancy prolonged beyond 41 weeks
Intrauterine foetal death

Rh negative

COMPLICATIONS ARISING DURING LABOUR

Lo
20
S
4o

Ge

Te

Poetal distress
Poor progress of labour
Intrauterine foetal death

Premature labour (estimated gestatiomal age less than
35 weeks)

Other complications which may require surgical managemen

Labour not established 24 hours after rupture of °

membranes

Pyrexia during labour, (temperature 38°C or higher)




APPENDIX II:

EVALUATION OF

THE NEW BORN INFANT METHOD OF SCORING:

SIGN 0 1 | 2
Heart rate | abscent slow (below 100) | over 100
- L. e —_—
ResSpLIatory " rst o
effg s abscent slow irregular good crying
Muscletone limp some flexion AT
s o4 e LVE i
of extrimities
Response to |
4 no I
i B response | grimace cough or sneeze
Nostril S Boasi SiE B R
Colour blue pale body pink
b pe J plne completely
extrimities 1k
blue b
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1. A CASE OF CERVICAL INCOMPETENCE TREATED BY

MCDONALD SUTURE.

Name: A.S. Aget 22 years Tribe: lngindo
Religion: IMUslém Rege No: 13431
Date of admission:  15th April, 1982

Date of discharge: 24th April, 1982
SUMMARY ¢

Irse AeS. a Gravida 7 Para 2 + 4 was referred from a
peripheral clinic at 20 weeks of gestation with a history of

21/
§1

four consecutive abortions. She was found to have cervical
incompetence. A lMcDonald suture was applied at 20 weeks, })m/él
days later the patient wentc into spontaneous labour and deli-
vered a 3.5Kg female babye. The intrapartum and puerperal periods

were uneventful,.

ANTENATAT, CARE:

She booked on 15th April, 1982 at Amtullabhai clinic, Her
gestation was 20 weeks. Her last normal menstrual period had
started on 29th . November, 1981, Her estimated date of confine-
ment was 6th September, 1982, She had no complaints at hooking.

She was referred because of her bad obstetric performance.

OBSTETRIC AND GYNAECOLOGICAL HISTORY:

This was her seventh pregmancy and had two living children.

1% 1st Pregnancy was in 19703 She ended with an abortion at

3 months of gestation. She had an evacuation done at
Muhimbili Medical Centre.

20 2nd pregmancy was in 1971 5 months and no evacuation was

done.,
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3rd pregnancy was in 1972: She had an abortion at 4

months and had an evacuation done at Muhimbili Medical
Centre,

4th pregnancy was in 1973: She had a Shirodkar stitch

applied when she was 8 weeks. The stitch had to be removed
at 24 weeks due to labour pains, This was followed by
expulsion of a live foetus 6 hours later.

Sth pregrnancy was in 1975¢ A Shirodkar stitch had been

applied when she was 8 weeks. The stitch was removed at
term and she delivered a normal male baby. She could not
remember the birth weighte The child is alive and well.

6th pregnancy which was in 1977 - she had a Shirodkar stitch
applied at 12 weeks of gestatione She had a full term,
normal delivery of a male baby one day after removal of the
stitch at term. She could not remember the birth weight of

this baby. The child is alive and well,

All the abortions were preceded by a watery discharge ZLfrom the
vagina followed by expulsion of a foetus. All were not painful
except the fourth abortion, All were single babies. She could
not remember whether they were normal foetuses because all the

disposal procedures were handled by her elders., She had had no
fever or rashes before these abortions occured. There had been
no physical trauma prior to those abortions, and she had had no
diarrhoeal disease. She had had neither cardiac, renal, hyperte—
nsive disease nor prolonged debilitating disease prior to these

abortions.

The two deliveries were both normales The duration of labour

was normal, and she had no postpartum problems. She had attended

the antenatal clinic in all her pregnancies,



Her memarche was at 15 years, Her menses lasted 3 - 4
days every 29 days and were regular with a normal flow. She
hadneither dysmenorrhoea nor dyspariunea., She had no inter—
menstrual bleedinge She had no preceeding menorrhagia. She
had never been on any contraceptives., She had never suffered

from any vulval ulcerss

PAST MEDICAL HISTORY:

This was her 7th admission. She had four admissions due
to abortions, and two admissions for application of a Shirodkar
stitche She had had no other operations., She had not suffered
from any serious illness. She had not been in contact with

anybody suffering from pulmomary tuberculosis.

SOCIAL AND FANTLY HISTORY:

' No body in the family had suffered from pulmonary tubercu-
losis, cardiac disease, hypertensive disease or diabetes melli-
tus. PShe was a housewife staying with her husband at Kijito-
nyama, Dar es Salaam, She was a class seven leaver., The
husband was a businessman in towne

PHYSICAL EXANMINATION:

Then patient was well nourished, not pale and was not
jaundiced. The teeth, mouth and gums were normale. She had
neither thyroid enlargement nor cervical lymphadenopathy. There
was no pitting oedema of the lower limbs and the sacrum. Her
height was 154cm and she weighed 62 Kgo The breasts and nipples
were well developed and looked healthy. There were no breast
Tumpse
CARDIOVASCULAR SYSTEM:

The pulse rate was 82 per minubte, regular and of normal

volume. The blood pressure was 110/70 mm of NEeTCULY s The
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jugular venous pressure was not raised, There was no cardiome-
gally. The heart sound I and II were normal, and there were no
IULIULS o

RESPIRATORY SYSTENM:

She was not dyspnoiec, Her respiratory rate was 22 per
minute and regular. The chest cage was symetrical, and the
respiratory movements were equal bilaterally. There were no

crepitations over the lung fields, and the air entry was good,

ABDOMINAL EXAMINATION:

The abdomen was evenly enlarged, There were no surgical.
scars., The liver spleen and both kidneys were not palpables
Both renal angles were non-tender. The fundal height was equi-
valent to 20 weéks, and was corresponding with the gestatioral

age by dates.

VAGINAL EXAMINATION:

The vuiva and the vagina were normal and there was no abnor-
mal vaginal discharge. There was no vaginal bleedinge The
cervix looked healthy amd parous, and the os was 2cm open. There
were no membranes bulging through the cervical camal., The uterus
was bulky with a 20 weeks size.

DIAGNOSIS: Cervical incompetence.

INVESTIGATIONS:

1, Blood - Haemoglobin - 10.2G/dl.

i

Group A Rh (D) positive

Blood urea 12 mmol/dl, creatinine 0.8 mmol/dl.

- VDRL = Negative

Blood slide for malaria parasites was negative.

2. Urine: = No albumin, no sugar, no acetone.

/

- No casts in the sedment.

- Culture yielded no growth.
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asting blood sugar was 60mgh, and the glucose tolerance

N
3
)

test was negative.

4, BEndocerviecal swab - showed no organisms.

THE PLAN OF MANAGEMENT:

In view of the mature of abortions, the history of two succe-
ssful Shirodkar stitches and the physical examination, the patient
was scheduled for cervical cerclage by McDonald's method.
17/4/1982 at 9,00 ao.m McDonald Suture applied.

PREMEDICATION: - Pethidine 100mg intramuscularxlye.

- Atvopine 0o5mg intramuscularly

ANAESTHESTA: General anaesthesia was used. Thiopentone sodium
200mg intravenously was used to induce general anaesthesia.
Scoline was used for muscle relaxation., Nitrous oxide, oxygen
and ether were used for maintainance of general anaesthesia,
PROCEDURE: The patient was put in lithotomy position. The
perineun was cleansed with hibitane solution and the vagina

swabbed, The perineum, lower abdomen and lower limbs were draped

with a sterile towels Three hundred millilitres of uxrine were

removed from the bladder. Vaginal examination showed that the
vulve and vagina were normal, The cervix was short and the intermal
os could easily allow the index finger and the membranes were felt
but were not bulging. Then an Auvards speculun was introduced into
the vagina so that the cervix was clearly visible. The anterior
lip of cervix was grasped with a non-serrated tissue forceps and

gently pulled forwards., Using No. 1 Nylon suture on an eyeless

_needle, four bites (at 12, 4, 6 and 10 O'clock positions) wexre

taken on the outside of the cervix &t the level of the intermal 0s.

P

The two ends were tied posteriorly; and fightened just enough %0
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provide a resistance to the passage of a mumber 6 Hegars dilator,

Phere was very slight bleeding during and after operation.

POST-OPERATIVE PERIOD:

1. General observations:

a) Total bed rest for one week
b) Blood pressure, pulse and respiratory rates were charted
every hour.
DRUGS: (a) Diazepam 10mg intramuscular was given every 8 hours
for 24 hours.
(b) Bupherine hydrochloride (Dilatol) 40mg diluted into
500mls of % dextrose at 40 drops per minute for
48 hours. This was followed by Dilatol tablets 5mg

three times a day for five days.

The patient did well and was observed for one week before
she was discharged on 24/ 4/1982 with the following instructions:
a) She was to avoid straineous work at home.

b) BShe was to abstain from coitus throughout this pregnancye

c) She was instructed to report to hospital quickly whenever
she started having uterine contractions, vaginal bleeding
or leakage of liquor ' amni,.

d) She was under close supervision at the antenatal clinic,
and was to be seen every two weeks up to 36 weeks, then
weekly, thereafter. Each time a speculum examination was
done. The suture was planned for removed at 38 weeks which
was on 22/8/1982.

e) She was put on ferrous sulphate 200mg twice daily and folic

acid Smg once a day.
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SUBSEQUENT ANTENATAL VISITS:

She paid eight subsequent antenatal visits. In all these
visits her weight was increasing, the fundus was growing and
foetal movements were felte The foetal heart was heard, The
blood pressure, pulse rate and haemoglobin remained normal.
She had no vaginal bleeding or discharge, and there were no
labour pains. The suture was checked and fourd in position

during all these visitse.

REMOVAL OF MCDONALD SUTURE ON 22/8/1982 at 8.00 aem:

At 38 weeks of pregnancy the patient was admitted from home
into the labour ward. She was told about the procedure of remo-
ving the suture. She was then placed on lithotomy positions
Phe vulva and the vagina were cleaned with  hibitane antiseptic
solution and the patient was drapeds A bivalve speculum was
then introduced into the vagina. The knot of the nylon thread
was identified., One of the ends of the nylon thread was held
with a forceps, and the suture was cut on one side of the knot.
Then the thread was easily pulled off the cervix. There was no
vagiml bleeding. The patient was then taken to the antematal
ward for resting.

On 24th August, 1982, the second hospitalization day, the
patient was re-admitted into the labour ward because she was in
labour and was draining liquore. On examination she was found
to have uterine contractions. Vaginal examimation was done
under strict aseptic conditions. The cervix was found to be
4em dilated and 80% effaced. The membranes were reptured, the
flow of liquor being controlled with the fingers in the vagina.
There was no coxrd prolapse and no meconium staininge There was

vernix caseosa in the amniotic fluid. The pelvis was adequate

and the position was left accipital anteriore. She was allowed




+o0 contime with labours

The uterine contractions, descent of the presenting part
and cervical dilatation progressed welle. She had uneventful
vaginal delivery of a live female baby nine hours later.

The second stage of labour lasted 15 mimutes. Ergometrine

intramscular injection 0.25mg was given at the end of the

second stage of | bour. The placenta and membranes were deli-
vered completely by the Brandt-Andrews method three minutes
later, There was no perineal lacerations The blood loss was
estimated to be 100mls.

During the immediate puerperal period the mother was in
a good condition, she was not pale and was afebrile. Her

pulse rate was 84/mimte, regular and of normal volume. The

ost delivery blood pressure was 100/70 mm of mercurys The

Lo

mother and baby were transferred to the posinmatal ward where
they were observed for 24 hours.

INFANT: She weighed 3.5Kg. with an apgar score of 10. There
was no congenital malformatione She had passed urine and
meconium by the second daye She received BCG vaccination on
25th August, 1982, The mother and baby were discharged on 26th
August, 1982/and were seen at the postmatal clinic six weeks
laters

PUERPERIUM: A+t the postmatal clinic, the mother and the baby
were in good general condition. The mother!s haemoglobin was
normal. The breast and nipples were normale. The baby was breast
feeding well. Uterine involution was satisfactorye. The patient
was advised to report early to the antematal clinic during the
next pregnancy. She was advised to attend the family planning

clinie for child spacing.



COMMENT:

Mann estimates that about 20% of mid trimester abortions
are due o cervical incompetence. The management of cervical
incompetence depénds on the history and physical examination.
The cervical incompetence may be caused by:

a) Congenital incompetence of the internal os of the cerxrvix

b) Instrumentation of the cervix by dilators e.ge. during dila-
tation and curettage as a diagnostic or therapeutic proce-
dure (this increases ten times the number of mid trimester
abortions, and a dilatation of the cervix by 1lOmm or more
is permanent) or criminal abortionse

¢) Other operations of the cervix e.ge Duhrssen's incision,
cone biopsy and cervieal amputation.

d) Cervical tears during labour either due to spontaneous
labour or oxytocin during the second stage of labour which
are usually associated with postpartum haemorrhage.

In this patient there were no pointers to such aetiological

factors.

The ﬁypical history of late recurrent, painless relatively

mid

quick, Jtrimester abortions preceeded by drainage of liquor is

rare. The history of one abortion at 12 weeks and three mid

trimester abortion at 12 weeks and three mid trimester abortions

preceeded drainage of liquor was suggestive of cervical incompe-
tence. Also the patient had had two successful Shirodkar stitches
out of three attempts., It is therefore assumed that cerclage
corrected the cause of tlie previous foetal losses,

On examimation this patient's cervix was found to be short
and petulous and partially effaced with 2.5cm dilatation.

However the finding of cervical didatation of 2 - 3cm without

effacement does not necessarily mean cervical incompetence, and
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these patients usually pull through to teri.

In the non-pregnant patient, the cervix would easily allow
Hegar's No. 8 or 9« A histerogram usually shows significant
broadening of the upper part of the cervical camal. But the
uterine outline as seen through radiography varies considerably
from patient to patient, and according to the phase of menstrual
cycle, the corpus being distinetly larger and more distensible
in the luteal phase, whereas the intermal os becomes narrower
during that phase. Given all the uncertainities regarding accura-
te diagnosis of cervical incompetence, it is essential to exclude
other causes of recurrent abortions. A cong;'enital uterine abnor-
mality may be suggested by:

a) Dysmenorrhoea, dyspariunea and menorrhagia in a young woman
without any physical cause.

b) Past history of foetal wastage after 12 wecks of gestation,
incordinate uterine action, unstable lie and postpartum

o
£

haemorrhage with retention of placenta. Therefore a hystero-
graphy may be necessary in beitween preguancies.
Furthermore; the common association between cervical incompetence

and congenital uterine abnormalities should be remembered, especial.

where an abortion occurs despite a Shirodkar stitch tg the foz.zz't?iz
abortion in this patient

Thyroid function tests (T3 T4); sex hormone determination,
red cell folate and Sabin Fieldman tests are important investiga-
tions to rule out other causes of recurrent abortions.

The treatment of cervical incompetence is by cervical cerclage.
Some authorities, think this procedure works through interference

with uterine polarity by discouraging the intermal os and the

neighbouring lower segement from "taking up'e Others think that,

this procedure prevents membrane bulging which initiates uterine
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contractions. The methods of cerclage include Shirodkar, lMcDonald
and the various modifications of these. The choice of McDonald
subure was made becauses

a) It takes less operating time;

b) It causes less trauma to the cervix and therefore associated

-

with less blood loss and less scarring, and

Q
St
=

t is the common procedure in this centre. The optimum time

16

for performing this procedure is 14 ~ 16 weeks. This is
because:
i) Any faulty ovum will have been expelled by this period;
ii) The conceptus is firmly secured at this time, and
iii) If done later the cervix may have already been dilated
enough to allow bulging of membranes, which is associated
with higher failure ratee.
In this patient cerclage had been done at 8 - 12 weeks
which is very unusual.
However if the patient comes late the operation can be done any
time before 28 weeks. Before cervical cerclage is pexformed, as
it was done in this patient, it must be ascertained that there is
no chorion-amnionitis, vaginal bleeding, ruptured membranes and
labour painse At operation the author observed the following
precautionsi- used a non-serrated tissue forceps and applied no
undue traction to the cervix, the suture knot was put posteriorly
thus avoiding irritation of the bladder, the subure was applied
tightly to prevent dilatation, but not to obstruct the blood supply
to the cervix.
Postoperatively, the hypotensive effects of dilatol were
observed using blood pressure and pulse rate, A+t discharge the

s

patient was told what to observe strictly, and to act promptly in

case of any problems, Idealy such patients should be admitted
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the subure checked

throughout their pregrancy after cerclage, and

£
every week. The indications for the operation are less definitive

in the non=pregrant woman bhecauses

a) One might entrap an abnormal embryo wanting to abort by

natural selectione.
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PREMATURE RUPTURE OF MEMBRANES:

EXPECTANT MANAGEMENT: AND INDUCTION AT 37 WEEKS:

Name: K.P. IP.No:s 114/82  Age:s 32 years
Tribe: Imakonde Religion: Christian
Address: Mkamba Street = Mgulani, Dar es Salaam
Date of admission: 19 4 . 1982

Date of discharge: 24 o 4 o, 1982

Readmissiont 5 « 5 ¢ 1982

Delivexry: 6 « 5 o 1982

Discharged: 8 « 5 o 1982

SUNMARY ¢

A 32 year old lMmakonde, Gravida 7 Para 6 with all children
alive, was admitted at Muhimbili Medical Centre through the
casualtye She was referred from Amtullabhai clinic because she
had been draining liquor for 6 hours prior to admission. Her
gestation was 35 weeks. She was managed conservatively and dis-
charged one week laters After one week the patient was readmitted
because she had been draining liquor for the past two days. Her
labour was induced and she delivered a healthy 2.4Kg. baby
uneventfullys

The management of premature rupture of membranes, and

aetiologic factors are discussed.

ANTENATAL. PERIOD:

She booked at Amtullabhai clinic on 23rd February, 1982 at
28 weeks of gestation., Her last menstrual period started on 19th
July, 1981, Her expected date of confinement was therefore on

26th April, 1982, On her fifth visit she was referred to Muhimbili

Medical Centre because she had been draining liquoxr for the past




6 hours. The onset was sudden, painless and she had no vaginal

bleeding. She had no history of trauma or coitus, and, she had
felt no fever. She had no dysuria, frequency or urinary inco-

ntinence in this pregnancys.

PAST OBSTETRIC AND GYNAECOLOGICAL HISTORY:

——————————|————— - — ———————— e —

This was her 7th pregnancy, with six living children. All
were full term spontaneous vaginal deliveries at Ocean Road
Hospitale She had no premature rupture of membranes. She had
her menarche at 15 years and her menses were normal lasting 4 -

5 days every 29 days. She had not used any contraceptives.

PAST MEDICAL HISTORY:

She had not suffered from any major illnesse.

PAIITY AWD SOCIAL HISTORY:

She was a housewife, staying with her husband at Mkamba
lMgulanie. There was no family history of diabetes mellitus,
hypertension, cardiac disease or pulmonary tuberculosis. She

had not had any formal education. The husband was a watchmen,

PHYSICAL, EXAMINATION:

She was in a good general condition. She was not pale, not

o

jaundiced, afebrile and was not in pain. Her height was 158cn.,

o

and she weighed 6ZKge.

T

Cardiovascular systems Her blood pressure was 120/80 mnfg.

ier pulse rate was 28/minute, regular and of normal volume, The

1

sounds were normal.

Respiratory system: She was not dyspnoiece The chest was

symetrical, The lung fields were clear.

ABDOMINAL EXANINATION:

e

he liver, spleen and both kidneys were not palpables Both

renal angles were non-tender., The fundal height was 35 weeks

o 3
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(Dates = 36 weeks)s The lie was longitudinal and the presenta-

. . 3 Sooix 1
tion was cephalic, the foetal heart rate was 149/ minute and

regular,

VAGINAL EXAMINATION:

vaginal discharge which was clear and not smelling.
Vith the aid of a sterile speculum the vagina and cervix

were visualized. A clear fluid was seen pooled on the posterior

fornix of the vagina. Some of this fluid was issuing from the

-
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cervical canal on coug Fundal pressure and displacement of

the presenting part were unnecessary. There was no cord proplapse.

E

-

A swab for culture and sensitivity was taken from the endocervix,

DIAGNOSIS: Premature Rupture of Membranes,

INVESTIGATIONS:

Blood = White cell count - there was no leucocytosis
- Haemoglobin 11.2Gm.
-~ Group 0 Rh (D) positive
- VDRL = negative

Urine - There was no protein; no sugar; no pus cells

Pus swab - culture yielded no growthe.

ls Bed rest

2s 4 hourly charting of the temperature, foetal heart rate,
blood pressure and the pulse rates

3 Daily checking of the amount, colour and smell of the
liquox,

4, Weight and abdominal palpation were done twice weekly

5¢ The patient was instructed not to douch but keep her

body cle

2=3 40




PROGRESS

By the third day she had stoped draining. The general
condition, temperature, weight and foetal heart rate all remained
normal, She was discharged on the 5th hospitalization day (on
24th April, 1982) under the following instructions:-

a) Reduce activity

b) Avoid coitus

c¢) Bhe had to come to hospital whenever she had another

drain or fever or abdominal paine

The patient was readmitted eleven days later (5th lay, 1982)
because she had been draining liquor for two days before readmi-
gsion and she was not in paine.

The patient was in a good general condition, and was afebrile,
not pale., She had no labour painse The cardiovascular and

respiratory systems remained normal.

ABDOMINAL EXAMTNATION:

>

The léver, spleen and both kidneys were not palpable. Both

remal angles were non-tenders The fundal height was term and the
estimated weight of the baby was ZKgse The lie was longitudinal
and the presentation was cephalice The foetal heart rate was
144/minute and regular.

VAGINAL EXAIINATTION:S

Vaginal examination was done aseptically. There was scanty
drainage of clear liquors. The pelvis was found to be adequate.
There was no cord prolapse. The cervix was ripe. Using a
sterile Kocher's forceps, artificial rupture of membranes « was

done. The liquor was clear, not foul smelling but scanty. An

intravenous drip of 5% dextrose was set, and 2,5 i.u of syntocinon
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were added to 500mls 5% dextrose. The drip was started at a

rate of 10 drops per mimute, then inescalating rates. The

other procedures for conduct of labour wa¥edone.

PROGRESS OF LABOUR:

1st Stage:

Half an hour later the patient was complaining of mild
labour painse. She wgs found to have mild contractions., The
foetal heart rate was normal and the head was still unengaged.
Vaginal examination was not done., The usual observations in
labour i.e. contractions, cervical dilatation, foetal heaxrt
rate, and descent were carried out.

Seven hours later the patient was having strong contractions.
The foetal heart rate remained normal., The cervix was 8cme.
dilated, the head was well applied. There was neither caput,
nor mouldinge.
2nd S tage:

One hour later the patient started having the urge to bear
down. The cervix was fully effaced and fully dilated. So she
was encouraged to bear down, She delivered a female baby 2.4Kg
with an apgar score of 10. There were no congenital anomalies.
Ergometrine, O.5mg, intramascular was given immediately after

delivery of the babye.

The placenta and membranes were delivered in "toto", five
minutes latere The blood loss was 150mls. Iabour lasted 8 hours.
The mother and the baby remained in the ward. Their temperature
remained normal. By the third day lactation was already establi-
sheds The lochia was normal and the maternal haemoglohin was
10,26/dl. And both the baby and the mother were discharged on

the third day (8th May, 1982). The mother was strongly advised




use contraceptive. She refused tubal ligation but was willing

to start other methods of contraceptions.

COMMENTARY ¢

Premature rupture of membranes is not uncommon at Muhimbili
Medical Centre. In 1979/80 for instance,it was responsible for
1.0% of all antenatal admissionse. The incidencesquoted in litera=
turé varry from centre to centre, This is because of difference
in definitions. The general agreement is that this is a sponte-
neous rupture of membranes before onset of uterine contractions
(lavour) after 20 — 24 weeks. Before this gestation it is not
premature rupture of membranes. The question is how early before
labour and at what gestation? Some ouliews take it as more than
1 hour before labour. But many centres are of the opinion that,
there should be rupture of membrenes at least more than 12 hours
before onset of labour, regardless of the gestatiomal agee The
mtural history is such that about 80% will go into sponteneous
labour within 24 hours. But, the remaining 20f, will not go
into labour. Whenjvuptttve‘of membranes occurs; both the mothexr
and foetus are in danger, depending on the duration or latent
period, the gestational age, the foetal weight, the presentation,
the development of chorion ammionitis and, most important the
nanagement of the patiente

The various problems include prematurity, cord prolapse
and malpresentations - whose incidence can rarely be affected.
The incidence of chorion-amnionitis, perinatal morbidity and
mortality can be reduced by aseptic techniques (regarding every
vagina to be a potential source of chorionamnionitis), prophyle-
etic antibiotics, and prompt delivery by induction or caesarean

sectione
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( Infertility has occured after postpartum morbidity. So
¥
: any febrile illness postpartum must be treated vigorously in
v &
such patients. This patient, who was a multiparous woman, fits

.'* 3 very well into the picture, because of the common association
between premature rupture of membranes with increasing parity
and age. Other factors include contracted pelvis, malpresentationsg,

‘i increased intra-amniotic pressure, trauma and inherent membrane

defects (defect in tensile strength, congenital or acquired

. fenestrations). Infections - viral amnionitis, and severe ascor-
bic acid deficiency. But the commonest group is the "unknown!
aetiology.

On physical examipation it is safest to regard that the
vagina of every woman is a source of intra-uterine infection;
thus digital examination is avoided before labour, or minimized
in labour. A sterile speculum examination will show whether the
discharge is liquor, urine, leucorrhoea or an inflammatory exudate.

Failure to demonsitrate liquor from the cervix may either
mean the discharge is not from the cervix, or the rupture is from
high up in the amniotic sac with sealing (High leak), in which
case she can have a second rupture. Also a second rupture can
océur if the first resulted from collection of amniotic f£kuid
between the amnion and chorion, through fenestrations. In this
case laboratory demonstration of amniotic fluid was not necessary,
because there was no doubt about it. The conservative managenmen
was chosen because the foetus was less than 2000 Gm. Aggressive
managenent here would have me@nt prematurity with all the hazards
in our preterm unit. All the precautions for expectant management
were taken, that's why there was no need for prophylactic anti-

bioticse
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Amongst the patients with infection, leucocytosis may

preceed temperature raise. So appearance of fever means the
optimum time ror delivery has passed. Thus the value of fre-
quent white cell counts. The conservative approach is safe
and beneficial.

in our special baby care unit, prematurity bulks the
perinatal mortalitye Yet in terms of every-day hospital costs
it is cheaper for a preterm baby to be mursed in utero, than
in a premature unite Thus the general agreement is that the
best place for the foetus to stay is in the uterus, unless the
intrauterine environment is hostile to its continued health.
The mother with premature rupture of membranes could best be
managed by isolation from hospital envircnment, i.e. keep her
at home where she can chart her temperature twice daily, restrict
her activity, prohibit douching ana coitus. This would not be

ble in this patient, who was of low social economic status.

|
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he fear was)she might not follow tne instructions and come beck

severely infected. Thus the decision ‘o keep her in hospital

until drainage stopped.
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SEVERK ANAEMIA IN PREGNANCY:

Name: S.Po Age: 22 years old  I.P No: 290739

Tribe: INsukuma Religion: MNMuslim Address: Mwananyamal
Dar es Salaam.

Date of admission: 3e5.1982

Management: Blood transfusion

Discharged; on: 11.7.1982.

Mrs. S.T. was a 22 year old, Gravida 3 Para 2 who was referred
from a peripheral dispensary due tc severe anaemis in pregnancye.
She was admitted in Muhimbili Medical Centre through the casualty.
Her ansemia was investigated and she was treated with blood trange
fusion. She was kept in hospital till term, when she had an
uneventful vaginal delivery, The aetiology, diagnosis and manage-

ment of anaemia in pregnancy are discussed.

The patient first booked at Mwananyema dispensary while she
was 24 weeks pregmante The only problem at beoking was, she
looked mildly pale. At her second antematel visit, four vieeks
later she was found to be very pale. Therefore she was referred
to Muhimbili Medical Centre on that account.

HISTORY OF PRESENT ILLNESS:

On admission she complained of dizziness, headaches, fever,

oy

thumbing of the heart, chest tightness and cough. She had al

!——I

these symptoms for one week prior to admission. The fever was of
low grade and persistent in character. There was no histoxry of
rigours. She had experienced no night sweais. She volunteered

that of late, she had noticed palor of her palms and nails. She

denied any history of yellow coloration of the eyes or urinee.
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She experienced palpitations, breathlessness on

and lying flat but not at rests She had no paroxysmal nocturnal

dyspnoea, She could eat well during this pregnancy. ohe had

neither vomiting nor diarrhoea. She was not using any p

=

ctic haematemics or antimalarials because of nausea and palpita-

tions. She was not on any antiepileptic drugs.

ncy or haematuria. She had no vaginal discharge or

her lower limbs, but no joint, or bone pains.

PAST MEDICAL HISTORY: She severe illnes

OBSTETRIC AND GYNAECOLOGICAL HISTORY:

her third pregnancye She had one living child, as

She did not knew the age at her n

rmal rangee Her last normal menstrual period had
started in early October, 1981, and the expected date of confine-
A b H -~

ment was in mid July, 1982, and her gestation was 28 weeks by

dates. Her menses lasted 5 days every 29 days, and were regular

and normal Fflowe She had never used any contraceptives.

.

not suffered from any vulval sores.

had delivered twins, Nobody
in the family had suffered from pulmonmary tuberculosis, cardiac

-

mellitus. No family membex
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PHYSICAL EXAMINATION:

General examinations

e e e

Ml Gttt it

She was of good mutritiomal status, ill looking. She had
palor of the micous membranes of the conjuctiva mouth and gums.
The tongue was also pale, There was palor of the mail beds and
palms. She was not jaundiced. She was febrile with a tempera=—
ture of 3&300, and she had bilateral pretibial and sacral oedema.
The thyroid gland was not enlarged and there was no cervical
lymphadenopathy. The breasts were well developed, non-tender
and had no palpable masses. <+he nipples were normale

Cardiovascular systems The pulse rate was 104 per mirute,

regular and of normal volume, The blood pressure was 110/60 mm
of mercury. The neck veins were congesteds The apex beat was
observed at the sixth intercostal space on the anterior axillary
line, There was & precordial heave. <The first and sefond

hearl sounds were heard, and there were no mITMMIS.

Respiratory system: She was dyspnoiec and tachypnoiec. The

respiratory rate was 30 per mimute. The chest cage was symetri-
cal, and the chest movementswede equal. The percussion note vas
not dulle There were bilateral wet crepitations on the lung
bases but the air entery was good.

ABDOININAL EXAMINATION:

There was a globular mid and lower abdominal enlargements
The abdominal skin had stria gravidarum. ZThe abdomen was soft
and non-tender. The liver was tender, soft and fwo centimetres
below the subcostal margin. The hepatojugular reflex was

ositive. The spleen was also palpable four centimetdes below

the subcostal margine Both remal angles were very tender, but

there were no mssses. The fundal height was equivaelent to 28

weeks of gestation, and the lie was longitudinal with a cephalic
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presentation, the foetal heart rate was 146 per minute.

VAGINAL EXAMINATION:

There was no vagimal bleeding or discharge. The vaginal
skin was very palee. The cervix looked healthy, parous and was

soft in consistencye.

DIAGNOSIS: Congestive cardiac failure due fo severe anaemia in

PIregnanCy e

INVESTIGATIONS:

1, Blood - Haemoglobin 3.Tgufb
=~ Vhite blood cell count = Total 6,000; Neutrophils

61%, Eusinophils 1%, Lymphocytes 36%, lonocytes 2%.

- Red blood cell count 4 million ’

- Blood film = Anisocytosis, hypochromic polychromasia
and microcytosis

- There were no malaria parasites

-~ BESR was 160 mm per hour (west)

~ Reticulocyte count — 1.5

- Sickling test - was Positive. Electrophoresis

showed AS.

Rh (D) positive

#
>

= Group and crossmatch =
- Urea = 5,5mg/dl. C ne 0,8mg/dl
» Urea Be3N . reatinine 3 Lle

b

- Electrolytes I Ja'© = 134 mmol/dl. = 344 mmol/dl.

= 105 mmols/dl.

2., Urine = Direct microscopy - Trichomonas Vaginalis
- Mid stream urine for culture and sensitivity
revealed moderate growth of Pseudomonas, sensifive

to Gentamycine

.. i . :
- XNo sugar and no proteine




3e Stool = Hookwoxrm ova were seen

4o Chest X=ray - OCardiomegally with vascular prominancCe.

CONCLUSION:
The patient was suffering from severe anaenia, urinary

tract infection and hookworm infection.

TREATMENT s
A. Generals
1., The petient was proped up
2, The blood pressure, pulse and respiratory rates were
charted half hourly.
3. The temperature and output were charted every 4 hourse.
4, Oxygen was given by tent.

o

i. Intramuscular injection of morphia 10 mg was given

)

2, Tabs Digoxin 0.72 mg orally followed by O.5 mg orally

every 6 hours, and then 0.25 mg once daily for 5 dayse

(r

3, Intravenous injection of lasix 80 mg was given to be
followed by 40 orally every 4 hours, while packed
J H &
cells were being given.

4. Intravenous injection of aminophylline 250 mg was also

QLVELe

0

letronidazole 200 mg was given orally, three times per

U
L
fod

day for five dayse

6. DBephemium gramules 5G¢ was given once every day for two

7« Injection of Gentamicin 80 mg was

given twice daily

(T4




FLUIDS:
1. Pour units (2 litres) of packed cells were transiused
slowly while the patient was on lasix.

PROGRESS DURING TREATMENT:

The patient was reviewed every four hours for 24 hours.
On the second treatment day 5th May, 1982, the patient was
reviewed, She looked less ill. The mucous membraneswere still
pale. She was febrile with a temperature of 37.900 and was not
jaundiced. The neck veins were still a bit congested. The pulse
rate was 99/mimte, regular and of normal volume. The blood
pressure was 12@/70 mm of mercurye. The liver was 1z em below
the subcostal margin and was slightly tender. The spleen was
1 cm below the subcostal margine. The heart was still enlarged.
The heart sounds were normal. The renal angles were less fender.
On the thira treatment day on 6th May, 1982, the patient's
general condition was good. There was no neck vein congestion.
The liver and spleen were not palpable. There was slight right
hypochondrial tenderness. The renal @angles were non-tender,
The fundus was equivalent to 29 - 30 weeks of gestation. The
haemoglobin was 8,1 G per dl. A further one litre of blood was
transfused. The patient did well and was discharged one week
later. The patient was seen at the antenmatal clinif four times
before she was admitted 8 weeks later. Her haemoglobin had
remained between 10 and 11.2 G per dl. She delivered vaginally
uneventfully on 10th July, 1982. The infant was a male baby
with an apgar score of 10 and he weighed 34ZKg. The baby and the
mother were discharged on 1llth July, 1982. The mother was advised

to attend family planning clinic. She was also given ferrous

sulphate tablets and folic acid.




COMMENT s

Ansenmia in pregnancy is defined as a haemoglobin level less
than 11.7 6/d1l (Lawson, 1975). Anaemia in pregunancy, like in
many other developing countries; is a very common problem in
Panzania (lwanuiuzi, Nhonoli, 1972). At Muhimbili Medical Centre
in 1979/80, anaemia was responsible for slightly more than 50%
of all antenatal admissions. About 70% of pregmant mothers who
are anaemic suffer from iron deficiency anaemia, The remainder
suffer from anaemia due to either folic acid deficiency or a
combination of both folic acid and iron deficiency. This is
mainly because of low dietary intake of these substances, and
chronic infections. The growiﬁg foetus competes Ior these raw
materials, so that an inadequate intake results in matermal
angemia. In absence of effective treatment, the anaemia may lead
to cardiac failure and maternal death. The critical level where
cardiac failure occurs is 45 G% (P.C.V. of 14%).

