CASE NO.15 : FOOTLING BREECH IN A PRIMIPARA: CAESAREAN
SECTION- LIVE BABY

Name: S.M. Parity: 0+1

Age: 25 years LMP: 22.01.03
IP NO: 0931900 EDD: 29.10.03
DOA: 30.10.03 Gestation: 40" weeks
DOD: 6.11.03

Presenting Complaints

The patient presented to our labour ward from casualty at 10.15p.m. with complaints of

lower abdominal pains since 1.00 p.m.This was accompanied by draining of liquor.

. History of presenting Complaints

She was admitted through casualty as a referral from Provide International Medical
Centre with a diagnosis of breech presentation in a primigravida. She had developed
lower abdominal pains that were intermittent and progressive associated with lower

backache starting from 1.00p.m.

Past Obstetric and Gynaecologic History

She was a para 0+1. She had an abortion at four months in 1999, at the time she had
malaria infection and she was done evacuation of the uterus. She attained menarche at 15
years. She had regular menses thereafter lasting 4 days with cycles of 28 days. She was
using the natural family planning method (save days with periodic abstinence) prior to

the index pregnancy.

Past Medical History

She was admitted in 1999 for malaria.

Family and Social History

She was a married lady who worked as a clerk with a city firm and her husband was a
businessman. She was educated up to Fourth Form. They both lived at Uhuru. She was a

second born in a family of seven siblings and all were alive and well. There was no
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family history of chronic illness in the family. She did not smoke or drink alcohol and

had no known allergies.

Antenatal Attendance

She attended antenatal care at Kayole from five months. Then she shifted to Vicky
Medical Clinic because of transport problems. The antenatal follow up was uneventful.
The diagnosis of breech presentation was made on 1.10.03, at 36 weeks of gestation. She
had antenatal profiles done; with Khan — negative and blood group 0 Rhesus-D positive.
She was maintained on iron and folate and received tetanus toxoid vaccine. There was no

record of the planned mode of delivery and was never referred to a tertiary institution

Physical Examination

She was in good general condiiion, not pale, afebrile with leg oedema. The blood
pressure was 120/80mmHg, pulse rate of 82/min, respiration of 20/min and a temperature

of 36.4°C. The central nervous, cardiovascular and respiratory systems were normal.

Abdominal Examination

The abdominal was uniformly distendend and moved with respiration. The fundal height
was term with a longitudinal lie. The presentation was breech with the station of the
breech four fifths above the pelvic brim. The fetal heart tones were regular at a rate of
140/min.

Yaginal Examination

She had normal external genitalia. The fetal leg was outside the introitus and was not
cyanosed. The cervical os was 7cm dilated and no cord was felt. Meconium-stained

liquor was draining.

Diagnosis
Primipara with footling breech in labour.
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Management
The patient was informed of her condition and the need to be done an emergency

caesarean section was explained to her which she consented. An intravenous line was
established, blood was drawn for cross-matching one unit and 500mls of Ringers lactate
was started. She was shaved, premedicated with intramuscular atropine 0.6mg, and then

wheeled to theatre.

Operation

Once in theatre on the operating table she was placed in lithotomy position. Then vulvo-
vaginal toilet done, draped and aseptically catheterized. About 100mls of clear urine was
obtained. She was put in supine position, abdomen cleaned and draped.

A pfannenstiel incision through which the abdomen was opened in layers was made. The
uterine cavity was accessed through a transverse incision in the lower uterine segment.A
live female infant with no obvious malformations was delivered by breech extraction.The
liquor was adequate and there were no uterine defects The baby had apgar score of 9 at 1
minute and 10 at 5 minutes with a birth weight of 3040gm. The placenta was fundo-
anterior and was delivered by controlled cord traction and uterus closed in three layers.
After a correct count of instruments, gauze and packs, the abdomen was closed in three

layers with blood loss estimated at S00mls.

Post Operative Care

The vital signs were observed quarter hourly until she was fully awake, then four hourly
thereafter. She was put on intravenous normal saline alternating with 5% dextrose 500mls
to run four hourly until bowel activities were restored. Analgesia was provided by
intramuscular Pethidine 100mg given eight hourly for 48 hours then Paracetmol 1gm
eight hourly for five days. She had antibiotic cover of intravenous Gentamycin 80mg
eight hourly and crystalline Penicillin 2mu six hourly for 24 hours and thereafter oral

Amoxicillin 500mg eight hourly. On the first post operative day (POD), the bowel
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activities were restored and she was started on oral sips. She commenced on oral drugs
and light diet on the second POD.
The wound was exposed on the fifth POD and it was clean and healing well. She was

discharged home in good condition for review in six weeks.

Post Natal Follow Up
The patient failed to appear for the appointment.
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DISCUSSION

The patient presented here was a 25year old para 0+1 with footling breech presentation at

term in labour, delivered via emergency caeserian section to a live female infant with a
birth weight of 3040gms and a good Apgar score (9/1; 10/5). Postnatal period was
uneventful.

Breech presentation challenges the clinician with many unique problems and difficult
decisions'. The management of breech presentation before and during labour remains
controversial. Breech presentation occurs when the fetal pelvis or lower extremities
engage in the maternal pelvic outlet'. The incidence of breech presentation varies with
foetal maturity 3% - 5 % at 40 weeks gestation, 7% at 38 weeks, 16% at 32 weeks. Njuki
noted an incidence of 3.5%” at Kenyatta National Hospital (KNH). There are three types
of breech. The most common (65%) being frank breech, in which the thighs are flexed on
the abdominal wall and both legs extended at the knee. Next is the complete breech with
a frequency of 10% in which both the thighs and legs are flexed. Finally the incomplete
or footling breech (25%) , in which one (single) footling breech or both (double footling
breech) legs are extended at the hip joints. The patient presented had a single footling
breech for which she was delivered by an emergency caesarean section to a female baby

of good apgar score with a birth weight of 3040 grams.

In majority of the cases there is no known cause. But various factors are known to be
associated with this condition, these include; prematurity being the most common,
oligohydramnios, uterine anomalies such as bicornuate or septate uterus, pelvic tumous
obstructing the birth canal, multiple gestation and fetal congenital malformations'. None
of these were elucidated in this patient. The patient presented came to us in advanced first
stage of labour with a leg outside the introitus and she had to undergo an emergency
caesarean section. Given that breech presentation was diagnosed at 36 weeks gestation in
a primary health care facility, she should have been referred to a tertiary institution where
external cephalic version (ECV) could have been attempted or elective caeserian section
planned. Throughout the antenatal period the patient was never told about her condition
and the need for operative manipulation at a tertiary institution to minimize perinatal
morbidity/mortality. External cephalic version results in considerable reduction in the
risks of caesarean section and of vaginal breech delivery, which often entails operative

vaginal delivery with episiotomy”.
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In appropriately selected cases, ECV using tocolytics at term reduces the occurrence of
breech presentation in labour. The success rate of ECV varies from 8% to 97%". There
are risks associated with ECV i.e fetal bradycardia in 3.5% and perinatal death was 7.6 of
1000.