The diagnosis of early cardiac failure may not be eaaily
made in view of a raised jugular venous pressure or tachycardia,
both of which may be present because of the hyperdymamiec circula-
tion present in severe ansemia. So the valuable signs are
dyspnoea and basal crepitations. This complication is said o
ocecur in about one third of cases with severe anaemia., lNany
factors favoured the development and exacerbation of anaemia in
this patient: = She was of low socio-economic status, which
favoured 'a-state of chronic submutrition, and therefore predis—
position to anaemia, late attendency to antenatal clinic meant
receiving antenatal care late in pregnancy; failure of the patient

to take prophylactic ferrous sulphate and folic acid mean

«

failure to supplement her low stores, and; the effect of hookworm

infestation becaofe more significant due to low iron stores, and
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possibly high hookworm load., Besides all these she had urinary

tract infection which has a role in the causation of anaemia.

Her sickle cell trait {&b) may possibly explain two of her clini-

a) She had no malaria parasites detected in her blood f£ilm,

site in it, hence shorteni:

Whalley, Pritcharxd and

o
g

Y,

Richards, found a higher incidence of pylonep
pregmancy and pueperium in patients with sickle cell trait,

compared to normal pregnant females, This may be due to the

turn causes ischaemic necrosis and scarring around the kidney

tissue = a well known predisposition of urinaxry tract infec-

tione

The treatment of ansemia depends on the severity, the type of

appemia and the time left before delivery. In ik
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was severely ansemic, the ideal therapy would

fusion. But this was not done due to lack of equipment,
Partial exchange transfusion is less complex (Fullerton and Turner).

The packed cells are transfused while simultaneously removing +he
same volume of blood plus 100 - 200mls from the opposite fermoral

vein. The blood obtained from the patient may be centrifuged for

20 minutes at 1200 revolutions per mimute, and the resulting




packed cells re-transfused, The needles, syringes and tubings

are siliconized and the patient heparinized., Simultaneously a
diuretic can be used to reduce the amount of fluid in the body.
In this patient, frusemide was used to reduce body water,
and a very slow transfusion of packed cells done. The results
of this procedure were goode The grave picture of the effects
of severe anaemia in p:c-egnancy identifies it as a major obstetric
emergeney, that requires immediate and effective treatment if
disaster is to be averteds This patient and the foetus would
not be saved, had it not been for the early diagnosis (before
tem) and prompt therapy. But this patiezﬁt would not have reached
this grave stage, if she had; attended the antenatal clinic
earlier, taken her iron and folic acid supplements, and had her

1

haemoglobin estimated at booking. She needed family planning

to prevent maternal depletion of iron stores.




ELDERLY PRIMIGRAVIDA DELIVERY BY EMERGENCY CAESAREAN SECTION:

Name: H.B. Age: 39 years old I.P. No: 9854/1/82
Tribe: MNnyagatwa Religion: MUslim

Address: MNuholo Street, No. 19 Tandale, Dar es Salaam
Date of admission:  4,9.1982

Date of delivery: 4.9.1982

Date of discharge: 13.9.1982,

SUIVEJTAIH:

A 39 year old primigravida who was referred from a peripheral
clinic with a diagnosis of "Elderly primigravida". She had no
problems throughout the antenatal periode ©She was delivered at
term by a lower segment @aesarean section, the indication being
foetal distress. She was discharged with a healthy male baby

weighing 2,3 Kge

ANTENATAL CARE:

She first booked on 2nd April, 1982 at Amtullabhai clinice
She was 16 weeks pregnant by thens Her last normal menstrual
period started at the end of November, and her estimated date of

confinement was early September. She had no complaints at booking.

OBSTETRIC ANF GYNAECOLOGICAL HISTORY:

This was her first pregnancy. She had used no contraceptives,
Her menarche was at 13 years, her menses lasted 4 - 5 days, every
29 « 35 days and were of normal flow. She had no intermenstrual
bleeding, no dyspareunia or abnormal vaginal discharge. She had

regular normal coitus,.

PAST MEDTICAL HISTORY: She had never suferred from any major

illness.

FAMILY AND SOCIAL HISTORY:

Nobody in the family had suferred from pulmomary tuberculosis,

_




cardiac disease, hypertension, diabetes mellitus or mental illness.

There was no family history of infertility or subfertility. She
was a housewife, this was her second husband. She had been married
to the first husband for twenty years without conception and was
divorced. This was her sixth year with this second husband.

She was staying with her husband at Tandale. OShe had not had any

formal education. The husband was a mechanic with an oil company

in Dar es Salaan.

PHYSICAL EXANMINATION:

General condition:

She looked obese, not pale and not jaundiced. She had neither
thyroid enlargement nor cervical lymphadenopathy. Teeth and gums
were normal., She had no septic foci in the orophrynx. She had no
pitting oedema of the lower limbs and sacral area. Her height was
158.5 cm, and the weight was 85 Kg. The breasts were well deve-
loped, thePe was @reolar darkening, and the nipples were normal.
There were no breast lumps,

Cardiovascular systems The jugular venous pressure was normal.

The pulse was 70 per mimute, regular and of normal volume. The
blood pressure was 120/ 80 mm of mercury. The apex beat was at
the normal position, there was no cardiomegallye. The first and
second heart sounds were audible and normal, and there were mno
MUTIULS o

Respiratory system: She was not dyspnoiec, the respiratory rate

was 20 per minute and regulars The chest cage was symetrical and
the respiratory movements were equal bilaterslly. There were no
crepitations over the lung fields and the air entry was goode.
ABDONMINAT EXANTINATTION:

The abdomen was evenly enlargedo There were no scars and no

stria gravidarun. The abdomen was soft and non-tendere The liver,




spleen and both kidneys were not palpable. Both remal angles

were non-tender, The fundal height was equivalent to 16 wecks
of gestation corresponding with the gestatiomal age by dates.

VAGINAL EXAMINATION:

The vulva and vagima were normal and there was neither
vaginal bleeding nor abmormal vaginal discharge. The cervix
looked healthy, mulliparous closed, bluish pink in colours
DIAGNOSIS: Elderly Primigravidae

INVESTIGATIONS :

1. Blood = Group A Rh (D) Positive

~ Haemoglobin 70f

- Serum for VDRL was negative
2¢ Urine = There was neither protein nor sugar
%3¢ BStool = No parasites were sSeen.

MANAGEMENT AT ANTENATAL CLINIC:

l. Prophylactic chloroquine 300 mg weekly
2, Prophylactic folic acid 5 mg daily
3 Prophylactic ferrous sulphate 400 mg daily.

SUBSEQUENT VISITS:

She paid 9 antematal visits in total; four weekly up to 28
weeks of gestation, then two weekly up to 36 weeks, and weekly
thereafter. ©She had 3 haemoglobin estimations throughout this
pregmancy. She had three doses of tetams toxoid. She had no
problems throughout the antenatal period.

Ato 37 weeks of gestation she had pelvic assessment. The

pelvis was found to be adequate for the foetus, and therefore

vaginal delivery was anticipated.




LABOUR AND ITS OUTCOME:

The patient was admitted from her home at 500 aem on 4th
September, 1982; because of labour pains which had started at 12
midnight (5 hours prior to admission). She had no vagimal bleeding
but mucoid vaginal dischargee

PHYSICAL EXANINATION:

She was an obese woman and was in pain, Ohe was not pale and

not dehydratedes She was afebrile and had no pitting oedema of the
lower limbs,

Cardiovascular system: The pulse rate was 8)/mimite, regular and
of normal volume. The blood pressure was 120/80 mm of mercury.

The heart size was normal, The first and second heart sounds were
normal and there were no mMUIMMYS.

Respiratory system: The lung rilelas were clear,

ABDOMINAL EXAMINATION

The abdomen was unifoxrmly enlarged. The fundal height was
equivalent to term pregmancye The lie was longitudinal; the
presenting part was cephalig and had engaged. The foetal size
| was small. The level of descent was four fifth above the brim.,
The foetal heart rate was 148/minute, regulare The contractions
were mild.

VAGINAL EiAMINATION:

The vulva and vagina were normal. There was no vaginal
bleeding. There was a mucoid blood stained vaginal discharge.
The cervix was soft 20f% effaced and 1.5 cm dilated.

The sacral curve was normale. The ischial spines were not

prominent and were approximately 1l cm apart. The subpubic angle
could accommodate two fingers and the inter-tuberous space was
four knuckles,.

An artificial rupture of membranes was done and the liguor

was clear and there was no cord prolapse.

TR




CONCLUSION:

The pelvis was adequate and there was no immediate foetal
jeopardys Therefore vaginal delivery was expected.

INVESTIGATIONS :

l. Blood - Haemoglobin 10.2 Gm/dl.

20 Urine - HNo protein sugar or acetone.

The plan was to conducte¢ labour as described for a woman with
normal labour. Therefore the observations for normal labour

were carried oute.

PROGRESS OF LABOUR:

At 10,00 a.m 4 hours later the patient was reviewed. She
had dry mouth and she was in pain. The blood pressure was 14Q/80
mm of mercury with a pulse rate of 100 per mimite and of normal
volume., The contractions were stronger lasting 20 - 25 seconds
occuring every 3 - 4 mimites. The foetal descent was three fifth
above the brim., The feetal heart rate was 16Q/minute and
irregular, The cervix was 2,5 cm dilated and 50% effaced. The
liquor was stained with thick meconiume The urihe had acetone
but no protein,

DIAGHOSIS Acute foetal distress.

PLAN:

The patient was put on the left lateral position, an intra-
venous drip: of 5% dextrose was started and the patient was prepa-
red for Caesarean section as described in the introductions

The anaesthesia and the technigue for Caesarean section were
conducted as described in the introductions A male baby weighing
243 Kg with an apgar score or 6 was delivered. He had no congeni-

tal abnormalities. The total blood loss was estimated at 500mls.
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POST OPERATIVE PERICD:

l, Immediate post operative period = the uterus was well
contracted and the general condition of the mother was goode
The blood pressure was 120/80 with a pulse rate of 80 per
nminute regular and of normal volume.
2o General orders:
(a) The blood pressure, pulse and respiratory rates were
charted every one hour
(b) The temperature was charted four hourly
(¢) An intake and output chart was also kepte
All these parameters remained normal,.
3. Fluids:
(a) Dextrose saline was given as an intravenous drip at a
rate of 2 litres per 24 hours
(b) Two pints of blood were transfused making a total of
3 litres of fluid pexr 24 hourse
4o Drugs:
(a) Pethidine 100 mg intramuscularly was given every 6
hours for 24 hourse
PUERPERIUILs
The patient did wells The intravenous drip was removed after
72 hours. The haemoglobin was then 10 Gms per dl. So the patient
was started on oral ferrous sulphat 200 mg twice daily and folic
acid 5 mg once daily. The patient became ambulant on the 3rd
post operative daye.
On 8th post operative day the wound was checked and found
to be cleans The stitches were removeds The mother and the haby
were discharged on 13th September, 1982 and they were given an

appointment to be seen at the post matal clinic six weeks laters

At the post-matal clinic - the mother and the baby were healthye.

b



The mother was not pale. The scar was well healede The
mother was instructed to report to Muhimbili next time she

became pregnant.

COMMENT s

An elderly primigravida is lthe woman who concelves for the
first time at the age of 35 years or above. The incidence of
conception decreases with age, while perinatal loss increases.
The low fertility, especially £ after the age of fourty is probably
due to failure of ovulation to take place or failure of the corpus
luteun to meintain implantation (waning of ability of corpus
luteun), Her dwindling chances of further child birth, therefore,
put more of a premium on the present one. Usually they have had
long periods of infertility. For instance, this patient had
been married for twenty years and divorced on account of inferti-
litye She was then married to a second husband for six years
without conception. So she has gone through a childless pexriod
for the past 26 yearse

An elderly primigravida is likely to succumb to complications
which are a result of the aging process eege hypertension, uterine
fibroids and other tumours, placental insufficiency, triplets,
twins and congenital chromosomal abnormalities. All the above
factors put these women in the "high risk" group, and therefore
need a careful antenmatal and intramatal cares
But this patient was not referred for specialist care until she
was in labour at termes During her antenatal period she should
have been seen more frequently than a normal pregmant womane

Pelvic assessment was rightly done at 37 weeks., This was a

very important step, because there should be no doubt about her




pelvic dimensions as there is no trial of labour in an elderly
primigravida. In this case the pelvis was reckoned quite ade=-
quate for vaginal delivery. An early foetal monitoring, antena—
tally, is of utmost importance in these women, because small
for gestational age babies are frequent, and one would not let
this woman go beyond terme. An amniocentecis should have been
done to detect any chromosomal abnormalities.

Once the baby is born the age of the mother does not seenm
to influence the survival of the neomate, Thus the aim should
be to deliver the mother by the most expeditious route. However,
an advanced age per se is not an indicé.tion for an abdominal delie
very. This woman was delivered by Caesarean section due to foetal
distress and not on account of agee The risk to the neomate may
be reduced to the level of the younger obstetric populationa with
careful antenmatal monitoring and active mamagement of pregnancy

and labour, This baby would not have been saved were it not for

the timely Caesarean section.




DISCORDANT TWINS WITH ANTEPARTUM DEATH OF ONE AND ONE LIVE BIRTH

Names >T.I. Ages 31 years ﬂfribe: Mdoe Religion: MUslim
I.P. No: E/2791/82 Address: Kinondoni, Dar es Salaam

Date of admission: 9.9.1982

Date of delivery:  20,10,1982

Date of discharge: 22101982

SULIARY :

A 31 year old Gravida 2 Para L was admitted throuth tne
casualty to the antematal wards at 28 weeks or gestation. She
was referred from a peripheral clinic because she was found to
have & fundal height which was bigger than dates.

On examination she was found to have twin pregnancy with
polyhdramnios. Confirmation of the findings was done by maternal
plain abdominal X-rays. ©She had a spontenecus vaginal delivery
of one macerated still birth, and one live baby at 36 weeks of
gestation, The diagnosis and management of twin pregnancy is
discusseds The possible aetiological factors of discordant twins

are mentioned.

ANTENATAL CARE:

She first booked en 3/6/1982 at Kinondoni clinic. She was
16 weeks by gestation. Her last normal menstrual period had
started in mid February probably 14/2/1982, she was not very sure
and her estimated date‘ of confinement was therefore aroundél/ 11/82
At booking she complained of having had excessive vomiting in the
firet three months of her pregnancy. She paid two more visits
and on her 4th visit at 28 weecks of gestation she was referred

to Muhimbili because she had an abdomen which was bigger than

dates together with generalized oedema.




On admission at Muhimbili she complained that her abdomen
was bigger than usual. She also experienced excessive foetal
movements and weakness. ©She was by then experiencing slignt
nausea but no vomiting. She could not afford to mowe around
because of the heavy abdomen and weakness. She had had neither
fits no headachese She had not had any vaginal bleeding in this
pregnancy. She had no labour pains. She had no urinary symptoms
and she had normal bowel movements. This was her second preg-
nency. The first pregmancy, in 1973 ended up with a full term
normal delivery at Ocean Road Hospitale The child is alive and

well. She could not remember the birth weight of this baby.

GYNAECOLOGICAL HISTORY:

She had regular menses which had commenced at 14 years of
age. The menses lasted 5 days every 28 - 30 days and the flow
was normal. She had been on oral contraceptives (she could not

remember the name) for five years.

PAST MEDICAL HISTORY: She had not had any major illnes in the

past.

PANDLY AND SOCIAL HISTORY:

She was a form four leaver working as a cashier with
Regiomal Trading Cérporation in Dar es Salaame. BShe was staying
with her husband at Kinondoni. The husband was a technician with
Poste and Telecommunication in Dar es Salaam. Nobody in the
family had suferred from diabetes, hypertension, cardiac disease
or pulmomary ‘tuberculosis. Hobody on the paternal and maternal
side had given birth to twins.

PHYSICAL EXAMINATION:

She was healthy looking. She could move and walk with

difficulties because of the huge abdomen., She had generalized




oedema. She was not pale, afebrile and had no jaundice. She

weighed 603 Kg. and her height was 162 cm. The teeth and gums
were healthy and she had no septic foci in the oralpharynxe.

PThe thyroid gland was not enlarged and she had no cervical lympha-
denopathy. The breasts and nipples were well developed. Clear
£1uid could be expressed from the nippless There were no breast
Jumps.

Candiovascular system: Her blood pressure was 110/70 mm of
mercury with a pulse rate of 8§/mimute regular, and of normal
volume. The heart size and sounds were normal.

Respiratory system: The chest was symetrical and the lung fields

were clear,

ABDOMINAL EXAMINATION:

The abdomen was uniformly distended and penduluse The
liver, spleen and both kidneys were not palpable. Both renmal
angles were not tender, The fundus was equivalent to 36 weeks
of gesﬁat‘ion, while the gestational age by dates was 28 weeks,
There was excessive amout of amniotic fluid. Multiple foetal
parts could be palpated with difficulty due to excessive fluid,
Poetal movements were palpable. One of the foetus presented with
the head which was very small, The foetal heart rate was 144/min.

and regular.

VAGINAL EXAMTNATION:

The vulva and vagina were normal. There was no abnormal
vaginal discharge. The cervix was healthy and there were no

pelvie tumours.

DIAGNOSIS: Twin Pregnancy with Polyhydramnios.




INVESTPIGATIONS:

1. Blood = Group O Rh (D) Positive
- Haemoglobin = 11.0 gn/dl.
- VDRL = Negative
2, Urine = No protein, no sugar
-~ No infection
3. Plain abdominal X-ray - Revealed two foetal shadows
‘ Cephali¢/Breech of almost equal size.
- No congenital malformations
- No subcuteneous fat line
- No ossification centrese.

MEDICATION AND ADVICE:

In view of a combination of multiple pregnancy, and severe
polyhydramnios and generalized oedema the patient was admitted
into the antenatal ward with the following oxders:

1, Bed rest

2. PFerrous sulphate 200 mg three times a day

3, Polic acid 5 mg once daily

4, Chloroquine sulphate two tablets weekly

5¢ Blood pressure and pulse were charted twice daily

6, The abdomen was palpated and weight taken twice weekly

7¢ Urine was tested for protein.

The patient's condition in the ward remained normal until at the
35th week of gestation when she started experiencing labour pains
and drainage of liquor. Two hours later she was transferred into
the labour ward. The pains were now regular and progressive.

PHYSICAL EXAMINATION:

The patient was having labour painse. The contractions could

be palpated on the abdomen, The fundal height was about 38 weeks.




The foetal heart was 142/min. and ragular. The membranes had
ruptured sponteneously = the amniotic fluid was straw coloureds
There was no cord prolapse. The cervix was 4 cm dilated, the

breech was presentinges The pelvis was adequate.

CONDUCT OF LABOUR:

The patient was started on the usual observations as for
normal labour.

2nd stage:

The patient, on the dorsal position, was encouraged to bear
down.

(a) Delivery of the firvst twin: The vulva and the perineum
were cleansed with Chlorohexidine solution (aqueous). The
perineun was supported with a pad while the patient bore
down. The head descended with ease, A macerated male still
birth weighing 21 Kg was delivered.

(b) Delivery of the 2md twin: Soon after delivery of the lst
twin the abdomen was palpated the lie was longitudimal. The
fetal heart was 148 and regular. The vulva was agdin swabbed
with chlorohexidine amd two fingers were introduced into
the vagina. The membranes were felt bulging. The membranes
were ruptured using a sterile Kocher's forceps, care being
taken not to damage the cord of the second twin. The mother
was again encouraged to bear down. The second twin who was
presenting with the vertex was born 10 minutes later, She
was also a male baby with an apgar score of 8 and weighed
3el Kgo

INPANTS .

The firsttwin was a macerated still birth without obvious

congenital malformation The placental vessels could not be traced
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very well because of placental distortion accompanying the
macerated still birthe.

The second twin was normal and the placenta looked normale
A catheter was passed in the oesophagus easily. ©She had passed
urine and meconium by the second day. The baby had BCG vaccina-
tion on 2lst of Octobers The baby and the mother were discharged
on 22nd October, 1982 and were to be seen at the postmatal clinic

six weeks later.

PUERPERTUM:

The baby and the mother were seen at the postnatal clinice
The general condition was good and maintained a good haemoglobin,
The breasts and nipples were normal, The baby was breast feeding
well, Uterine involution was satisfactory. The patient was advi-

sed to register herself to the family planning clinice.

COMMENT

Twin pregnancy may result from either fertilization of two
separate dva (Biovular, dichorionic) or division of one fertilized
ovum into two separate embryos (Uniovular, monochorionic).

The incidence at Muhimbili is about 0.8% of all admissions,
and 4% of all deliveries. Though the figure quoted in literature
is less than 1% of all deliveriés,; they account for over 1% of
all perimtal deaths, mainly through prematurity.

The histoxry of excessive pregnancy symptoms was suggestive
of multiple pregmancy in this patiente The family history of
multiple pregnancy was lacking in this patiente This is unexpected
because such history is usual, and oddly enough on both paternal

and maternal side. The findings of a uterus which was larger than

dates, multiple foetal parts and polyhydramnios were a further
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support of multiple pregnancy. Demonstration of two different

foetal heart beats is easier said than done., Furthermore, the

foetal heart sounds in this patient were muffled by the excessive

amniotic fluid., Hydramnios is more commonly associated with

monochorionic twins which was the case in this patiente An X-ray

was used to confirm twin pregnancy in this patient. Ultrasound

and foetal EKG could be used to confirm multiple pregnancye.

Phese are less aggressive and they eliminate the hazards of irra-—

diation. Ultrasound can miss up to 50% of multiple pregmancy if

done early., The advantages of X-rays over the above means are:

a) The mumber and size (twins, triplets etce.) can be determined
easily

b) Congenital skeletal malformations can be seen. This was
especially important in this lady who had polyhydramnios.

e¢) The lie and presentation of the foetuses can be seen clearly
and

d) The amount of irradiation is minimal.

BEarly, diagnosis of multiple pregnmancy is very important, because

all eventualities in pregnancy labour and delivery can be antici-

pated. The second twin is, therefore, not delivered as an emerge-

ncy in an ill prepared labour ward.

Prematurity is the commonest cause of perimatal loss in
multiple pregmancy. The question as to why labour occurs early
in multiple pregnancy remains unsettlede Two theories have been
put forward to explain this phenomenons
a) An everage uterus does not tolerate a total weight of more

than 5450 Gms. Once this weight is reached the patient goes

into labour.

b) Earlier delivery may also be due to hormomal inbalance caused

by high levels of placental hormones,




Various methods have been tried to prevent premature labour

in multiple pregnmancy. Intervention by cervical cerclage before
labour sets in has been proved useless. Early admission for bed
rest is practised by many obstetricians provided the gestation is
less than 36 weeks. The value of this in prevention of premature
labour has not been established. Little and Friedman found that
early admission did not influence the gestation at birth, but
influenced the birth weighte The improvement in low birth
weight following early bed rest can be attributed to:
a) Relief of pressure to cervix and lower segment which may

prevent premature labour;
b) Re-distribution of blood flow to placenta and
¢) Better mutrition in hospitale
This baby, though she was 36 weeks by gestation, she weighed 3 Kg.
Whether this was due to bed rest or foetus to foetus transfusion
is a matter of speculation. The question of premature labour in .
multiple pregnancy will remain unsettled until we know the cause
of premature labour in these patientse

In this patient both twins were males. Their birth weights
were descrepant (more than 30%). Twin pairs are considered discor—
dant if the difference in their birth weights eceeds 25% or their
difference in biparietal diameter is more than 5ke |
The possible causes of discordancy include:- unequal distribution
of placental mass between the co~twins; umbilical artery abnorma-
lities e.ge. single umbilical artery twin transfusion syndrome
and sometimes no definite cause is found., Discordancy which is
associated with high rate of antematal foetal death is usually
caused by twin transfusion syndromees The fact that the foetuses

were monochorionic associated with hydramnios and antepartum




foetal dealth further supports the possibility of twin transfusion

syndrome. The possible explamation for this syndrome is that;

the majority of monochorionic placenta associated with single
ovun twins have vascular anastomosis between the two babies,

The size, number and mature of these amastomoses varies, but in
some cases they permit considerable transfer of blood from one
foetus to another. One twin becomes amaemic, while the other
becomes polycythaemice And polyhdramnios developes in the recepi=-
ent twin, while oligohydramnios developes in the donor twin which
eventually diese In both these twins there was no anencephally
which could explain the polyhydremnios, and at least there was

no gastro intestinal anomally in the live baby. However, the
anastomosis could not be proved because the other foetus and place=
nta were macerated. Haematochrit should have been done on the

live baby immediately, and a postmortum should have been done on

the macerated twin,




MULTIPARTTY: RUPTURED UTERUS SUBTOTAL HYSTERECTOMY DONE:

Name: H.R. Age: 29 years ARNC No: 4270 Tribe: Mzigua
Address: Tandale, Dar es Salaam  Delivery No: 10874
Date of admission: 2,10,1982

Date of operation: 2,10,1982

SUMMARY :

The patient Gravida 6 Para 5 + 0 with three living children
booked at 22 weeks of gestation at Tandale clinice She had paid
7 visits before admission into Muhimbili Hespital on 2nd October,
1982, B8he had been in labour at home for 14 hours prior to admi-
ssion, She was found to have uterine rupture, A subtotal,
hysterectomy was done alter initial resuscitation. Her post
operative period t;:as uneventf.’ul. She was discharged on the 12th
day of hospitalization.

PRESENT OBSTETRIC HISTORY:

The patient, Gravida 6 Para 5 had had no abortions. She had
three living children. She booked at Pandale clinic at a gestatio-
nal age of about 22 weeks, She was not sure of her exact,dates,
but her last normal menstrual period had started in late December,
1981 and her expected date of delivery was therefore early October,
1982, She had regular menses, She paid 7 visits all of which were
uneventful. Her blood pressure had remained at 110/70 mm Hge
She had noted a severe progressive lower abdominal pain which was
persistant. The periodic labour like abdominal pains had ceased.
This was accompanied by vaginal bleeding which was bright coloured.
She did not think she had blood stained urine. She had not taken

any local herbs to augment labours She had not felt any shearing

and tearing sensention or fever, but had dizziness,




PAST OBSTETRIC HISTORY:

lst borm: - 1969 a full term vaginal delivery who died suddenly
at 3 months of age.
2nd born = was borm in 1970, full term normal delivery who
died at 4 years of age after having had a fever.
rd born: - was born in 1973 a full term normal delivery who
was living and well,
4th borm: - was borm in 1977 a full term normal delivery who
was living and well.
th born: « was in 1979 a full term normal delivery.
A1l her deliveries were at Ocean Road Hospital and she had no
antematal, matal, or postnatal problems. She did not remember
the birth weights.

GYNAECOLOGICAL HISTORY:

She had her menarche at 15 years, and her menses were lasting
4 = 5 days every 28 dayse. The flow was regular and normal,
She had neither dysmenorrhoea nor dyspareunia. She had no post

coital bleedinges ©She had never been on any contraceptivese.

PAST MEDICAL AND SURGICAL HISTORY:

She had never been operated and had not suffered from any
major illness,

SOCIAL AND FPANILY HISTORY:

She was a housewife and had not received any formal education.
She was married and was staying with the husband at Tandale.
There was no history of hypertension, diabetes mellitus. or

cardiac disease in the family., Her elder sister had "~ given

birth to one set of twins,




PHYSICAL EXAMINATION:

She was not in pain, very calm, not dehydrated, not jaundiced
and afebrile. She was moderately anaemic. The mouth, teeth, gums
and throat were normale The thyroid gland was not enlarged.

Cardiovascular system: The blood pressure was 90/60 mm Hg, the

pulse rate was 118 per mimute, rapid and small in volume. The
skin was cold and sweaty. The first and second heart sounds were
audible. There were no murmurs, but tachyecardia was noted.

Respiratory system: The lung fields were clear.

Breasts: .The breasts were normally developed symetricale There

were no breast lumpse. The nipples were normal,

ABDOMINAL EXAMINATION:

The abdomen was irregularly enlarged with both flanks bulging,
the left flank bulging more than the righte The uterus was very
tender and tense, the fundal height was obscure. The fetal parts
were easily palpable on the left part of the abdomens Palpation
of the liver, spleen and kidneys, was rendered impossible because
of the severe abdominal tenderness and gwarding. The fetal heart

was not audible. The bowel sounds were audible but distant.

VAGINAL EXAMINATION:

~ The perineum was soiled with faeces. An admixture of blood
and liquor was seen issuing from the vaginae. The presenting part
was high, and a fetal limb could be felt through a gap in the lower
lateral uterine segmente
DIAGNOSIS: Ruptured Uterus.

The patient was planned for emergency laparatomy and the

following doﬁe:-
Ae GENERAL: le Blood grouping and crpossmatch was done = two

units of blood were immediately available,



2 Consent was obtained
3+ Abdomen was shaved and cleaned with an antiseptic solution
4, Bladder catheterization - clean urine 250mls was obtained.

5 Nasogastric tube suction was done

B. FLUIDS:

le A fast intravenous drip was set using a wide bore needle

while awaiting blood.

2 Two units of blood were available and started.

C. DRUGS:
l, HNorphine injection 10 mg intramiscularly was given
2¢ Crystalline penicillin 2 meu intrawenously was given
snevexry 6 hours for 24 hours, then changed to intramscular
injection of 1le¢2 mou of P«PF for five days.

3¢ Injection chloramphenicol 500 mg was given intravenously

at 6 hourly intervals.

4¢ Atropine 0.6 mg intramuscularly was given.

On 2nd October, 1982 at 7,00 p.m Subtotal Hysterectomy was done.
OPERATION: Taparatomy subtotal hysterectomy

ANAESTHESTA:  General amaesthesia was induced and maintained as
described in the introductions

PROCEDURE:

The abdomen was opened up through a midline subumbilical
incisions A 2,9 Kg female baby and placenta were floating in the
abdominal cavity. They were delivered through the abdominal inci=-
sidne About 2 litres of admixture of amniotic f£fluid, meconium and
blood were sucked out of the peritoneal cavity. A swab for culture
and sensitivity was takene The exit of the fetus and placenta was
through a ragged oblique rent on the inferolateral side of the

uterus, involving the broad ligament, round ligament and the lower

uterine segment up to just above the intermal os. The uterine
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vessels, bladder, ﬁagina and cervix were intacte Both tubes and
ovaries were healthy. The ovaries and uterine vessels on the
affected side were first identified and secured by ligatures at
the level of the teare Both tubes were then divided and ligated.
The lower uterine, peritoneal tear was then extended laterally
towaxds the right side of the broad ligament which was then
divided towards the utero-sacral folds. The uterine vessels on
the right side were identified and clamped with a Kocker's force-
ps, close to the cervixe The uterus was then cut across the
level of the tear. The vessels were transfixed, All the blee-
ding points were securedes The raw surface of the stamp was then
covered with peritoneum. All blood clots were then removed and
the abdomen closed in layers. The infant was a 2,9Kg. female.
She had no caput, no severe moulding and no congenital malforma-—
tions. She was a fresh still-birth.

Gross examimation of the uterus, placenta and umbilical
cord was unremarkable. The post operative condition of the
patient was quite goode ‘The blood pressure was 100/70 mm Hge.,

the pulse rate was 100 per mimute and of normal volumee.

POST OPERATIVE CARE:

A General:

1. Blood pressure, pulse and respiratory rates were charted
every hour for 4 hours then every two hours for 6 hours,
then 4 hourlye.

2. Indwelling catheter was connected to a closed collecting
systen,

3o Imput and output chart was kepte

44 4 hourly, temperature chert was recorded.

Be Pluidss

le Two units of blood were available and transfused.
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2, Two litres of dextrose saline were infusede
Ce Drugs:

l. Antibiotics were continued

2, Pethidine injection 100 mg intramuscular was given every

6 hours for 24 hourse.

The patient made uneventful recoverye Her blood pressure, pulse
and temperature remained normal., Her lung fields were clear.
She had mild ileus for 48 hourse On the third post operative day,
she had passed flatus and her bowel sounds were audible. The
intravenous drip was then discontimued and the patient was started
on oral fluids, and semi-solid foode The stitches were .removed on
the 8th post operative daye

On the 12th post operative day, the wound had healed well,
and the patient was discharged home to be seen at the gynaecology
eclinic six weeks later.

At follow up, 6 weeks later, her general condition was good.
Her haemoglobin was 10 Gms/dle. She was therefore discharged f£rom

the clinice.

COMMENT s

Ruptured uterus is a very common problem. It is serious and
often a tragic obstetric emergency which, threaines the life of the
mother and the babye. Uterine bleeding is a leading eause of mater-
nal and foetal mortalitye

Rupture of the uterus may occur before or during labours It
may be "occult'; which is usually insidious, painless with minimal
bleeding, and the fetus often is not extrudeds It may be " true
(complete] rupture, which is usually sudden, explosive and often
associated with severe pain, and signs of shocke

Aetiologically, it may be spontaneous, traumatic, or due to scar

rupture.
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The uterine rupture in this patient was spontaneous and
complete, which involved an intact uterus after omset of labours
Ries states that the term "spontaneous" rupture” may be misleading
since the uterus does not rupture unless there is a basic cause
for uterine wall weakness. A major cause of spontaneous rupture
of the uterus is prolonged obstructed labour due to cephalopelvie
disproportion ;. or malpresentations.

Cephalopelvic disproportion may occur for the first time in
a multiparous womaen, due to increasing foetal size with parity
(Mtimavalye 1976). Menon proposed that prolonged childhood mater—
nal malmatrition leads to weak masculature, and development of a
small pelvis. But judging from the fetal size (2,%Kg) in this
patient, cephalopelvic disproportion is unlikely to have been the
cause, Malpresentations, a common problem in multiparous women
(due to laxity of abdominal muscles) cannot be ruled out in this

patient, because, she was first seen with the uterus already ruptu-

rede In addition, a multiparous uterus may have weak muscle fibres

and scarring due to previous labour and deliveries. However, by
definition, this patient fits in well in the grand multiparity
group (para five or more), who rupture their uteri more frequently.
So this may confirm the aetiologic importance of high paritye.
Multiparous women can also rupture their uteri by pushing against
undilated cervix or borderline pelvise, In this case, there was no
evidence of undue fundal pressure, version or taking local herbs
(oxytocics). éonsidering this case; age was probably not

a factor here, since most uterine ruptures occur:. after 35 years.
However, Keifer, Palernae, and Friedman deny any contribution by
parity and age. ZXFurther, Boulle noted the infrequency of rupture
of uterus in grandmiltiparous women. <The cause of rupture in this

lady is8puzzle.
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The presentation; often times is atypical and the diagnosis may
be missed, Armon, for instance, noted a typical presentation in
only 33% of his patientse In this patient the presentation was
ty'pical; and therefore posed no problem in the diagnosis. The
fact that the catheter specimen of urine was clear indicated that
the urinary bladder was not involved.

Investigations like Haemoglobin/haemotochrit (whose fall is
deceptively slow anyway) ,abdominal X-rays and culdocentecis were
not dene because time could not é.llow.'-,», No attempt was made at
vaginal delivery, because shock and haemorrhage would be worsened.
Surgical intervention was energetic with a diagnosis action inter—
val of half an hour.

The findings of the rupture on the left lateral wall of the
utems, is in agreement with the observations made by others;

(De Lee and Greenhil, Brirger, Donelley) who found that the left

lateral wall was more frequently involved than the right lateral

wall, Voogd offers the explamation that:- the left ovarian vein
enters the femoral vein at right angles. This causes passive
venous congestion in ‘the left broad ligament. Dextiro rotation
of the uterus which occurs in 80% of these cases may accentuate
this predisposition.

Of the three courses of management, nahely, repair, repair
with sterilization, arﬁ}bsterectomy, the last one was taken
because: -

a) It was reckoned faster than repair, in view of the extensive
tear and the patient's poor conmdition, with only one litre
of blood available.

b) The patient had no desire of further child bearing.

e¢) The post operative period after hysterectomy is not necessarily

longer than simple repair, and, sometimes, the patient may




need hysterectomy after repair.

d) The procedure was considered safest, for the uterus once it
ropturmay as well do so again, considering our limited transport

and hospital facilities. Subtotal hysterectomy was done
because, the vagina and cervix were not involved, and therefore
not the main source of bleeding, and, the patient's condition
was so poor that any prolongation of the operation would be
dangerous.

The procedure is each case must be individualized. The
correct procedure is the one which is shortest, produces least
shock, and thus geis the patient off the operating table in +the
best condition. The cormer stone of good management of complete
rupture includes early diagnosis, adequate resuscitation, prompt
operative intervention and possibly antibiotics. Prevention is

by identifying the at risk groups, and careful management of labour

and delivery.




ASSISTED BREECH DELIVERY.

Name: Mrs. MeBe Age: 32 years Pribe: Mdigo
Religion: Muslim I.P. No: 0150/1%/82

Address: Kigogo, Dar es Salaam Occupationt Housewife
Date of admission: 12,0501982

Date of delivery: 12,05.1982

Date of discharge: 14.05.,1982

SUMMARY ¢

Mrse, M.B. was a 32 year old Gravida 7 with all children
living. She was referred from Ocean Road Hospital at 38 weeks of
gestation in labour with a breech presentation. She had been atte-
nding Ilala antematal clinic, Assisted breech delivery was achieved.

The menagement of breech presentation is discussed.

ANTENATAL CARE:

She booked at Ilala dispensary on 2nd March, 1982, Her gesta-
tional age by dates was 28 weeks., Her last normal menstrual period
had started on 18th August, 1981 and therefore her expected date of

confinement was 25th May, 1982, She had no complaints at booking.

PAST OBSTETRIC HISTORY:

This was her Tth pregnancy and had 6 living children, All
were normal deliveries, full term at Ocean Road Hospital. She
could not remember their birth weights but she thought they were
of normal size. She had no problems antematally, during labour

and postnatallye

GYNAECOLOGIC HISTORY:

She did not know the age at her memarch but thought it was
within the normsl ranges Her menses lasted 4 days every 30 days.

They were regular and of normal flow. She had no problems before,




after or during menstruation. She had had no vulval ulcers.

She had not used any contraceptives.

PAST MEDICAL HISTORY:

She had not suferred from any serious illness,

FAMILY AND SOCIAL HISTORY:

She was the second born in her family. Nobody in the family
had suferred from diabetes mellitus, cardiac disease or hyperte-
nsive disease., There was no history of twins in her family or
the husbarnd's family. She had not been in contact with any known
patient with pulmonmary tuberculosis. She was a non smoker, She
was married, staying with the husband at Kigogo. She had not had
any formal education. The husband was a telephone supervisor with

Posts and Telecommunication in Dar es Salaam,

PHYSICAL EXAVMINATION:

She looked healthy. Her height was 158 cm. and she weighed
74 Kg. She had no oedema, She was not jaundiced, she was not
pale and she was afebriles She had no cervical lymphadenopathy
and no thyroid enlargement, The teeth and gums were normal, The
breasts were well developedy active and there were no lumps. The
nipples were normal.
Respiratory system: The chest was symetrical and the lung fields
were cleaX,

Cardiovascular system: The pulse rate was 84/mimte, regular

and of normal volume. The blood pressure was 120/80 mm Hgo The
heart size and sounds were normale

ABDOMINAL EXAMINATION:

The abdomen was uniformly distended. There were stria gravi-

darum on the abdominal skin, The liver, spleen and both kidneys

were not enlarged, Both renal angles were non tender
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The fundal height was 28 weeks, the lie was longitudinmal with
the head presenting. The foetal heart rate was 14Q/min, and

regular,
VAGINAL EXAMTNATION:

The vulva and vagina were normal. The cervix was closed,
parous and looked healthye The uterus and adnexae were normal,

INVESTIGATIONS :

1, Blood -~ Haemoglobin was 11.2 G/dl.
-~ Blood grouping and crossmatch = O Rh (D) positive
- VDRL - Nagative

2o Urine - DNormal

ADVICE AND TREATMENT:

Because all was well, she was given prophylactic ferrous
sulphate, folic acid, chloroquine and the first tetanus toxoid
dose, ©She was advised to attend Ilala clinic four weeks later.

SUBSEQUENT ANTENATAL VISITS:

Bhe paid two more visits. She had no problems until at the
38 weeks when she started having labour pains.

ONSET AND PROGRESS OF LABOUR:

The patient was admitted at Ocean Road Hospital on 12th May,
1982 at around 8,00 aem « She had complained of labour pains
2 hours before admission. The contractions were frequent occuring
once every 10 = 15 mimutes, She had neither vagimal bleeding nor
draining of liquor.

PHYSICAL EXAMINATION ON ADMISSION:

The patient had a good general condition but she was having
labour pains. She was not pale, and afebriles Her blood pressure
was 120/80 mm of mercury, and her pulse rate was 88/min., regular

and of normal volume. The respiretory and cardiovascular systems

were essentially normal.




ABDOMINATL EXAMINATION:

The abdomen was uniformly enlarged up to the level of the
xiphisternum, The uterine size was 38 weeks. The lie was longi=-
tudinal with an irregular fixed lower pole. The head was ballo-
table at the fundus. Uterine contraction could be felt once every
3 = 5 mimutes. The foetal heart rate was 144/min., regular, best
heard on the left side just above the umbilicuse The foetus was
medium sized.

VAGINAL EXAMINATTIONS

The vulva and vagina were normal. The cervix was soft, fully
effaced and 6 cme dilated, The membranes were intacte The prese-
nting part: (breech) was 2 cm. above the ischial spines. The
pelvis was adequate. Artificial rupture of membranes was not done.
DIAGNOSIS: Complete breech presentation.

In view of the above diagnosis the patient was transferred
from Ocean Road Hospital to Muhimbili labour ward for further
management of labour, In the labour ward the patient was re-exa-
mined one hour after the first examination. The findings were
the same, the cervix was 6 cm. dilatede The foetal heart rate
normal.

The patient was advised to rest in bed in order to delay
rupture of membranes and therefore cord prolapse, Monitoring was
done as in care of normal labour. She remained in good condition.
The contractions, dilatation and descent progressed well.

At 11.15 a.n (2% hours after the second vaginal examination) the
foetal membraneé ruptured spontaneouslye. The amniotic fluid was
meconium stained, An immediate vagimal examination was done %o
rule out cord prolapse. There was no cord prolapse. The cervix
was fully dilated. Thwe breech was below the ischial spines, lef%®

sacral anterior position, Five minutes later the posterior buttock




was distending the perineum,

PREPARATIONS FOR DELIVERY:

The deliver,y‘tx'ay was prepared., The surgeon scrubbed and
wore sterile rubber gloves. The patient was placed on lithotomy
position with the patients buttocks at the edge of the obstetric
couche The vulva, perineum and abdomen were drapped.

In anticipation of an episiotomy, the perineum was infiltra-
ted with lignocaine 1%. An episiotomy was done from the fourche-
tte to the left side, | the pair of scissors being placed beiween
the index and middle fingers which were in the vagina pressing

the perineum away from the presenting part.

ASSISTED BREECH DELIVERY:

The mother was encourated to bear down. The breech céntinued
to descend,

The baby was touched for the first time when the umbilicus
was born. A loop of cord was pulled down. The back was facing
directly upwards, During this time the midwife's hand was on the

fundus of the uterus, not only to palpate the presence of each

cantraction, but also to follow the descent of the head.s And by

keeping a steady slight pressure on the uterine fundus, she
could there by help to prevent extension of the arms,

When the angles of the scapulage were visible, arms folded
on the chest wall were looked for and flipped out. With the
bearing down effort of the mother, the child was now born to its
neck, The baby was allowed to hang by its own weight (Burn's
Marshall method) from the vulva. The head continued to descend
until the nmape of the bab:yé neck was visible as indicated by the
hair of the foetal scalpe Then the baby was held by its legs with

the surgeons back to the patients right lege The mother was
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instructed not to bear down at this stage. The baby was then
lifted outwards towards the mother's abdomen. During this process
the obstetrician's left hand was used to guard the perineum, and
prevent the head from emerging too quickly.

Mucus was sucked out of the babies nostrils and mouth /s
soon as these were seen at the vulva. Then the baby was dgélivered
slowly and carefully. The process took 5 mimuites. The baby had
started breathing while the head was being delivered.

0.5 mg of ergomet¥Tine was given intravenously to the mother after
delivery of the baby and ascertaining the absence of a second twin.
The second stage lasted 30 mimutes.

The third stage of labour: The cord was clamped and cute The

placenta and membranes were delivered "in toto" by controlled
cord traction. The episiotomy was then repaired in the manner
described in the introduction. The blood loss was 150mls. The
third stage lasted 5 mimutes,

THE INFANT:

She was a 3.1 kg, male baby with an apgar score of 10. She
had no congenital malformations. There were no signs of brain
injury or other skeletal injuries. She remained in good conditions
THE MOTHER:

The maternal condition remained normal during the postpartum
period. She was instructed not to wash her perineum with warm
water,

The mother and child were discharged on the second postpartum
day. She was given ferrous sulphate and folic acid. BShe was
advised to start family planning, She was seen at the postnmatal
clinic one week later, so that the episiétomy could be examined,
to see how well it had healed. Her general condition was goods

She was not pale and was afebrile. She was breast feeding well.



The uterus was just palpable. The lochia was normal. The

episiotomy was well healed.

COMMENTARY :
Azy presentation other than vertex is mlpresentation. The
SRy \\ -

rate of malpresentation at Muhimbili is O.3%, the commonest being
preech ( = 10,95 of all malpresentations). The overall incidence
of breech prese;ltation at Muhimbili is 4.9 of all deliveries.

The incidence quoted in literature is 2 - 3% of all deliveries,
but varies according to policies on prophylactic external cephalic
version.

One of 4 women has a breech at 30 weeks which turms at 34
weeks, If someone presents with a breech in labour it is a persis-
tant breech presentation which should have turned. The aetiology
of breech presentation is a matter of conjecture. But M

factors include; prematurity, multiple pregnancy, placentae praevia,

space occupying lesions, and, contracted pelvis.only being,respo-
nsible for Te of breech presentation.

The breéch infant is more than one who happens to present
with buttocks firste The breech presentation has specific charac-
teristics and complications resulting in Wm—

lity and n}orbidity rates compared to non-breech. NMeasures to

reduce maternal and perimatal mortality include:; a good ante 2
tal and intrepartum managemente

Antenatally: A history of a multiparous woman with a good past
obstetric history is favourable for vaginal delivery. Felvic

agsessment and determination of foetal size should be done. The

mamagement of this woman was purely based on clinical judgement,

because as it often hapens, this patient was encountered <for the




first time in labour,.
If this patient had been encountered antenatally, one of
the methods to improve perimatal mortality and morbidity would

be extermal cephalic n at 32 = 34 weeks of gestation.

This lS because assisted breech delivery is associated with a

high perinatal mortaiity rate at Muhimbili (of about 11.1%

uncorrected). Quite apart from mortality, the morbidity is

also high, ‘Exterml céphalic version can reduce the incidence

of breech to about 1 - 1%, The procedure of extermal cephalic

version is valuable and sé,ge, unless, performed under anaesthesiae

An X-ray pelvimetry is almost out of fashion because:=—

a) Of the irradiation hazard, though small

b) The pelvic capacity does not solely depend on the bonny
pelvis; but may be reduced by encroachment of adipose
tissue, and therefore does not guarantee a safe vagimal
delivery, and

¢) The foetal head cannot be used as a pelvimeter in breech
presentations So it must not be done routinely except in
primiparas and selected multiparas..

In this patient it was unnecessary, because the history and

physical »exam:?..m’cion were not s;uggestive of any danger.

The intrapartum management of breech presentation is still
contraversial, Beveral years agoy Fotier believed all breech
presentation to be abmormal, and performed Caesarean section in
all. Later on he developed one of the best methods of vaginal
breech delivery,

The increasing rate of Caesarean section in mature breech
‘ deliveries has definitely improved the quality of the neonates,
4 not just delivering a live baby. Therefore more liberal Caesarean

section is indicated even for minor additional problens e.ge




maternal age, bad\cﬂ)ﬁfﬁr\ip\kzzi.stoxy, It is even cmore indicated

when the baby is large (mo tiiéi of labour in breech), poor
pmgwmw&eeta} asgpyxia. % delivery
was decided on this patient because the history and physical
examimation were favbu:qple, and the progress of labour was very
good, The fact that tl:;is was é complete breech should theoreti-
cally kave produced a more prolonged first stage of labour.

As it can be seen in this patient, it did not. This is because
complete breech occurs in multiparous, who are more efficient in
uterine activity. During labour an artificial rupture of membrenes
was not done because complete breech is frequently accompanied
with cord prolapse. An episiotomy was done because &t eliminates
the obstruction caused by the pwerineum, and thus Wm the
birth canal, MNuch of the cord was pulled down just in case there
was undue tension. During labour, vaginal amalgesia was not used

due to lack of facilities. The obstetric forceps was not used

because delivery was imminent.



PLACENTA PRAEVIA:

CONSERVATIVE MANAGEMENT AND SPONTANEOUS VAGINAL DELIVERY:
Name: C.lle Age: 28 years old Tribe: Mnyakyusa
I.P. No: 00391/1y/82 Address: Ubungo, Dar es Salaam
Date of admission: 25,6.1982

Date of delivery: 11.,8,1982

Date of discharge: 12,8,1982.

SUMMARY s

Mrs. C.M. a 28 year old Gravida 4 with three living children
was referred from a peripheral clinic at 28 weeks of gestation.
She complained of repeated painless vagimal bleedinge, The prese-
nting part was high and the foetal heart was heard. The uterus
was soft non-tender. On examination under anaesthesia she was
found to have a minor placenta praevia. She had an uneventful

Aloviy; :
vaginal blgaedi{:tg at 38 weeks of gestation.

ANTENATAL, PERTOD:

She booked at 28 weeks of gestation and paid two visits.

Her last normal menstrual period had started in late November, and
her expected date of delivery was early September, Her cycles had
been regular,

On admission the patient complained of painless vaginal blee=
ding of one day duration., This was her second episode, The vagi=
ngl bleeding started suddeniy while she was in bede The blood was
bi‘ight red and soaked her under pants and pade BShe estimated o
have lost about 100mls. of bloods The foetal movements were pre-
senty and the abdomen had not increased in size that day. She
had neither headache nor dizziness., She had nor palpitation or
precordial paine Her afietite was good and opened her bowel m;'mally

She had no urinary symptoms.
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OBSTETRIC AND GYNAECOLOGICAL HISTORY:

This was her fourth pregnancye. All her three deliveries
were full term normal deliveries at Muhimbili Hospital. Her
deliveries were first in 1975, secona in 1976 and third in 1978.
She did not remember their birth weights. She had no antenmatal
or postnatal problems,

She had her memarche at 15 years, and her menses lasted
4 days every 28idays. The flow was normal. She had neither
dysmenorrhoea nor dyspareunea. She had no intermeastrual blee-
ding. ©She had not suferred from any vulval ulcers. She had not
used any contraceptivess

PAST MEDICAL HISTORY: She had not suffered from any major illness

SOCIAL AND FAMTLY HISTORY:

No member of her family had suferred from tuberculosis,
cardiac disease, hypertension or diabetes mellitus. There was
no history of twins in the family. She got married 7 years backe
Her husband was a form four leaver who worked as a clerk in town.
She was a. class seven leaver who was working as a machine operator
with a textile mill in town., She neither smoked nor took alcohol.

PHYSICAL EXAMINATION:

She was in good general condition. She was not pale and had
no oedema., She was afebrile and she was not jaundiced,

The throat, mouth, teeth and gums were normal, The breasts
and nipples were normal,.

- Caxdiovascular system: The blood pressure was 110/70 mm of

mercury. Her pulse rate was 76 per minute, regular and of normal
volumes The first and second heart sounds were audible and
normal,

Respiratory system: All the lung fields were normal.



ABDOMINAL EXAMINATION:

The abdomen was uniformly enlargeds The liver, spleen and
both kidneys were not palpable. The renmal angles were non-tender.
The abdomen was soft, non-tender. The uterine size was 30 weeks.,
The foetus was small with a longitudinal lie and a high cephalic
Presentations The foetal heart rate was 146 per mimute and

regular,
VAGINAL EXAMINATION:

Inspection revealed a few blood clots at the introitus but
nﬁ fresh bleeding., Streaks of blood were also seen over the inner
parts of the thighs, o digital or _Speculun examination were dome
at this juncture,
DIAGNOSIS: Placenta Praevia.

INVESTIGATIONS :

lo 3Blood = Haemoglobin 10,0 G/dl,
= Blood group 0 Rh (D) positive

2¢ Urine « No albuminuria or glycosuria

TREATMENT ¢
A. General: 1, Complete bed rest
2¢ General condition, blood pressure and pulse
rate were charted half hourly, \
3¢ The patient signed consent in readiness for
any emergency operation
B.. Fluids: 1, An intravenous drip of 5% dextrose was started
to keep the vein patent,
2o Blood was available later on the same day and
two units were transfused,
Co Drugs: 1., Morphia 15 mg was given as an intramscular

injection,




PLAN:

The patient was scheduled for:

a) Speculum examimation after 5 days, 30th June, 1982

b) Echoscopy for placental localization and determination
of biparietal diametre, 30th June, 1982

1, Speculum examinmation:

This revealed no more vaginal bleedinge The vaginal walls
and fornices looked healthye. There was no active bleeding
from the cervical 0S.
2. Echoscopy:
This revealed placenta praeviae. The biparietal diametre
was 8 cme (equivalent to about 32 weeks).
In view of the above findings the patient was booked for
examimation under anaesthesia on Tth August, 1982 i.e. five weeks
later.

EXAMINATION UNDER ANAESTHESIA DONE ON 7TH AUGUST? 1982

Premedication:
l, Atropine 0.5 mg intramuscularly
2e Pethilorphan 100 mg intramuscularly.
Arpesthesia: This was induced and maintained as described for
Caesarean sestion in the introduction.
PROCEDURE s

This procedure was done in the operating theatre with the
instruments laid down in readiness for an emergency Caesarean
section if need be., The scrub murse was scrubbed and dressed
ready for any emergency operatione Two units of blood were avai-
lable in theatre. An intravenous drip of 5% dextrose was rumning
slowly to,keep the vein patent.

The patient was placed on dorsal position. The perineum and

vulva were cleaned with hibitane solution. The patient was then




drapped and the bladder was emptied by catheterization.

/

Using the left hand on the lower abdomen, the foetal head was
pushed into the pelviec brime The right hand was used for vaginal
examinations The fornices were palpated systematically to seer if
there was any intervening mass between the foetal head and the
examining fingers. There was nonee.

Then the index finger was carefully introduced into the cervi-
cal canmal, reaching the intexmal cervical os. There was a boggy
mass just reaching the edge of the intermal os anteriorly, but not
covering ite Introduction of the index finger past the internmal
0s revealed that this mass extended higher in the lower uterine
segment beyond 345 cm. The membranes were also felt. This being
a placenta pravia type II anterior (mrgiml placenta praevia).
an artificial rupture of foetal membranes was done. A syntocinon
infusion 245 ieu in 500mls of 5% dextrose was started at 10 drops
every 30 mimites to a maximum of 60 drops per mimte. The patient
was observed for another 10 mimutes to see if there was any evidence
of vaginal bleeding and there was none. The anaesthesia was rever-
sed and the patient made a wake. She was then taken back to the
labour ward with the following orders:=-

l. Step up syntocinon by ten drops every 30 mimates to a maximum
of 60 drops per minute,
2¢ The normal observations of a woman in labour were carried oute

CONDUCT OF LABOUR:

l. First stage:
1 hour later (6.00 pem)s The patient started having contra-

ctions which were weak lasting twenty seconds and coming every
10 minutes. There was no vaginal bleeding. The cervix had

dilated to 3 cm. The foetal position was left occipital

lateral,




In the urine there was no protein, glucose or ketone bodies.
4 hours later the patient was reviewed. She had strong contrace
tions which were now more frequent with intervals of five mirmtes.
The cervix had dilated by a further 5 cm. and only one fifth of
the head was above the pelvic brim.

2o Second stage:

At 12,00 midnight the contractions were very strong and the
cervix was fully dilated. The patient was then moved in the second
stage room and placed in lithotomy position with the syntocinon
drip still rumninge

The vulya and the perineum were cleaned with an antiseptic
solution (cetrimide). The doctor in attencylmcyscrubbed and put
on sterile rubber gloves. The patient was encouraged to bear down
with every contraction. As she pushed the head descended and came
out easily. There was no cord around the necke Delivery of the
shoulder was controlled and then the trunk followed, Ergometrine
0.5 mg intravenously was given promptlye. A female baby weighing
3¢3 Kg with an apgar score of 10 was born. The umbilical cord was
clamped at two points and cut. The second stage of labour lasted
about 25 mimites.
3¢ Ihixd stage:

The surgeons left hand was placed on the lower uterine
segment on the anterior abdominal wall. Then the placenta and
membranes were delivered by controlled cord traction as the uterus
contracteds The placenta and membranes were completed. The
uterus was then gently squeezed of blood clotse. The patient,
wag observed for a further 30 mimutes to see if there was any
vaginal bleeding, the blood pressure and pulse rate being taken

quarter hourly. These remained normal and there was no vaginal
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bleeding. The blood pressure was 110/Tomm of mercury, and

a pulse rate of 80 per mimute, regular and of normal volume.
Both the patient and her baby did well and were discharged on the
second post delivery day. The mother agreed to starting contra—
ception. She was thus referred to our family planning clinic

where she had an intrauterine device inserted.

COMMENT ¢
Placenta praevia is the presence, wholly or partly of the
placenta in the lower uterine segment. This is a common problein
in pregnancye. It carries with it the risk of mortality in the
mother or baby pr bothe The perimatal mortality is mainly due to
prematurity. Maternal mortality and morbidity are due toc exangu=
imation and sepsis. These mothers are predisposed to pueperal
sepsis because of thes
a) Severe anaemia
b) Placental site which is larger and lower in the genital tract
being more easily accessible to ascending genital tract
infectione
Little is known about the a&etiology of placenta praevia but high
parity, advancing age, and large placental site favour its occu-
rancee
The typical presentation is painless repeated antepartum
haemorrhage in a multiparous woman. The bleeding is usually
causeless as it occured in this women. Association with activities
like attending to toilet or coitus is less common. <he blood is
usually bright red and the foetal movements are not lost. The
presenting part is usually high and the foetal heart is usually

tent va e
heard. The:%its quite well in this patient. Also symptoms of




08

EPH gestosis must be looked for in an effort to exclude abruptio
placentae.

A soft non-tender abdomen, malpresentation and viability all
speak for placenta praevia rather than abruptio placenta.

On admission the haemoglobin must be estimated, and blood
crossmatcheds If the condition calls for blood transfusion this must
be done immediately. In this patient, a speculum examination was
not done until five days after the bleeding had stopped. This is
becauses
a) If there is an appreciable amount of blood in the vagina, it

will not be possible to visualized the cervix without resorting

"mop" which may cause just as torrential bleeding as digital

examination;

b) Introduction of the speculum may cause further vaginal bleedinge.
¢) The aim of the speculum is to rule out the J:esions of the cervix
and vagimal wault, which might be the cause of vaginal bleeding.
A different school of thought advocates speculum examination while
the bleeding continues in order to identify the source of bleedinge

Considering the length of hospital stay for a patient with
suspected placenta praevia; efforts must be made to localize the
placenta early. The various methods include radioisotope localiza-
tion of placenta, soft tissue placentography, ultrasonic placento-
graphy and arteriographye Infra red thermography has lost popularity.
Confirmation is done by feeling for the placenta in the lower uterine
segment digitally.

The management of antepartum haemorrhage entails that, all
patients with haemorrhage more than show should be admitted to
hospitals This is because a subsequent serious haemorrhage may

occur under conditions less than acceptable where therapy is concerned.
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A decision for prompt therapy must be made i.e. resusci-

tation with or without delivery by the most expeditioms method.
So the mamagement can either be "aggressive where prompt delivery
has been decided on, or "Conservative", where delivery is deferred
until the foetus acquires a more favourable maturity. The second
option gives one time tos
a) eliminate or confirm placenta praevia by the various methods
pointed out earlier.

b) Determine the best method for subsequent management
T depending ons:
‘ i) PFoetal gestationa age - often the dates are unreliabke,
where the dates are reliable, at gestational age of 37 weeks
and above, there is no advantage to be gained by waiting but
muich can be loste If the gestational age is questionable,
maturity tests should be done., If the foetus is uz;questioha-
- bly immature, conservatism is the mode of managément.
ii) Type of placenta praevia = Though placental praevia can
be diagnosed by the methods outlined earlier, coufirmation
of placenta praevia is done by digital examiration. There
4 : is no place for conservatism if central placenta px'aeiria has
been diagnosed, Conservatism in presence of central placenta
praevia not only seldomly suceeds, but also increases the
peril for both the mother and the foetus. This risk is less
in placenta praevia with lower degrees of encroachment of the
. = internal os.

. iii) Vagiml bleeding - Of utemost importance are the mumber

» and amount of bleeding. A life threatening haemorrhage is an

. absolute indication for prompt delivery as much as repeated

haemorrhages.




iv) Presence of labour - This is a very rare occurance butb
if it occurs, there is neither a justification not opportu=
nity for conservative management
v) Condition of the mother and foetus = If neither is in
immediate jeopardy the management should be conservative.
vi) Pacilities - Conservatism should be done if circumstances
and physical facilities permit continuous hospitalization
until optimal time for delivery ee.g. blood being readily
available at any time during the patient's hospital stay,
the patients being on strict bed rest and an operating
theatre being available immediately all the time.
Once a decision to terminate pregnancy has been made, the actual
method of delivery depends on, the type of placenta praevia,
severity of bleeding, parity, condition of the patient and foetus,
the state of the cervix, presence or abscence of labour, and
floetal presentation. In central placenta praevia, or multiparous
woman with unfavourable cervix; or abmormal foetal presentation
a Caesarean section is necessary., A multiparcus woman with a
partially dilated cervix or marginal placenta praevia should
have an amniotomy and induetion with syntocinon and hope for a
vaginal delivery.
The justification for conservative management in this
patient, was that:
a) The foetus was less than 37 weeks of gestation
b) The vaginal bleeding was not excessive though this was a
second episode
c)

d) The mother and foetus were not in immediate Jjeopardy.

N

The placenta was type II anterior and
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This is one of the rare instances because in most cases
vaginal delivery after placental praevia type II A has been
diagnosed is better said than achieved.

This was probably successful in this patient because the
examination under ansesthesia was "elemtive" rather than "emergency"
plus the favourable situation that there was no active shearing

of the placental bed throughout laboure
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HEART DISEASE IN PREGNANCY

UNEVENTFUL ASSISTED VAGINAL DELIVERY AT TERM:

Name: Irse Aelle Aget 36 years old Tribe: lMbonded
Religion: Christian I.P. No: 661/83

Address: Magomen, Dar es Salaam

Date of admission: 03.08.1982

Date of delivery: 13,10,1982

Date of discharge: 27.10,1982

SUMVARY :

Mrs, Al Gravida 3 Para 1 + 1 booked at a peripheral
dispensary at 20 weeks of gestation. She was referred to Muhimbili
Medical Centre at 28 weeks of pregmancy because she had fever,
exertionmal dyspnoea and palpitations. She had no other signs
‘and symptoms of heart failure. She was found to have rheumatic
heart disease and malaria infection. After treatment she improved
symptomatically and was discharged through the antematal clinic.
She was readmitted at 38 weeks of gestation. One week later she
went into labour and delivered a 3.2 Kg female baby with an apgar
score of 10, ILabour, delivery and puerperium were uneventful.

She was discharged on the 14th postpartum day. The marpgemnent of

heart disease in pregnancy is discussed.

PRESENT OBSTETRIC HISTOREY:

She booked on Tth June, 1982 at Magomeni dispensary. She
was 20 weeks pregmant. Her last normal menstrual period had
started on 1lth January, 1982, therefore her expected dateof confi-
nement was 1l8th October, 1982, and she was 20 weeks by dates.
On her second antematal visit she was referred to Muhimbili Medical
Centre because she had fever slight exertiomal dyspnoea, and palpi-

tations. She had no orthopmoea, precordial pain, or swelling of




She had felt foetal movemenis.

the lower limbs, She opened
her bowel normally and she had no loin or abdominal pains,
She denied any history of frequency, dysuria and urgency. She
had neither vagimal bleeding, nor vaginal discharge in this
pregnancy.

PAST OBSTETRIC HISTORY:

This was her 3rd pregmancy., The first pregnancy which was
1974 ended up as an abortion at 3 months of gestation. She had
an evacuation done at Muhimbili and was not given any antibioties
after that. But she had no problems. The second pregnancy was
full term, normal delivery at Ocean Road Hospital in 1978, This
was a male baby, but she did not remember the birth weight. Her
pregnancy, delivery and puerperium were uneventful. The child is

alive and welle.

GYNAECOLOGICAL HISTORY:

She had her menmarche at 14 years. Her menses lasted 3 - 4
days every 27 days. The menses were regular and of normal flow.
She had no associated problems during her menses. She had never

used any contraceptives,

s P@.S‘T MEDICAL HISTORY:
| During her childhood, she had suferred from attacks of common
colds, but neither frequent fevers nor joint pains., She had had
no dyspnoea, orthopnoea or lower limb swelling during her childhood.
This was her 3xd admission, the first one for abortion and the
éééend one for delivery, She had not been in contact with any
patient with pulmorary tuberculosis.
PAMILY AND SOCIAL HISTORY:
: She was the first born in a family of four. Nobody in the

o

family had suferred from heart disease, high blood pressure,




.
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pulmonary tuberculosis or diabetes mellitus. There was no
history of multiple pregmancy in her family or the husband!s
family.

She was a class seven leaver, a primary school teacher,
married 6 years backe She did not smoke nor take alcohol, and
she was on digoxin and a one monthly injection.

PHYSICAL EXAMINATION:

General condition:

The patient looked healthy. ‘ Her weight was 60.7 Kge and her
height was 156 cm. She was not pale and not jaundiced. She had
neither thyroid enlargement, nor cervical lymphadenopathy. The
teeth and gums looked normal, She had no septic foci in the
oralpharynx. She had no pitting oedema of the lower limbs and
sacral area. She was febrile with a temperature of 3800. The
breasts and nipples were normal, and there were no breast lumps.

Cardiovascular system: The pulse rate was 104/mimite and of

normal volume. The blood pressure was 120/70 mm Hg. The jugular
venous pressure was not raised.s The apex beat was in the fifth
left intercostal space within the mid-clavicular linee There

was a rough, rumbling, apical mid-diastolic murmur; which was
accentueted by turning the patient on her left lateral positione.
There were no other added sounds.

Respiratory sxstem; She was not tachypnoeic or dyspnoeic.

The respiratory rate was 24/minute. The chest cage and movements
were symetrical. The trachea was central. The breath sounds were

vesicular and there were no crepitationse

ABDOMINAL EXANINATION:

The abdomen was evenly enlarged. There were siria grawvida-—
rum on the abdominal skin. The liver, spleen, and both kidneys

were not palpables Both remal angles were non-tender, and there
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was no right hypochondrial tenderness. The fundal height was
equivalent to 28 weeks of gestation and corresponding with
dates. The lie was longitudimal, and the presentation was
cephalice The fetal heart rate was 142/minute and regular.

Phe central nervous system and musculokeletal system were
normale

VAGINAL EXAVINATIONS

The vulva and vagina looked normal and there was neither
vaginal bleeding nor abnormal vaginal discharge. The ,cervix

looked healthy and parous but was closed.

DIAGNOSIS:

1, Heart disease in pregmancy (Mitral stenosis)

2o Pever due to clinical malaria.

INVESTIGATIONS s

1, Blood = Slide for malaria parasites was posikive (+++)
- Haemoglobin 11.6 gw/dl.
-~ Blood group O Rh (D) Positive
~ VDRL was negative
- WBC - the total and differential counts were normal
and the peripheral £ilm was normal
- Culture yielded no pathogens
- Serum electrolytes were normal.
2, Urine - There was no sugar or protei'n\
- Culture grew no pathogens.
PLAN OF WANAGEMENT:

l. General:
a) Bed rest
b) Close observation of blood pressure, pulse rate, and

‘temperature




- 106 =

¢) Weekly weight (not to exceed 0.6 Kg/wic) and haemoglobin
was done weeklye
d) She was referred to the physicians for review of the
heart condition, Mitral stenosis was confirmed.
2o Drugs:
l, DTablets of camoquine were given 3 tablets stat, then
2 tablets after 6 hours, followed by 2 tablets daily
for another 2 days.
2 Tablets of digoxin 0,25 mg daily were given as maintai=
nance dose.
T
3¢ Tablets of ferrous sulphate were given 5 mg daily,
PROGRESS
On the second day, she had no symptoms. Her pulse and
blood pressure were normal. Her temperature was 37.2°C and she
had no signs of impending failure.
She was discharged on the 5th hospitalization day with the
following instructions:
i) Advised to rest for 12 hours during the night and two hours
in the afternoon.
ii) She was to go to bed even for very mild colds.
iii) She was to be seen at the antematal clinic and medical
outpatient fors
a) Evaluation of her cardiac condition;
b) Survaillance of early signs of cardiac failure, infection,
anaemia and excessive weight gain (more than 0,6 Kg) week.
iv) She continued with maintanance digoxin and prophylactic
drugs i.e. chlorowuine, haematemics and penicillin "V!,
v) Diet — She was advised to take milk, vitamins and reduce

salt intake.
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She paid four antenatal visits and all was well. She was
re-admitted on the 38th week of pregmancy in the antematal ward
to rest while éwaiting labour,

On 12th Octobei‘, 1982, one week after re-admission, the
patient went into labour and was transferred to the labour ward
from the antenatal warde In labour ward she complained of labour
like pains which had started three hours before she was transferred
to the labour ward. She had no history of draining liquor, but
had vaginal discharge which was mucoid and . mixed with blood

(show) «

PHYSICAL EXANMINATION:

She was in paine. She was not dyspnoiec and not anaemice
She had no lower limbs or sacral oedema and she was not jaundiced
or 4febriles

Her pulse rate was 84/mimute, regular and of good volume,
Her blood pressure was 110/70 mm Hg and the jugular venous pressure
was not raised. She had a mid-diastolic murmur but there was no

cardiomegally. The lung bases were clear.

ABDOMINAL EXAMINATIONS

The abdomen was uniformly enlarged. The liver, spleen and
both kidneys were not enlarged. Both renal angles and the right
hypochondrial area were not tender. The fundal height was equiva-
lent to term pregmancy, and she had 3 = 4 contractions every 10
mimitese

The presentation was longitudinal, cephalic, and the head
was still above the pelvic brime The fetal heart rate was 144

per mimite, and regulars

VAGINAL EXANMINATION:

This was done under aseptic condition as described in the




introduction. The vulva and the vagina looked normal. There
was a mucoid vaginal discharge mixed with very slight blood, but
no active bleeding. The cervix was 4 cm. dilated and fully
effaceds The membranes were bulging; and wexe ruptured using

a sterile Kocher's forcepse There was no o Snium, and no cord

o

prolapse. . The Pelvis was adequate for this baby.

CONDUCT OF LABOUR:

A. 1lst stage of labour:

le The patient was propped up with four pillows

2o The sedation Pethilorphan was given 100 mg intramuscular
after every 6 hours.

3¢ Injection Ampicillin was given 500 mg intramuscular for
five days, and the patient continued with oral ampicillin
500 mg three times a day for one more week,

4, Oxygen was kept available

5 Sitrict observation of the blood pressure, pulse and respi-
ratory rate was made throughout labour.

Be 2nd stage of labours

Four hours later, the patient had very strong contractions
about 4 - 5 every 10 mimutes., The cervix was fully dilated
and there was no capub and only slight moulding. The
position was left occipital anterior. Because the 2nd stage
was to be assisted:

a) the patient was discouraged from bearing down

b) the vacuum extractor was prepared.