Breech presentation results in the three-fold to ten-fold excess of perinatal morbidity and
mortality in comparison to cephalic presentation. Many authors observed that much of
the neonatal morbidity associated with vaginal delivery is attributed to footling breech.
The likelihood of a prolapsed cord and a trapped head are both increased when at least
one of the femora is extended. The three major contributions to perinatal loss are
prematurity, congenital anomalies and birth trauma®. The most common single cause of
death in breech delivery is intracranial haemorrhage due to tentorial tears*. Our patient
had footling breech and was a primigravida, she was delivered by caesarean section with
good outcome. There appears reasonable evidence that the route of delivery has an
impact on perinatal morbidity and mortality of the breech fetus younger than 32 weeks
gestation age in regard to intraventricular haemorrhage (IVH). Thus caesarean section for
breech presentation of these young fetuses is recommended’. The same can not be said
for the older fetuses. The recommendation for routine elective caesarean section to
deliver the near term or term breech fetus cannot be substantiated by studies. Selection of
the appropriate candidate relies on good clinical sense. Between 40-60% of near term or

term breech fetuses may be delivered safely vaginally®*.
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LONG COMMENTARY IN OBSTETRICS
TITLE: QUALITY OF RECORD KEEPING IN THE INTRAPARTUM PERIOD
AT THE PGH KAKAMEGA

ABSTRACT

Background

Medical records are important audit documents.They can be used to influence policy and
protocol formation to improve the delivery of health services.A one month baseline
survey in Western Province as part of the Safe Motherhood Demonstration Project
(SMDP) showed major gaps in quality of records in the intrapartum period. Standard
Partographs were used in 28.7% of normal deliveries, delivery summaries used in 72.4%
and other records mainly admission notes, used in 5% of the cases.An intervention
programme was instituted by SMDP in several health institutions in Western Kenya
beginning with Provincial General Hospital Kakamega (PGHK), a referral and teaching
hbspital in the province.lt was considered important to conduct an audit of medical
records in the intrapartum period in this facility since this may have a bearing in the

records’ quality in the province.

Objectives
The main objective of this study was to assess the quality of the patients’ records in the

intra-partum period before and during implementation of the SMDP.

Methodology

The study was conducted at Kakamega Provincial General Hospital. Comprehensiveness
of recording of biodata, history taking and examination findings were assessed for two
groups.The proportion of cases in labour managed by use of partograph and its
appropriate use was also determined. The first group of 200 randomly sampled patients
notes included women who delivered between 1-9-2000 and 28-2-2001 before the
introduction of SMDP. This was compared with the second group which included 200
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women whose patients notes were randomly sampled for the period between 1-7-2001
and 31-12-2001 during the implementation of the SMDP.

Results

Retrieval rate of patients notes before SMDP was 86.9% and during SMDP it was 89.6%.
Sociodemographic data, history taking and data on general and obstetric examination had
a near universal recording in both groups except data on alcohol consumption, smoking,
menarche, previous pregnancies and contraceptive use. There was a significant
improvement in recording of diagnosis and plan of management during the SMDP
(p=0.037). The partograph was used in only 11% of patients before SMDP (mostly by
student midwives) as compared to 85% during SMDP (p=0.000). Records on fetal
condition and progress of labour were significantly improved during the SMDP
(p=0.000). Records on summary of labour likewise significantly improved during the
SMDP (p=0.02).

Conclusion / Recommendation

The quality of record keeping in the intrapartum period at the PGH Kakamega greatly
improved during the implementation of the SMDP. SMDP is feasible and should be
scaled up as part of the package to improve obstetrical outcome.This could be achieved

by continuous medical education and seminars for all medical personel.
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INTRODUCTION

Medical Records in the intrapartum period include maternity admission book, patients
case notes, the partograph, delivery book and operating theatre register. They play an
important role in the management of patients and are used retrospectively to get biodata,
examination findings, investigations ordered and their results, diagnosis and treatment.
Properly kept and utilized medical records especially the partograph in the intrapartum
period have been shown, worldwide, to improve the outcome of labour and minimize the
caesarian section rate. In Kenya, this was demonstrated by Wasike'* who evaluated the
impact of the Ministry of Health partograph on the actve management of labour at Moi
Teaching and Referral Hospital Eldoret. Wanjara'® also showed improved outcome of
labour when managed using the partograph. In the baseline survey® of December 2000 in
Western Province as part of the safe motherhood demonstration project on approaches to
providing quality maternal care in Kenya, 243 case records were examined. Standard
partographs were used in 28.7% of normal deliveries, delivery summaries used in 72.4%
and other records mainly admission notes used in 5% of the cases.This was a one month
survey of all the health institutions in Western Province.This study was undertaken to
provide an audit of medical records at the Provincial General Hospital Kakamega being a

referral hospital for Western Province.
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LITERATURE REVIEW

In 1994 Kenya was among the 179 countries which endorsed the programme of Action
Of United Nations International Conference on Population and Development (ICPD) in
Cairo. Consequently the “Natioal Reproductive Health Strategy”,'! whose goal among
others was Reproductive Health Research was set up. It also aims at reducing maternal

mortality from 584/100,000 live birth to 175/100,000 live birth in 2010.

In order to achieve the above goal, one must bear in mind that the perinatal and maternal
mortality/morbidity partially depends on how well the intrapartum period is managed.
Otsea.? noted that half a million women worldwide die yearly due to pregnancy related

and child bearing complications among which 99% are in the developing world.

A preliminary survey by the Safe Motherhood project in Western Kenya’revealed very
poor record keeping especially in the intrapartum period with only 28.7% using standard
partograph in normal labour and delivery. This is despite numerous research works
showing the obvious advantage of using a partograph as an intrapartum record and tool of

appropriate management of labour.

Friedman “in 1954, following a study on a large number of women in the USA, described
a normal cervical dilation pattern. He divided labour functionally into two parts:-
1. The latent phase which extends over 8-10 hours and up to 3 cm
dilatation
2. The active phase characterized by acceleration from about 3-9 cm at the
end of which deceleration occurred.

This work has been the foundation on which others have been built.
In 1996, Hendricks et,al’ demonstrated that in the active phase of a normal labour, the

rate of dilation of the cervix in primigravidae and multiparae varies little and that there is

no deceleration phase at the end of the first stage of labour.
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Philpott *”® in extensive studies of primigravidae in Central and Southern Africa,
constructed a normagram for cervical dilation in his population and was able to
identify deviations from normal and provide a sound scientific basis for early
intervention leading to the prevention of prolonged labour.

Since then various authors have developed similar normograms in other geographical

areas. None of these have shown significant differences between ethnic groups.

In the Nairobi Birth Survey I1I 1981° a total of 5293 births taking place in the City of
Nairobi were studied. It was shown that the health centers, which are responsible for
the antenatal care of nearly 70% of Nairobi women, conducted only 10% of the
deliveries, the rest being transferred to hospitals. The intention of setting up safe
delivery facilities in these health centers was to enable them to handle the low risk
cases and thus reduce overcrowding at the hospitals which would then concentrate on

high risk cases.

In 85% of the cases, labour was not complicated and most likely the majority of these
had a normal antenatal record. Thus antenatal care and delivery for a large proportion
of Nairobi mothers can be carried out at health center delivery units without increasing
the risk to either the mother or the baby as long as guidelines for risk factors are clearly
defined.

In 20% of the women, labour exceeded 12 hours. This is a high risk group where
operative delivery rate and perinatal mortality and morbidity rates were highest.
Perinatal mortality and morbidity was shown in the study to increase with the length of
labour, the increase starting after 12hours and more than doubling after 18hours in

labour.

Recognizing the unacceptably high maternal mortality ratio, the preventable nature in
majority of the cases and the social consequences of a mother’s death to her family and
children as demonstrated by Mabhler'® and Otsea, the WHO'! developed a universal
partograph and extensively tested it in a multi-centre trial in Indonesia, Malaysia and
Thailand. The WHO'*"* model of partograph was devised by an informal working

group, who examined most of the available published work on partographs and their
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designs. It represents in some ways synthesized and simplified compromise, which

includes the best features of several partographs. It is based on the following principles:

1) The active phase of labour commences at 3cm cervical dilation.

2) The latent phase of labour, should last not longer than 8 hours.

3) During active labour, the rate of cervical dilation should not be slower
than 1cm/hour.
4) A lag time of 4 hours between a slowing of labour and the need for
intervention is unlikely to compromise the fetus or the mother and avoids
unnecessary intervention.

5) Vaginal examinations should be performed as frequently as is
compatible with safe practice (once every 4 hours is recommended).