Because the patient was anxious she was given another 100 mg
of pethilorphan intramuscularly. Delivery was achieved with

vacuun extraction and episiotomye.
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Ce rd stage: ~
The patient remained propped up. ergometrine was

given. The placenta and membranes were delivered and were
complete. The total blood loss was 250mls. The episiotomy
was repaired under local annesthesia. %he blood pressure
pulse and temperature were charted throughout her stay in
the ward.
THE INFANT:
This was a female baby 3.2 Kg with an apgar score of 10
at 1 Mte. Bhe had no congenital malformations. By the next
day the baby was breast feeding well. The observation of blood
pressure, pulse and temperature were continued until the 1Oth
postpartum day, when the mother and the baby were discharged to

come back to the postmatal clinic after three - weeks.

POLLOW _UP:

Three weeks later the patient was seen at the postnatal
clinice She had no palpitations and no dyspnoea. She had no
lower limb swelling. Her haemoglobin was 1l.5G/dl. Her pulse
rate was = 84/minute, regular and of normal volume. Hexr blood
pressure was 110/70 mm Hg. The jugular venous pressure was low.
The lung baads were clear. The first and second heart sounds
were normal, The apical mid-diastolic murmur was still theree.
There was no lochia; and the uterus was well involuted. She
was discharged through the medical outpatient clinice Bhe was
advised to start contraception which would be available at

family planning clinice.

COMMENTARY s
Heart disease in pregmancy implies either a cardiac or

gortic lesion, and may be acquired or congenital. The incidence
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varies from centre to centre, and to the degree which minor
cardiac lesions are looked for and registereds The commonest
heart disease in pregmancy is rheumatic heart disease. lNitral
stenosis alone accounting for 9% of cardiac lesions in pregmancy.
The matural history of rheumatic heart disease is such that after
a symptomatic attack of carditis, arthiritis, fever and anaemia
in childhood, there is a quiscence period. The lesion only being
obvious again during the child bearing age.

It is not suprising therefore to find a bulk of rheumatic
heart disease in pregmancy. DLack of full blown up picture of
rheumatic fever in childhood, as in this patient is very common
finding.

Absence of family history of rheumatic heart disease in this
patient is unusual, because this disease has a certain genetic
predisposition. This patient was admitted at 28 weeks of gestation
because of fever, slight exertiomal dyspnoea and palpitationse.

In heart disease, during pregmancy, it is necessary to detect,
and treat factors which may precipitate heart failure. The cause
of the fever in this patient was malaria which was treated. Very
likely this fever was responsible for the tachycardia and palpita-
tions = which may precipitate heart failure. Also surveillance
of anaemia, infection, excessive weight gain, was very necessarye
The gestatiomal age of 28 weeks, when this patient was admitted

is the time when the heart is shouldering its greatest loade.

An evaluation of the cardiac state at this gestation was necessary
even if the patient did not have all other symptoms. If the
condition is satisfactory at 28 weeks gestation, then the outlook
in labour is very good.

This patient's heart condition was classified as grade II.

Possibly in the first two pregmancies she was grade I. This stage




therefore indicates a deterioration in severity of the symptoms
with pregmancy. This classification is according to the New York
Heart Association (1964)s It is a useful guideto the severity of
the symptoms, but does not bear much relationship with the extent
of heart lesion. Also, because it is based on subjective response
of the patient, it is subject to errors. Exercise tolerance may
be desreased, particularly in late pregmancy due to increased body
weight and mechanical disadvantage of increased abdominal girth.
Relative tachycardia, hyperventillation and increased work of
breathing, may be mistaken for dyspnoea rather than increased
awareness of breathing. On the other hand, a severe mitral stenosis
il an apparently healthy strong woman, may be underrated when she
presents without subjective symptoms.

So physical examinations like, cardiomegally, diastolic murmurs,
or atrial fibrillation, should subsidize the classification above.
However, cardiomegally in pregnancy may be difficult to recogﬁize,
because even in normal pregnancy, the apex beat is displaced up into
the 4th intercostal space outéide the mid=clavicular line,

That the patient was re-edmitted at 38 weeks of gestation when the
heart is being relieved of its work load due to hypervolaemia may
appear paradoxical.

The advantages of admitting the patient at this time are:-

a) She is unlikely to catch any réspiratory infection during
her stay in the ward, and if she does it can be diagnosed
and treated vigorouslye.

b) It obviates the danger of trensporting such patient in
labour, considering our poor transport facilities.

¢) It is now thought that, fall in blood volume at term does
not occur, so that the question of the heart being relieved

does not arise.




During labour, in the second stage maternal bearing down

efforts were discouraged because they produce cardiodynamic

changes which can be tolerated by normal mothers, and not cardiac
patientse.

In assisting the second stage, after doing an episiotomy,
the author chose to use Ventouse extractor rather than a forceps,
because; this is less disturbing to the patient, there is no need
to put the patient on lithotomy:position, he was more experienced
with this machine than forceps.

In the third stage one has to safeguard against the sudden
raise in cardiac output which immediately follows delivery. This
raise is due 1o increase venous return irom:

a) Iarked dimimution of uterine size and tiie surrounding

tortuous uterine vessels

b) Relief of inferior vema camal occlusion. During labour

therefore, in heart disease a CVP should be used ! to
monitor the cardiodymamic state = if facilities are
available,

The hazards due to this condition can be prevented by, early
diagnosis, prevention of factors which precipitate hgart failure,
and thorough supervision during the antepartum, labour, delivery

and puerperial periods.



ABDOMINAL PREGNANCY: TLAPARATOMY DONE:

A LIVE BABY WAS DELIVERED.

Name: Mrs. Ae.de Age: 35 years, Tribe: Nkwere

Religion: Muslim I.P, No: 7835 Address: Kibamba, Kibaha
Date of admission:  14,7.1982

Date of operation:  14,7.1982 3

Date of discharge: 236701982 |

SUMMARY s |

Mrs. AeJ. Was a 35 year old lady, she was a housewife who 1
presented at Muhimbili Maternity ward with a history of 8 months |
amenorrhoea and ceasation of foetal movements two weeks prior to
admissions

Physical examination and investigations were suggestive of
an extrauterine pregmancy. An abdominal pregmancy was Bonfirmed
at laparatomye Delivery of a live baby, placenta and membranes
was achieved, Right salpingoophorectomy was also done. Recovery
was uneventful. The management of abdominal pregnancy and its

aetiology are discussed.

HISTORY OF PRESENT ILLNESS:

She was an unbooked case referred from Kibaha because of less
of foetal movements two weeks before admission. The foetal move-
ments had been extremely painful and high up in the abdomen. She
was also experiencing difficulties in breathing but no cough or
fever., Throughout this pregnancy she had experienced a constant
abdominal pain; nausea and vomiting. She gave a history of vaginal
spotting in this pregmancy, but no definite vaginal bleeding or
fainting attacks. Her bowel movements were normal. She had no
urinmary symptoms, She did not remember her last normalimenstrual

period, but she thought she was 8 months pregnant by lumar months.



PAST OBSTETRIC HISTORYS

This was her 3rd pregnancy, and she had two living childrens
Her last born child was 8 years old. All her deliveries were full
term, home deliveries. She had had no antepartum intrapartum or

postpartum complicationse

GYNAECOLOGICAL HISTORY:

She had her menarche at 13 years of age. Her menses were
regular lasting 4 days every 27 days. She had no problems during
or after her menses. She had had no vaginal discharged. She had
never used any contraceptives.

PAST MEDICAL HISTORY: She had no history of any major illness.

SOCIAL AND FAMILY HISTORY:

She was a housewife, She had not had any formal education.
Nobody in the family had suferred from diabetes mellitus, cardiac
disease or hypertension. She had not been in contact with any
patient with pulmonary tuberculosis. There was no history of twin
pregnancy in the family.

PHYSICAL EXAMINATION:

She looked wasted and weake., She was not pale,  afebrile

and had no oedema. She was not jaundiced. She weighed 503 Kg,

and her height was 152 cme The teeth, gums and throat were normal.

She had neither lymphnode nor thyroid gland enlargement. Her
breasts and nipples were normal, and a clear fluid could be expre-
ssed from the nipples. There were no breast lumps.

Cardiovascular systems

Her blood pressure was 90/70 with a ptiis'}'e rate of 9§/mimute,

regular and of normal volume. The heart sounds and size were normal.

Respiratory system:
She was slightly hyperventilating, but she had no dyspnoea.

The chest was symetrical and the lung fields were clear.




ABDOMINAL EXAMINATION:
The abdomen was distended up to the xiphisterrum. The ‘

abdominal skin was shiny. Two different abdominal masses were

palpable. An upper abdominal mass contained a floating ballotable

foetus whose fetal parts were easily palpable. No round ligaments

could be palpated. There was a lower pelvic mass, about 16 weeks

The abdomen was non-tender. The foetal heart rate

which was firm.

was 148/minufe, and regular. The maternal vascular suffle was

normale

VAGINAT EXAMINATION:

The vulva and vagina! were normale The cervix was firm, long

and closed. The fornices were normal. The uterus felt small and

firme
DIAGNOSIS: Advanced abdominal pregnancye

INVESTIGATIONS

A+ Blood =~ Haemoglobin = 8.9 Gk
Blood group A Rh (D) positive = 4 units were

availablee

Bo Urine = No sugar and no protein

Ce X=ray =~ Abdomimal
(a) TLateral = there were small foetal parts overlaping

with maternal spine and there was no uterine

shadow around the foetus.

(b) AP - an obliquely lying foetus was Rloating high in the

maternal abdomen

Foetal activity was demonstrable. There was no

De Echoscopy =~
uterine outline around the foetus.

The uterus was demonstrable. The foetal head

was outside the uterus.
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In view of the above findings the patient was prepared for an
immediate laparatomye The consent was obtained and the abdomen
was prepared after explaining to the patient the decision that

had been madee.

PRE-MEDICATION: 1. Injection of Atropine 0.6 mg intramscularly

state
2, Injection Pethidine 100 mg intramscularly
state
ANAESTHESIA: This was induced and maintained as described in the
introductione
FOUND: An abdominal pregmancy was found surrounded by a thick
tissue co'nta'.'ining the foetus, placenta and membranes. <Lhe tissue
was attached to the right broad ligament, tube, ovary and the
omentum, No major vessels were involved. The intestines were also
not involved. The main blood supply was from the omentume
DONE: The baby a female 1.6 Kg was delivered after rupturing the
membranes. The apgar score was 8.
In order to ligate the main blood supply partial omentectomy was
done. Partial salpingoophorectomy was also done. ZThe placenta
and membranes were thus removed. There was no torrential bleeding
The abdomen was closed in layers. The baby had no congenital
malformations.

POST OPERATIVE PERIOD:

A, General: 1l. The blood pressure, pulse and respiratoxry rate
were charted 1 hourly.
2, The temperature was charted 4 hourlye.
3, An indwelling catheter was left for 24 hours
4, An intake and output chart was kepte

All these parameters '~ remained normale.




Be Fluids 1ls Three units of blood were transfused.

2. One and half litres of dextrose saline were
infused making a total of 3 litres of fluid
per 24 hours.

Ce Drugs: l. Injection of Pethidine 100 mg intramuscularly
was given every 6 hours for 24 hours.

2. Injection Procaine Penicillin 1.2 meu intramuscu-—
larly was given daily for five days.

3¢ Injection chloramphenicol 500 mg was given intra-
muscularly for three days, then it was changed
t0 oral 500mg three times per day for a further
three days.

PUERPERTUMM:

The patient did well., The intravenous drip was removed on
the third post operative daye Her haemoglobin was 9.6 gm/dl. by
the third day and the patient was ambulante Ferrous sulphate
200 mg three times per day and folic acid 5 mg once daily were
given to correct the anaemiae

On the 8th post operative day the wound was checked and was
found to be clean. The stitches were removede The mother was
discharged on the 9th post operative day on haematemics. She
was seen at the postnmatal clinic six weeks later. She was not
anaemic and the scar was well healedes She was told to report to

Muhimbili when she gets the next pregnancye.

COMMENT s
Abdominal pregnancy is a rare but the most serious occurance.
It accounts for about l.6% of all ectopic pregmancies. I+t may

be primary or secondary to a tubal abortions The history of




abdominal pain and vaginal spotting was suggestive of a secondary
abdominal pregnancy. At laparatomy tubal damage and the relation
of the abdominal pregmancy to the tube and uterine broad ligament
were a further proof of a secondary abdominal pregnancyes

TPhis is in agreement with the findings elsewhere, that the
ma jority of abdominal pregnancies are secondarye Also in our area
there is a high rate of tubal damage by pelvie infections which
predisposes our patients to ectopic pregmancy and therefore secondary
abdominal pregnancy.

The low parity and infertility group are more frequently the

victims, ‘he patient in question was of low parity .and with a
history of ihvoluntazy infertility for 8 years. ZPainful foetal
movements were highly suggestive of abdominal pregnancye.

On physical examination, the foetal parts were easily palpable.
This is not a very reliable sign because, there are variations in
the thickness of the uterus and anterior abdominal wall even in
normal pregnancy.

In this patient, stimulation of the mass to contract (by gentle
message) failed. But this can occur even in intrauterine pregnancye
X-ray evidence of foetal small parts overlying the maternal spine
in these patients is not infallible. An intrauterine radiopaque
material could have outlined the foetus outside the uterus. This
procedure should be avoided unless the diagnosis is virtually certain,
in which case there would be no need.

An ultrasound confirmed a foetal heart outside the. uterine
cavity. Oxytocin stimulation is not a vatdable test, because it
may fail even in intrauterine pregnancje Because of the risk of

intra-abdominal placental seperation, surgical intervention is

e e
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indicated once the diagnosis has been madeo This' confirms the
diagnosis and enables energetic treatment. There is no place

for conservative mamagement. The management of the placenta at
laparatomy depends on the location, blood supply, the state of
viability and complications at the time of surgery. Removal of
the placenta is the ideal mode of treatment, and, this was achieved
uneventfully in this patient. But if any doubt had existed about
the safety of removing the placenta, it would be wiser to leave

it undisturbed, and ligate the cord close to the placenta without
draining the sace

The placenta absorbs without bleeding or infection. A%
follow up, after such menagement HCG should be taken serially
The placenta may however remain functiomal up to 50 days after
delivery. The value of methotrexate to hasten resorption is
uncertain.

The fact that the baby died after 8 hours is not surprising,
because the perinatal mortality in these cases is very. high
more than 95%. The maternal mortality is about 6é. The
cornestone o; the management is early diagnosis axid energetic

surgical intervention.

|
|
i’f
|
I




i ik e s e

T T PR TP ot - vy

THE MANAGEMENT AND OUTCOME OF PATIENTS WITH PREVIOUS

CAESAREAN SECTION SCARS AT MUHIMBILI MEDICAL CENTRE

A . PROSPECTIVE STUDY.

ABSTRACT:

A total of 259 consecutive pétients were seen during the
period of study at Muhimbili Medical Centre (MMC). All had
had antenatal care, mainly from the peripheral clinics. The
mean gestatiomal age at first visit (21 weeks) was lower than
that of the general population. The parity was also low (1 = 3).
95.2% of the patients knew the indication for their previous
Caesarean section. Elective repeat Caedarean section was perfor-
med in 51 (19.7%) patients mainly because of having more than
$wo scars, and cephalopelvic disproportion (CPD).

Of the 208 patients allowed trial of vaginal delivery,
70.Th delivered vaginally, 29.3% had repeat Caesarean section,
in labour due to poor progress of labour, foetal distress, CFD
discovered in labour, and scar tenderness. There were no scar
rupturese The implications of this study in the management of
patients with previous Caesarean section at Muhimbili are discu-

ssed,

INTRODUCTTION:

Caesarean section is being done with increasing frequency,
because properly executed, carries little more risk for the infant,
than vaginal delivery attempted in presence of obstetric complica=
tions. However, there are more risks of morbidity and mortality
than are associated with uncomplicated vaginal delivery.

The magnitude of these risks is related to:
(a) the indications; (b) whether or not it is an emergency or

elective, primary or repeat Caesarean section (c¢) the type of



ineision and (d) anaesthesia.

Since its introduction by Munro Kerr in 1921, and its popula=
rization by St. George Wilson, Bailey and Harvey - Evers, the
lower segment Caesarean section, has fulfilled its two major obje-
ctives: (a) reduced the immediate matermal morbidity and mortality
from haemorrhage (b) the scar, by virtue of its site, has proved
to be of greater intergrity than an upper segment. It has thus
allowed trial of vaginal delivery.

What are the risks of Caesarean section scar, considering
subsequent pregnancies? The incidence of scar rupture after a
lower segment Caesarean section is said to be 2%, compared with
196 for classical incision’s A study done by Garnet® - Showed
that previous scarring of the uterus was the greatestpredisposing

factor to uterine rupture, Donmald who reported the incidence of
uterine rupture to be 1 in 2500 pregnancies found that the problem
was confined to those women labouring with previous Caesarean
section scars, although this is not true here,

What would be the magnitude of adverse effects on both the
patients and resources if the dictum "Once a Caesarean section
always a Caesarean section” was followed, bearing in mind that
approximately 10f> of women in developing countries, walk into
labour ward with uterine scars? Thus this study examines, prospec-‘
tively, the outcome in subsequent pregnancies, of those with previous
Caesarean section scars with the following objectives:
le To find out; whether these women receive adequate antenatal

care; the gestatiomal age at their first visit.
2e¢. To determine the present parity and the parity at primary

Caesarean section,
3¢ To determine the indiecations, and number of previous Caesarean

sections.
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4o To relate the above factors with the outcome of labour and
delivery.

5¢ To provide a baseline data, and recommendations for the
management of previous Caesarean section scars.

METHODOLOGY s

A, TARGET POPURATION:

The obstetric unit provides, intrapartum and postmatal care
for all patients who have "high risk factors" and grade one
patients who wish to attend the unite In 1980, there was

a total of 2348L such antematal attendencies, and a total of
11552 admissionse Out of these 96 (0.8%) were due to previous

Caesarean sections During the same period, there was a

total of 32263 deliveries, out of which 117 (3.6%) were by

B.

Ce

Caesarean section; six hundred and twenty eight (53.4%)
having - previous Caesarean section scars.

The repeat caesarean section rate was 4,66, The perimatal
mortality rate was 42,9 per 1000 births., These rates can

still hold true todate.

STUDY POPULATION:

ngank
The study population included all pregnant women who had had

"Caesarean sectionfs" who receive antematal or intrapartum
care at Muhimbili Medical Centre,

DATA COLLECTION AND PROCEDURES:

Two hundreﬁ and f:i‘ty nine consecutive pregnant mothers, with
Caesarean section scars were seen, and the following informa-
tion obtained: Name; Age; parity (present and at time of
Caesarean section), the mumber, dates and indications of the

previous Caesarean section/s. The outcome of the present



P e ——

- 123 =

pregnancy was also recorded in each case. A record of whether
or not the patient attended antenatal clinic in this pregnancy
was also made., If the patient had attended the antematal clinic,
the gestatiomal age at first visit, and any antenatal advice
given was noted.

The planned method of delivery, if, any, was recorded in every
case, After delivery, the following information was recorded:
(a) The method of delivery (b) +the foetal outcome in terms
of perimatal deaths or no perimatal deaths, and birth weights

(¢) Rupture of the scar, and, maternal deaths if any.
MATERTALS :
All this information was entered into a questionmaire, (see

appendix ix) and the data compiled into a summary sheet. The

labour ward and antenatal facilities were utilized.

RESULTS ¢

Antenatal periods

A total of two hundred and fifty nine consecutive pregmant
mothers were seen during the period of study. All had attended
the antematal clinic, either at a peripheral clinic (69.4%), or
at Muhimbili Medical Centre (30.6%). The midwives and the atte-
nding doctors at the peripheral ciinics, are supposed to refer
all the patients with previous Caesarean section scars to Muhimbili
Medical Centre for antematal care and delivery., Forty three
percent of all patients, were only advised to delivery at Muhimbili
and thirty one percent had no advice at all, That means only

twenty five percent of the mothers actually got the right advice.




Figure I: THE DISTRIBUTION OF GESTATIONAL AGE AT PIRST VISIT:
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All the patients booked the antematal clinic in good time, with
‘a mean gestatiomal age of 21 weeks (Pigure I). The mean gesta~

tiomal age at first visit for the general population is around
28 weeks,
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Table I: PARTTY DISTRIBUTION OF PATIENTS WITH PREVIOUS

CAESAREAN SECTION:

Parity No. %
1 83 32,0
2 66 2545
3 40 15.4
4 16 642
5 - 19 1346

TOTAL 259 100,0

Parity:
The majority of these mothers were of low parity. Seventy
two percent of the study group belonged to parity 1 - 3, Very

few were para 6 and above.

Table IT: _DISTRIBUTION OF PARITY AT THE TINE OF PIRST

CAESAREAN SECTION:

Parity No. %
0 133 51.4
1+ 126 4846
TOTAL 259 10040

Most of the pregnant mothers with previous Caesarean section

scars,f, 134 had their operative deliveries at their first pregnancy,

e



Table III: SHOWING THE INDICATIONS FOR THE FIRST CAESAREAN

SECTION:

Indication No. %
Cephalopelvic disproportion (CPD) 126 4846
Abnormal lie/malpresentation 56 21,6
Antepartum haemorrhage 14 5¢4
EPH Gestosig/Eclampsia 12 446
Poor progress of labour 12 446
Foetal distress 8 360
Pailed induction 8 360
Cord prolapse 8 360
Retained second twin 2 0.7
Bad obstetric history 2 067

Unnown /W 0y (575 Y30 ’BWM Wl 4.8

TOTAL 259 10040

Indications for the first Caesarean section:

The majority of the antematal cards lacked information

"regarding the indication of the primary Caesarean section. But,

on close and careful interrogation the indication for the first

Caesarean section was obtained in 95.2% of the patients (Table ITI), |

This shows that the midwives or attemding doctors did not make

: specific inquiries for this vital information. From such informa-

"'I:ion cephalopelvic disproportion was the commonest indication for
the first Caesarean section, being responsible for 48.6k. Some
of this information was unreliable because, it only depénded on

the patients memory.
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Table IV: THE DISTRIBUTION OF THE PATIENTS ACCORDING TO THE

NUMBER OF PREVIOUS CAESAREAN SECTION.

Noe. of previous Noe. of %
Caesarean section patients
L 208 791
2 46 17.8
3 8 3el
TOTAL 259 1000

The number of previous Caesarean section:

Of the patients enéountered, T79.1% had one previous Caesarean
section, and mainly due to cephalopelvic disproportion. None of
the patients had more than three previous Caesarean sections
(Table IV).

Method of delivery:

There were three main lines of management:=

a) Elective Caesarean section — was done in patients with two

or more previous Caesarean sections, where disproportion was
present or strongly suspected or in presence of additiomal
serious abnormality or complication of pregmancy. This was
the plamed method of delivery in 19.7% (51) of the patients.
VFour of the patients in the Caesarean section group delivered
vaginally. These are the patients who arrived in the labour
ward already in an advanced stage of labour, and delivered
immediately.

b) Irial of vaginal delivery - was allowed in patients with
one previous Caesarean section, in whom there was no dispro-
portion, or any other serious complication or abnormality
of delivery and was the planned method in 208 (80.3%) of the

patientse
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¢) Caesarean section in labour -~ was done when (b) above
failed, or in the women who went into labour while awaiting
(a) above, or in women who would qualify to be in category
(a) but are seen for the first time in labours One hundred
and twelve patients, a Caesarean section rate of 43.2%, had
repeat section. Out of these, 5 (4.5%) were classical
Caesarean sectionse Of the 208 patients subjected 'té trial of
vaginal delivery 61(29.3%) had Caesarean section in labour, and
147(70.7%) had successful vaginal delivery. Two of the vagimal
deliveries were assisted by Vacuum Extraction. The reasons for
abandoning trial of vaginal delivery were; poor progress of labour,
unsuspected disproportion, scar tenderness, and foetal distress.
The overall vaginal delivery rate,waé 56.F6« As one would expect,
higher vaginal delivery rates occured in the patients with the
so=called non-recurrent indications for the previous Caesarean
section. Interestingly 43(34%) of the patients with cephalopelvic

disproportion as the indication for the previous Caesarean

'section, delivered vaginally.

Foetal ~ Maternal Outcomes:

In this series, there were no scar ruptures as determined by
exploration of the lower uterine segment immediately following
vaginal delivery. Unfortunately the surgeons did not state the
condition of the scar at the time of operation. Two hundred and
8ixty one babies were born, including two sets of twins. There
were 9 still births out of which 5 were maxcerated ami 4 were
fresh. There were 4 neomatal deaths who weighed 1e6; 2.4; 1.2
and 3.2 Kgs. The last baby was born vaginally, and was severely
depressed with an apgar score of 4., The crude perinatal mortality

rate was 345 per thousand birthse.
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Table V¢ DISTRIBUTION BY BIRTH WEIGHTS IN GRAMMES:

Birth weight (GM) No. of babies %
1001 - 1500 5 1.9
1501 = 2000 11 442
2001 - 2500 34 13.0
2501 - 3000 121 46.4
3001 - 3500 67 2547
3501 - 4000 19 T3
4001 + 4 1.5
TOTAL 261 10060

MEAN BIRTH WEIGHT - 2916 GM
Pwo hundred and forty five (93.%) of the babies born weighed
more than 2,000 grammes; two hundred and twelve (81%) weighed
more than 2500 Go The mean birth weight was 2916 grammesj

(Taple V).

SUMMARY OF RESULTS:

ls All the 259 patients attended the antematal clinic in good
time, with a mean of 21 weeks. Of these 69.4% attended
peripheral clinicse »

2, Most of the mothers were of low parity — (1 - 3).

3¢ A majority of the patients had their primary Caesarean
section at para O; the commonest indication being cephalo-
pelvic disproportion (CPD).

4¢ Ninety five percent of the patients could describe the
circumstances under which they had the primary Caesarean

sectione Others knew the indication of their previous

Caesarean section by name.
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5¢ Eighty per cent of the patients had only one previoﬁs
Caesarean section

6o Twenty per cent of the patients had elective Caesarean
section, eighty per cent subjected to trial of vaginal
delivery, out of whom seventy per cent delivered vaginallye
Pailure rate was thirty percente The overall vaginal deli=-
very rate was 56+&be

Te Most of the vaginal deliveriés occured in the non=recurrent
indications for the previous Caesarean section

8¢ PForty per cent of the patients with CFD as the indication
for primary Caesarean section delivered vaginally.

9¢ The foetal and maternal outcome was goode

DISCUSSION AND CONCLUSIONS:

The fact that all the 259 mothers attended the antenatal
clinic in good time, indicates the success of health education
programmes provided to these mothers. But the antenatal care
giveri at the peripheral clinics was unsatisfactorye All these
patients required antematal care at Muhimbili Consultant Hospital,
instead a majority of them were only advised to deliver at Muhimbili,
And besides, some of these mothers were given no advice whatsoevers
As a result, some of these mothers walked into Muhimbili labour
ward, for the first time, in labour. Their mode of delivery had
not been planned earliers Four patients who were receiving antema-
tal care from Muhimbili had no plan for their delivery tooe. It
is essential to plan for these patients long before time, to avoid
serious complications in labours

The proportion of women with high parity in this group was
much smaller than the general hospital population. This may,

partly, be explained by the faet that, in women whom all deliveries




_are by Caesarean section, sterilization would usually be recomme-
nded and carried at the third or fourth section. In most cases
the patients gave reasons for having a Caesarean section in their
past pregmancies. Looking back in the antematal cards, this vital
information was lacking in most of the cards., This shows that

the midwives and the attending doctors do not spend time inquiring

for this informatione The only limitation of such information is

that it can be very unreliable in a few patients but quite reliable |

in a moajority of thems. Altermatively, these patients, after a
Caesarean section, should be provided with a discharge card bearing
: a clear record regarding the previous Caesarean sectione. Every
patient should be instructed to come, with this card, to the ante-
natal clinic during the next and subsequent pregnancies.

This would eliminate the possible errors encountered = with
information from interrogation alones The commonest indication
for the pr;i_mary Caesarean section was cephalopelvic disproportione
Therefore a majority of these mothers would be expected to have
a Caesarean section in their first delivery. This proposition
is supported by the finding that, in this study group, 5l.4b
of the women belonged to parity O, at the time of their firét
Caesarean sections If this was tPue, one would expectc a higher
rate of repeat Caesarean sectione But in this study, the repeat
Caesarean section rate was only 43%, and therefore, a slightly
higher vaginal delivery rate. This finding can be explained by
(a) failure of the patient to state the indication for her previous
Caesarean section correctly, because this information relies on
the patients history; (b) +the diagnosis of cephalopelvie dispro=-
portion was probably wrong, and (c) possibly the bebien in the

present pregnancy were smaller, Cephalopelvic disproportion was
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responsible for 48,66 of the primary Caesarean sections.

)14

This figure is higher than that obtained by Semiono (1975
in this same hospitales This difference is probably due to the
fact that, the present study was prospective, while the study
by Semiono was a retrospective one.

FProm this study, the successful vaginal delivery rate
»a:t‘ter a Caesarean section is T0.T% with a failure rate of 29.3}5.
This is in agreement with the rate found by Waltqnl5, who, doing
a similar study in Kenya, came out with a vaginal delivery rate
of T3.%%e Review of literature, records a vagimal delivery rate
of between 64 - 705’/3'7 Justin et ale have found that trial of
vaginal delivery was successful in 2/3 of the patients.
Mc(}a.rryl:L supports the view that, a substantial number of women
(586 in his series) can be saved unnecessary operations. From
the present study, it is likely that, the correet selection of
patients for trial of scar, with effective antematal and intra-—
partun care, will reduce the 29.3% failure rate for the vaginal
delivery. Certain guidelines, must therefore, be set for every
worker in an antematal or delivery unite

Of the 259 patients, 54(20.%%) had had two m or more previous
Caesarean sections, These would therefore have required elective
Caesarean section. This world wide practice is justified by
the findings that with rising numbers of previous Caesarean
sections, the chances of successful vagiml delivery diminish,
while, the hazards of scar rupture increase. This opinion is
shared by many workers. C.A., Klufio et al. (1978)° in their
study found that of the 106 patients with two previous Caesarean
sections admitted in labour, 21,7% delivered vaginally, 736% had

repeat Caesarean sections, and 4.7 ruptured their scard, During

il
il

e

e e s

iy g




w 133 =

the study they found that, the rate of scar rupture in
patients with one previous Caesarean section was only 3e%be
This difference does not seem to be significant though the view

has been supported by many workerse ?B:I.rnbawn3 concludes thats

miltiple scars bear an unfavourable prognosis for vaginal deli-

very, Domald is quoted as saying "Iwice a Caesarean section ;

always a Caesarean section', Because of this, Morewood et al.lz M

routinely elected Caesarean section after two previous Caesarean #1

sections. But Amonl, MeGarxyll are of the opinion that this N

13

rule is not absolutees Saldama ™ et ale. are of the opinion that

!
the number of previous Caesarean sections or CPD does not rule H
out vaginal delivery., In fact, GametG; Kuahg, Justin et al,
state that the number of previous Caesarean sections bears no |

gignificanty to the subsequent pregmancy. A survey of literature

indicates that the incidence of matermal mortality from a

e e

ruptured uterus is not greater than that from elective repeat
Caesarean section, Actuallj the indidence of ruptured uterus

in previously scarred patients is but slightly less than the

incidence of rupture of unscarred uterus'*

o experimentally showed that

It is interesting |
to note that Mason and Williams
the area of uterine incifiion scar was more resistant to rupture
under tension than the intact uterine muscle in guinea pigs
and cats. Though in this study, of the patients with two or |
more previous Caesarean sections admitted in labour, 10(18,5%)
delivered vaginally without scar rupture, it is the authors |
opinion that, such patients should be delivered electively by |
Caesarean section, until a detailed study indicates otherwise.
This is because, in practice, if a scarred uterus ruptures, it ﬁ

does so through the scar tissue. The foetal and maternal outcome \




were quite good, not withstanding the irregularities in ante-

natal managemente This shows what can be achieved by even

modest improvements in antematal and intramatal care. A repeat

Caesarean section rate similar to that of the united states

(93%)7, does not seem to be ratiomal or scientific if applied

in developing countries, If every patient with lower segment

uterine scar was not necessarily subjected to surgical procedure,

the following would be the benefits:

a) there would be a decrease, in post operative and post partum
morbidity, anaesthetic complications, wound infections and
post operative discomfort ;

b) there would be a faster recovery period with early partici-
patien to infant care j;

¢) there would be a shorter length of hospital stay resulting
in significant financial savinge Trial of labour for uncom-
plicated patient with a lower segment Caesarean section

scar is safe and indicated.

:
A
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A CASE OF HYDATIDFORM MOLE: EVACUATION AND CURETTAGH:

Name: Iiss E.K. Age: 22 year old, I.P. No: 321765
Tribe: Ihehe Religion: Christian‘

Address: Kinondoni, Dar es Salaam

Admitted: 15.9.1982

Discharged: 21.10,1982

SUMVARY s

Miss E.K. was a young primigravida with a history of
4 months amenorrhoea accompanied with signs and symptoms of
pregnancy. This was followed by vagimal bleeding and colicky
abdominal paine The uterus was found to be soft and bigger
than dates. A plain abdominal X-ray and urinary HCG titres
were suggestive of a hydatid form mole. Curettage was done
after medical evacuation of the mole. The postoperative period
was uneventiful. The incidence, and management of hyda‘tidfom

mole are discussede.

HISTORY OF PRESENT ILLNESS:

The patient had an amenorrhbea for 4 months. This period
was accompanied with nausea and vomiting every morning, and
vaginal bleeding. The vomitus was small in amount. She also
experienced breast fullness and discomfort, with increasing
tiredness. No foetal movements were felt, The vaginal bleeding
had been irregular, with fresh blood for 2 days. The amount
had been moderate but, was increasing. The lower abdominal paih
had been severe colicky and progressive. She had no fever,
headache or dizzineés. Bhe had not experienced any cough or

difficulty in breathing. She was opening her bowel normally

and had no urinary symptoms.
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OBSTETRIC AND GYNAECOLOGICAL HISTOKY:

She had her mermarche at 15 years and her menses were
lasting 3 - 4 days every 28 dayse. They were regular and of
normal flow., She had mild dysmenorrhoea. She had no dyspa-
reunea or abnormal vaeginal bleeding. She had not uéed any
contraceptives. Her last normal menstrual period had started

on 19th June, 1982, She was a primigravidae.

FAMILY AND SOCIAL HISTOEY:

She was a third year nursing student at Songea. She
was single. She had not been in contact with anybody suffering
from pulmonary tuberculosis. Nobody in the family had suffered
from diabetes mellitus, hypertension or cardiac disease.

PAST MEDICAL HISTOHY:

She had not suffered from any major illness.

PHYSICAL EXAITTNATION:

She was a well nourished young girl with a good general
condition.s She was not pale, had no fever and she was not
dehydrateds She had no lymphadenopathy and the t}wfoid.giand,
mouth and throat werenormal. The breasts were well developed
with hyperpigmentation of the sareolar tissue and congestione
The nipples were normal. There were no breast lumpse

Cardiovascular system: The pulse rate was 82 per minute,

regular and of normal volume. The blood pressure was 110/70
mm of mercury. The heart sounds and size were normal,

Respiratory system: Clinically the lung fields were clear,

with good air entry, There was no dullness on percusions

ABDOJMINAT, EXANMINATION:

There was a uniform suprapubic enlargement of the abdomene

The liver, spleen and kidneys were not enlarged. Both remal

angles were normals There was no tenderness or guarding.
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The uterus was soft, non-tender, and equivalent to 20 weeks
of gestation; 4 weeks b¢gger than dates. The foetal parts
were not palpable, nor was the foetus ballotable. The I"oeta:i
heart was not heard.

VAGINAL EXAMINATION:

There was slight vaginal bleeding, but the vagina looked
normal. All the fornices were free. The cervix looked healthy
with some blood issuing from the os which was closed. Bimanual
palpation confirmed the uterus to be equivalent to 20 weeks of
gestation, and it was freely mobile and soft. A small (2 = 245
cm) right tubal ovarian mass was palpable. This was non-tender
and mobile,

DIFFERENTTAT DIAGNOSIS: 1. Threatened abortion

2. Molar pregnancy
Because of the suspicion of molar pregnancy, an effort was made
to rule it out. The patient was put on bed rest and the follo=-
wing investigations ordered.
1. Blood - Haemoglobin 10.2 G/dl
2¢ Urine = 24 hours human chorionic gonadotrophin - 100.0001l.u
- Negative for albumin and sugar

3¢ Radiography = Plain abdominal = No foetal skeleton

= Chest X=ray = No pulmonary lesions
4, Echoscopy =~ No gestational sac was demonstrable; Hail

storm appearance was demonstrable.
By the second hospitalization day the patient was still having
the lower abdominal pain and vaginal bleedinge All the other
findings were essentially the same, except that the cervix was
now 2 cm dilated.
DIAGNOSIS:  Aborting Hydatid form mole

In view of this diagnosis, the patient was planned for medical



i

induction with 10.l.u of syntocinon in 500 mls of 5% dextrose
at escalating rates of 10, 20, 30 and 60 drops per mimite every
15 mimtes, Three units of blood were available.

PROGRESS OF THE ABORTION:

The contractions continued being stronger until 6 hours
later the patient aborted a grape like structure. She had no
severe post abortal vaginal bleedinge The syntocinon was
contimued till the vaginal bleeding greatly decreased. The
aborted mole was taken for histology. The patient was therefore
prepared for curettage, which was done on the following day.
The consent was obtained and the perineum shaved and &leaned.
17th September 1982 at ll.a.n the patient was taken to theatre.
- OPERATION: Curettage
ANAESTHESIA: Ketamine 100 mg, valium 10 mg and Atropine O.6mg

were given intravenously.
PROCEDURE
The pabtient was placed in = lithotomy position, the

perineum cleaned with hibitane solution and drappede The

bladder was catheterized and 250 mls of clear urine were obtained. {
Digital examination revealed an enlarged uterus equivalent to |
14 weeks of pregmancy, and the cervix 6 cm dilated with some
products of conception in the cervical os. The products were
first removed using an ovum forceps, followed by a large sharp
curettage until the uterus was emptye. There was minimal blee-—
ding. Ergometrine 0.5 mg was given intravenously after comple-
tion of the procedure. The blood loss was 200 mls. Two units

~ of blood were given intra-operatively.



POST OPERATIVE PERIOD:

ls The blood pressure, pulse and respiratory rates were observed
one hourly, and remained normal.

2. Vagimal bleeding was observed throughout the post-operative
period.

30 Weekly determination of human chorionic gomadotrophins in
24 hour urine sample were done.

18th September 1982: On the first postoperative day. The patient

had no complaints except for slight vaginal spotting. She was not
pale and was afebrile. There was no jaundice, The cardiorespira-
tory systems were normal. The uterus was well contracted, and was
non-tender. No active vaginal bleeding was observed.

23xd September, 1982: Pirst post operative week: She had no

complaints. Her general condition was good. The cardiorespiratory
and central nervous systems were normal., She had neither vagimal
deposits nor bleeding.

The 24 hours urinary HCG level was between 10,000 = 25,000 i.,y/l.

30th September, 1982: The second post operative week - She

remained normal. The 24 hour urinary HCG levels were between
24500 - 10,000. After this the urinary HCG levels continued %o be
negative, and her general condition remained normal. On the fifth
post operative week, the patient was found to have no complaints.
Her general condition was good, she had no fever or jaundice. Her
haemoglobin level was 11 G/dl. The cardiorespiratory and central
nervous systems were normal., The abdomen was scaphoid and the
uterus was not palpable. On vaginal emmimtion the vulva and
vagina looked normale The cervix was closeds The uterus was firm
normal sized, mobile and non-tender., There were no residue ovarian
cysts and no vaginal bleedinge A repeat chest X-ray showed no

pulmonary deposits. The patient was therefore discharged on 21st
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October, 1982 - the fifth post operative week with the following
instructions:
a) She was advised not to conceive for at least 1 year and
was therefore given the combined pill oral contraceptives.
b) She was told to attend the gynaecology clinic weekly for
one month, then every month for 3 months, then every three
months for 6 months, and thereafter 6 monthly for one year.
She paid three visits all of which were uneventful.
On her 4th visit 26th November, 1982, she reported to have
had her menses on 20th November 1982 for 4 days.
The pregmancy test was negative throughout these visits.
She had no respiratory or neurological signs. The vulva
and the vagina were normal and no abdomina{_l”masses. She

contimued with follow ups.

COMMENT ¢

Trophblastic diseases originmate from the chorion, either of
the placenta (gestatioml trophoblastic diseases) or from the
trophoblast of the ovary or testis (non gestations). The hydatid
fom mole is the commonest trophoblastic disease, Despite vast

advancement in the diagnosis and treatment the derivation of

hydatid formmole is still a matter of inference and some conjecture,

Many abortuses show cystic alterations similar to those in the
mole ~ a condition known as hydatidfom méle degenerations
About 90% of the moles are 46 xx. Other moles are 46 Xy or
mosaics.

The incidence of hydatidfom mole is difficult to determine
due to the variations in nomenclature, One of the nomenclatures
adopted in Singapore in 1966 categorizes the gestatiomal tropho=

blastic diseases into:=




a) Hydatifom ~ mole
b) Villous chorionic carcinoma (replacing chorion carcinoma |

destruens) and =
e) Avillous chorion careinoma. \
Hydatifom mole is commonly found in the reproductive age group,
and low social economic status, as with this patient who was a
young marsing studente

About 15 - 20 of hydatifom mole turn maligmant. The fact
that this girl had‘a molar pregmancy predisposes her to the risk
of chorion carcinoma by 500 = 1,000 fold compared to a normal
ferm pregnancys

The history of absence of foetal movements was suggestive
of hydatidfom mole at this gestation. Similarly, was the absence
of foetal skeletal tissue on X=rays. But commonly, this condi=
tion occurs at gestations of 10 - 13 weeks, which is before the
appearance of foetal movements and foetal skeleton demonstrable
by X=rayse The finding of a uterus which is larger than the
dates is not absolute, because it is only found in 50 = 75k of
patientse This patient did not have the signs and symptoms of
hyperthyroidism, tachycardia and high temperature. If the
temperature is found +to be raised in these patients, the cause
could be either a hyperthyroid state, or trophoblastic tissue
necrosise The finding of a unilateral ovarian cyst in this
patient was an unusval finding. /More commonly (25 = 50%) the
ovarian enlargement is bilateral. In investigating these
patients, non-invasive or invasive methods can be used:
(a) Non-invasive - A plain abdominal X-ray may be wrongly
interpreted in the rare condition where a hydatififom mole may

coexist with a foetus. Hormonal assays in urine are less reliable

than serfinm assays because of their diurmal variation. False




negative results may occur due to death of the mole, the mole
being in pobr contact with maternal circulation, or the mole
producing hormones below the minimal effective dose for pregmancy
test. Palse positive results may occur in a normal woman at
14th day of cycle, when the leutemizing and follicle stimulating
hormones are at their peak levels, or in a post menopausal womans
However, about 70% of molar pregnancies exhibit diagnostic values
of HCG on a single assaye Others may require repeat assays, or
combination with other investigations to establish diagnosis.
While high levels are diagnostie, no level is pathognomonic, and
there should always be a confirmatory teste

The pregmancy tests used in this centre do not go down to the
normal levels of leutenizing hormone or lower levels detectable
by urimary HCG, and are not specific for HCG., Radioimmnoassay
is the most specific test for B submite. It can be sensitive down
to the levels of 3¢lsy/l. The radioreceptor assay is less
sensitive (up to 30.1.w/1). These titres become negative within
4 - 6 weeks,

The abnormal patterns include - persistant high levels, a secondary
rise or plateauing of the levels. The ultrasou;nd B scan is the
most reliable diagnostic method, but conditions like septic abor-
tion, missed abortion or fibromyomata may mimick a mole at ultra=
gsound.

(v) Invasive methods - Uterine sounding for 11 cm without ‘

resistance was first described by Acosta=Seson . (in 1958) but,
perforation of the uterus is a real danger. Amniography can be
used to demonstrate the soap bubble appearance" where sophisticated
instruments are not available, But it is necessary to aspirate

the uterine contents first before the procedure, If ligquor is




- 145 =

aspirated, the procedure should be abandoned. Pelvic arterio-
graphy is a popular method and can be used to distinguish between
malignant and benign conditions of the trophoblaste This method

is probably too aggressive for routine diagnosis of molar pregnancy,
but very useful for diagnosis of extensive chorioncarcinoma. The
method however, does not rule out extragenital deposits, nor is

a normal arteriogram incompatible with chorion carcinoma, -
Generally invesive methods have been muperseded by the non-invasive
techniques. The treatment of hydatidfom mole depends on the age,'
parity, blood group and ovarian enlargement. There is increased
malignancy rate aiter the age of forty, in blood group A patients,
“and bilateral ovarian enlargement, Evacuation of the mole is the
treatment of choice in young low parity females.

This can be achieved by suction curettage under oxytocie cover,
(regardless of the size of the uterus) or the traditiomal medical ‘
induetion With syntocinon. The prostaglandins are not popular

because of the fear of associated higher rate of malignancy.
Hysterotomy is obsolete becausé it is accompanied with higher post

mdlar malignancy. Total abdominal hysterectomy is indicated in an

old multiparous womane Though it reduces malignancy, it does not
eliminmate its occurance completely. There is a 20% chances of
malignancy despite the operation. It therefore does not reduce

the need for a careful follow upe It is actually doubtful if it

Justfies the risk of morbidity and mortality accompanying any major

surgical procedure. Whether routine curettage should be done,
remains controversiale  Customary it should be done 5 = 7 days
after evacuation of the mole. Other authors suggest curettage only
if bleeding continues for more than 14 days. The advocates for i
routine curettage, do it to determine the presence of residue

trophobalstic tissue, and diagnosis of chorion carcinoma. The "




questlon when should curettage be done remains umanswered. A
repeat curettage is indicgted if there is a persistant vag:.nal
bleeding or HCG titres. In this patient a sharp cv.rettage was
; done 2 days laters The use of prophylactic chemotherapy is also
contmxfersial. Goldstein is an advocate of prophylactic chemo- s
thérapy, in high risk patients. It is my opinion that prescribing
$oxic and probably muitagenic drugs to 80 = 8% of patients who will
never have required it is unjustified, Besides, prophylactic
chemothémpy may induce resistance when the patients devplop actual
chorio:q carcinomae | -

It is a custom to deffer pregmncy for one year, This is
becaﬁse any HCG rise may be difficult to interprete. However,
with modém methods of visualizing the gestatiomal sac as early
as:b = 6 weeks, it is perhaps not neceésary to restrict pregnaney
for more than 6 months ﬁrbvided the HC@ levels have falle® satis—
factorily, The choice of the type of contraceptive is also contro-
versial, An intrauterine deﬁce may cause irregular bleeding which
may confuse issues at follow up. Oral contraceptives are most
suitable because:

(a) of their contraceptive efficacy

(b) they supress the pltu:v.tary 1eute:mlzing hormones and the

 follicle stmulat:mg homones, which may cross react
with HCG assayse

This would therefore be especially useful where :radioimmunoassa&a
are not available, On the other Aana Bags (1980) foﬁnd that the -~

use of oral contraceptiyes increased the number of patients who

¢ required chemotherapy. Stone found increased maligmancy rate in

pa’elents who were started on oral contraceptives before complete

S

remission in HOG levels,



In view of the above findings it would appear that the
barrier method is the beste But the efficacy is lower than any

of the above. Thus this patient was put on oral contraceptives.
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RUPTURED TUBAL PREGNANCY: SALPINGECTOMY DONE.

Name: IM.R. Age: 27 years old,  I.P. No: 291579
- Tribe: Mzaramo  Address: Mwananyamala B, Dar es Salaam
Dates: Admission: 13,5.1982
Operation: 13.5.1982
Discharge: 22,5.1982.
| SUMVARY s
The patient was admitted as an emergency through the casualty
with a history of 6 weeks amenorrhoea, followed by sudden severe
lower abdominal pain with-slight vaginal bleedinge Physical exami -
nation revealed shock and haemoperitoneum due to a ruptured tubal
pregnancy which was confirmed at laparatomy. Auto-transfusion and
~ right salpingectomy were donee The patient recovered uneventfully.
She was discharged on the 9th hospitalization daye. Aetiology,

diagnosis and management of tubal pregnancy are discussed. -

HISTORY OF PRESENT TLLNESS:

The patient was admitted with a history of amenorrhoea for‘ 6

» weeks, This was accompanied with rausea, tiredness and breast
discomfort, 5 hours before admission the patient had experienced

a sudden lower abdominal pain, which was severe persistant radiating
to the shoulder region. There was no area of localization,

This was followed by a persistant slight dark brown vaginal bleeding,
with headache and dizziness. She had neither fainted nor had
vaginal sPotting throughout this period of amenorrhoea. She had
had no fever and no frequency, urgency or dysuria, Bowel habits
were normal.

GYNAECOLOGY HISTORY:

She had her menarche at 15 years of age. Her menses were
lasting 5 - 7 .days every 26 = 30 dayse. The flow was normal but

the menses were irregulare. She had neither intermemstrual, nor
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contact bleedinge She had experienced dysmenorrhoea one day
before menstruation, She had no dyspareunea. She could not
remember her last normal menstrual period well, but she thought
it was in mid March 1982, She was not using any form of contra-

ceptives.

OBSTETRIC HISTOHY:

She was para 5 + O with all children living. She had had
no anterpartum, intrapartum or post partum problems in the first
fPour dliveries. In her fifth pregnancy, one year ago, she had
fever, severe lower abdominal pains and vagimal discharge, four
days after delivery. She was admitted at Muhimbili Maternity
wing, where she was treated with injections and tablets for five

days. She recovered and was discharged on tablets.

PAST MEDICAL HISTORY:

This was her second admission. The firsb’c adnission was
after the last delivery as described above., She had had no
ectopic pregnancy or abdominal operations in the past. She had
no history. of venerial disease after the pue:iiex‘al complication.
She had not been in contact with anybody suferring from pulmonary
tuberculosis.

SOCIAL AND FAMILY HISTORY.

She was a ‘housewife, married for the past 10 years and
staying with her husband at Mwananyamala Be She had had no formal
educations There waa no family history of diabetes mellitus,
hypertension, eardiac or pulmomary tuberculosis.

PHYSICAL EXAMINATION.

General examination — The patient was restless in severe pain,
and very pale (the palor was not corresponding with the amount of

vaginal bleeding). She was afebrile, She had neither oedema,
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jaundice nor lymphadenopathy. The breasts were normal lookinge

Cardiovascular system: The extrimities were cold and clamy,

The pulse rate was 120 per minute, feeble and irregular. The
systolic blood pressure was about 20 mm mercury, the diastolic
blood pressure was unrecordable, The heart sounds were heard and
she had a tripple rythm., There was neither cardiomegally nor
MUTIULS o

Respiratory system: The lung fields were clear, and the chest
was symetrical,

ABDOMINAT, EXAMINATTION:

There was slight suprapubic distension., Cullens sign was
negative, The liver, spleen and both kidneys were not palpable.
Both remal angles were non-tender., Shifting dullness was demon=
strated. There was also an area of persistent dullness over the
right hypogastric region, There was-gwarding and severe tendermess
over the suprapubic area and there was rebound tenderness over the
same area.

VAGINAL EXAMINATION.

The vulva and vagina were normal, The cervix was healthy,
soft, issuing dark brown blood from its os. Cervical excitation
test was positive. There was a right adnexial mass. The fornices
were all normal, It was difficult to appreciate the uterus because
of severe suprapubic tenderness,.

DIAGNOSIS s Ruptured Right Tubal Pregnancy.

In view of the abvove findings the patient was rescuscitated and
prepared for an emergency laparatomy.

INVESTIGATIONS ¢

1, PFour units of blood group A Rh (D) positive were crossmatchede.

20 Wrine was tested for sugar and protein, and was negative.
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PREOPERATIVE TREATMENT.

(&) General: (i) Consent was obtained
(ii) Ryles tube was passed
(iii) An indwelling Forleys catheter was passed
(iv) The abdomen was cleansed.

(b) Fluids: (1) 500 mls of plasmagel were run fast using an
intrévencus drip with a canmular, this was
followed by another 500 mls of plasmpgel while
awaiting blood and operations

(e) Drugs: (1) Atropine 0.6 mg intramscularly were given

(ii) Intramuscular injection of Morphia 10 mg was
given.

(iii) An intravenous injection of Hydrocortisone 200mg
was given at 4 hourly intervals. |

The patient was taken to the operating theatre immediately.

OPERATION: TLaparatomy.

Anaesthesia: Ketalar 100 mg intravenously was given and scoline

100 mg intravenously, was also given.

Intubation was done. The patient was maintained on oxygen.

PROCEDURE s

The abdomen was opened up through a subumbilical midline
incision. On incising the peritoneum about 4 litres of bright red
non infected blood was founds Using a laddle, blood was collected
“and poured into a sterile blood collecting bottle containing 120 mls
of 3.4% Sodium Citrate through a funnel covered with three layers
of sterile gauze as filters, 3 units of blood was autotransfused.

The rest of blood and clots were removed, Theuterus and tubes

were visualized. A ruptured right tubal pregnancy was seene. The

left tube, both ovaries and the appendix were healthy. Using two

Kocher's forceps applied on both sides of the ruptured ectopic, the



tube, together with the ectopic pregrancy were excised "en block',
The excised ends were transfixed separately with catgut No. 2,
The right ovary was left. PFurther imspection revealed a lot of
adhesions in the pouch of Douglase In the excised portion of the
tubes, there were blood clots and no embryo was found. All clots
and blood were rmmoved from the abdominal cavity. The abdominal
packs were removed when the haemostasis was ascertained. The
abdomen was closed in layers, when the swab pack and instrument
~ counts were pronounced correct. Matress sutures were applied to
the skine The total blood loss was estimated at 4% litres.

POST OPERATIVE ORDERS:

(a) General - Blood pressure, pulse and respiratory rate were
charted 3 hourly for 2 hours then 1 hourly for
4 hours, then 2 hourly for 6 hours and 4 hourly
thereaf ter,
— The temperature was charted every four hours.
- A twenty four hour input and output chart was
kepts
(b) Fluids: Three units of blood were transfused and followed
by Dextrose saline 15 litres all given per 24 hours.
Dextrose saline 3 I/24 hours was contimed for 36
hours; after which the bowel sounds were heard.
(¢) Drugs: 1. Pethidine, intramuscular injection, 100 mg was
given everj 6 hours  for 24 hours.
2. Crystalline Penicillin, 2 meu intravenously was
given 6 hourly for 24 hours, then Procaine
Penicillin Fortified 1.2 m.u was given daily
for 5 days intramuscularly,
3+ Chloramphenicol 500 mg intravenous injection
was given 6 hourly till 3xd day when she could

take orally 500 mg 8 hourly for 5 days.
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POST OPERATIVE PROGRESS :

14th May, 1982: The first post operative day:

The general condition was better. She was afebrile, modera-
tely anaemic, The blood pressure, pulse and chest remained
- normal. The abdomen was slightly distended but soft, and there
were no bowel soundse

16th May, 1982: The third post operative day:

The general condition was goods The patient had passed
flatus, The blood pressure and pulse remained normale She was
afebrile moderately anaemic. Haemoglobin = 7.8 Gf%. The abdomen
was séft, and less distended now. The bowel soun&s were audible.
8o the patient was put out of drip and started oral feeds. She
was encouraged to seat upe.

20th May, 1982: The Tth post operative day:

The alternate stitches were removed, and completed on the
8th post operative daye.

On 22nd May, 19823 The patient had recovered well and was dischare

ged on oral ferrous sulphaté and folic acid. Bhe was given an
appointment to be seen at the Gynaecology outpatient in six weeks
time,
FOLLOW UPs

Bhe was seen at the clinic six weeks after discharge. She
was in a very good condition. She was not pale. (Haemoglobin
10.2 G%). The scar was well healed., The vaginal examimation did
not re&real any abnormalities.

Pathology report was availables Showed a ruptured Isthmal portion

of the fallopian tube together with blood clots.
Microscopy: A ruptured tubal pregmancy with decidual and choxrionic

villi, No tuberculous lesions. The patient was therefore

discharged from the clinic.
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COMMENT:

Ectopic pregmancy means implantation of a fertilized ovum
in a site other than the normal uterine cavity. It is not synony-
mous with extrauterine pregmancy which does not preclude implanta-
tion in the rudimentary horn of a bicormuate uterus.

Ruptured ectopic gestation is the commonest emergency among
women in the tropics (Stewart 1967). In Muhimbili Medical Centre,
in the year 1979 - 1980, it was responsible for 1.3% of all admi-
ssions, and about 24% of all gymaecologic operatifns. The commo-
nest cause of ectopic pregnancy in the tropies is pelvic infection.
The evidence for pelvic infection in this patient was the,history
of having suferred from a disease simulating puerperal sepsis in
her last pregmancy, and, there was evidence of inflammation at%
operation. On the other hand, finding the tubal pregmancy on the
right tube is in agreement with other findings elsewhere., The
explamation for the more frequent involvement of the right than

_the left tﬁbe being, the proximity of this tube to the appendix.
The history and physical examination were so typical that other
clinical manouvres like culdosentesis, abdomimal paraxentecis,
EUA were uncessarye

Intracperatively autotransfusion was done. This procedure
has a place in the tropics, where many patients come in a bad
condition, and blood for transfusion is scarce. So that this
procedure does not only provide readily awvailable blood, but it is
also fresh and does not need crossmatchings Also there is fear
for blood transfusion reaction or transmission of disease from the
donors. But before autotransfusion is done the following precau-
tions must be under taken.

a) It must be made sure that the blood is not haemolysed, by

observing the colour; and, by centrifugation to see a separate
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layer of red blood cells from serums
b) It must not be infected.
¢) It must not be mixed with amniotic fluid,
There are two main modalities of surgical treatment of ectopic

pregnancy. The "Conservative'! manggement, (stripping and salpi-

ngotomy) was not done because this was already ruptured, and even
if it was not ruptured, ectopic recurrence in such tubes have
been found frequently, after conservative treatment.

The second line of management could have been salpingectomy or
salpingoophorectomy, Evidence does not clearly establish an
advantage of removing a normal ovary, and it appears that conser-
vative management, or salpingoophorectomy may be indicated in
those women who already have low fertility potentiale This
patient was a mother of five and all were livings Thus salpi-
ngectomy alone was dones After treatment fertility is retained
in only less than half of the patients, out of which only a third
will car¥y their pregnancy to terme The risk of recurrent
ectopic pregmancy increases by 30 - 50 times after one episode.
Though we may not lower the incidence of ectopic pregmancy, the
morbidity and mortality can be reduced by diagnostic acumen and

energetic surgical skill, as was the case in this patiente
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INCOMPLETE ABORTION: EVACUATION OF PRODUCTS OF CONCEPTION DONE:

Name: R.C. Ages 22 years, Tribe: Mmenda Reg. Nos 307020
Address: Ilala Quarters, Dar es Salaam

Occupationt: A Primary School Teacher

Date: Admission: 4,9.,1982

Discharge: ; 66941982,

SUMMARY ¢

A 22 year old primigravida admitted through the casualty
at 4,00 pems oﬁ 4th September 1982 with history of 2 months
amenorrhoea, She complained éf lower abdominal pain which 5 hours
later was follbwed by vaginal bleeding with clots. On examimation
she was found to have a dilated cervix wifh products of conception
in the cervical canal. Diagnosis of incomplete abortion was made.
The aetiology diagnosis, incidence and management of incomplete
abortion are discussed,

HISTORY OF PRESENT TLLNESS:

The patient had had an amenorrhoea of two months associzted
with tiredness, nausea, breast discomfort and frequency of urina-
tion. Three days prior to admission, she started having a gradual
lower abdominal pain which was colicky, progressive and radiating
to the backe 5 hours later she started having vaginal bleeding of
fresh blood with clots which was also progressive, and of moderate
amounte

She had had no fevers, and no urimary symptoms., She gave no
history of straineous exercise, recent travel or coitus prior to
onset of these problems. She had neither emotional upset noxr
attempt at instrumental inferference. She had no diarrhoeal
diseasess There was no history of night sweats, chronic cough
or deblitating diseases She had had no-rashes or abdominal masses;

and gave no history of venerial disease,
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GYNAECOLOGIC AND OBSTETRIC HISTORY:

She had her memarche at 18 years, with her menses lasting
3 = 4 days every 28 days. The cycles were regular and of normal
flowe. She had premenstrual dysmenorrhoea of one day before. She
had neither intermenstrual bleeding, nor vaginal discharge. And
she experienced no dyspariunea. Her last normal menstruai period
started on 28th July, 1982 and lasted 4 days. She was not on any

contraceptives,

This was her first pregnancye.

PAST MEDICAL AND SURGICAL HISTORY:

This was her first admissions, She had had no instrumentation
or operation on her genital tracts She had never suffered from

disease :
renal, heart ., or diabetes mellitus.

SOCIAL AND FAMILY HISTORY:

She was a primary school teacher, single and was staying alone,
She had two boyfriends. And she needed a child. She was neither
an alcohol drinker nor a smoker or drug addicte There was no family
history of hypertensior, cardiac disease or diabetes mellitus.
Her mother had suffered from puhnomxyV tuberculosis two. years before

and was treated.

PHYSICAL EXAMTINATION:

She was a healthy young lady, with blood staining her underpants,
and thighs. She was clinically pale, afebrile and not jaundbed.
She had neither septic foci on the oro-pharynx, nor cervical lympha-
deﬁopathy.

Cardiovascular systems Her blood pressure was 100/70 with a =

pulse rate of 96 per minute, regular and of normal volume., The

heart size and sounds were normal. There were no mirmuTrS.
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Respiratorys The chest was symetricals All lung fields were
normal,

ABDOMINAL EXANINATION:

'.}Ehe abdomen was scaphoid, and there were neither scars nor
stria, The liver, spleen, and both kidneys were not enlarged,
Both reral angles were non-tender.

The suprapubic area was moderately tender, but rebound tenderness
was not elicited, and there was no guarding. The uterus was not
palpable,

VAGINAT EXANTNATIONS:

This was done aseptically, after emptying the bladder. The
vulva and vagina were soiled with bloode The vagina had clots but
no evidence of traumae. The cervix was healthy, no evidence of
traumatic injury, but products of conception were seen through the
cervical os. The cervix was thick soft 2.5 cm. open, and products
of conception were felte The fornices were free. The uterus was
bulky 8 = 10 weeks size and non-tender; anterveted anteflexed. No
adnexial masses were felte |
Gloves were stained with fresh bloode.

DIAGNOSIS: Incomplete abortion.
BIAN: ~ Evacuation of the contents of the uterus.

INVESTIGATIONS: Only emergency investigations were done:

1. Blood grouping and cross-match — 0 Rh (D) positive 500 mls, of
blood was available,
2. Haemoglobin = 8,7 gn/dl,

3¢ Urine: No sugar no albumin

RESCUSCITATION: 1. Intravenous normal saline was started

2s 045 mg of ergometrine was given to minimize
bleeding before operation

3¢ Atropine 0.6 mg were given intrarmscularly.
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OPERATION: This was done in the sideroom of the ward under

100 mge of pethidine and 10 mge of valium given intravenously.

POSITION: The patient was put on lithotomy position.

PROCEDURE: The perineum and vagina were cleansed with 1% chlorhe-
xidine (hibitane) solution. After draping the bladder was emptied
of 160 mls of clear urine, Digital vaginal examination was done
againe Lhe findings were essentially the same. An Auvards speculum
was gently introduced to emable visualization of the vagina and
cervix, The anterior lip of the cervix was grasped with a Volsellum
forceps, and pulled foward. There was no need to dilate the cervix
because it was already open. By means of an ovum forceps, the pro-
ducts of conception were removed together with the membranes,

Then a digital exploration of the uterine cavity was done. The
uterine cavity was curetted systematically. There were a few more
products in the cavity, though most areas were clear. The bleeding
was now minimal, the uterus was found to contract and the cervix
was gripping on the curette. The products of conception were taken
for histology. The total blood loss was 80 mls,

POST OPERATIVE:

1. Brgometrine 0«5 mg intramscular injection was given.

2¢ Intravenous drip was continued while awaiting blood. She was
transfused with 500 mls of blood,

3 Blood pressure 100/60 mrHg and pulse rate of 98 per mimute,
regular and of normal volume.

4o Blood pressure, pulse and respiratory rates were charted
% hourly for 2 hours, then 2 hourly for 4 hours, than 4 hrly,

5 Vagimal bleeding was checked every time, the vital signs were

being checked,
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1st Post operative day:

The patient was up and about., Her general condition was
goods There was minimal vaginal bleedinge The uterus was well
contracteds The haemoglobin was 8.9 G%e The blood pressure was
100/70, the pulse was 90 per mimte, and of good volumes
She was discharged on the second post operative day and was put
on ferrous sulphate and folic acid. She was to come back four
weeks later at the gynmaecology outpatient department.

She was seen four weeks léter at the outpdtié:d*t clinic,

Her general condition was good, her haemoglobin was 10 gifbe The
blood pressure was 100/ 70 miHg.:: the pulse rate was 78 per mimute
regular and of normal volume, The abdomen was soft and the uterus
was not palpables The vulva and vagina were normale The cervix
and uterus were normal, There were no adnexial massese. She

was therefore discharged from the clinice

COMMENT &

Abortion is interruption 6f pregnancy before viability i.e.
before 28 weeks of gestation, The definition is marrowing because
of ability to rear the foetus as early as the 20th week of pregna-
ney. Others restrict the definition to 12 weeks, and after that
the term "miscarriage" is used because the placenta has already
been formed,

Stewart Taylor estimated that 15 - 206 of pregnancies termimate
into spontameous abortion prior to 20 weekSof gestation. This may
be a gross underestimation because: -

(a) very early abortions may be taken as delayed menses;

(p) some abortions may be so asymptomatic that the patient may

not seek medical attention, and
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(e) in the tropics, the influence of local beliefs may hinder
seeking attention.

Abortion is a very common problem in Muhimbili, being responsible

for more than 50% of all gymaecologic admissions, and, about 70/

of all gynaecologic operationse

lost abortions occur in the first 8 weeks of pregnancy and
relatively few abortions occur after the first trimestere This
patient falls within the generalizatione The usual’ course of
abortion is amenorrhoea followed by vaginal bleeding, then abdo-
minal paine Both symptoms are progressive in severitys They
abate when the abortion is complete or progress until therapy
is instituted as in dincomplete abortion.

The history, in this patient of amenorrhoea,‘ abdominal pain
followed by vagimal bleeding called in for one to vigorously
rule out a ruptured ectopic pregrmancy. Many things were, however,
against this - she had neither severe amaemia nor shock, though,
these can occur in abortions which have been neglected, there
was a heavy vaginal bleeding Qith clots; there was neither guardi-
ng rebound tenderness, nor evidence of fluid in the peritoneal
cavity; the cervix was dilated, and the products of conception
were vividly visible, and the cervix was non-tender on rocking it
towards one side, Further, the pouch of Douglas was free and the
uterine size corresponded with dates.

Though possible aetiological factors were sort from history -
and physical examimation these are only found in 38% of abortions.
The fact that she was a single girl, placed her inté) a2 possible
candidate for attempted instrumental termination of pregnancye
Such history, as usual, was not subdued and there was no evidence

clinicallys She had no history of instrumentation in the past.

tegse
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Because there was no aetiologic stigmata, this was a "sponteneous
abortion'., A study by Herting and Livingstone showed that 61.7%
of sponteneous abortions had defects or abnormalities of the ovume
Similar findings were reported by Mall, Carr, Kerr and Rashad.
Purther, in his study, Jorgen G. Lenn Lauristen concluded that
the age of abortions and frequency of chromosomal abnormality
were invesely related, being very high in early pregnancies.
Whether this early abortion was due to congenital abnormality of

the ovum, embryo or not is a matter of conjecture.
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BARTHOLIN'S ABSCESS: MARSUPIALISATION:

Name: Miss L.K., A 15 year old Malawian I.P.Ne. 29088L
Address: Tandike Flats, Dar es Salaam.
Dates: Admissiont 6651982

Discharge: 11.5.1982

SUMVARY ¢

Miss L.K. & 15 year old school girl was admitted through
the casualty with a history of a left vulval swelling of 7 days
duration. On examination she was found to have a left Bartho-
lin's abscess. Marsupialization was done. A pus swab revealed
stephylococci aureus, sensitive to Tetracycline. She recovered
well and was discharged home on tetfacycline.

Aetiology and management of a Bartholin!s abscess are discussed.

HISTORY OF PRESENT TLLNESS:

The girl had been well until 7 days prior to admission,
when she Started having a painful left labial swelling, which
was gradual in onset., Both the pain and swelling had been pro-
gressive until two days prior to admission, when she started
having difficulties in walking and seatinge The pain was locali-
zed and she had not had any vaginal discharge. She had not had
sexval intercourse and there was no history of trauma around
that regions ©She had had three injections at Temeke dispensary |
without improvement. Micturation and bowel habits were normal,

GYNAECOLOGICAL HISTORY:

She had her memarche = at 13 years, her menses lasted 3 = 5
days 7 every 28 days, and were regular and of normal flow. She

had no dysmenorrhoea or dyspariunea., Neither had she any vaginal

bleeding nor abnormal vaginal discharge. She was not on any

contraceptives, v |
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PAST MEDICAT, HISTORY:

This was her first admission, and she had not suffered
from any vulval ulcers. She had no history of diabetes mellitus,

cardiac or hypertensive disease,

SOCIAT, AND FAMITY HISTORY:

A class 7 girl, staying with a brother at Tandika flats in
Dar es Salaame She had one boy friend, a secondary school boye

There was no history of tuberculosis, cardiac or hypertensive

disease in the Tamily, Nobody had suffered from diabetes mellitus *;

in the family.

PHYSICAL EXANMINATION:

She was a healthy looking young girl with a good mutritional
status, She was in pain, and could walk with difficulty. She
was afebrile not pale, not jaundiced, and had no lymphadenopathy.
Her blood pressure was 100/70 miflg., and her pulse rate was 88
per mimute, regular and of normal volume., The heart size aﬁd
sounds were normal. The respiratory, central nervous system

and the miscuio=-skeletal systems were normal,

ABDOMINAL EXAMINATIONS:

The abdomen was scaphoid without any scars or therapeutic
marks., The liver, spleen and both kidneys were not palpables
The renal angles were non-tender,

VAGINAT, EXANINATION:

The left labia minora had an eliptical warm tender swelling
with a shinny indurated skin covering. The opposite side was
normals Digital examination was not done because of severe
tenderness,

DIAGNOSIS: Bartholin's Abscess,

The patient was therefore prepared for marsupialization in
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tHatre, and the following investigations donet
l. Blood = Haemoglobin - 12,3 G/dl.
- WEC = 7,45¢/mr
- Neutrophils = 7% DLymphocytes 20
- ESR was 14 mm/hour
~ VDRL was negative
2¢ Urine - No sugar and no protein

6th Msy, 1982: OPERATION: MARSUPIALIZATION OF BORTHOLIN'S ABSCESS.

PRE OPERATIVE PREPARATIONS:

1. The consent was signed by a brother, because the patient was

below 18 years of age.

2, Premedication: (a) Injection of Atropine 0.6 mg instrems—

cular;
(b) Injection of Morphia 10 mg intremuscular,
ANAESTHESTA: This was induced and maintained as described in the
introduction.
PROCEDURE :

The patienf was placed on lithotomy position. The vulva and
perineum were cleansed with hibitane antiseptic solution, and the
patient draped. A bivalve speculum was introduced into the vagina
and the cervix visuvalized. The cervix looked healthy.