6) Midwives and other personnel managing labour may have difficulty in

constructing alert and action lines and it is better to use a partograph with

preset lines, although too many lines may add further confusion.

The partograph is an ideal tool in the management of labour both at health centre level as
a criteria for referral, and at hospital level as a criterion for active management of labour
or operative intervention'! '>"3

The average time in labour after admission to a health institution in the developing
world is 5-6 hours. In most cases, therefore, not more than 2 vaginal examinations should

be necessary, as noted by Wasike."*

The partograph, is basically a graphic representation of events of labour plotted against
time in hours. It consists of three components:

a) The fetal condition

b) The progress of labour

¢) The maternal condition.

It can be used for all labours in hospital. In the periphery, it would only be used for low
risk labours where spontaneous vaginal delivery is anticipated. High risk patients should

be transferred to hospital immediately.
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The progress of labour. — This part of the graph has as its central feature a graph of

cervical dilation against time. It is divided into a latent phase and the active phase.

The latent phase

The latent phase is from the onset until the cervix reaches 3 cm dilation. If this phase is
delayed for longer than 8hours in the presence of at least 2 contractions in 10 minutes, the
labour is more likely to be problematical and therefore, if the woman is in a health centre,
she should be transferred to hospital. If she is in hospital, she needs critical assessment

and decision about subsequent management.

The active phase
Once 3cm dilation is reached, labour enters the active phase.In about 90% of

primigravidae, the cervix dilates at a rate of 1cm/hour or faster in the active phase.

The alert line drawn from 3c¢m to 10 cm represents this rate of dilation. Therefore, if
cervical dilation moves to the right of the alert line, it is slow and an indication of delay
in labour. If the woman is in a health centre, she should be transferred to hospital; if in

hospital, she should be observed more frequently.

The action line is drawn 4 hours to the right of the alert line. It is suggested if cervical
dilation reaches this line, there should be a critical assessment of the cause of delay and a

decision about the appropriate management to overcome this delay."'

This partograph is designed for use in all maternity settings, but has a different level of
function at different levels of health care. In a health centre, the crical function is to give
an early warning that labour is likely to be prolonged and that the woman should be
transferred to a hospital (alert line function). In the hospital setting, moving to the right of
the alert line serves a warning for extra vigilance; but the action line is the critical point at

which specific management decisions must be made.

Other observations on the progress of labour are also recorded on the partograph and are
essential features in the management of labour. In particular, it is important to note the

descent of the fetal head through the pelvis and the quality of the uterine activity.
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The fetal Condition:~ The fetus is monitored closely on the partograph by regular
observation of the fetal heart rate, the liquor and the moulding of the fetal skull bones.

The maternal condition — Regular assessment of the maternal condition is achieved by
charting maternal temperature, pulse and blood pressure, and by regular urinalysis. The
partograph also contains a space to chart administration of drugs, IV fluids, and oxytocin

if labour is augmented.

Prolonged labour in the developing world is commonly due to cephalopelvic
disproportion (CPD), which may result in obstructed labour, maternal dehydration,
exhaustion, uterine rupture and vesico- vaginal fistula. Protracted labour is more common
in Primigravid women than in multipara and the complications and effects of CPD differ
between them. In countries where CPD is not prevalent, abnormal progress of labour is
often due to inefficient uterine action. Universally less direct consequences of prolonged
 labour include maternal sepsis,postpartum hemorrhage and neonatal infection.">"

Early detection of abnormal progress of labour and the prevention of prolonged labour
would significantly reduce the risk of postpartum haemorrhage and sepsis, and eliminate

obstructed labour, uterine rupture and its sequelae.

The partograph, a graphic recording of progress of labour and salient conditions of the
mother and fetus, has been used since 1970 to detect labour that is not progressing
normally, to indicate when argumentation of labour is appropriate and recognize

cephalopelvic disproportion long before labour becomes obstructed®.

The partograph serves as an “early warning system” and assists in early decision on
transfer, augmentation and termination of labour. It also increases the Quality or
regularity of all observations on the fetus and the mother in labour and aids early

recognition of problems with either.

The partograph has been in use in a number of countries and used extensively in a few. It
has been found to be inexpensive, effective and pragmatic in a variety of different
settings including developed and developing countries. The three main indicators of

quality of care in the intrapartum period i.e. duration of labour, perinatal/maternal,
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mortality/morbidity rates operative/intervention rates were studied in a WHO multicentre

trial in Indonesia, Malaysia and Thailand.

Three indicators were also studied in Zimbabwe and Malawi before and after the
introduction of the partograph. The results showed a tremendous improvement of the

indicators in every study.

Wanjara'® in 1991 revealed poor knowledge, attitude and practice among nurses in a rural
hospital. He further demonstrated a drastic reduction of obstetric complications with an
introduction of the partograph from 14%-10%. Perinatal mortality went down from
102/1000 to 20/1000 and the number of new borns with a poor apger score reduced from
17% to 3.5%.

Njoroge ' demonstrated a poor knowledge attitude and practice with increasing age and
parity. This is attributed to the fact that the partograph is hardly used outside a training

programme.

Wasike ' 1999 studied the impact of MOH partograph in the active management of
labour. This is a modification of the WHO partograph differing from it, by having a key
for the nature of contractions (duration, intensity and frequency) and descent of the
piesenting part placed on the graph with the graduation on the right side of the graph,

opposite that of cervical dilatation.

Two populations studied in which one was managed without a partograph (520) and
another managed with a partograph (260) in the intrapartum period, were compared. The
results showed the same trends as in Wanjara’s study in 1991 with an overral better

outcome of labour on the group that was managed with a partograph.

There is scanty literature on the other records apart from the partograph in the
intrapartum period. Maclnerney,et al.'” | in an audit of care given to mothers in a
maternity unity of a large academic hospital found that past medical history was only

documented in 54% of the cases admitted. Past obstetric history was documented in
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69.8% in comparison with the present antenatal history, which was only reflected in

12.2% of the records.

Fetal heart rate was recorded in only 79% of the cases.
Comprehensive vaginal examination findings were recorded in only 18% with instances

where recording reflected inadequate knowledge of the procedure.

The aim of this study is to highlight the state of record keeping in the intrapartum period

at the Provincial General Hospital in Kakamega. This is an audit of care given to mothers

in labour at the hospital.
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RATIONALE OF THE STUDY

Properly kept records especially in the Intra-partum period give a clear picture of how
labour was managed and its outcome. They make possible a critical retrospective

evaluation that is essential for health providers and policy makers.

The unusually high level of maternal deaths at the Provincial General Hospital Kakamega
in December 2000 highlighted by the safe Motherhood Survey necessitated a

comprehensive study into the quality of records during the intra-partum period.

The study will enable the Government to institute an intervention strategy enhancing the

availability of stationary, constant in-service training and motivation of staff.

OBJECTIVES

Main Objectives
To assess the quality of the patients’ records in the intra-partum period before and during

implementation of the SMDP.

Specific Objectives
To determine:-

1 Comprehensiveness of Biodata recording.
(i)  Comprehensiveness of recording history

(i)  Comprehensiveness of recording findings
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(iv)  The proportion of cases in labour managed by use of partograph.
) Appropriate use of partograph

(vi)  The state, retrieval and comprehensiveness of records.

RESEARCH QUESTION

How is the state of records in the intrapartum period at the Provincial General Hospital

Kakamega?

Hypothesis
The implementation of the safe motherhood demonstration project in Western Province,

Kenya increased the use of partograph in the management of labour in Provincial General

Hospital in Kakamega.

METHODOLOGY

Methods

Study Design

This was a cross sectional study in which two groups of women were studied in the
intrapartum period.

The first group of 200 randomly sampled patients’ notes included women who delivered
between 1-9-2000 and 28-2-2001 before the implementation of the SMDP.One after
every 10 files was picked for the study as they were retrieved chronologically. This was

compared with the second group which included women whose case notes were
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randomly sampled for the period between 1-7-2001 and 31-12-2001 during the
implementation of SMDP.
The data was collected over a period of one month between 1-3-2003 and 31-3-2003.

Study Area
The study was carried out in Kakamega Provincial Hospital situated in Kakamega town,

which hosts the administrative headquaters of Western Province. The Province lies in the
Western side of Kenya bordering Uganda to the West and Northwest. Rift Valley
Province lies to the East and Nyanza Province to the South. It has a population of
3,358,776 out of whom 770,771 18 are women in the reproductive age. Kakamega,
Vihiga, Lugari, Bungoma, Mt. Elgon, Busia, Teso and Butere Mumias are the eight

Districts in the Province.

The Provincial Hospital is a primary health facility for the town population while
providing specialized medical services for referred cases in the entire province. There are
eight departments in the Hospital:-
» Casualty
Outpatient
Obstetrics/Gynaecology
Surgery
Pediatrics

Internal Medicine

V V V V V V¥V

Psychiatric
» Ophthalmology
Obstetrics/ Gynaecology and surgery have operating theatres for both elective and

emergency cases.

Sample size Determination

» Use of partograph in management of labour before introduction of SMDP-
28%
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» Use of partograph in management of labour during introduction of SMDP-
42%

» Confidence level of 95% probability that if the two samples differ, this
reflects a true difference in the two populations.

» Power of 80% probability that if the two populations differ, the two samples

will show a significant difference.

{uV[ 717 + 70 o V[2 n(1- m) 1§

Where

u — one —sided percentage point of the normal distribution corresponding
to 100%- the power

7 1, 7L, — proportions

v - percentage point of the normal distribution corresponding to the (two

sided) significance level
Sample size before introduction of SMDP
=195 rounded up to 200
Sample size after introduction of SMDP

=195 rounded up to 200
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Inclusion And Exclusion Criteria

o Inclusion Criteria
All records of patients who had been admitted to labour ward in the latent or active phase
of labour.
o Exclusion Criteria.
(a) Pregnancy gestation less than 34 weeks
(b) Patients delivered by caesarian section on an elective basis
(c) Patients admitted when in second stage of labour

(d) Cases that required emergency Caesarian section on admission.

Study Procedure
Two research assistants were recruited i.e. a nurse (KRMCHN) and a medical records

officer. They were trained about the study during the pre-testing. Working with the
delivery book and operating theatre register, which was the sampling frame, 200 case
files were picked chronologically by sampling every 10" eligible case between 1% of
September 2000 and 28" February 2001. This was the first group. The second group
included cases recorded from 1% July 2001 to 31* of December 2001 after the in-service
seminar of service providers in the month of May and June 2001. 200 cases were likewise
sampled from this group.The a study population of each group was 2000 case records.
Data was entered in a structured questionnaire, which had a space for general comments

to capture any peculiarities in a case not provided for in the main body.

The questionnaire was pre-coded and information analysed by use of computer and
transferred to dummy tables. Descriptive statistics was determined during analysis and
appropriate tests applied to determine the quality of record keeping in the intra-partum

period.
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ETHICAL CONSIDERATION.

Permission to carry out the study was obtained from the Ministry of
Health through the provincial General Hospital Kakamega administration
and PMO.The records were coded and patients’ names were not used
The proposal was submitted to the ethical and Research Committee of
Kenyatta National Hospital for approval before commencement of the

~ study. Approval was duly granted.

RESULTS

The total number of eligible cases recorded in the delivery book before SMDP (safe
motherhood demonstration project) was 2310 while the total number of corresponding
files retrieved from the central records was 2009. Retrieval rate was 86.9%. During the
SMDP the retrieval rate was 89.6%
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TABLE 1: PROPORTION OF RECORDED _SOCIODEMOGRAPHIC
CHARACTERISTICS

VARIABLE NUMBER OF FILES WITH RECORDS
BEFORE SMDP (N =200) DURING SMDP (N=200)
Number Percentage Number Percentage

Name 200 100 200 100

Age 200 100 200 100

Inpatient Number | 196 98 200 100

Level of Education | 193 96 199 99

‘| Res idence 194 97 198 99
Religion 9 5 8 4

Over 96% of case files had all demographic data recorded in both groups except religion

where only 4.5% and 4% were recorded.
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TABLE 2: PROPORTION OF RECORDED HISTORY TAKING ELEMENTS

VARIABLE NUMBER OF FILES WITH RECORDS P value
BEFORE SMDP DURING SMDP
(N =200) (N=200)
Complaints Number  Percentage | Number | Percentage
Main Complaints 200 100 200 100
History of present illness 190 95 192 96
Past medical history 198 99 200 100 0.284
Family and social history
Marital status 178 89 200 100
Employment 166 83 200 100
Chronic illness in the family | 179 90 200 100
History of twin pregnancy 173 87 200 100
Alcohol consumption 117 58 144 72
Smoking 109 55 123 62 0.01
Obstetrics / Gynaecology
Menarche and its | 106 53 124 62
characteristics
Parity 193 97 199 9
If parous history of previous | 90 45 100 50
pregnancy .
Contraceptive use 84 42 94 47
Last Normal Menstrual | 200 100 200 100
Period
Expected Date of Delivery | 200 100 200 100
Gestation by dates 200 100 200 100
Antenatal clinic 175 88 180 90
Antenatal Profile 151 76 155 78 0.1

As shown in table 2, data on main complaints, history of present illness and past medical

history was well taken in both before and during the SMDP intervention with over 95%
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of the parameters recorded. There was however significant improvement in data recorded
on family and social history with 100% records except data on alcohol consumption and
smoking; 72% and 62% respectively during the intervention study, as compared data
recording before SMDP- 55% to 90% (p = 0.01 ). Data on obstetric/gynaecology history
was well recorded in most parameters with no significant difference in both groups.
However data on menarche and its characteristics, history of previous pregnancies and

contraceptive use were equally poorly recorded in both groups.
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TABLE 3: GENERAL AND OBSTETRIC EXAMINATION RECORDS

VARIABLE | NUMBER OF FILES WITH RECORDS P Value
BEFORE SMDP DURING SMDP
(N=200) (N=200)
Number Percentage | Number Percentage

Pallor 200 100 200 100

Oedema 199 100 200 100

Jaundice 198 99 200 100

Fundal 200 100 200 100

height

Lie 200 100 200 100

Presentation | 182 81 200 100 0.284

There was an almost 100% data recording in both groups except the recording of
presentation where 91% recorded before SMDP as opposed to 100% recorded during
SMDP.
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TABLE 4: RECORDS ON_ DIAGNOSIS, PLAN OF MANAGEMENT AND

PARTOGRAPH PARAMETERS
VARIABLE NUMBER OF FILES WITH RECORDS P Value

BEFORE SMDP DURING SMDP

(N =200) (N =200)

Number Percentage | Number Percentage
Diagnosis 173 86.3 200 100 0.037
Plan of Management 167 83.5 200 100 <0.05
Partograph use 22 11 170 85 0.000

As shown in table 4, diagnosis and plan of management were recorded in 86.3% and

83.5% in the first group compared to 100% in the second group which was a significant

improvement (p = 0.037). A partograph as an intrapartum record was used only in 11% of

the first group as compared to the second group where it was used in 85% of the cases (p

= 0.000).
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TABLE 5: RECORDS ON FETAL CONDITION AND PROGRESS OF LABOUR.