An endocervical swab was taken. Digital examination confirmed a
Bartholin's abscess,.

INCISION: By means of a sharp knife, a longitudinal incision
2 cme. long was made along the junction of the skin and vaginal
micosas A purulent foul smelling discharge was drained from the
abscess, and a swab was taken for culture and sensitivity tests.

The cavity of the abscess was explored and was found to be smoothe




MARSUPTALIZATION.

After draining the pus, the margins of the abscess cavity
were everted using chromic catgut Noe 0. 6 interrupted stitches.
The wound was packed with eusol for 24 hours.

POST OPERATIVE PERIOD:

ls The blood pressure, respiratory rate and pulse rate were

charted 4 hourly,
2. BShe was to have daily savlon baths.
3¢ The eusol park was removed after 24 hours.
4, Pethidine injection 50 mg. intramuscularly was given 6
hourly for twelve hours.
5 She was started on Penicillin injection 1.2 meu. intramus- |
cularly daily for five days. |
Tth May, 1982: = On the first post operative day, the patient's l!
condition was very goods She could now walk and seat without f
much trouble. Her pulse rate was 8)/min. regular and of normal f
volume, her blood pressure was 10Q/70 mm of mercury. The cardio-
vascular, respiratory and the abdomen were normal, The vulval
oedema had subsided, and the wound was clean. The patient was

f£it for discharge, but had to wait for her bacteriology results, |

On 8th llay, 1982: = The results of pus for culture revealed a |
significant growth of staphylococci aureus, sensitive to  tetra- |
cycline and chloramphenical, and was resistant to peniecillin and
ampicillin,

She was therefore discharged on 500 mg of Tetracycline i
capsules to be taken three times daily for the next five days, ‘ |

She was seen at the gynaecology clinic one week later and she was |

found to haverlo residue abscesses or induration. And she was &

in normal health. She was therefore discharged from the gymaeco-

logy clinic,




COMMENT .

Bartholin's abscess occurs when there is an acute infection
of the Ba:tholin’s gland, This is a common problem at Muhimbili.
It occurs in 13.6% of all infections of the pelvis; and pelviec
infections contribute about 11.3% of all gynaecology admissions
at Muhimbili Medical Centres.

The aetiological agent in this girl was staphylococel aureus,
contrary to the previous belief that neiseria gonococci was the
commonest offender, This is in agreement with the findings else-
where. He coli, staphylococci aureus and proteus have beem
commonly isolated. And, neiseria gonorrhoea has been found in
only a small percentage (4% at most) of cases.

Mixed infections are also commonly encountered. Swemm et al.
found mixed infections in 66k of their patients. Parker found
that mixed aerobic and anaerobic infections were responsible for
approximately 506G of cases. In this patient, collection of the
specimen was done using a pus swab and deeping it into a Stuart
Transport mediume This is not a good specimen for detection of
anaerobic organismse So this might have contributed to our failure
to isolate anaerobes in this patient. Other organisms like myco-
bacterium, fungi, parasites and viruses have been isolated else-
where.

The diagnosis of Bartholin's abscess in this patient posed
no difficulties, because of the typical signs and symptoms.

There are three major lines of treatment of a Bartholin's abscess:
1. "INCISION AND DRAINAGE" ~ This is not a definitive treatment
because it is accompanied with frequent recurrence.

2e The "DEFINITIVE" treatment is either Excision or Marsupiali-
zation. Excision of the abscess is tidious, accompanied with

haematoma formation and is not superior to marsupialization. The
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patient will have to stay in hospital for a longer period af ter
operation. But marsupialization is simple accompanied with
only a short (12 = 24 hours) post operative hospital stay,

‘and there is regeneration of some functional activity of the
gland to provide lubrication to the vagina., Whereas, for
instance, bilateral excision of the Bartholin's gland would
leave the patient with a dry vagina. This would be a cause of

frictional dyspariunea.




A CASE OF CARCINOMA OF CERVIX STAGE IT A

TREATED BY RADIOTHERAPY.

Name: K.D., Age: 34 years, Tribe: Mmguru, IP.No: 38884
Religion: Christian, Address: Kawe, Dar es Salaam
Dates: Admissiont 27,9.1982
R.T. starteds 29,10,1982
FPinished: 8,12,1982
Discharged: 22,12,1982
SUMVARY ¢
Mrse, K.D. was referred from Lugalo Hospital with history of
irregular vaginal bleeding and foul smelling vaginal discharge
for 6 months. On examination she was found to have a small
fungating mass on the lateral lip of the cerwix. The upper third
of the vaginma was also involveds There was no parametrial involve-
ments The histological report of a biopsy taken from the lesion
showed a moderately well differentiated squamous cell carcinoma.
The patienf‘was treated with radiotherapy. She had no major
complications throughout her treatments The management of stage

ITA carcinoma of cervix is discussed.

HISTORY OF PRESENT ILLNESS:

The patient had been well until 6 months prior to admission
when she started having irregular vaginal bleeding of moderate
amount. The bleeding was provoked by coitus and douchinge This
was accompanied by episodes of a foul smelling blood stained
vaginal discharge, which stained her under pants. She denied any
history of blood stained stools or haematuria. She could open up
her bowel normally, and she had no urinary symptoms. She had not
experienced any abdominal pain or swelling; and she had no loin

pains. Her lower limbs had not been painful or swollen, She had
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experienced no cough oxr chest pains.

OBSTETRIC AND GYNAECOLOGICAL HISTORY:

Her menarche started at 13 years. The menses were lasting
7 days every 25 days, regular and scanty. IHer menses had become
very irregular for the last 6 monthsj otherwise she had had no
dyspareunea, intermenstrual, or contact bleeding. Her last
normal genstrual period had started 6 months prior to admissions
She had not been on any contraceptives. She was para 5+ l.
Her last born child was in 1973, ©She had no problems auring all
these deliveries, and all children were alive, ©She had started

sexual intercourse at the age of 13

PAST JEDICAL HISTOKY:

o,

This was her first admission. She had not suffered from
any major illnesse

SOCIAL AND FAMTILY HISTORY:

She was a housewifes She had had no education. She had
been marriéd 20 years back. Her husband was a labourer with a
meat packing company in Dar es Salaam, and was a christian,
This was her only husband. She did not smoke or drink alcochol.
There was no family history of hypertension, cardiac disease or
diabetes ﬁellitus. She had not been in contact with anybody
suffering from pulmonary tuberculosis.

PHYSICAL EXAMINATION:

She was a well nourished and young looking women. She was
not pale or jaundiced. She had no lymphadenopathy or oedemae
She had neither thyroid enlargement nor cervical lymphadenopathy.

She was not febrile. - The throat, mouth and gums were normals

The Cardiovascular and Respiratory systems: The pulse rate was

78 per minute, regular and of normal volume. The heart size was
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normals The heart sounds were normal, and there were no
mirmurss -+he lung fields were clears

ABDOMINAL EXAMINATION:

The abdomen was scaphoide The liver, spleen and both
kidneys were not palpable, Both remal angles were non-tender,
There was no fluid in the abdomen.

VAGINAL EXANTNATION:

The vulva and vagina were normal, There was & small
fungating mass over the right lateral lip of the cervix, The
mass bled easily to touche. The parametrium, the pelvic wall,
and the lower part of the vagina were not involved. The adnexae
were not palpable. The uterus was of normal size, consistency
and mobilitye The fornices were free. The glove was blood stained.
DIAGNOSIS Carcinoma of the Cervix stage ITA,

THE PTAN OF NANAGEMENTS:

INVESTIGATIONS :
Blood: = ’;Haemoglobin 12.4 ¢/dl.

-~ White blood cell count normal,

~ Blood urea 15 mgh creatinine 0.8 mgh.
Urine: = There was no albumin or sugar, »

- Culture and sensitivity was sterile.

Radiology = Xrays chest and pelvic = were normal.

- I.V.P. showed normal functioning kidneys.
The patient was prepared for examination under anaesthesia,
biopsy and proper stagging which was done on 30th September 1982,

PRE OPERATIVE PREPARATION:

The patient was told about her disease and the stages in
the management, A consent was obtained. The perineum was shaved

and the patient starved the night before operations




30+th September, 1982: EXAMINATION UNDER ANAESTHESIA .

PRE MEDICATION: Atropine 0.6 mg intravenously. Pethidine

100 mg was given as intramuscular injection.

ANAESTHESTA: This was induced and maintained as described in
the introduction.

PROCEDURE:

After being given general ammesthesia, the patient was placed
in lithotomy position. The perineum was cleaned with hibitane
solution and drapeds The bladdér was then catheterized, 250 mls.
of clear urine were obtained.

On bimamsal examination, there was a palpable fungating mass
on the left lateral lip of the cervix with fixation of the upper
part, of the vagina. There was no parametrial, pelvic, rectal
on bladder involvemente The uterus and adnexah'were normale
The vagina had enough room to allow a bivalve speculum which was
introduced and the cervix clearly visualized. A fungating was
easily bleeding growth on the lateral lip of the cervix was seens
Using a sharp scapel on a handle, a biopsy of the mass was taken
and sent for histology. The patients blood pressure, pulse, and
any vaginal bleeding were closely observed after the biopsye

HISTOLOGY RESULTS:

HP 5327/82 - the cervix showed a moderately well differentia-
ted squamous -cell carcinoma. Stagging under anaesthesia =
CARCINOMA OF CERVIX STAGE ITA.

In view of these findings the patient was scheduled for radiothe-
rapy. Lhe patient was treated with Cobalt 60 extermal irradiation
combined with intracavitary Cobalt 60.

She was given 200 rads tumour dose per session. The total dose
was 4000 rads of external irradiation, - This was given at four

sessions (or 800 rads) per week for five weekse




The intracavitary Cobalt 60 was given using a remote after
loader, a method pioneered by Professor Henschke. She received
four intracavitary applications at weekly intervals, 1000 rads
were given to point A at each application. The patient finished
both the extermal and internal irradiation within five weeks,
without any major complicationse During treatment, she had a
weekly check up of haemoglobin, and white cell counts. These

remained normals

EVALUATION OF THERAPY:

The initial evaluation was done two weeks after completion
of therapye. The patient looked healthy and she was not pale.
Her haemoglobin was 10.4 gms per dl, the white cell count was
4,700 per cce She had neither urinary, nor gestrointestinal
SyRp toms .

VAGINAT, EXANMINATION:

The vulva and vagina were normal. The cervix was firm but
healthy lookinge ZThere was no growthe <he uterus was of normal
mobility size and consistency. There was no vaginal bleéding.

The parémetrium and pelvic tissues were normal. The rectal mucosa
was also normale. The patient had clinically responded well to
radiotherapy. SBhe was therefope discharged and given an appoint=

ment for follow up after 6 months,

COMMENT :

The uterine cervix is the commonest site of Temale genital
cancers.

Thé incidence of carcinoma of the ceryix ' as quoted in the
literature is 2 in 10,000 females, and accounts for about 66 of
deaths from cancers in females, The figure for Tanzania QAhderson
1076) is 13.4%. And in 1978 carcinoma Of the cerviz accounted

\



for 855 of all malignancies in Muhimbili Gynaecology section.

The aefiology is not clearly known, but associated conditions
include high age ( 45 - 55 years ), early marriage and coitus,
unecircumcised husbands and low social economic status. The
occurance of carcinoma of cervix in this patient who was aged

34 years was unusual. Being a married woman, she was 2 = 4 times
more likely to develope cancer of‘cervix than a single one. BShe
was also a multiparous, womans This again reflects the relation-
ship of carcinoma of cervix with coitus rather than childbearinge
This woman was also of poor social economic status, which theore-
tically further predisposed her to developing carcinoma of cervix,
The typical history and physical examination posed no difficulty
in the diagnosis of carcinoma of cervix, which was confirmed
histologicallye.

Due to lack of cytological screening programmes for this
cancer, early detection has ngt been possibles As a result when
first seen and diagnosed our cancers are far too advanced and need
extensive treatment.

Before the discovery of radiotherapy early this centuary,
surgical excision was the only method of treatment of cancer of
the cervix. +he limitations of this treatment are obvious. The
alternative methods now include radiotherapy or a combination
depending on the stage of the disease.

Radiotherapy continues to be the usual method of treatment
in many places for advanced disease, and poses no controversys
But in early cancers the proper treatment is still controversial.
Paui Heller and co-workers (1979) in their study found that the
:;ggggination of Radical hysterectomy and pelvic lymphadenectomy

was the treatment of choice for stages Ib and ITa, cervical cancelr,



But there was another study which was done by Tavares and
co-workers (1979). Out of the two series of patients with

stage Ib and IIa, one group was treated with radiotherapy alone,
and another group with radical hysterectomy and pelvic lymphade-
nectomy after a previous intracavitary radium. Phey found no
significant difference in the five year survivalfor recurrence
rate of both groups.

Furthermore, the number of severe injuries were higher in
patients who were treated surgicallys These findings were also
reported by other workers including Perez, C.A. and Breux E,
(1979), Carlos A. Perez and Marvin Camel (1980),

Therefore radiotherapy remains the treatment of choice for
stages Ib and ITa carcinoma of cervix, The most commonly emplo-
yed routes of radiotherapy, are either intracavitary or external
irradiations. It is however been observed that the delivery of
iull tumour dose to the pelvis by external irradiation alone
may lead to serious complications. On the other hand. with
intracavitary irradiation alone, the tunour extending to the
parametrium, lymphnodes and pelvic walls may not receive enough
irradiation dose. Thus the well established value of caesiunm,

radium or Cobalt combined with extermal irradiation.
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A CASE OF HABNATOCOLPOS DUE TO IMPERFORATE HYMEN:

INCISION OF THE HYMEN DONE:

Name: IMiss Il.Js = Age: 16 years old; Tribe: Mpogoro
Religions wﬂslém, Address: Temeke, Dar es Salaam

I.P. No: 279799

Admission: 16.8,1982

Operation: 18,8,1982

Discharge: 25.,8,1982
SUIMVARY ¢

Miss ll.Js was a 16 year old secondary school girl who had
primary amenorrhoeé. She was admitted through the casualty due
to failure to pass urine, and severe abdomimal pain. She was
found to have a suprapubic mass, and an imperforate hymen. Inci-

sion of the hymen was done. The pathophysiology and management

of haematocolpos in this patient are discussed,

HISTORY OF PRESENT ILLNESS:

The patient was referred from Temeke dispensary because of
failure to pass urine and lower abdominal pain, for one daye
She had experienced monthly attacks of severe lower abdominal pain
~ for the past 8 monthse The pain was subrapubic, localised and
Subsided sponteneously after 4 - 5 days, During this period, she
- also experienced general body weakness.

She had experienced frequency and hesitancy in initiating
micturation for the past one week, Then 12 hours before admission,
gshe completely failed to void urine, and the suprapubic pain
became hore intense., She had also noticed a progressive, suprapubic
swelling, which was non~tender, in the course of last four months,

But on the day of admission, the swelling had suddenly increased
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in size, and had become more painful. She had neither consti=-
pation nor vomiting, and there was no rectal pain. The patient
had no chronic cough or night sweats.

OBSTETRIC AND GYNAECOLOGICATL HISTORY:

She had never menstruated or had coitus before, and she
was nulliparous.

PAST MEDICAT HISTORY: She had never had any perineal operation

before, nor had she suffered from any major illnesse.

SOCTIAL AND FAMILY HISTORY:

The patient was a secondary school girl in her second form
at Jangwani Girls' Secondary School, in Dar es Salaam. She
stayed with her parents at Temeke, Nobody in the family had
suffered from pubmonmary tuberculosis, diabetes meliitu.s or
cardiac disease.

PHYSICAT EXANTNATION:

The-patient was a well nourished girl, in severe pain, She
was not pale and she was afei;rile. She was not jaundiced, and
she had no oedema 6Gr lymphadenopathye
The breasts, nipples, and axillary hair were well developed, and
she had no breast lumps,. She looked feminine.

Cardiovascular and Respiratory systems: Bhe had a pulse rate

of 88 per minute, regular and of normal volume. <+he blood
pressure was 100/80 mm of mercury. The heart sounds and size
were normale The lung fields were clear,

ABDOMINAT, EXAMINATION:

There was a globular suprapubic mass. The liver, spleen and
both kidneys were not palpable. Both renal angles were non=tender.
There was a firm tender freely mobile suprapubic mass equivalent
to 14 weeks of gestation. The mass which was dull on percusion

was arising from the pelvise.
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VAGINAT EXAMINATION:

The pubic hair was normal. The vulva looked normal,
There was a semi=-transparent membrane bulging at the introitus
overlying a bluish coloured fluid.

RECTAL EXANTNATTON:

This was done after aseptically catheterizing about 800 mls
of clear urine. The abdominal swelling, though decreased in
size after catheterization, still persisted.

On digital examination, the rectal mucosa was normale
There were two palpable lower abdominal masses — a lower cystic
and an upper firm mass.

DIAGHNOSIS: Haematocolpos due to Imperforate hymen.
In view of the above findings, the patient was prepared for
incision of the hymen in theatre,

INVESTIGATIONS

Blood - Haemoglobin 11.5 G/dl.
Urine = No sugar or protein
- Culture = yielded no pathogens.

PRE OPERATIVE PREPARATIONS:

The patient's consent for operation was obtained from the
parents. +he abdomen and perineun were prepared as described
in the introduction.

PRE MEDICATION: Pethidine 100 mg and Atropine 0.6 mg were

given intramuscularly.
ATAESTHESIAE This was induced and maintained as described in
$he introduction.
PROCEDURE s
The patient was placed in lithotomy position, the vulva

and perineum were cleaned with chlorhexidine solution, then the

patient was draped. An indwelling catheter was introduced.
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A rectal examination was then done. The findings were virtually
the same. The gloves were then changed. A cruciate incision
was then made through the hymen into the vagina. The redundant
hymeneal tissue was removed with a pair of scissors. 800 mls

of dark brown blood were allowed to drain spotaneously. No
speculun or digital examination was done, and no drain was
inserted. Then a rectal examination was donee The uterus was
hard mobile and only slightly enlarged. No adnexial masses were
palpablee

POST OPERATIVELY:

A. General: (1) The blood pressure, pulse and respiratory
rate were charted one hourlye

(2) The patient was nursed on the semi-geating
positione

(3) The patient was not allowed to seat bath or

douch.
(4} The vulva was covered with sterile padse
B, TFluids: An intravenous infusion of deRtrose saline was
given 3 litres per 24 hours.
6. Drugs: (1) Injection of Crystalline Penicillin 2 meu
was given intravenously every 6 hours for 24

hours, then injection of Procaine Penicillin

1.2 meu once every day was given intramuscularly

for 5 days.

(2) Intramuscular injection of Chloramphenicol
500 mg was given 6 hourly followed by oral
chloramphenicol capsules 500 mg three times

a day for 5 dayss



POST OPERATIVE PROGRESS:

The dark brown blood continued to drain till the fifth
post operative daye The opening was still patente On the
seventh post operative day she was discharged. She was given
an appointment to come back to the gynaecology clinic ,six weeks
laters
FOLLOW UP:

The patient was seen at the gynaecology clinic six weeks
later. HShe had had her menstrual period started on 9th September
1982, The menses lasted 4 dayse She had a mild intramestrual
pain., Her general condition was goods She was afebrile, not
pale and was not jaundiced. There was no abdominal swelling |
The vulva and vagina were normal and there was no vaginal dis—
charges The uterus was of normal size, consistency, and mobi-
lity; and it was non=tender. There were no adnexial masses.

The patient was therefore discharged from the clinic.

COMVENT

Haematocolpos means blood accunulating in the vagina.
This resulted from cryptomenorrhoea. Cryptomenorrhoea means
hidden menstruations In this condition menstruation is taking E
place, but the patient is unaware, because of the obstruction %
of the outflows This obstruction may occur at the level of the j
cervix, vagina, or vulva, In this case the obstruction was due
to imperforate hymen, a rare cause of cryptomenorrhoea in this |
centre,

In imperforate hymen, with each moihly discharge, the %
vaginal fills with blood which remains fluid, As the amount @

gradually increases, it distends the vagina (haematocolpos).
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It is rare for a simple imperforate hymen to distend the cervix
(naematocervix), uterus (haematometra) or tubes (naematosalpinx) .
As it can be seen in this patient, the uterus, cervix and tubes
Pelt normal., The vagina can accommodate a large amounf of blood
and as it distends it forms a tumour which fills the pelvis and
extends into the lower abdomen. This tumour however, causes
urinary retention by interfering with opening of the intermal
urethral sphincter, not by elongation and attenuation of the
urethra as formely thoughte

Primary amenorrhoea is the commonest presenting symptom in
these patients, usually with cyclic periods of abdominal pain,
and menstrual molimina. Sometimes, as in this case, the acute
retension of urine ‘promp'ts the patient to hospital.
The differential diagnosis of cryptomenomrhoea include pregrancy,
tuberculous peritonitis, appendicitis, ovarian cyst and pelvic

n this case imperforate hymen was ruled in by the
Py

fete

kidney. But
typical history and physical examination. This condition often
can be confused with imperforate vagina, but the treatment is
the same.

The operative procedure, though simple demands a great care
over sepsise The vagina has been closed throu,ghfufji’e, so it is
without the protection of Doderleins bacilli, Its epithelium is
poorly formed and, its reaction is alkaline or weakly acidy
The generated blood and debris offer a favourable medium for
bacterial growthe There is therefore little natural resistance
against ascending bacterial infection - thus the need for strict
asepsis. Though drainage may take several days, it need not be

hurried by insertion of drains or intermittent pressure over the
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lower abdomen. Such procedures encourage infecticn. ZFor the
same reason vaginal or.speculum examinations were not done till
the follow up. period (two months later)e. The vulva was covered
with sterile gauze, and the patient was discouraged from seat
baths and douchinge Prophylactic antibiotics were given for the
same reason. Fertility is usually retained if the collectiomn

is limited to the vagina. But if there is haematometra or haema-
tosalpinx, some patients become infertile because of sealing of
the fimbrial ends of the tubes.

The parents should develop a h{abit of checking their children,
and, ask for a gynmaecological examination if an imperforate hymen

is suspected.

i
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A CASE COF REPORTED SEXUAL ASSAULT.

Name:s Miss M.S. Aget 14 years old Tribe: lbondei
Religions Més1én Address: Mikocheni, Dar es Salaam
IP, No: 205163

Date of admission: 9.4.1981

Date of discharge: 9.4.1981

SUIIMARY ¢

Miss M5 was a 14 year old class seven school girl who was
5rought to Muhimbili hospital due to sexual assault. Examination
revealed a vagimal tear with contusions at the back. She was
discharged the same day after investigations were taken. The

management of a rape victim is discussed.

HISTORY OF PRESENT ILLNESS:

The patient was brought to hospital by her parénts accompanied -
with a Police Officer. She had a history of vaginal bleeding
following rape, three hours prior. The viectim was walking back
home when a neighbour offered her a lift in his care She was
driven to an isolated house, where she was threatened and forced
to have intercourse against her wille. She tried to shout but her
mouth was gagged immediately. The assailant who was single handed
did not show any weapon. She felt a very severe pain during the
forced coitus. She denied any foreign body being inserted into
her vagina or rectum,

She had not changed her clothes or taken a beth neither had she
urinated, or defaecated., A% the hospital, she was complaining of
8 burning perineal pain and vaginal bleeding. The girl had had

consentual sexual intercourse 6 months earlier.



OBSTETRIC AND GYNAECOLOGICAL HISTORY:

She had her menarche at i3 years, Her menses were regular
and lasted 3 days every 26 — 27 dayse The flow had been normal.
Her last normal menstrual period was 9th March, 1981. She was
a nulliparous girl, and she had not used any contraceptives.

She had not suffered from any vulval ulcers.

PAST 1EDICAT, HISTORY:

She had not suffered from any major illness.,

FANITY AND SOCIAL HISTORY:

She was a class seven school girl, staying with her parents
at Mikocheni, There was no family history of diabetes mellitus,
heart disease or pulmonary tuberculosis. BShe had not been in

contact with any patient suffering from pulmonary tuberculosis.

PHYSTICAL EXAMINATION:

The patient wore a blood stained; torn cloth. Her under
pants were also torn. She looked mentally normal and intelligent.
She looked depressed, but was neither confused, nor hysterical.
She was sobbers The scalp was normal. She had a bruize over
the lower back, right thigh, and 2 few scratch marks over the neck
regions There were grip marks over thé medial aspect of her
thighse Two of her left finger mails were broken, but there was
no skin or clothing underneath. The breasts and nipples were well
deve;oped but non-secretory. There were no breast lumps,

Cardiovascular and respiratory system: The pulse rate was 100

%

per mimite, regular and of normal volume., The blood pressure was
100/70 mm of mercurye The heart size and sounds were normal,

The lung fields were clear.

ABDOMINAL EXAMINATION:

The liver, spleen and both kidneys were not palpable. Both
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renal angles were non-tender, There were no abdominal masses

or tendermess,

PERINEAT, AND VAGINAT EXAMINATION:

There were grip marks over the inner aspect of her thighs,
but there was no semen. The monspubis was slightly tender, but
no external injuries were seen. There were multiple bruizes on
the fourchette of the vagina, which were oozing slight blood.
The labia were normal. The perihymeneal area was normal, The
remnants of the hymen were seen, and did not show any signs of
recent trauma.

Veginal examination - was done after asking the patient to empty

her bladder. On speculum examination, no lubricant was used.

The speculunm was only moisteined with water,

There were only small :echymoses over the posterior vaginal mucosa.
The posterior fornix contained a pooled whitish material., A
specimen was obtained by scrapping the material with a wooden
spatulla, into the lower spoon of the speculum as a reservoir.

The collection was then transferred into an empty sterile bottle.
The cervix looked healthy and was not bleeding. An endocertvical
swab was taken for culture and sensitivity.

On bimanmual examination the uterus was normal sized, non-tender
and mobile.

DIAGNOSIS: Perineal tear due to sexual assault.

INVESTIGATIONS:

le The posterior fornix aspirate — showed motile and dead sperms.,
2. Endocervical swab - yielded no neisseria gonococci,

3¢ Blood —'VDEL was negative.




- 186 =

TREATMENT ¢
A, General: (a) Antiseptic douch with shower
(b) Observation at home
B. Drugs: (a) Aspirin tablets were given, two tablets three
times a day to be taken orally for three days
(b) An intramuscular injection of penicillin G
4,8 meu was given
(¢) Tablets of Diethyl stil-boestrol 25 mg twice
daily were given to be taken orally for 5 days.
(d) Intramuscular injection 25 mg of Phenergan was
given once daily for 5 days.
There was no need for psychological management because the patient

was not mentally disturbed. She was allowed to go homee.

COMVENT ¢

The victims of sexual assault require specialized evaluation
for their well being and for assistance in preparation of possible
prosecution. A thorough evaluation and treatment must therefore
be made, |
Rape is carmal knowledge of a female, not the wife of the assailant,
without hern consent. This includes those victims who are incapable
of giving consent du€ to mental illness or underage.
lMany authorities agree that only 10 = 20fc of sexual assault vietims
report the crime, many choosing not to report to the Police. The
reasons for not reporting to the Police being, threats with great
bodily harm or death, fear of withstanding the stress of prosecu-
tion and encountering disbelief. Jeromé T«Y. Shan reports that
60/c of rape victims were due to force, or threats of bodily harm,
Thé rest were either lured by gifts, or money, or were due to

loyalty and affection to the offender. As in this case; 79 of
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the offenders are known to the wictim and family. The intruder
who is a stranger is an‘excéptional rather than a rule,

The peak incidence occurs between 15 and 24 years though
no age is immune., The young, single girls are frequently more
victimized because they are more menageable and more easily
immobilized by fears and threats. They are also more accgssible,
The vietim in question fits very well in this description.
The injurieg as they were found in this case, are rarely associa=
ted with significant bleeding, and mostly involve the external
genitalia., The six Oc'lock position is the commonest site.
It was important to know the last normal menstrual period in
this case because, concurrent pregnancy would obviate the need
for protection against pregmancy. A bimanual examination was
done to assess the intactness of the uterus and presence of

pregnancy. Before this procedure, the bladder was emptied,

o
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because a full bladder would be mistaken for an intraabdominal
traumatic }hjuny.

Breast development must be accurately examined and docummented
because young girls who are assaulted may mature into adult
appearing females during the interim between assault and trial.
Signs of violence must be looked for. Bite marks may be identi-
fied to a specific person, Small lacerations should carefully

be examined because they may actually be deep stab wounds. In
collection of specimens for investigations, adunlubricated specu—
lum was used, because use of a lubricant would obscure the findi-
ngse Failure to detect sperms or Acid Phosphatase in the speci-

mens, may be due to azoospermia, oligospermia, withdrawal before

ejaculation or use of a condom,




Detection of Acid Phosphatase is especially important in places
where vasectomy is at a high rate. These enzymes may remain
Stable in a dried specimen for three yearse The specimens must

be handled with great care. Unless they are to be examined within
half an hour, they must be frozen, |

The serological tests for Syphilis, and the endocervical swab

for neisseria gonorrhoea may prove helpful from both the forensic
and treatment stand pointe

4 comprehensive care for a rape vietim should include, attendency
t0 physical injuries, evaluation for, and prevention of venerial
disease, prevention of bregnancy, proper medical legal evaluation
and documentation, and, efforts towards alleviation of psycholo-
glcal trauma and prevention of permanent psychological damage.,
Gonorrhoea occurs in 3 = & of rape victims, and syphilis in about
0.1%, But these may be present prior to rape, The patient should
therefore be treated as if she has gonorrhoea, The benefits outway |

o 2 2 % 1
the risks, especially when false negative results for gonorrhoes

culture are high, and the pratient follow up is difficudts. I+t ds
inadvisable to with-old therapy pending to culture results. 1
Probenecid should be given together with a high dose of procaine

benicillin,

In this patient probenecid was not glven because it was not I

available., Thigs regimen has the advantage of killing incubating é
Spphilis organisms as well, Ampicillin or Tetracycline may also
be used,

A high dose of oestrogen administered within 72 hours brevents

implantation, by altering the endometrial lining, Before admi-

nistration of oestrogens the following should be done:

(a) Obtain a consent before medication;

(n) OMWmm‘meu&mlcmﬁnﬂmﬁmﬁﬂmstoo&%mgmlﬂmmmm
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(c) The patient should be warned against the possible withdraw
symptoms, the hazards of oestrogen therapy, and that, an
abortion may be necessary,

The patient was given an appointment six weeks later to
check the VDRL, mental status, and if any pregnancy had

occured,



A CASE OF UNDETECTED UTERINE PERFORATION

FOLLOWING AN EVACUATION FOR INCONMPLETE ABORTICN:

Name: DMrs. Z2.Me; Age: 25 years old. I.P.No: 256068
Religion: Nuslém, Tribe: Mngindo;

Address: Tandika, Dar es Salaam; Occupation: Housewife
Date of admission: 5471981

Date of discharge: 5¢8.1981

SUNMVARY &
The patient was referred from Temeke dispensary where she

had had an evacuation done following a five months incomplete
abortions The abortion had occured two weeks prior to evacuation.
One week later the patient developed progressive lower abdominal
pain and distension, generalized body weakness and low grade
fever. She was then referred to Muhimbili hospital, where she
was found to have uterine perforation and generalized peritonitis.
A laparatomy was done, the pus and blood drained. The perfora-—
tion was repaired. The patient did well, and was discharged in

good condition.

HISTORY OF PRESENT TILLNESS:

The patient had an amenorrhoea of 5 months, which was asso=-
ciated with nausea, tiredness frequency of micturation, breast
fullness, and discomforts The nipples were issuing watery
discharge. Three weeks prior to admission, she started having
progressive vaginal bleeding and suprapubic paine. The pain was
labour like, and was followed by expulsion of a normal male
foetuss The incident was not preceeded by drainage of liguoxr
or fever, She had been well after this abortion until two weeks

later when she was admitted at Temeke dispensary on account of

s ———

=
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vaginal bleeding and lower abdominal pain. A diagnosis of

incomplete abortion was made and an evacuation of the products

of conception done. After this the symptoms abated.

One week after the evacuation the patient was admitted in this

hospital because. ofs

(a) Progressive generalized body weakness without fainting
attacks or diziness. This was followed by:

(b) Persistant low grade fever without chills.

She neither had a cough nor breathlessness. She had no frequency
or dysuria. She also denied having seen blood in her urine,
All these symptoms were followed by an insidious onset of lower
abdominal pain and distension. This pain had been there five
days prior to admission, Tpe pain was pricking in nature,
radiating to the right shouidero It was aggrevated by cough

and body movements. There were no releaving factors, and no
periodicity.

The abdomiral distension was generalized and progressive.

Three days before admission, she had had three episodes of wvomi-
ting. The vomitus contained recently taken food and was non
projectile, She had neither passed stool, nor flatus for four

days prior to admissione

OBSTETRIC AND GYNAECOLOGICAL HISTORY:

She had her memarche at 15 years of age. The cycles were
30 days, with periods lasting four days. She neither had dysme—
norrhoea, nor dyspareunia. She had not suffered from any vulval
ulcers, Her last normal menstrual period started late February,
198l. She had never used any contraceptives., This was her thind
pregnancy. She had not had any abortions prior to this one.

She had two living children. All her past pregmancies and labour




were normale

FANTILY AND SOCTAL HISTORY: i |

There was no family history of tuberculosis, hypertension,
cardiac disease or diabetes mellitus. She got married five years
back, and this was her first marriage. She was a housewife, and

had not attended any formal school. i

PAST MEDICAL HISTORY: ' ﬁ

This was her third admission., The first one was in 1980, }
at Muhimbili Meéical Centre, when she had a laparatomy. She did
not know why she had this operation. The second one was 198l at

Temeke hospital when she had an evacuation for incomplete abortion,

PHYSTICAL EXANTIVATTIONS ‘ '[J

he patient looked very ill and was in severe pain, She

=3

was moderately dehydrated and pale. There was neither ankle ‘
pitting oedema, nor jaundice. She was febrile with a :temperature
of 38.500. The lips were dry. The teeth and gums were normel. |
The thyroid gland was not enlarged and there was no lymphadeno=
pathye ‘ | f
Breastst The breasts were well developed, slightly congested |
and non tenders There was areola hyperpigmentation. The nipples |
looked normal, and were discharging a clear fluid. |

Cardiovascular systemt The pulse rate was 96 per minute, regular

and slightly feeble. The blood pressure was 110/70 mm of mercury.
The first and second heart sounds were audible and normale There
were no murmirs. The heart size was normal.

Respiratory system: The respiratory rate was 30 per minute and

regular, She was not dyspnoiece The chest cage and movements
were symetrical. The lung fields were clear and there was good

air entry.



ABDONINAT, EXAMINATIONS:

The abdomen was uniformly enlarged. Abdominal movements
with respiration were limited. There were stria gravidarum. 4
midline subumbilical scar was also noted. The lower abdomen was
oedematous. There was no fluid thrill, But shifting dullness
was demonstrablees The liver, spleen and both kidneys were not
palpable. The renal angles were non-tender. There was guarding,
direct and rebound tenderness over the suprapubic area and both
iliac regions, The upper part of the abdomen was soft and non
tender. The bowel sounds were slightly increased,

VAGINAT, EXAMINATION:

The vulva and vagina were normal lookinge On speculum exami-
nation, there was blood stained offensive discharge issuing from
the cervical os. The cervix, fornices and vaginal walls were
normal. All the formices were free but tender, Bimanual examina-
tion did not reveal much in view of the severe lower abdominal
tenderness and guardings The giove was stained with dark blood
gtained pus. |

DIAGIOSIS ¢ Pelviec Peritonitis due to: Perforated Uterus

o

Septic abortions

DIFTERENTIALS ¢ Intestinal obstruction.