VARIABLE NUMBER OF FILES WITH RECORDS P value
BEFORE SMDP DURING SMDP
(N=22) (N=1T71)

Foetal Condition Number Percentage | Number Percentage

parameters

Foetal heart rate 22 100 171 100

Status of membranes 19 86 171 100

and liquor

Degree of moulding 18 82 129 76

Caput 16 74 132 77 0.000

Progress of labour

Parameters

Cervical dilatation 19 86 171 100

Decent of presenting | 19 86 171 100

part

Uterine contraction 20 91 171 100 0.000

In table 5, the 22 case notes in the first group in which the partograph was used were
compared with 171 cases notes in the group during SMDP where the partograph was
used. This was done to elicit the appropriateness of use of partograph in both groups.As
shown in table 5, the fetal condition and progress of labour data records significantly
improved during the SMDP with 100% recording except for moulding and caput 76%
and 77% respectively (p=0.000).
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TABLE 6: RECORDS ON MATERNAL CONDITION

VARIABLE

B/p (blood
pressure)
Pulse
Respiration
Temperature
Ketonuria
Protenuria

Urine Volume

NUMBER OF FILES WITH RECORDS

BEFORE SMDP ( N=200)

DURING SMDP(N=200)

Number
120

150
140
120
50
60
67

Percentage
60.0

75.0
70.0
60.0
25.0
30.0
335

Number
185

200
200
185
85
90
120

Percentage
92.5

100
100
92.5
42.5
45.0
60.0

value

0.01

Table 6 shows records on maternal condition. There was a significant increase in the

recording of all the parameters after the SMDP intervention (p=0.01). However, the three

important parameters of urinalysis in the intrapartum period remained inadequately

recorded.
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TABLE 7:RECORDS MADE ON SUMMARY OF LABOUR

| VARIABLE NUMBER OF FILES WITH RECORDS P value
BEFORE SMDP DURING SMDP
(N =200) (N=200)
Duration of labour Number Percentage | Number Percentage
Duration of 1* stage 174 75 192 96
Duration of 2" stage | 143 72 156 78
Duration of 3" stage | 142 71 156 78 0.02
4™ Stage of Labour
Blood loss assessment | 154 77 191 96
Status of placenta 146 73 152 76
Syntocinon/ergometrine | 156 78 179 90
given
Status of membranes 149 75 170 85
Status of cord 134 67 152 76 0.02
New Born
Status of newborn 197 99 200 100
Sex 200 100 200 100
Birth weight 200 100 200 100 0.02

As shown in table 7 there was a marked improvement in recording of duration of labour

in the second group especially duration of 1% stage of labour where there was 87%

recording in the first group compared to 96% in the second group (p=0.02). There was a

lower recording of duration of 2™ and 3" stages of labour in both groups (71% - first;

78% - second). Fourth stage of labour was also more comprehensively recorded in the

second group with the greatest improvement in blood loss assessment (77% first; 96% -

second) p=0.02. The lowest recorded parameter here was the status of cord (67% - first;

76% second). Recording about the newborn was almost 100% in both groups. Apart
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from the partograph the data was sourced from admission notes, intrapartum case notes

and discharge summaries

TABLE 8: RECORDS MADE ON MODE OF DELIVERY

VARIABLE NUMBER OF FILES WITH RECORDS P value
BEFORE SMDP DURING SMDP
(N=200) (N=200)
Number  Percentage | Number Percentage

Spontaneous vertex | 148 100 157 100

delivery

| Vacuum extraction |3 100 3 100
Caesarian section 49 100 40 100 1.0

There was 100% record of the mode of delivery before and during SMDP. About 74% of
the mothers in the first group had spontaneous vertex delivery in comparison with the
second group where the number increased to 78.5%. The rate of vacuum extraction was
the same while the number of women delivered by caeserian section in first group

(24.3%) was more than in the second group (20%).
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" ABLE 9: RECORDS ON DURATION OF LABOUR AND APGAR SCORE

VARIABLE NUMBER OF FILES WITH RECORDS
BEFORE SMDP (N=200) DURING SMDP (N=200)
Number Percentage | Number Percentage
Duration of Labour 200 100 200 100
Apgar score 200 100 200 100

As shown in table 9, there was 100% record on duration of labour and apgar score before

SMDP and during the intervention period.
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TABLE 10: DATA ON COMPREHENSIVENESS OF RECORD STORAGE.

M VARIABLE NUMBER OF FILES WITH RECORDS P value
| BEFORE SMDP DURING SMDP
(N =200) (N =200)
Number Percentage | Number Percentage
Patients intrapartum notes | 200 100 200 100
Treatment sheet 96 48 176 88
Observation chart 173 87 199 99
Newborn notes 100 50 193 97
Postnatal records 188 94 190 95
Antenatal notes 86 43 192 96 0.046

Table 10 shows a significant improvement in data storage during the implementation of
SMDP (P<0.05). The patient’s intrapartum notes were recorded 100% in both groups.
Data recording and keeping of other parameters i.e. treatment sheet, observation chart
antenatal records were more effectively kept in the second group (88% - 99.5%)

compared to 48% - 94% in the first group.
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DISCUSSION

The study showed a good record retrieval rate of 86.9% in the group before the SMDP
and 89.6% in the group during the implementation of SMDP. The general demographic
data was well recorded before and during the SMDP implementation. The group before
the SMDP intervention study had a record of 96.5% and above while the group, during
the SMDP implementation, had a record of 99% and above in all demographic
parameters except religion which was poorly recorded in both groups. This may be
attributed to the fact that religion is hardly over referred to in management of labour or

administratively.

The demographic data is taken in the admission room for all patients due for admission
by the nurse on duty. The data is recorded in the file in a structured form, which ensures
| uniformity and comprehensive data collection.History taking plays an important role in
bmakjng a diagnosis and plan of management in the intrapartum period. Main complaints,
history of present illness and past medical history were equally well recorded with over
95% of the parameters recorded.
Records on family and social history, marital status, employment, chronic illness in the
family and history of twin pregnancy were greatly improved in the group during the
SMDP implementation (99% - 100%) compared to the group, before SMDP (83 — 90%).

Alcohol consumption and cigarette smoking are known to have hazardous effect on fetal
and maternal well-being. Menarche and characteristics of menstrual period help to
ascertain the last normal menstrual period. This is the most important parameter in
calculating the gestational age. Knowledge of contraceptive use helps ascertain the
character of menstrual flow prior to conception while history of previous pregnancies is
important in the management of intrapartum period. In this study, these parameters were
poorly recorded in the group before the SMDP (58% and 42%) with a slight improvement
in the group during the SMDP (62% and 47%).
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In comparison with an audit of care given to mothers in a maternity unit in large

academic hospital, Maclnerney et al'” found that past medical history was documented in

only 54% of the cases admitted.

Antenatal clinic records in Kakamega Hospital improved from 88% in the first group to
90% in the second group. This was much better than in the Maclnerney’s audit where

present antenatal history was reflected in only 12.2% of the records'’.

General and obstetric examination was well documented in both the group before SMDP
(91% - 100%) and during the SMDP (100%). There was an improvement in
documentation of diagnosis and plan of management from 87.5% and 84% respectively

in the group before SMDP to 100% and 96% during the SMDP.

The most important document in the intrapartum period is the partograph. This is a
graphic recording of progress of labour and salient features in the mother and fetus. It
serves as a tool for early decision making on transfer, augmentation of labour or
operative intervention. It is only useful if well documented and timely action is taken.
Despite the ample demonstration by WHO of the superiority of a partograph as an
intrapartum monitoring tool, it has only been extensively used in a few countries'?. In this
study the partograph was used only in 11% of the patients in the first group compared to
85% in the second group. The SMDP mostly targeted the intrapartum period and there
was a great impact. It must be noted that most of the mothers managed by partograph in
the first group were study cases by student midwives from the Kenya Medical Training
Centre Kakamega. It was therefore not routine to complete a partograph in Kakamega

before the introduction of SMDP.