INVESTIGATIONS ¢

1., Blood - Haemoglobin =~ 7.6 Gn/dl.
~ Blood group B Rh (D) positive
-~ Blood slide for malaria parasites = no paraéites
were seen
- Serunm electrolytes = Na' = 142 mmol/dl
- K = 4.5 mmol/al

- (1 - 108 mmol/dl

Two units of blood were transfused.
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2+ Urine: There was no sugar and no albumin,
There were no pus cells and no casts
Pregnancy test. was negative
3, Plain Abdominal X-rays = Both erect and supine showed
bowel distension, but neither multiple fluid levels,
nor air under the diaphragm was seen.
She was started on:
1. Intravenous drip of Dextrose saline 4 litres per 24 hours
$1ill blood was available.
2, Intravenous crystalline penicillin 4 meg-units 6 hourly
for 24 hours
3. Intravenous chloramphenicol, 500 mg 6 hourly
4, Nasal gastric tube suction
5. An indwelling Forley's catheter
6s Blood transfusion - one litre was given
7« Blood pressure, pulse were charted one hourly
8+ The intake and output chart was recorded 4 hourly

9. The temperature was recorded 4 hourly.

6th July, 1981: Second hospitalization day: The patient was

reviewed. She had the same complaints, She was very ill, pale,
and in pain. The fever persisted at 38.600. Abdoninal examina-
tion revealed minimal abdominal movements with respiration. The
abdominal distension was increasing. There was shifting dullness
but no fluid thrill, The guarding and tenderness were becoming
more generalized, The bowel sounds were diminished.

The pulse rate - was 100 per minute, regular of normal volume.
The blood pressure remained at 11Q/70 mm of mercury. The output
was 700 mls of urine per 24 hourss The patient continued with

+ P =55
A
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treatment for twenty four more hourse.

qth July, 1981: The third hospitalization day: The condition

was the samees In view of her condition the patient was prepared
for examination under anaesthesia, and laparatomy, depending on
the findings. A further two units of blood were secured. A
written consent was obtained, the abdomen and perineum prepared
as described in the introduction.

Tth July, 1981 = at 11l.45 a.m, EXAMINATION UNDER ANAESTHESTA
was done.

PRE-MEDICATION - was done as described in the introduction

ANAESTHESTA:  General amaesthesia was used, She was given
Thiopentone sodium 250 mg intravenously and scoline 100 mg.

The patient was intubated and maintained on ether and oxygen.

PROCEDURE

The patient was placed in lithotomy position, The vulva,
vagina and cervix were cleaned with hibitane solution (an antise-
ptic solution). After draping the patient, 300 millilitres of
urine were removed © using a chAtheter. Bimanual examination was
then done. The uterus was found to be enlarged, equivalent to
18 weeks .of pregnancy, and boggy. The adnexae were of normal size
and mobile,

In view of these findings, and the poor progress of the
patienty, a laparatomy was deemed necessary. BSo the stiirups
were removed and the patients legs straightened.

LAPARATOMY s

k The abdomen was cleansed with hibitane and flavin in spirit,
then draped and towel clips were appliede The subumbilical mide
line scar was removed by grasping it with a tissue forceps and
cutting its base with a knife, The abdominal cavity was opened

upe. There was pneumoperitoneum. 600 mls of admixture of pus and
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blood were evacuated from the abdominal cavity. A right sided
fundal uterine perforation, about 4 cm. long and 3 cm. wide was
founde The whole of the uterus was coated with thick pus but

was viable, There were no other perforations in the uterus.

The stomach was also coated with pus. The rent on the uterus was
repaired, and a patch of omentum was applied on the repaired sites
After exploration of the uterine cavity through the rent, perito-
neal lavage was done- with normal saline. Inspection of the appe-
ndix, tubes, and ovaries revealed that they were normal, so were
left intacte The gut was inspected from the duodemum to the
rectum and was found to be normal. Two corrugated rubber drains
were inserted through two stab wounds, separate from the incisional
wound. These were anchored to the edges of the stab wounds with
silk Nos. 20, The abdomen was closed in layers. Pus was taken for

gulture and sengitivity in an empty sterile bottle.

POST OPERATIVE ORDER:

A Genexral care:

1. Blood pressure, pulse and respiratory rates were taken
% hourly till patient was awake, then % hourly for 2
ﬁours, then 1 hourly,

2o Body temperature was checked twice daily.

3¢ The input and output chart recorded every four hours,

4, Lung bases were checked daily.

5« Indwelling catheter was to continue.

B, Drugs:

le Injection of Pethidine 100 mg intramuscularly for 48

hours s,

2+ Injection of Crystalline penicillin 4 meu intravenously

6 hourly was continued for another 24 hours, then Procaine




Penicillin Fortified was given at doses of 1.2 meu
intramuscularly for another five days (daily).

. 3+ Injection of Chloramphenicol 500 mg intravenously was
given every 6 hours for another 24 hours, then 500 mg
intramuscularly till patient could take oral capsules,
500 mg four times a day for a further five days.

4e All these antibiotics were changed according to results
of culture and sensitivitye.
C. . Fluids:
The patient was transfused with 2 units of bloods She was
then continued with two and half litres of Dextrose saline
every twenty four hours.

8th July, 1981: First post operative day: The patient was

revieweds, . She was in good general condition. The temperature
was 36.2°C. She was moderately pale.

Cardiovascular system: Blood pressure was 110/70 mm of mercury.

Pulse was 80 per mimuite of normal volume and regular, The heart

sounds were audible and normal. Heart size was normal,

Respiratory system: Respiratory rate was 26 per minute, regular
and the chest was symetrical, She had no dyspnoea. The lung

bases were clears

ABDONMINAL EXAMINATION:

The abdomen was still distended and tender. There was
minimal movement with respiration, Both drains were functioning
well, Bowel sounds were abscent. Urinary output was 700 mls
per twenty four hours. The patient contimmed with treatment.

9th Juiy, 1981l: Second post operative day: She had a good

general condition. Temperature was normal with mild palor and

Was not dehydrated, She still had abdominal distension, and the ‘

drains were working well,
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INVESTIGATIONS:

1, Blood = Haemoglobin was 9.2 gm per decilitre.,
Dressing was changed on the wournd and the drains were

shortened,

10th July, 198l: Third post operative day: The patient was

revieweds Her general condition was very goode The temperature

was 36.700. She was not pale,

Cardiovascular system: The blood pressure was 120/80 mm of

mercury, The pulse rate was 96 per minute, regular, normal
volumes

Respiratory system: She was not dyspnoiec., The respiratory

rate was 24 per minute and regular. The lung bases were clear,
Abdomen:  The abdomen was only slightly distended, non-tender
soft and moving with respiration., Drains wére working. Bowel
sounds were present.
PIAN: 1, Both drains were shortened
2. She was started on oral feeds. - weak te& three mugs
(200 mls) per day
3« Chloramphenicol was taken orally as capsules 500 mg
four times per day.

1lth July, 1981: Fourth post operatiwe day: Her condition was

very good. No abnormal developments were noted,

Laboratory results: Pus for culture and sensitivity yielded
& heavy growth of Pseudomonas aerogenosa which was sensitive to
Gentanycin and Carbencillin,

The plan was to:

1, Remove all drains

2o Btart patient on high protein diet

3¢ Injection of Gentamycin 80 mg intramuscularly, twice a day

for seven days.
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4o Penicillin and Chloramphenicol were stopped.
5 ° Allow patient to walk.

14th July, 1981: The patient had done very well, All the

stitches were removed, and she was on full diet.
There was a small septic focus on the incision wound. The

wound was dressed with Busol for a further two weeks,

3rd August, 1981: The patient's condition was very good. The

wound had healed well, She was in her menses. ©She complained

of a colicky lower abdominal pain (dysmenorrhoea). She was therew
fore given antispasmodics avafortan two tablets per day. She
recovered after three days.

2th August, 1981: The patient had completely recovered. She

was discharged and given an appointment to the gymaecology clinic
after six weekselat:r, Meanwhile she was put on Ferrous sulphate
400 mg daily and Folic acid 5 mg daily.

12th August, 1981 She was seen at the gymaecology clinic.

Six weeks later, she was in a very good condition. She was not

pale, her haemoglobin was 107 G per decilitre,

CONIENT s

This was a young woman who developed signs and symptoms of
sepsis within seven days after evacuation. The physical examina—
tion showed evidence of intraperitoneal fluid, anaemia and fever.
The fluid was blood resulting from uterine perforation.

Uterine perforation may be confirmed by: an erect abdominal
L-ray, which may show air under the diaphragm, uterine sounding,
where the sound may be seen to go beyond a previously measured

sounding, and the patient complains of severe midline pain, which
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subsides immediately on withdrawing the sound. But in lateral

perforation sounding may be arrested by the leaves of the broad

ligament; in which case the most important sign will be appeara-

nce of sudden severe lateral paine An X-ray done in this patient,

also ruled out the possibility of intestinal obstruction.. The

other investigations in this patient were unnecessary, because

the patient showed evidence of intraperitoneal fluid and was not

improving on the treatment given in the ward.» The pulse rate

was also going upe. The management of uterine perforation is

"eonservative unless: 4

a) The abdomimal contents prolapse through the hole, which
may later on cause intestinal obstruction, ox there is
evidence that, an injury that has occured to the vessels
bowel uterus may need repair,

b) The uterus still contains products of conception.

¢) There is intraperitoneal fluid or pyometra.

d In abscence of all the above, where the patient fails %o
respond or worsens on conservative management. ‘

No evacuation of the uterus was done in this case, because on

exploration of the uterine cavity through the rent, it was found

to be empty.

At laparatomy, inspection of the fallopian tubes, ovaries, appe-

ndix and gut from the duodenum to the rectum was a very important

because of their common involvement in uterine injuries and

infection,

Hysterectomny or tubal ligation were not done because the perfora-

tion was small enough to allow easy repair, tﬁe patient was you.ﬁg

and of low parity, and the condition of the tubes was good.
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The drains were rightly inserted through separate stab wounds,
because, insertion through the actual incision leaves a weaker
abdominal wound, increases the risk of infection, and adds to

the pain and discomfort of +the pqst operative period,

Post operatively, the patient's condition, among other things,
was monitored using the blood bPressure, pulse and oubput chartse.
Over trnasfusion was assessed by ausculatation of the lung basese.
The best way to monitor this patient was a central venous
pressures This was not done due to lack of facilities.

The quick recovery of the patient was due to multiple
factors. Bhe was a yoyng woman, the focus of infectiQn had
been eliminated by evacuation of pus, the treatment Wés insti=-
tuted promptly and she was closely observed. When she becomes
pregnant, she should be managed as a patient with a poorly

healed uterine scax.



A CASE OF POST ABORTAL PELVIC ABSCESS

POSTERIOR COLPOTOMY DONE TO DRAIN THE PUS:

Name: lMrs. AsS. Age: 26 year old, Arab, Religion: Mvsl&m,
I.P. No: 290355

Address: lchikichi Street No. 10, Kariakoo, Dar es Salaam
Admission date: 1065.1982

Discharge date: 27.5.1982

SUMVARY :

The patient was admitted through the casuvalty to the
gynaecology ward due to post abortal pelvic infection. She was
found to have a pelvic abscess, which was drained through a

posterior colpotomys

HISTORY OF PRESENT ITLLNESS:

The patient had an amenorrhoea of two months. This was
associated with nausea, tiredness, breast fullness and discomfort.
She had no vomiting or abdominal distension.

The patient had attempted an instrumental criminal abortion in
town. This had happened two weeks prior to admission., This was
followed by irregular vaginal bleeding, severe lower abdominal

. pain and fevers The blood was dark brown in colour and of small
amounte The abdominal pain was of an insidious onset, burning
in character and non radiating., These was no periodicity. There
were no exacerbating or relieving factors. The pain was localized
in the suprapubic region. There was no paraumbilical paine She
opened up her bowel normaly. She denied any history of loin paing
frequency, dysuria, urgency and haematuria. The fever was of
sudden onset, and not accompanied with W¥igours., She experienced

headaches and joint pains. She had no shoulder tip pains. She
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had been on several antibiotics prior to admission - tetracycline,
penicillin, streptomycin and ampicilline. BShe had used all these
drugs within two weeks.

OBSTETRIC AND GYNAECOLOGICAL HISTORY.

She had her menarche at 14 years, The menses lasted for
5 days every 20 dayse. The menses were reé,mlar and of normal
flow. SBhe had no dysmenorrhoea or dyspariunea, She had never
used any contraceptiveé, and she had never suffered from any vulval
ulcers,  Her last normal menstrual period had started on 8th
Pebruary, 1982, This was her third pregnancye. She had two living
children.

FAVILY AND SCCIAL HISTORY:

She was staying, with her parents in Kariakoo, Dar es Salaam.
Nobody in the family had suffered from pulmonary tuberculosis, |
cardiac disease or diabetes mellitus.

She was single, having been divorced three years back. She was
not employéd. She did not smoke or take alcohol.

PAST MEDICAL HISTORY:

This was her first admission. She had never had any major
illness,

PHYSICAL EXAMINATION:

Bhe was a well nourished young lady, febrile Te.= 38,500.
She looked ill and pale.s She was moderately dehydrated with dry
lips and tongue. The breasts were normal.

Cardiovascular systems The blood pressure was 100/60 mm of

mercury, the pulse rate was 112 per mimute, regular with a normal
volume, The jugular venous pressure was normal., The heart

sounds and size were normal., There were no IIMUrsS.
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Respiratory systems The chest was symetricale The lung

fields were clear.

ABDOMINAL EXAMINATION:

There was slight abdominal distension but the flanks were
not full. The abdomen was moving with respiration. There *..
were stria gravidarum on the abdominal skin. The liver, spleen

and both kidneys were not palpable. Both remal angles were non

tender, There was neither fluid thrill nor shifting dullness
in the abdomen. The suprapubic area was yery tender. There was
also guarding and rebound tenderness, The bowel sounds were

present.

VAGINAT EXAMTINATION:

The vulva and vagina were normal, On sSpeculum examination,
there was a blood stained foul smelling discharge issuing fronm
the cervical ose. The cervix looked healthye The pouch of
Douglas was full and softes An area of induration was also visi-
ble on the cystic mass in the posterior fornix,  Bimanual exami-
nation revealed a bulky, mobile, tender uterus equivalent to
8 weeks of gestations The gloved fingers were stained with an
admixture of blood and pus.

RECTAL EXAMINATION:  The pouch of Douglas was full and there

was no pus from the rectum,
DIAGNOSIS: Post abortal pelvic abscess,
DIFPERENTIAL: . Pelvic haematocoele.

e 1 B

INVESTIGATIONS

1, Blood = Haemoglobin = 9.8 G per dl.
- Blood group O Rh (D) positive

= Blod slide = no malaria parasites
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= Total white cell count = 14,000/dle

- ESR - 50 my/'hr
Serum electrolytes - Na+ = 143 meequive K= 445 meequiv/dl.
and ¢1 = 101 meeq/dl,

Urines = No sugar and no protein

No casts or pus cells in the urine sedment
- Pregmancy test was negative
-~ Culture was negative

X=ray = Erect abdominal X-ray = showed no gas under the

diaphragme

In view of the above findings, the patient was planned fors

Examination under anaesthesia

Evacuation of any products of conception

Culdocenteces

Surgicael management depending on the findings in (a), (b)

and (¢)e

50 the patient was started on the following therapy:

1.

Blood t#ansfusion = two units were givene

10th May, 1982: EXAMINATION UNDER ANAESTHESIA

PRE MEDICATION:

7

2e

Injection Atropine 0.6 mg intramuscularly

Injeetion Pethidine 100 mg intramascularly

AVAESTHESIA: General anaesthesia was useds The patient was

anaesthetized with Thiopentone sodium 200 mg intravenously.

10 mg of diazepam was also given intravenously. No intubation

was dones The patient was maintained on a mask of Nitrous oxide

and oxygene

PROCEDURE:

The patient was placed in lithotomy position. The vulva,

perineum and vagina were cleaned with hibitane solution. The
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patient was draped. The’ bladder was catheterized 250 mls of
urine were removed.

Bimanual examination was done. Then a Sims speculum was intro-
duced and the cervix visualized. Using a Volsellum forceps the
anterior lip of the cervix was grasped and the cervix drawn
forward. The uterus was sounded to 3% cm, it was anteverted
anteflexed and pushed anteriorly. The cervix was dilated to.
Hegegars dilator number 8, There was no pus from the uterine
eavitye A gentle curretage recovered very scanty products of
conception and there was minimal bleedings The valsellum forceps
was now used to grasp the posterior lip of cervix. The cervix
was pulled thmough the posterior fornix into the pouch of Douglas
the needle being connected to a twenty miles glass syringe.
About 10 mils of frank pus were aspirated. Still maintaining
the needle and syringe in position, a transverse incision was
made in the posterior fornix to include the punture made by the
needle, Then the needle was removed and the opening enlarged
using a blunt forceps which was introduced into the incision and
opened up to drain pus. About 350 mls £. of brownish pus were
thgs draineds The pus was smelling. A corrugated rubber drain
was inserted and kept in position using plain catgut Noe 2.0

by fixing it to the < edges of the incision in the posterior
fornix., The drain was left in position foxr one week, The pus
was taken in an empty sterile bottle for Gram's stain, culture
and sensitivity.

During the immediate postoperative period, the patient's
general condition was good, the blood pressure was 100/60 mm of
mercury, and the pulse rate was 90 per minute, regular and of
normal volume, There was minimal blood losse. The operating

time was 10 minutes. 3
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POST OPERATIVE CARE:

A. General care: le The blood pressure, pulse and respiratory
rate were recorded at 1 hourly intervals.
2. The body temperature was chekked every
4 hours.
3¢ The input and output were recorded every
4 hours.
B. Drugs: 1le. Chloramphenicol and Penicilline were continued
at 6 hourly intervals fozf a further 12 hours.
Then chloramphenicol was gj;ven orally 500 mg
three times a day for one week, and Procaine
Penicillin Fortified was given intramuscularly
once every day for one week,

Ce PFluids: 1l. The patient continued receiving 3 litres of

F dextrose alternating with normal saline
(Litre per litre) evexry 24 hours.
2. A further 500 mls of blood was transfused.
Pus for Gram's stain i‘evealed a lot of pus cells. Culture and
sensitivity grew no pathogens.

POST OPERATIVE PROGRESS:

11th May, 1982: first post operative day: The patient was reviewed

and found to have a good general condition, with moderate pallor.
She was not dehydrated. She was still febrile with a temperature
of 39°%. The Jugular venous pressure was normal, The blood
pressure was 110/80 mm of mercury with a pulse rate of 98 per
mimuite, regular and of normal volume. , There was no cardiomegally.

The lung fields were clear,
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ABDONTNAL EXAMINATION.

There was no abdominal distension or organomegallye. The
suprapubic region was still tender. The remal angles were

non tender, The bowel sounds were presente.

VAGINAL EXAMINATION:

The patient was still discharging pus through the drain
in the pouch of Douglas. The observations amd medication
were continued.

12th May, 1982:' The second post operative day: The general

condition continued to be good though the temperature was
still high 38°C. The blood pressure was 110/80 mig and
the pulse rate was 96/min, regular of normal volume., The
abdomen was softe The vagimal drain was working well.

By the fifth post operative day the patient was opening bowel
normally. Her general condition was good., She was afebriles
~ There was very little pus draininge The lower abdomen was
only slightly tender.

22nd May, 1982 The patient was now complaining of having

vomitted non projectile bile stained fluid, There was no
abdominal distension. There was no fever or rigours. BShe
was passing stool normally. There was no frequency, dysmria,

urgency or renal angle pains.

On examination she was found fto be in a good general condition,

not’ dghydrated, not jaundiced., There was no abdominal diste=
nsion or tenderness. There was no enlargement of the liver,
spleen and both kidneys., Both remal angles were non-tender,
There was no tenderness or masses on abdominal palpation.

The bowel sounds were normal., There was no more vaginal
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dischargé, The vulva and vagina were normal. The wound on

the posterior fornix was gramilating but all fornices were free.
The éerv:‘.x was normale

Bimanually, the uterus was of normal size, anterveted, anteflexed
mobile and non-tender. There were no adnexal masses. The vital
signs were normal.

80 she was continued on observation., Phenergan 50 mg. intramuscu—
lar was given state

The patient continued doing well and recovered uneventfully. She
was discharged on 27th May, 1982 and given an outpatient date

one week later to attend gymaecology outpatient clinic.

She started using oral contraceptives immediately after discharge.

3pd June 1982t The patient was seen at the outpatient gynaeco=

logy clinice She had no complains.
On physical examination she was in good general condition, was
not anaemic, afebrile, not jaundiced and no pitting oedema,

Cardiovascular system: Blood pressure was 120/80 mm of mercury

the pulse was T4/min. regular, and good volume. The heart sounds
and size were normal.

Respiratory system: The lung fields were clear and air entry

was good bilaterally.
Breasts: Were normal in consistence and size. They were non

secretinge-

ABDONINAL EXANINATION:
There was no abdominal distension, no organomegally and no
evidence of fluid. There was no tenderness on abdominal palpatione

Bowel sounds were normal.
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VAGINAL EXAMINATTION:

Vulva and vagina were normal, The site of drain had
sealed and there was no discharges The fornmices were normal,
non-tenders The uterus was normal with slightly limited

morbility, and the adnexae were normal.

COMENT:

The patient in question was a young lady, divorced and
unemployed. She was therefore a candidate for unwanted preg=—
nancy. That this condition followed a predisposition to an
ascending infection by intrauterine instrumentation fits in
the picture very well.

The diagnosis of pelvic abscess is not always easy.
Culdoscentesis is a valuable adjuvant to determining free pus
in the cul-de-sac, One has %o decide whether the bulge in the
pouch of Douglas is a pelvic abscess (whose treatment may only
require eolpotomy as in this case) or a pelvic haematocoele
which should always be treated by laparatomy. It is difficult
to differentiate a pelvic abscess from a pelvic haematocoele
by doing a white blood cell count and ESR because these may be
raised in both conditions. Use of an aspiration needle in the
pouch of Douglas may differentiate the two, but this procedure
bears the risk of infecting the peritoneum.

In this patient the pus taken for Gram's stain culture
and sensitivity proved to be negative, This may be explained
by:

a) The indiscriminate use of antibiotics as in this patient.

She had used many antibiotics within a short time before

she finally came to hospital.
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b) The fact that anaerobes were not lookeé. for because an
air free sample was not taken.

Taking a syringe full of pus and expulsion of all free air has

enables an anaerobic culture to be made.

There are two main lines of treatment. - Collins believes in

conse;gvative management, But most schools of thought take the

aggressive manmagemente This may either be laparatomy or poste—
rior colpotomy; and occasionally rectal incision. Before
vaginal drainage is done the following condition must be
fulfildeds

a) The infection must be strictly localized :i.n‘ the pelvis

b) The abscess must distend the pouch of Douglas with an
induration around the area of softening.

c) There should be ﬁo doubt that the swelling in the pouch
of Douglas is an abscess.

5 A /:c'ectal examination must be done as most abscesses if
left untreated discharge through the rectum in which case
there would be no point in performing the operation.

Because of the above, the decision for this form of management

was made in this case., Vaginal drainage of pus is advantageous

it is a less. traumatic operation, the operating time is short;
usually no patient will require blood due to loss at time of
operation and the patients have a short hospital stay. But
sometimes the patient may require laparatomy for persistant
pelvic pain; pelvic mass, menorrhaghia -or ectopic gestation
and infertilitye.

It is on Tellindes opinion that posterior colpotomy should be :

an indication for subsequent hysterectomy and salpingoophorec—

tomy. He recommends that surgical extirpadtion of uterus and
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afinexae be carried out routinely following colpotomy since
pregnancy is a rare sequalae of pelvic abscess, and the related
future gymaecological problems are frequent.
But a 10 residual fertility was proved by the UCLA series of
Rubenstein, Mishalle and Ledger in patients similary treated.
It is the authors recommendation that removal of pelvie
viscera should strongly be considered in those patients who do
not require further child birth, and fail to improve rapidly
énd:completely following a cul=de-sac drainage. The patient's
good recovery in this case is attributed to her young age and
good mutritional status, early surgical intervention and close
observations
Whatever form of therapy offered the best is prevention of
unwanted pregrancy by sex education im sbhools and liberaliza-

tion of contraceptive practice,




A CASE OF UTERINE FIBROID:

POTAL ABDONINAL HYSTERECTOMY WAS DONE:

Neme: .11, Age: 35 years, Tribe: DMNkara, Religion: MUSlém
I.P, No: 289871, Address: Musoma
Dates: Admission: 23.6.,1982

Operation: 25,6,1982

Discharged: 2,7.1982

SUNMARY &

Mrs, N.ll. presented at Muhimbili Medical Centre with a
history of heavy and prolonged menses. She also had a large supra-
pubic mass for 2 years. She was para 1 and her last born child
was 17 years. She was found to have multiple uterine fibroids.
After a diagnostic dilatation and curettage, and a papanicolau
smear, total abdominal hysterectomy was done. The post operative
period was-uneventful., She was discharged on 2nd July, 1982 in
good health. The pathophysiology of some of the symptoms of

miltiple uterine fibroids, and the management are discussed.

%

HISTORY OF PRESENT ILLNESS:

The patient had complained of heavy and prolonged menses for
the past one year, They were heaviest on the third menstrual day.
She had had her menses lasting 4 days every 21 - 28 days, but for
the past one year they had lasted 10 - 11 days, though regular.
She had experienced no fainting attacks, palpitations or weight
loss. She had also noticed a slowly growing, hard lower abdomi-
nal swelling for the same periéd. She had no contact bleeding.
She had no fever or vomiting. Her bowel habits were normal. She

had experienced slight diurmal frequency, but no dysuria or

hesitancy.




- 214 -

OBSTETRIC AND GYNAECOLOGICAL HISTORY:® '

She had her memarche at 13 years, She had normal menses.
She experienced no dysmenorrhoea, Her last menstrual period was
7th ‘May, 1982.  She had had no contact bleeding or dyspareunea.
She had not been on any form of contraceptive.

She was para 1 and the child was 17 years old., She had had
a full term normal delivery at home. She had no problems antena=-

tally during intrapartum, and the puerperium.

PAST MEDICAL HISTORY:

Bhe had not suffered from any major illness.

SOCIAT, AND FAMILY HISTORY:

The patient was a housewife, The husband was a peasant
living in one of the villages in Musoma. The husband had four
children with another wife. Their last born was 2 years old,

The patient had not had any formal education. - She was a moderate
alcohol drinker, but did not smoke; i?obodgr in the family had
suffered from diabetes mellitﬁs, hypertension, cardiac disease or

pulmonary tuberculosis,

" PHYSICAL EXAMINATION:

She was a middle aged lady who was not pale not jaundiced and
was afebrile. She had no lymphadenopathy. Her thyroid gland was
normal, the throat and mouth were also normal.

Cardiovascular and Respiratory systems: Her pulse rate was 80

per mimute, regular and of normal volume, Her blood pressure was
120/80 mm of mercury. The heart size and sounds were normal.

The lung fields were clear, The central nervous system was normal.

"ABDONINAL EXANINATION:
This was done after the patient had passed urines, The liver,

spleen and both kidneys were not palpable. Both remal angles were

LERe
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non~tender. There was an irregular, multilobular, hard, non-
tender, mass on the lower abdomen equivalent to 20 weeks of
pregnancy. The mass had minimal mobility and was arising from
%he pelvis. There was no evidence of fluid in the abdominal
cavity.

VAGINAL EXANMINATION:

The vulva and vagina were normal., There was neither vaginal

discharge nor vaginal bleedinge The cervix looked healthy and
parous. A papanicolau smear was taken from the endocervix.

On Bimanual examination, the cervix was firm and closeds The
fornices were free, An enlarged multilobular uterus equivalent
to 20 weeks of gestation was confirmed. The adnexae were not

palpable,

DIAGIOSIS:  Uterine fibroids with menorrhagia.

The patient was told of her problem and the treatment, She was
cautioned that after removal of her uterus she would neither
conceive, ﬁor menstruate. She was therefore worked up for the

operation, After taking the investigations the patient was

allowed to .go home, She was admitted two weeks later.

INVESTIGATIONS:

13 Blood

Blood urea = 25 mg/dl. creatinine 0,8 mg/dl,
- Grouping and crossmatch = B Rh (D) positive
- Haemoglobin 1l.3 G/dl.

24 Urine

Sugar and protein were negative
= Culture yielded no growth
3, Stool: = There were no ova
4, Cervical cytology - Grade I smear
5¢ Endometrial tissue =~ Proliperative endometrium. No
malignant cells were seen.

6o I.V.FPe = No ureteric obstruction or displacement,

e ———
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PRE OPERATIVE PREPARATTIONS:

The patient was admitted on 23rd June, 1982 and operated
two days later. On the day of admission she was shaved,

starved and given an enema,

OFERATION: Total Abdominal Hystetrectomy

PRE MEDICATION: 0.6 mg of atropine and 100 mg of pethidine

were given intramuscularly,
ANAESTHESTA s Induction was done by using 250 mg of Thiope=-
ntone. She was relaxed with scoline 200 mg before intubation.

She was then maintained on oxygen Nitrous Oxide and ether,

PROCEDURE: The perineum was cleaned with chlorhexidine solu=
tion. The bladder was then emptied aseptically., It yielde
150 mls of clear urine,

Abdomen; Was cleaned wit} chlorhexid4ne solution and flavin
in spirit. Draping were then applied.

The abdomen was then opened up through a subumbilical incision
extending from the upper boarder of the pubic symphysis to
Just below the umbilicus.

Multiple subserous and intramural uterine fibroids were seen.
There were dense adhesions involving the appendeges, the uterus
and the posterior abdominal wall. Both ovaries looked normal.
Two wet abdomimal packs were inserted in the abdomen. A self
retaining retractor was then set in position. A myoma screw
was then inserted on the fundus of the uterus, and the uterus
pulled upwards out of the pelvise.

The round and ovarian ligaments were identified; doubly clamped
with Kocher's forceps. They were then divided and ligated with

catgut No. 2, A length of catgut was left on the distal




- 217 =-

portions. The broad ligament was opened up by dividing the
anterior leaf with a Mayo's scissors, downwards first, then
downwards and medially, towards the lower segment of the uterus.
The bladder together with the ureters were carefully displaced
downwards; towards the cervical vagimal junction; and out of the
danger zone.

The uterine vessels on the lateral border of the uterus were
identified and clamped with Kocher's forceps. They were then
divided between clamps. The lower stumps were then transfixed
with catgut No. 2. The uterus was then pulled towards the
opposite side, and the procedure repeated. The utero-sacral
ligaments posterior to the uterus were identified, clamped then
transfixed with chromic catgut No., 2., The peritoneum was opened
up posteriorly.

The tip of the cervix was then identified by a blind palpation
between the fingers placed in the pouch of Douglas and utero-
vesicle space.

The vagina was opened up anteriorly by a stab incision, and the
lip of the cervix held by a volsellum forceps. A gauze soaked
in a solution of flavin in spirit was then introduced into the
vagim, through the abominal incision, and left there to be
removed at the end of the operation.

The vagina was cut around, removing the whole of the uterus and
the fallopian tubes. Holding the vaginal vault with Allis
forceps, the vaginal angles were carefully clamped, and the para
vaginal plexus of veins ligated.

The vaginal vault was then closed with matress sutures of No. 2.
chromic catgute The operation field was then inspected, blood
mopped up, and haemostasis assured. The pelvis was then reperi-

tonized with chromic catgut No. O.
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The abdominal packs and retractors were removed, the instru-
ment and swab counts were pronounced correct. The peritoneal
cavity was inspected, mopped and the abdomen closed in layers.
Silk was applied to the skin. Anaesthesia was discontinued.

The blood loss was 400 mls. The immediate post operative condi-

tion was good.

MACROSCOPY s The uterus was cut open. There were submucous
fibroids apart from the subserosal and intra-mural ones. The
endometrium, cervix and the follopian tubes looked normal. The
whole of the uterus and the fallopian tubes - were sent for histo-
logy.

Histologyt The ubterus showed multiple fibroids. The cervix and
the endometrium showed chronic inflammation. Both fallopian tubes

were normal,.

POST OPERATIVE ORDERS:

1, General: a) The blood pressure, pulse rate and respiratory
rate were checked every 1 hour.
b) The température was taken every 4 hours.
¢) An intake and output chart was started.
2, Pluids: a) 3 units of blood were transfused.
b) 1% litres of dextrose saline were given for
the first 24 hours followed by 3 litres per
24 hours.,
3¢ Drugs: a) Injections of Crystalline penicillin 0.5 me.u
were given intravenously every 6 hours for
24 hours, followed by intramuscular injections

of le2 mou of Procaine Penicillin.

b) Injection of chloramphenicol 500 mg wes given

6 hourly intravenously until the patient could
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take orally, when 500 mg capsules were given three
times a day.

3. 100 mg of pethidine was given intramuscularly every
6 hours for 24 hours.

POST OPERATIVE PROGRESS:

On the second post operative day ®» the patient had not
passed flatus. Her temperature, blood pressure and respiratory
rate remained normel, On examination she was found to have mild
ileus,

By the third post operative day the patient had passed
flatus and her condition was normal. Her haemoglobin was 10.2G/dl
Alternate stitches webe removed on the 7th day, and completed on

he eighth day. The wound had healed well., There was no haema-
toma or abscess, |

On the ninth post operative day, the general condition of
the patient was good. Speculum examination revealed a well
healed vaginal vault. The patient was therefore discharged on
ferrous sulphate, two tablets, to be taken twice a day, for one
month, and folic acid tablets which were to be taken one tablet
(5 mg) once every day for the same duration. The patient was
also advised not to have sexual intercourse for 3 months. She
was given an appointment to the gymaecology clinic six weeks
later, At follow up the patient had done well. The general
condition was good. The wound was well healed. Her haemoglobin

was 11,2 G per dl, She was discharged from the clinic.

COMMENT s
Uterine fibroids go by various mames - myoma fibromyoma and ?

fibroleiyomyoma.,
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Excluding pregrancy, this is the commonest pelvie tumour.
These tumours are usually multiple, composed essentially of
muscle tissue with variable amounts of fibrous and connective
tissue. The growth arises from the myometrium,; not from the
middle layer of the blood vessels as fowmely thought.

These ftumours are rare before 20 years of gge. The symptoms
usually appear at the age of 35 = 45, It is more common in
mulliparous and low parity group. This patient was 35 years old,
and a mother of one child born 17 years ago.

Like in this patient, the cycles are not altered, unless the
tumour is laW‘e enough to disturb the blood supply to the ovary.

Menorrhagia, is one of the complications of uterine fibroids,

ct

his patient had. The cause of menorrhagia in uberine fibroids

ares =

1]

a) Increased vascularity of the uterus, and increased surface
of the endometrium

N 1

b) Cempression of the veins by the tumour, causing dilatation

and congestion of the endometrial venous plexus.

&)
-
.

sseciated endometrial hyperplasia and

2
~
=4

nterference with myometrial contractions which are alleged
to control blood flow through the uterine wall.
The swelling is usually a very slow growing one. Though thi

-

patient claimed to have noticed this swelling for only one year;
the actual growth must have started along bimé ago.

Pain is a very rare symptom unless the tumour turns malignant.
The fact that this patient had secan&axy infertility dem\.g+ﬁwte
v and uterine fibroids.
It is still questionable whether infertility is a cause or effect
T ubériné fibroids. The possible mechanisms of the causation

infertility by uterine fibroids are:-
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nterference with implantation of the fertilized ovum

b) Hinderance of ascent of sperm by distorting the tube and

the uterus.

be an associated disturbance of ovulation. These

masses are usually hard. If cystic or soft there is likeli-
hood of cystic degeneration.