For the purposes of comparing the appropriateness of use of partograph, the 22 cases in
which a partograph was used in the first group were compared with 171 cases in the
second group where the partograph was used. It is appreciated that study patients by
student nurses could skew the results and may not accurately reflect the standard practice

of record keeping in the intrapartum period in the hospital.
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All parameters on the fetal condition and progress of labour in the group during the
SMDP implementation were documented 100%. In the group before SMDP, status of
membranes, cervical dilatation and descent of presenting part were recorded in 20 out of
22 partographs (91%). In a set up where monitoring of labour by partograph was not
routine it is commendable that only 2 out of 22 partographs mostly filled by student
midwives failed to record parameters on fetal condition.During the SMDP on the other
hand, the importance of monitoring the fetal condition was fully appreciated and its

parameters appropriately recorded.

Appreciation of formation of moulding, caput and significance of a crossed action line is
the hallmark in the diagnosis of abnormal progress of labour long before it becomes
protracted. In this study, on average, 23% of the partographs both before and during
SMDP had no record of degree of moulding and caput formation. This is an area that
 needs to be revisited both in the KMTC Kakamega and continuous medical education
among trained staff in PGH Kakamega. This compares with Maclnerney’s study where

only 18% of the records had complete vaginal examination findings.

In Njoroge’s study carried out at a rural district in Kenya, 50% of the respondents had
low knowledge of the partograph.'® He also showed that the ability to use parameters on
the partograph to make decisions was low and of the respondents, 60.3% could not apply
the findings on the partograph to make a decision on active management of labour. In this
study the number of cases who had spontaneous vertex delivery slightly increased during

the SMDP (78.5%) as compared to the group before SMDP (74%).

Monitoring the maternal condition is one of the major components of management of
labour. Blood pressure measurement helps in diagnosing and monitoring such conditions
as preeclamptic toxicosis/ecclampsia and shock. Before SMDP, only 60% of the cases
had blood pressure recorded while 92.5% was recorded during the SMDP. Monitoring of
pulse, respiration rate and temperature helps in assessing the general condition of the
patient. There was marked improvement in monitoring these parameters form 75%, 70%
and 60% before SMDP to almost 100% during the SMDP. Urinalysis and monitoring
urine output are the quickest means of assessing renal functions, which are adversely

affected in such conditions as PET/Ecclampsia, shock, diabetic ketoacidosis. These were
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poorly recorded before the SMDP with ketonuria, protenuria and urine volume recorded
in 25%, 30%, 33% compared to 42.5%, 45%, and 60% respectively during the SMDP.

The importance of urinalysis in monitoring maternal conditions needs to be reaffirmed.

Summary of labour was generally well documented in both groups, the difference being
that the majority of labour summaries in the group before SMDP were not recorded on a
partograph, which was used in only 11% of the cases. A general improvement in
recording summary of labour was noted during the SMDP. The most significant
improvement was blood assessment record where 77% were recorded before SMDP,

compared to 95.5% during SMDP.

Duration of 1% stage of labour (87% before SMDP; 96% during SMDP) was better
recorded than in 2" and 3" stage (71% before SMDP; 78% during SMDP). Statuses of
newborn, sex and birth weight were commendably well documented in both groups with

almost 100% record..

Comprehensiveness of record storage was greatly improved during the SMDP, notably
the treatment sheet which was retrieved in 48% of cases in first group compared to 88%
of cases in second group. Likewise new born notes and antenatal notes were retrieved in
50% and 43% before the SMDP as compared to 96.5% and 96% of cases after the SMDP

respectively.

In conclusion the quality of records in the intrapartum period at the PGH Kakamega
before the introduction of SMDP was poor, especially the dismal use of partograph. With
the introduction of SMDP the record keeping drastically improved and the partograph
was incooperated in the management of labour. Continuous medical education and
seminars for all medical personnel through such projects as SMDP should be extended
across the country to revive and sustain good obstetric care through appropriate
partograph use among other measures. Sustained provision of stationery would ensure

uninterrupted record keeping in health delivery centres
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GYNAECOLOGY SHORT CASES
CASE NO 1: BARTHOLIN’S ABSCESS — MARSUPIALISATION

NAME: V.M PARITY 0+0
AGE: 16years D.O.A. 25/8/2002
IPNO: 0820933 D.O.D. 27/8/2002

Presenting complaints

She was admitted to the acute gynaecology ward through Casualty with complaints of

painful swelling of the right labium majus for three days.

History Presenting Iliness

She had been well until two weeks prior to admission when she noted some yellowish
foul smelling vaginal discharge. This was followed by a local pain at the right labium
majus a week later, and then she noted a swelling that had increased in size making
walking difficult two days prior to admission. She was sexually active and reported

sexual intercourse a week prior to the onset of the present illness.

Gynaecology History

She was para 0+0. Her menarche was at 16 years of age. The menstrual cycles were
regular, occurring every 28 days and the flow lasted 3 days. Her last menstrual period

was 25/8/2002. she had no history of contraceptive use.

Past Medical History

This was non contributory.

Family and Social History

She was a school girl who had just completed standard eight. She was a last born in a
family of seven siblings all alive and well. Both parents were alive and well. The family
lived in Huruma Estate in Nairobi. There was no history of any chronic illness in the

family.
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General Condition

She was a young lady in fair general condition. She had no pallor, jaundice, oedema or

lymphadenopathy. Her temperature was 37.2°C.

Her cardiovascular, central nervous and respiratory systems were essentially normal.

Abdominal Examination

The abdomen was scaphoid, soft and had no areas of tenderness. Liver and spleen were

not palpable. There were no palpable masses.

Pelvic Examination

There was an obvious swelling visible in the right labium majus, inferiorly about 6 x 4cm
in dimensions, cystic. It was pointing medially and was markedly tender. There was
minimal yellowish discharge seen from the vaginal introitus. A hymenal ring was noted
at the introitus. Digital examination was not done due to the severe pain.

Diagnosis
A right sided Bartholin’s abscess .

Investigations

Haemogram:
Haemoglobin - 12.2 g/di
Platelets - 283 x 10°/1
WBC - 9.6 x 1071

Urea and Electrolytes:
BUN - 2.9 mmol/1
K+ - 4.2 mmol/1
Na+ - 137mmol/1

Management

Patient was prepared for marsupialisation of the abscess. Informed consent was signed
by a consultant as the patient was below the legal age of 18 years. The procedure was
explained to her. Atropin 0.6mg and pethidine 50mg were given intramuscularly %2 hour

before theatre. In theatre she was put under general anaesthesia. She was not intubated
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but was on spontaneous respiration under mask. In lithotomy position, vulvo-vaginal
toilet was done and the operation area was draped. A longitudinal incision was made
along the mucocutaneous junction over the most pointig area. Thick yellowish foul
smelling pus about 20mls was obtained. The abscess cavity was cleaned with diluted
savlon solution. The cavity lining was everted and sutured to adjacent normal skin and
mucous membrane using chromic catgut suture No. 2/0. interrupted stitches. A betadine-
soaked gauze pack was left in situ to be removed after 24 hours. She was taken to the

recovery room after reversal of anaesthesia.

Post-operative management

Vital signs were observed %2 hourly till full awake then she was taken to the ward. She
was given 100mg pethidine intramuscularly in the ward and started on Doxycycline
capsules 100mg 12 hourly, Noroxine 800mg stat and flagyl 400mg 8 hourly to cover
‘gram negative and gram positive bacteria with anaerobes.

On the second day after surgery, the gauge pack was removed from the operation site and
the patient was discharged home on the above treatment for one week and advised to
clean the wound three times daily with betadine solution. She was given an appointment

at the High Risk clinic after two weeks.

Follow-up

She was reviewed at the high risk clinic and the wound had healed. She was counseled on
STI and underwent VCT.
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COMMENT

The patient presented here was diagnosed to have a right sided Bartholin’s abscess for
which marsupialisation was done.