The differential diagnosis here include:

a) Pregmancy - Amenorrhoea Boes not occur due to uterine
fibroids, and the uterus is usually soft in
pregrancye.

b) Adenomyosis = (Endometriosis) - Usually occurs in younger

age group, and rareiy the uterine size

reaches more than 12 - 14 weeks. The uterine
swelling is usually regular rather than
nodular,

Ovarian tumour - There is usually no menstrual disturbance

Q
~

and on examination the swelling is usually
not connected to the uterus. The consistency
is cemmonly cystice.
Diagnostic D & C and Pap smear were done to rule out endometrial
carcinoma ‘and other malignancies which could cause abnormal
bleeding. Besides; the association between uterine fibroid and
endometrial carcinoma is a real one,

Surgical treatment is indicated if the uterine size is more
than 16 - 12 weeks, or the uterine fibroid causes complications,
Burgical therapy in this patient was indicated by the big sized
uterus and menorrhagia, Other indications for surgical removal
include a rapidly growing tumour, a subserous and pedunculated
fibroid which is prone to torsien, or a fibroid of deubtful

nature,




While doing surgery, there is a place for cophorecto in
o J 9

post menopausal women. Palliation therapy may be administered

if; the patient has monorrhagia and, the operation has to be
postponed. As a temporary control therefore,

a) E‘.Eet}w&‘ses’costerone 5 mg can be given sublingually twice
daily for two months. Also oestrogen and progesterone
pills can be given in large doses pending 10 sSurgerye.

\:)Emiternal radietherapy may be given in severe menorrhaghia where
an operation cannot be done immediately., Irradiation destroys

the fast growing endometrium and therefore stops the bleeding.



PARACERVICAL BLOCK ANAESTHESIA FOR EVACUATTION OF

INCOMPLETE ABORTION IN PATIENTS ADMITTED AT

MUHINBILI MEDICAL GYNAECOLOGY WARDS 19823

SUMVARY :

In 1980 abortion was the commonest indications of gynaeco-
logic admissions (57.8%) and operations (72.4%). Evacuation
for incomplete abortion is normally done under sedation of valium
and pethidine. Evacuation for incomplete abortion was done in
140 consecutive patients, using 1% lignocaine solution. This
technique allow@d successful curettage in 82.,1%. The success
rate increased with increasing age, parity, and cervical dila .~
tation. 7Tl.1% of patients could be managed as outpatient.
There were no major complications. It is possible to use this

technique as an outpatient procedure.

INTRODUCTION:

Abortion is the COLﬁOﬂest condition for gynaecological
admissions at Muhimbili Medical Centre. In 1980, for instance,
abortion alone was respongible for more than half {57.%5) of all
gynaecological admissions, Out of 8,060 admissions, 4,659 were
due to abortions. During the same period, evacuation for incomp-
lete abortion accounted for nearly three quarters (72.4%) of the
gymaecological operations. This operation is done on the day of
adnission under intravenous pethidine 100 mg and valium 10 mge
The patients are discharged on the next day if no complications
arise. This method utilizes the additive effects of a marcotic
amalgesic and sedative hypnotice With these large doses, due to
respiratory depression, the respiratory rate falls progressively,

and firally becomes not only slow but shallow and irregular in
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the above reasons that an alternative form

thought necessary.



The alternative studied was "paracervical block anaesthesial
using 1% lignocaine solution. Paracervical block anaesthesia
haé bheen exteaéively used for relieving pain during the first
stage of laboures Since Hedberg and Hokegard (1966)6 published
their experiencies with paracervical block anaesthesia, increa-
sing interest in this method has been shown.

But in developing countries, where the need for this techni=-
que is almost certainly more urgent, only the reports of Cokerz,
Ch,atfied2 and ?hillpotlg are available. This shows that paracer—
vical block has not been used as extensively as it appears to
deserve, at least in developing countries., Thus this paper
reports on the authors experience with this technique for evacua-
tion of the uterus in the patients with incomplete abortions.

And the following are specific objectives.

le To debermine the effectiveness and the complications of
'paracervical block araesthesia for evacuation of incomplete
abortions and relate these to age, parity and ceryical
dilatation.

2¢ To determine whether paracervical block anaesthesia can be
developed as an outpatient procedure for evacuation of
incomplete abortions.

3. To suggest other "selected" minor gymaecological operations
which could be carried out under paracervical block anaesthe=-

sia on an outpatient basis.

METHODOLOGY ¢

4, TARGET POPULATION,

All patients being admitted at Iuhimbili lMedical Centre,

gynaecology wards, were seen during the period of studye.

e E—
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Be BTUDY POPULATION AND SAVPLING:

140 consecutive patients with incomplete abortions were
included in the study. There was no pre-operative assessment

of the suitab ents for paracervical block anaesthe-
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patients were treated on the day of admission.
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ensory inervation of the uberus and cervix is mediated
by the visceral affarent nerve fibres, which run from the

uterus and cervix to the 10th, 11th, 12th thoracic and 1st lwmbar
spinal segments. The nociceptive impulses can be interrupted

at several levels, of which the paracervical region is one of

the critical sites. The uterine plexus lies just lateral to the
uteral-cervical junction, at the base of the broad ligament,
while the pelvic plexus lies just lateral thereto. Both are
easily accessible by passing a needle through the latera vaginal
fornices,

On admission, the patients' history was taken, and a physi=-

»)

cal examination was done. If found to have incomplete abo ortion,
the patient was scheduled for evacuation imme iately,

There was no, shaving, premedication or diet restriction. The
operations were done in a minor theatre, adjacent to the main
gynaecological ward; under aseptic conditions.

Those patients who had severe vulvo=vaginitis or septic abortion

were excluded fro

>~o
s

1 the study. An explanmation was given o the
patient before the operation.

After scrubbing, the surgeon wore sterile gloves., No gowns
were thought necéséaxya With the patient in lithotomy position,

the vulva and vagina were cleaned with 5% cetrimide solution.

+a

he pa tient was draped. The bladder was emptied aseptically

using a metal catheter. A careful bimanual examination was

- i

e

—
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done 1o confirm the previous findings. The cervix was exposed
by using an Auvards speculﬁio The anterior lip of the cervix
was then grasped with a single toothed Volsellum forceps. 4n
Oxford patbtern of paracervical needle was used to inject 10 mls
of 1% lignocaine, very slowly, through the vaginal wall of each
lateral formix, approximately 1 cm from the cervix at 4 and 8
O'clock positions. Intermittent aspiration was performed before
and during i@?ction to ensure that, the paracerviecal blood
vessels had not been inadverntly punctured. 3 to 5 minutes

were allowed before curettage. The adequancy of anaesthesia
-was first tested by gently pulling on the Volsellum on the cervix
before starting curettage. At no time was it necessaxry to give
more than a total of 20 mls of the anaesthetic agent to produce
the required degree of anaesthesia, No trial was made using a
smaller amount of anaesthetic agent. Dilatation of the cervix

was not necessary in the majority of the patients.

DATA COLLECTION PROCEDURES .

For each of the 140 patients, a record of the following
was made on admissiont- Name, Age, Parity and gestational age.
A physical examination was done and the following recorded -
palor, the fundal height, and cervical dilatation in centimetres.
All these were done by the authore. Throughout the time of opera-
tion, an assistant talked to the patient and reasured her.
The surgeon made his assessment of the effect of anaesthesia
while operatings . To minimize obse®vor bias, the patient's
impression of the éxtent of discomfort during operation was also
recorded by the mursing assistante The analgesic effect was

_Subjectively categorized as "excellent", "good", "satisfactory"

and "poor!. The patients described as "excellent'! neither
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moaned nor moved their limbs and pelvis throughout the operation.
Those in whom the effect was satisfactory shouted during the
injection of the local amaesthesia prior to curettage, but the
operation was done. In those patients who had "poor" response
the procedure had to be abandoned, and pethidine and valium
given intravenously. After which the operation was successfully
done. After the operation, the patients were observed for a
minimum of 2 hours., After which, they were assessed if (a)

they were fit for discharge, (b) they had any complications
like fall in blood pressure,; puncture of paracervical vessels,
vberine perforation, severe anaemia. This duration for observa-
tion was taken in order to compare with the same duration of
observation done elsewhere (Chatfield et al.z).

Because these operations were done at night, even those patients
who had been discharged were allowed home the next morming.
These patieuﬁs were seen a week later to see if they had develo=

ped any complications, like post operative sepsis.

All the equipments used were those available in the
gynaecology minor operating roome These included Volsellum
forceps, sponge forceps, ovum forceps, uterine sound curretle
Auvards speculum gauze, cottonwool, and antiseptic solution.

An Oxford pattern syringe and needle were used to inject 1%
lignocaine solutions The data was filled in a questionnaire
(attached). The operator's assessment of the effect was compared

with the patient's opinion after inguiry by the mursing assistant,




RESULTS .

[ ———

5

Table 1:

SHOWING AGE DISTRIBUTION.

Age (Trs) No. g
Sy 57 40,7
i 38 27+
e 25 17.8
o 20 14,3
TOTAL 140 100.0

The majority of patients encount

[¥]

Table II:

No patients were above 35 years of age,

e

red belonged to the age

commonest age group was 16 - 20 years,

SHOWING PARITY DISTRIBUTIONS

Parity No. %
0 57 40.7
1 18 12,8
2 27 19.3
3 13 963
4 15 10.7
5 10 Tel
TOTAT, 140 100.0

Most of the patients were of low parity.

The commonest

group was the primigravidae, (Table II).

=
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Table III:  SHOWING THE EFFECTIVENESS OF LOCAL ANAESTHESIA.

Effectiveness Wo. %

Excellent 51 36.4

Good 47 3346

Satisfactory 17 21,1

Poor 25 17.9

TOTAL 140  100.,0 |
EFFECTIVENESS :

Paracervical block anaesthesia allowed curettage to be
performed successfully in 115 (82.1%) of the 140 patients
(rable III). The operator's assessment of the effectiveness
of paracervical block anaesthesia was quite comparable to that
of the nursing assistant. The post operative care of the
patients was less demanding on the nursing staff, as the
complications of sedation were avoided.

71.,1% of +the patients were fit for discharge 2 hours post

operatively.
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There was an increasing success rate and diminishing failure
rate with age. The highest failure rate was in group 16 = 20

years, with no failures recorded after 25 years of age.

(Pigure 1).
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Pigure 23 SHOWING PARITY PLOTTED AGAINST THE ANALGEST
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PARITY:
There was an increasing success rate with increasing paritye.
The highest failure rate was found in the miltiparous .women

(Pigure 2), There were no failures after parity 4.




igure 33 SHOWING CERVICAL DITATATION PLOTTED AGATNST Tt
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CERVICAT DITATATION (CIS)

CERVICAT DILATATIONS

There was an increasing success rate and diminishing failure
rate with increasing cervical dilatations, The highest failure

ate was recorded in the cervices which were closed, and no

rb

Pailures after 3 cm of cervical dilatation. Figure 3 shows
the dilatation of the cervix plotted against the analgesic

effects

COVMPLICATIONS :
No major complications were encountereds There was minimal
bleeding at the puncture site. There was no £all in blood

pressure end no haematoma formations Hone of the patients had

infection.

=




- 234 =

SUIVARY OF RESULTS:

l. Paracervical block anaesthesia allowed successful
curettage in 82.1% of patients.

2. There was an increasing success rate and diminishing
failure rate with increasing age, parity and cervical
dilatation.

3. Out of the 140 patients, 7l.1% could be discharged two
hours after the operation.

4, HNo major complications occured,

DISCUSSION:

The use of paracervical block anaesthesia was first adva=-
nced by Kelly8 in 1925, Since then reports by Israel and
Hazer7, Mengret and Slatelo, Van Praagh and Poveyl4, all from
the United States of America, Mickulicz-Radechill and Raia?,
from the Soviet Union =~ have all attested to the value of this
procedure in ‘the management of women who require minor pelvic
SUrgerys riittle has been written about the use of paracervical
block in the developing countries, Only the reports by Cokerz,
Chatfield?, Aimekhu® and Philpott are available. Aimakhu',
Chatfield2 and Philpott12 had used this method for evacuation
of the uﬁerus in patients with incomplete abortion.

The present study was not controlled. Therefore rigid
conclusions cannot.be put forward, but some reasonable observa=
tions have been made. The success rate of 82,1% (excellent,
good, satisfactory) is in accordance with the findings of other
authors. Littlepageg reported a higher success rate (90%)

while studying the effectiveness of this technique on minor

gynaecological operations. This may be explained by the fact
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that, his choice of patients was limited to only those
patients who had opted for the local anaesthesia, and, were
easy to examine bimanually. Whereas in the presenﬁbstudy

the patients were selected randomly. Chtfield et al.2 in
Kenyatta National Hospital, Van Praagh and Povey4 (1966 - 67)
also found paracervical block anaesthesia to be quite effec=
tive and safe in curettage for their patients with incomplete
abortions. Hahn§, on studying obstetric patients inllabour
came out with a success rate of 90% of his patients. The
relationship of increasing age and parity with tolerance %o
local ampesthesia in this study, is strongly in agreement
with the findings of Philpottlz, who also found the highest
failure rete in the young mul{iparous patients. This may be
explained by the fact that, the young aultiparous women become
anxious at operation, and their cervices to do not allow easy
dilatati?nJ Both these findings are however, in disagreement
with those‘of Aimakhu et algl In their study of patients
undergoing minor gymaecological operations, they found that,
the age and parity did not influence either the tolerance or
the effectiveness of the technique. His study however did
not inélude curettage for incomplete aﬁortions.

The findings in the present study, of increasing effect
with inereasing cervical dilatation are strongly in disagree=
ment with those of Hahné. He fourd a decreasing effect with
increasing cervical dilatation. This discrepancy can be
explained by the faect that, his study population was pregmant
mothers who were in various stages of labour. During labour,
with increasing cervical dilatation, there is an increasing

difficulty in correct administration of the local anaesthetic




agent as the presenting part approaches the pelvic floor,
This problem does not occur with the gynmaecologic patients.
Vo adverse effects were observed in the doses and methods
selected. True allergic reactions to local amaesthetic agents
are, said to be extremely rare4. Such reactions are mainly
due to, epinephrine or preservatives in the local anaesthetics,
and, imappropriate use of local anpesthetic agents.

The essence of this regimen was to ensure a cheap, safe,
minimal admission, treatment, discharge interval. That this
was achieved to a highly satisfactory degree, is shown by the
fact that it was possible to discharge 71.3? of the patients
wiﬁhfincomplete abortion, within 2 hours after the operation.
This finding shows that this method can be used as an outpatient
procedure for patients with incomplete abortions. This proposi-

ion is supported by the findings of llengret and Slatelo.

e

Gallinat 2 et ale have gone further to use this method for
termination of first trimester pregmancy on outpatient basis,
In their study they found that, (a) paracervical block anaesthe=-
sia allowed painless dilatation of the cervix and evacuation of
uterus, (v) the patients could be discharged earlier after a
brief hoépitalization period, (c) treatment on outpatient
basis was possible and cost saving.

&imakhu; et ale have used this method with success in
diagnostic dilatation and curettage, biopsy and cautery of
the cervix, cervical polypectomy, and suturing of coital vagi-
nal laceration. If necessary precautions are talken, and the
patients not suitable for paracervical block amaesthesia are
excluded, the method is safe, cheap, effective and causes mini-
mal discomfort to the patients.

It is hoped that this preliminary communication may
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stimlate further controlled studies on (a) application of this

technique as an outpatient procedure, (b) application of this

technique for other minor gynsecological operations.
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QUESTIONNATRE - PARACERVICAL BLOCK.
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4 Cervical dilatation (cmS)t qesesvervossansisesnosnng
5, OPERATION: (&) Duration: csesecsseessssescsecscss '
(b) Blood loss estimation: eesescecsecs
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. (a) Painful: YES/NO ceescese
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(iii) Severe: eceecscscecssccs
(iv) Duration of pain
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= ‘ Following morning: YBES/NO:
e If the procedure is to be repeated would you prefer %o

have sedation assuming that it would mean a one dg
ng

hospital stay: YES/NO: ceeeee
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COMMUNITY OBSTETRICS COIMMENTARY

DETECTION AND MANAGEMENT OF AT RISK PREGNANT MOTHERS

ATTERDING MCH CLINICS IN SELECTED RURAL HEALTH CENTRE

IN _TRINGA AND MUFINDI DISTRICTS IN JANUARY/FEBRUARY 1982,

ABSTRACT:
Survival of the baby and/or mother depends on the care

provided at antenatal, matal and post-matal periods. 234

at first visit; detection and management of at risk mothers

in four rural health centres. The gestational age at first
visit was low (mean 21 weeks), History and physical examination
were either incomplete or incorrect in 938 (218) patients. The
investigator and the MCH aides agreed on %he gestational age

by fundal height estimation in 60.2% of patients. Out of the
25% of attenders at risk of obstetric complications, 5% were
detected by MCH aides, The MCH aides! decision for referral

was good;\ Considering the poor facilities and the few MCH

aides in these health centres the patient management was satis-—
factory. This may explain why the perimatal mortality in
Iringa district is lower (55,4/1000) than Tanzanian estimate

of betwéen 60 = 90/1000, Both of these are however, much higher
than Britain which had 20,6/1000 in 1973. The constraints
include inadequate, staff, facilities and supplies. It is

hoped that better results will be achieved if, the number of
staff is increaséd and the few MCH aides are motivated equip-
ments are provided and maintaine, and, supplies are adequate

and regular.




- Pregnancy and child birth being normal physiological
processes should if properly cared for, be uneventful. Where
there are high rates of matermal and perindgtal morbidity and
mortality the message is poor obstetric health, since conditions
prevailing in the antematal period may cause maternal deaths
and/or fetal deaths in utero or early neomatal deaths and morbi-
ditye

In Tanzania the antenatal céfe is provided in MNCH clinics,
, Which were established in 19747, with the main aim, broadly, of

/
| "delivering a health mother of a healthy baby" mainly by picking

i

{

| up at risk pregnant mothers and referring thém to better equiped

centres, advising them on, where to deliver, nutrition, hygiene,

child welfare and family plamning. A+ these NCH clinics pregrant

mothers are also provided with, supplements of iron, folic acid,
antematarials, immunizations, and postmatal care. Such standardi-
zed antenatal managémenﬂ of pregnant riothers in rural areas never
existed before establishment of intergrated maternal child health
serviges., Now this is provided for by ICH aides, and, these are

' class seven leavers who undergo a full time two year training a3

b
|
|
|
i
i

» plus a six months period of practical supervision.

s
= ol

§

; After this they are supposed to provide services at intergrated
MCH clinics as oublined above,
Such services in Tanzania are utilized by TO = 806 of child
?bearing femalesso Despite the high coverage, and the well orga-

| nized MCH clinics, the indicies for obstetric care in Tanzania

; today are considered not very different from what they were before

introduction of MCH clinics. These indices for obstetric care

' today in Tenzania are estimated at a maternal mortality of




190/100,000 births and a perimatal mortality of between 60 - 90/

1000 live birthsG. Is the care provided in these cliniecs adequate,

2

if it is not, what are the constraints, is it the facilities?
Is it the pressure of work due to poor staff? There is very
little literature on manmagement of pregmant mothers in rural
éreas. Thus, this study was done to; examine the detectioﬁ sand
management of at risk pregnant mothers attending I 5 clinics in

four rural health centres in Iringa dnd Mufindi districts, and

make recommendation of improvement of these ICH services.

“SPECIFIC OBJECTIVES:

This study was done with the following specific objectives:
1. To determine the gestatiomal age of anﬁepa%alvattenders
at antenatal booking using the present anternatal caid.
2, To determine the completeness in £illing the antenatal
cards by MCH aides, and frequency of agreement and disagree=
ment on physical examination between the ICH aides and
the invegtigator.
e To determine the d?teetion rate of at risk pregrmant mother.

by both the MCH aide and the investigator using the present

antenatal ca:

o
w
3

To determine the proportion of at risk pregrant mother in
whom the right decision and action have been instituted.

5e To determine some factors like type of training, transport
equipment and workload, which influence the efficiency in
MCH clinic services.

Ge To suggest ways of improving care provided by the primary

health services,




METHODOLOGY s

Ao TARGET POPULATION:

Iringa and Mufindi districts with an average are of
28619 and 7119 square kilometers respectively} are situated
in Iringa and Mufindi respectivelyz. Like most of Tanzanians,
these are mainly peasant farmers with an anmwalldcome per
capita of about 1978 (1) Shillings. The dormiant religion

is christianity.

Be STUDY POPULATION AND SAINPLING:

A1l rural health centres with ICH aides in the two district
were listed. Four rural health centres were selected using
random sample tables, three from Iringa and one from Mufindi
districts The rural health centres samples were Ismani,
Kiponzero and Kidabaga which are 35, 35 and 50 kilometers
respectively from Iringa town, and Malangali which is 40 kilo=~
metres from Mafinga town, the Mufindi district headquarters.
All these rural health centres heve daily ¥ICH clinics with an
average attendence of T4 per day for Iringa rural health centres
and 140 per day for Mufindi rural health centres, and therefore
3529 and 2863 attendancies per month for Iringa and Mufindi
distric’(;sla’ (per one rural health centPe)s In both areas there
was an average of 11 antenatal visits per day and an almost
equal number of child health visitse

Each health centre had only one ICH aide for all the
activities held in an intergrated ICH clinice A total of 234
pregmant mothers were studied and their background information

is shown in table le
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Table 11  SONME BACKGROUND INFORVATION ON WOMEN ATTENDING

THE ANTENATAL CLINICS.
(v = 234)

Ethnic groups Hehe | T T
Mean age of womens 2346 Years
—412 llean educational level: Yrs Scholling 248 years
Unmarried women 53
Visits to clinics for current preg—
nencies: Pirst visit 25,65
Second visit 28.@%
Three or more visits 45,
= Estimated age at booking = Hean 20,9 Wks
llode 20422

—=> lost of the women were of lower parity (mean parity 2.2).

[ESE——

48,6 (114) were illiterate.

Ce DATA COLLECTION PROCEDURES :

The MCH aides concerned were not told that the investi-~
gator wes looking into how they provided health services in
their centres, because this would cause behavioural changes in
recording the antermatal cards during the study period. . Fifty

| cards filled in before the study period were compared with
those filled in during the study period to see if there was
any difference, No difference was found. Every morning all
pregmant mothers after being seen by the ICH aide, were then
interviewed and examined by the investigator in a separate
room. The patient's cards were scrutinized before the investi-
gabor entered his findings into thecards, thses findings were

compared with those of the MCH aide.

——

e
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The gestatiomal age as recorded at first visit was also noted.

The management of at risk pregnant mothers was also compared
with that of the investigator. In addition every woman was
asked her date of next visit just before she left the clinice
The number of times the IMCH aide missed important history,
physical examination, or what she did or did not do was dange-

rous to the patient concerned was noted.

MATERIALS:

Facilities available at the health ‘centreé €e8e blood
pressure machine, weighing machines were the ones used in this
study. The investigator did not carry any instruments other
than a pen, ink and paper.

The information obtained was £illed 2 questionmaire (see
attached)s The selected health centres were visited using
either the District Medical Officer!s Tandrover or the vehicle
belonged to the Tanzania Society for the Blind whenever any of

these vehicles were going to the health centres. The investi-

gator did not incur any transport cosis.

RESULTS «

25,84 (60) of the antenatal attenders had their first
booking \dLming the study period, 28.65 (67) were on their
second visit, and 45,7 (107) had paid three or more visits

&

to the MCH clinicse




Figure 1: A HISTOGRAME -OF RREQURBINCY DISTRIBUTION _OF MOTHERS-

— ATTEVDING ANTENSSAL CLINICS IN RELATION TO
GESTATIONAT AGE AT FIRST VISIT (IN WEEKS)
IsC

et

S

g (No. of pregnant Qo{:hers.
\ \\
X
\\
\

ESTIVMATED GESTATIONAT AGE AT FIRST VISIT (IN WEEKS)

Pigure 1: shows the estimated gestational age at first visit

Mean gestational age at first visit is 2049, mode is 20 - 22

weeks .
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Table 2(a): SHOWING ACCURACY AND COMNPIETENESS IN RECORDING,

PHYSICAL EXAMINATION AND VANAGE

SNT OF AT RISK

PREGNANT MOTHERS BY AN IMCH AIDE:

No. % of total seen
Incomplete history 97 4444
Igcomplete physical exam, 115 57«7
and/or investigations 115 57«7
Dong/not done dangerous to
the patient 6 2.8
Total Incomplete/Incorrect 218 9342

Table 2 (a) shows the completeness and accuracy of health
centre records, the management of at risk pregnant mothers
by.an ICH aide, Histoxry was u judged incomplete if sghe

bast obstetric

&

missed even one of the following: age, parity,
problems,; imfertility, last normal menstrual period. Shuch
important information was missed in 44.47 (97) of the total

pregnant mothers attending antenatal clinics, Physical examie-

nation and/or investigation included any of the following:

weight, blood pressure, haemoglobin estimation at
least once at any one visit, testing for oedema, albumin at
least once, By this description, physical examination and/oxr
investigations were not properly done in 577 (115) of all

o4

tenatal attenders, Dangerous things done or not done to
Ng

an

ek

he patient included, one patient with history suggestive of
cephalopelvic disproportion, one patient with a height of less
than 150 cms and not referred for pelvic assessment at 36

weeks of gestation, one patient with a bad obstetric history,

et
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one patient with a breech Presentation at 34 weeks of gestation,
One with a fundal height smaller than dates, and, one with a

history of involuntary failure to conceive for ten years.

Table 2 (b):  FREQUENCY OF AGREEVENT AID DISAGREEMENT IN

FUNDAT, HEIGHT ESTIVATION BETWEEN THE INVESTIGATOR

AND MCH ATDE (ATIOWANCE OF 2 WEEKS DIFFERENCE):

I‘IOo ?g
Agreement 141 6042
Disagreement 89 38,0
No record 4 Le7
TOTAT 234 1.00,0

vy

Table 2 (b) shows the frequency of agreement and disagreement
in estimation of the fundal height between the investigator
and the MCH aide,

There was a tendency for a smaller figure by the ICH aides.,

(s



Table 3:3

COMPARISON OF DETECTION RATHE BETWEEN THE MCH AIDE

AIID THE INVESTIGATOR.

INVESTIGATOR (STANDARD)

AT RISK NORVAT }
: ¥ - POTAT, 1"
HCH AIDE |+ 33(tp) | 4(FP) 37 s
BCREENING | = 27(Fw) | 170(111) 197
’J_‘OTAT 60 174 234
I = TR IR VALIDITY: |
FN = FALSE NEGATIVE e T—_ |

tx
K
i

FATSE POSITIVE SPHCIFICTAY: = 97.7%

TN = THUE NEGATIVE
Table 3 compares the detection rate of at risk pregnant mothers
between the investigator and the IVCH aide, The proportion of
at risk pregrant mothers detected is 25,84 out of which 5%

were detected by the MCH aide also.




Table 43 COMEARISQN OF THE RATE OF REFERRAT, BETWEEN THE

INVESTIGATOR AND THE NMCH AIDE:

INVESTIGATOR (STANDARD)

+ - TOTAT,
MCH AIDE | + | 26 (TP) 1 (¥p) 27
SCREENING] - | 6 (&) 27 () 33

ﬁolfz@ 32 28 60

VALIDITY:  SENSITIVITY 81%

SPECIFICITY 96,.4%

Table 4 compared the rate of referral betweon‘the MCH aide
and the investigator. When it came o referral the IXH aide
vas almost just as good as the investigator.

Just before the pregmant mother left the clinic she was asked
&bout.the date of her next visit. 43465 (102) of the pregmant
mothers did not know their dates of next visit, but expected

o ask either their husbands or neighbours to read the dates

. =

from the antermatal ecards for thei,

ASSESSIENT OF PERSONNEL, EQUIPMENT

H
Ao

LIES AND THE HEALTH

PACTLITY:

Le PERSONNVEL s
There was only one IICH aide in each health centre

visited and was responsible for registration, weighing of

mothers and chiddren, examimation/advice, immnization and
dispensing.

2e BQUIPIENT AND SUPPLIES:

a) Antematal cards were only available in one health centre.
b) Height and weight measures were available in two health

centres, out of the order in one, and were not there at




e)

@

all in another,
There was neither blood pressure machine nor fetoscope
in one rural health centre.

Transport was avaialble (Landrover) ,in three rural
health centres, and one health centre had no means of
transport at all,

All refridgerators were working except in one rural
health centre where they had stopped using it due %o
lack of Kerosene.

In the labour ward there were neither vacum extractor
(Ventrouse) nor wall clocks.

All rural health centres had run out of papers for
haemoglobin estimation during this period.

Drug and glove supply was adequate.

HEATTH FACILITIES:

Three of the rural health centres were vexy new and only

lacked electricity. One of the health centres was very old

nd difficult to keep clean,

SUIIARY OF RESULTS:

Le

2.

The most important findings from the results are:

Mean gestational age &t the first antematal visit is

20,9 weeks, mode is 22 weeks,

a) Important history was missed in 44.4% (97) of attenders,

b) Physical examimation and/or investigation were
incomplete in 57,74 (115).

c) Things were missed and dangerour in 2,87 (6) of all
the patients.

d) In estimation of gestational age by fundal height the

investigator and MOH aide agreed in 60,25 of times.
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The MCH aide had a tendency at estimating lower
figures of gestation.
78 a) Proportion of pregnant mothers at risk in this
particular population is 25.6% out of which the VCH
aide identified 5%,
b) IMCH aide had a high threshold at detecting the at
risk pregnant mothers but could identify those not

at risk very well,

4, Her decision for referral was almost as good as the
investigatoris.
5 The number of MOH aides, equipment and supplies were

inadequate for these rural health centres,
'})/

DISCUSSION:

The study has concentrated on the problem of antenatal
care and the constraints involved. Though the sample size is
too small‘ to make an& rigid conclusions, some reasormable

observations have been made,

The background information reveals that very few unmarried

pregmant mothers attend antenatal clinicse This may bel - .
because \mer:cied women who conceive de!a&y in attending ante-
matal clinics or never attend at all,

The mean gestational agé at first antenatal visit of
2049 weeks is very mush lower than those found by I‘ﬁalangalila5
(1978) and Davies and Tioohhead™ (1975) who working separately
came out with a figure of 28 weeks. The possible explanation
for this may be the type of population studied and the time of
study. Both above studies were done more than four years ago
so that there has been a positive change in modern health

acceptance and health services, I+t is also noted that this
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study includes a majority of young age group (mean age 2346 yrs)
end low parity (mean parity of 2,2). The young age are more
enlightened group and therefore attend antenatal clinics earlier
On the other hand, the low parity, could besides being due to
the young age, also be due to those women who have had past
obstetric catastrophies and therefore with a tendency of atte=
nding antematal clinics earlier in the following pregnancy.

In the majority of patients sdudied (98,1%) there was
unsatisfactory recording, physical examinatioy/investigations
and maragement. This leads to low detection rate (25.6%).

The two major reasons for unsatisf factory recording and physical

examination a:

investigations af, firstly, work overload which
made the single MCH aide fail to affo::d enough time interviewing
or examining, the patients thoroughly so tha things were done
hurriedly, and secondly, lack of equipments like blood pressure
machines, weight and height measures, haemoglobinmometers é.nd
foetoscopes, made physical examimation incomplete.

In ~vexy few cases, thé problem was due to carelessness
of the I'CH aide herself, The ICH aides did no%t record rightly
the fundal height in 36.86 of rpregmant mothers because of poor
tec}miqu@ and failure to relate fundal height with gestational
age by dates. This was mainly because they did not record the
last normal menstrual periods so tnev did not know the gestational
age by dakes.

The JCH aides had very high threshold for identifying at

risk pregmant mothers, but identified those not at risk very

by Sensitivity 5%2).

well (specificity 9
The ICH aides had both high sensitivity and specificity (81%,

97%) om referra; at rosl pregnaht mothers. Despite the good




performance by the ICH aides, surprimingly the mortality rates
. . .6 5 .
are still high . May be, poor, staffing, equipment and supplies

adversely affect their efficiency., On the other hand &o the

referred mothers follow the instructionsgiven .

CONCLUSIONS AND RECOMMENDATiONS:

On the basis of these findings only, the following are
the conclusions and recommendations:
d)  Por the MCH aides (a) the present antematal cards are
one of the best instruments for quick screening of at risk
pregrant mothers and providing treatment especially where there
is a heavy turn over of patients. It is therefore important
that (i) these cards are available all the time, for using
iﬁ@ro#ised ones leaves out a lot of vital information and is
incounvenient, Sowthe MCH aide should secure the cards long
before they are outb of stocks The same applies 40 other suéplies.
ii) Once these cards are available, should be filled more
properly and completely, otherwise they will not achieve the
purpose intendéd.
(b) Recording of statistic summaries is far from proper, yet
an essential part of planning., These ICH aides do not seem %o
understand the importance of these statistics.
(c) The problem of patient load can be reduced by the NCH

aide arranging for two sessions a day that is one starting

]

from morning to noon, and another session starting from the
afternon to evening, rather than hurriedly seing all the

atients from morning to mideday only.

Lo}

(d) Careful handling of equipment is very important. The

MCH aide must be familiar with careful handling of instruments

like refridgerators, ‘“Weighing machines etce., and should be




able to carry minor repairs in case.of fault.

2. District heads of MCH services (D10 and MCH Coordinator)

should; (a) Make sure supples are regular sent to the rurdl

by

ealth centres (b) Educate the IMCH aides repeately on the
importance of keeping proper statistics and other records, and
once s.uch statistics are forwarded to them should be a systenm
of feedback to the rural health centres so that the primary
health workers can See where thelr service stands compared o
other areas in the District or Region. {c) Properly allocate
the few IICH aides to places where they are needed most; like
rural h z:.lth centres and dispensaries. (l} Supervise the

primary health workers  in order to educate them and promote

ardss Such district head could spend sometime in the

ic at 2 rural health centre seing patients o
the ICH aide oxr medical assistant and discuss the probem

patients. At the time of this study for instance all forms of

visits by either the District fiicer the ICH Coordi~-
mator had been suspended. (e) Notivate the }'.T;GH aides in the
rurel areas by contimued education through clinical meetings,
seminars inservice training and reading materials. (f) Ammé

for a member of a health facility preferrably the one using the
instruments, to be trained on minor repairs of the various
_instruments and leave major repairs for better trained peoples
Organize a system of fleedback to primary health services on the
patients they have referred (iees what has been done and follow
up)

3, TPor the Ministry of Health: (a) Step up training of

MOH aides according to demand so as to alleviate the problems




of understaffing.

(b) Should ensure regular éu@plies to regions long before
these are out of stock. (¢) Snould plan for an efficiént
feedback of statistics to the regionms. (d) Should in

collaboration with Muhimbili Medical Centre organise regular

refresher courses for ¥WH coordinators.

4 Por researchers: Vexry scanty literature is available

on provision of antematal care in rural Tanzania., This study,
though Tirst of its kind in Tanzania is a very small covering
only four health centres in Iringa and Mufindi districts and
is intended to stimulate further studies on (a) a broader
study on the provision of antenatal care in Tanznia

(b) vhat has happenéd since the inmtroduction of intergrated

n Tanzania in 1974 (c¢) what happens to the

(93
[

MCH clinies
patients referred by MCH services to other centre, do they.
for instance all go to the referred centres, or if they go

do they benefit from these referral etc.

REFERENCES :
Lo Davies V.E. and Lochhead 4.C. ¢ An investigation into

utilization of antenatal clinic and confinement.
Meds Jo of Zambia, 10s1.7; 1976.

26 Finance and Planning E'Eixxis%m, Population Census Report
(1978) p»1005 Voke 05, pge 13

e Health Ministry, Inventoxry of health facilities Iringa
Region: (1978)

4 Health Ministrys Inventory of health facilities

Iringa Region, (1978) Vole. 05, Dge 44e



- 256 w

Se Malangali E.Ge : Antenatal attendance and mothers
characteristics in relation to perinatal mortality
at rural dispensaries in Iringa Districte.

A+ DJP.He Thesis (1979) pe 30,

6e llandara M.P. ¢ dJanuvary 1982 Personal communication,
Jane. 1982,

T+ U.8. Aid Mission to Tanzania, Health Nutrition and
Population office, Health in Tanzania {1979) pe37.

8. U.8. Aid Mission to Tanzania, Health Nutrition and

Population office, Health in Tanzania (1979) p.38.