Bartholin “abscess” develops in the gland of the same name; these glands were first
described by Thomas Bartholin in 1677 as paired tubulo—alveolar glands that secreted a
clear mucoid secretion which is thought to provide continous lubrication for the
vestibular surface'. They are homologous to Cowpers glands in the male lying
posterolateral to the vaginal orifice. They are pea-sized, oval shaped and not normally
palpable. Lined by transitional epithelium, the ducts open towards the vestibular surface
and secrete a mucoid secretion which has minimal or no role in sexual intercourse'. The
duct is prone to obstruction following various causes i.e infection, inspissated mucus,
congenital narrowing of the duct and mediolateral episiotomy.A mucoid translucent

material accumulates forming a cyst; an abscess forms either by primary infection of the

~ gland or a pre-existing cyst gets infected®. This patient gave no history of a pre-existing

labial swelling prior to the abscess.

The incidence of Bartholin’s abscess in Kenyatta National Hospital is about 1.7% of total
emergency gynaecological admissions; 82.7% of these patients are aged 12 to 29 years’.
Ndede in his study KNH found an inicidence of 1.9% with a mean age of 22.5 years".
Below age 10 years, the disease usually does not occur hence it is basically confined to
the most sexually active groups. The patient described here falls within this age group.
Less than 10% of abscesses are due to gonorrheal infection. The others range through a
spectrum of infected cyst to a frank abscess including facultative gram negative rods in
pure cultures, to mixed infections with anaerobes, facultative and aerobic members of the

45 s 5 5 g 5
. No bacteriological studies wer done in our patient as there were no

vaginal flora
sterile specimen bottles available. Symptoms are usually those of subacute or acute
inflammation. Acute cases are associated with great pain and tenderness in the labia on
walking, associated with fever and malaise. The gland may be palpable as a “pea” like
body deep in the tissues, and a drop of pus may be visible at the duct orifice, seen
surrounded by a red zone of inflammation known as the Maaile of Sanger. Mumia at
KNH found that almost all patients presented with vulval swelling and difficulty in
walking or sitting and all had tenderness and fluctuance of the swelling?”.

Management of bartholin’s abscess involves pain relief and surgical drainage of pus.

Unlike other abscesses which are effectively managed by simple drainage, bartholin’s
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abscess almost always seals off with a resultant recurrence.A special surgical technique,
marsupialisation, is used. It ensures the stroma remains patent postoperatively.It can be

367 Antibiotics and cleaning the

performed under local, regional general anaesthesia
wound with betadine solution and adequate analgesia is given. The patient presented was
done marsupialisation under general anaesthesia and put on antibiotics. Marsupialisation
is associated with a recurrence rate of 10-15% and this occurs secondary to fibrosis of the

orifice. Mumia found a recurrence rate of 15% with 50% of these occurring in the first

year.?
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CASE NO 2: RUPTURED TUBAL PREGNANCY - PARTIAL
SALPINGECTOMY DONE

NAME: LN PARITY 1+0
AGE: 2lyears DOA 1/8/2002
IPNO: 0820541 DOD 5/8/2002

Presenting History
She was admitted through casualty with history of low abdominal pain and vaginal

spotting for 3 days. She had been treated in a private clinic but the problem progressively
worsened. She developed dizziness, weakness and felt nauseated. She decided to seek

treatment at Kenyatta National Hospital.

~ Past Obstetric and Gynaecologic History

She was para 1+0; having had vaginal delivery in 2000 to a live female infant the child
was alive and well.She repored a normal puerperium with no signs of sepsis.She had
vaginal discharge on and off but never sought medical advice thinking it was normal.
Her menarche was at 16 years; she had regular menses occurring every 28 days with a
flow of 3 days. Her last normal menstrual period was on 3/7/2002 hence amenorrhea was

barely 4 weeks. She had used contraceptive pills till May 2002 then stopped.

Past Medical History

Was not contributory.

Family and Social History

She was a married woman living with her husband at Kibera. She worked as a house
help while her husband worked as a cook in a hotel. There was no family history of

chronic illness.

General Examination

The general condition was fair but she appeared in pain. She had mild pallor. Her pulse

was 98/min, feeble and regular. Temperature 37.2°C, blood pressure was 80/50mmHg.
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Abdominal Examination
She had a moderately uniformly distended lower abdomen with marked tenderness and

guarding. She also had positive rebound tenderness. Liver and spleen were not palpable.

Pelvic Examination
External genitalia was normal. The cervix was firm long and the os was closed. The

adnexa were markedly tender with positive cervical excitation test to the right side. The
pouch of Douglas felt boggy. Bimanual palpation was hindered by tenderness. There was
blood on examination fingers.

Abnominal Paracentesis

Having swabbed the left iliac fossa area with spirit, the patient was made to lic on the

same side. Using a 10cc syringe and 21gauge hypodermic needle, paracentesis was

performed at the swabbed area; about Smls of non-clotting blood was aspirated.

Diagnosis
Ruptured ectopic pregnancy.

Management
The plan to take the patient for emergency laparatomy was made. Two units of blood

were requested. An intravenous infusion of N-saline was commenced, an informed
consent was taken from the patient and theatre was informed. Routine patient preparation
was done. She was premedicated with intramuscular atropine 0.6mg plus pethidine 50
mg. The patient was then wheeled to the operating theatre.

Surgery

Patient was put under anaesthesia before vulvovaginal toilet was done and patient draped
and catheterised. In supine position, the abdomen was cleaned and draped. Through a
pfannestial incision, the abdomen was opened in layers. A large gush of
hemoperitoneum was noted. A ruptured left ampullary pregnancy was noted and the
medial side of the ruptured area immediately held between clamps. The right tube and
both ovaries and uterus appeared grossly normal. There were no adhensions. The
affected portion of the left tube was resected and the stump ligated with a catgut No. 1

suture. A hemoperitoneum of about one litre was evacuated. Having ensured

182



hemostasis, other abdominal organs were inspected and found normal; swabs and
instruments were counted and found correct. The abdomen was closed in layers, skin
done with chromic catgut No. 2/0 subcuticular stitch. She was reversed successfully

from anesthesia. Total blood loss was about 1 litre.

Post Operative Management

She was observed ¥ hourly in the recovery room till fully awake then taken to the ward
for 4 hourly observations. By the next morning, bowel sounds were present and oral sips
and medication were commenced. She was put on Amoxycillin and ponstan. On day
three her general condition was good; she had no fever, was now on light diet and was
fully mobile. The abdomen was soft. She was discharged on the 4™ day on hematinics,

analgesics, and antibiotics to be seen in the gynecology clinic after six weeks.

Follow up
The patient turned up for the next appointment scheduled for 19/8/2002 and had no

complaints.The wound was well healed. She was discharged from the clinic.

COMMENTS

The patient presented here a 25year old para 1+0 who was admitted with a three day

history of low abdominal pain and vaginal spotting for which a diagnosis of ruptured
ectopic pregnancy was made and laparotomy was done. Crifford in England described
ectopic pregnancy in 1931 as a condition in which the fertilized ovum was implanted
anywhere outside the uterine cavity. Approximately 95% of extrauterine implantations
occur in the fallopian tube, of which those in the ampulla accounts for 55% of all tubal
implantations, the isthmus has 20.25%, infundibulum and fimbria have 17% and the
interstitial segment has 2.4%, less often it occurs in the ovary, cornua, cervix and the
peritoneal cavity'!. The patient presented had left tubal pregnancy in the ampullary
region. Mwathe? found ampullary (34.7%), fimbrial (14.8%) isthmic (19.5%) at
Kenyatta National Hospital. The incidence of ectopic pregnancies varies from place to
place, but has been reported to be higher in developing countries. Mwathe? noted that in
Kenyatta National Hospital, 4 to 5 patients were admitted to the acute gynecology ward

weekly due to ectopic pregnancy. The incidence appears to be increasing with
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industrialization and this has been attributed to: improved methods of diagnosis and
reporting, an increase in the prevalence of sexually transmitted infections, the use of
contraceptive methods that prevent intrauterine but not ectopic pregnancy e.g intrauterine
contraceptive device (IUCD) and progestin only pill, unsuccessful tubal sterilization,
fertility induced by ovulatory agents and tuboplasty for infertility.'”* On the contrary,
the mortality rates due to ectopic pregnancy have declined markedly due to earlier
diagnosis and intervention although it remains a major cause of mortality in the first
trimester of pregnancy' .

The aetiology revolves mainly around tubal factors that lead to delay or prevention of
transport of the fertilized ovum to the uterine cavity. These can be divided into
mechanical and functional factors.The former include salpingitis, peritubal adhesions,
developmental anomalies of the tube, previous tubal surgery, tumors that distort the tube
and use of IUCD"*. Mwathe? in Kenyatta National Hospital found that 53.8% of patients
had evident previous pelvic inflammatory disease. The latter delay passage of the
fertilized ovum into the uterine cavity. They include external migration of the ovum,
altered tubal motility following changes in serum levels of estrogen and progesterone e.g
use of progestin only pill, and cigarette smoking at the time of conception '. No history
of any of these factors was elicited in this patient.

The role of the intrauterine contraceptive device is well documented though a causal
relationship is as yet unproven. It is thought that it reduces intrauterine gestations by
99.5% tubal implantation by 99% but ovarian pregnancies not at all °, thus accounting for
the apparent relative increase in tubal and ovarian pregnancies among its users. In
Kenyatta National Hospital Mwathe actually found that 52.4% of those with ectopic
pregnancy had the device in situ at the time of presentation’.

The patient discussed here had not used the device but had used oral contraceptive pills
for which no increased risk of ectopic pregnancy (during or after use) has been reported °.
Interesting to note is the fact that the first reported pregnancy resulting from in vitro
fertilization (IVF) was tubal pregnancy?®; it is speculated that accidental injection of the
embryo into the tubes may have occurred during embryo transfer and since most women
undergoing the IVF programme have damaged tubes, the functional ability to transfer the
embryo back into the uterus was lacking hence resulting in ectopic pregnancy.

Embryonal factors resulting to ectopic gestation include both chromosomal and structural

anomalies.
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Once the fertilized egg implants in the tubal mucosa the villous trophoblast rapidly
: invades mucosa and ruptures in to the connective tissue between the tubal serosa and
endosalpinx. A haematoma forms and propagates as the pregnancy grows, ultimately
bleeding from the fembrial end but not through the lumen. When the serosa is stretched
to this limit, tubal rupture occurs . Tubal abortion may also occur. The rupture occurs in
very early gestation and some patients may not give a history of amenorrhea. The patient
presented here actually had barely four weeks since her last menstrual period. Rupture
causes a hemoperitoneum due to haemorrhage from exposed blood vessels from the tubal
branches of ovarian-uterine anastomosis.
Ectopic pregnancy can occur in women any age between menarche and menopause but
majority in our hospital are in the 20-30 years (72.9%). Those of parity two or less have
been found more and comprised 66% in Kenyatta National Hospital®. The patient
described was a 21 years old para 1+0. There is thus a common element of subfertility in
these patients.
The diagnosis of ectopic pregnancy is in a number of cases a major problem. The signs
and symptoms tend to be very non-specific especially in a slow leaking or a chronic one;
a high degree of suspicion thus is very vital. A ruptured ectopic is usually so dramatic
that the diagnosis is rather straight forward in majority of cases. In this regard, any
female of reproductive age presenting with a history of amenorrhea of short duration,
acute low abdominal pain and pallor should be evaluated for a possible ectopic
pregnancy. Majority of patients will present with abdominal pain even prior to rupture.
In Kenyatta National Hospital, this accounted for 76.2% while in other centers upto 90 —
100% of patient had abdominal pain, amenorrhea and dizziness as notable symptoms.
Examination findings corroborated with the symptoms will usually help to arrive to a
diagnosis; pallor, low abdominal tenderness, and adnexal mass and positive cervical
excitation are usually present. The uterus may be enlarged secondary to hormonal
stimulus but it is often not as enlarged as one would expect for the period of amenorrhea
and is in most cases of normal size.
Blood pressure and pulse changes are related to the magnitude of intra-abdominal
haemorrhage while fever is uncommon. This patient had most of these signs including
“abdominal tenderness, positive cervical motion tenderness, a feeble thready pulse and a
low blood pressure. Paracentesis was positive as is common in most ectopic pregnancies

presenting to Kenyatta Nationai Hospital (85.6%).
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r certainty of diagnosis, where some doubt exists due to other gynaecological and
_'cal conditions that may mimic ectopic gestation, corroborative tests are normally
ne. Routine urine pregnancy tests are often negative and false positives also do occur
e their sensitivity is based on titres of 700-3500Miu of HCG/ml which are higher
an produced in most ectopic pregnancies. Radio receptor serum assays and
dioimmunoassay are more sensitive but expensive.

ic ultrasonography has proven a very useful diagnositic tool; definitive diagnosis is
e presence of a gestational sac and a fetus in the adnexa with an empty uterus. Most
-« are notable at 7 to 8 weeks since the last menstrual period. Other useful
nfirmatiory tests include culdocentesis, dilation and curettage (for Arias-Stella decidual
A tion), laparoscopy and combinations of above diagnostic tests.

irgical management remains the conventional mode of treatment especially for the
ed one, and future fertility is not a concern especially where tubal rupture causes
.'ff»rc ive tubal damage or excessive intraperitoneal haemorrhage. Hemostatic clamps are
aced across the mesosalpinx near the rupture area; the pedicles are cut and suturing
_‘za: with chromic catgut or dexon sutures. The ipsilateral ovary is normally spared
nless it is involved in the ectopic, grossly abnormal or appears to have a compromised
lood supply following salpingectomy. Conservative approach to management has been
“ ated especially in cases where patients have a poor reproductive history. Methods
include fimbrial expression (milking) and sapingostomy; the role of single dose
ethotrexate therapy is also well documented in unruptured or persistent ectopic
j"onl’3’7’9. The patient presented here had a left partial salpingerctomy done
ccessfully; the other tube and both ovaries were grossly normal and were spared. She
as not transfused despite a blood loss of 1000mls but nevertheless her vital signs and
neral condition remained stable until she was discharged from the hospitél.

"lusively, it is notable that ectopic pregnancy is a major gynaecological emergency
n often proves a diagnostic problem; it is highly related to increased morbidity,
ity and impaired fertility among reproductive age women. Generally in these
omen, the prognosis for a normal intrauterine pregnancy is not good; in those
going conservative surgery, normal viable pregnancy rates of 50-85% have been
orted'>.  Of prognostic significance is the fact that after a single ectopic pregnancy,

: chance of another one is increased such that the reproductive capacity of these women
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further. With the coming of in vitro fertilization (IVF) there is nevertheless hope

viable intrauterine pregnancy for these women.
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CASE NO.3: HYDATIDIFORM MOLE-SUCTION CURETTAGE

NAME: P.W PARITY 2+0
AGE: 26 Years D.O.A 3/8/2002
IPNO: 0820750 D.0O.D 4/8/2002
Presenting Complaint

The patient was admitted to the acute gynaecology ward with a history of low abdominal

pain and vaginal bleeding for two weeks.

History of Presenting Complaint

The patient was well until two weeks prior to admission when she started developing low
abdominal pain. The pain had progressively worsened and was accompanied by vaginal
bleeding. At this time she had amenorrhea of 4 months. On admission, she said she had
‘not expelled any conceputs. She had experienced nausea and vomiting early in
pregnancy which had persisted at time of admission. Her last menstrual period had been
on 26/3/02 thus, she had an amenorrhea of 18 weeks. When she was seen in the casualty,

a diagnosis of threatened abortion had been made and she was admitted.

Past Obstetric and Gynaecologic History
She attained her menarche at the age of 15 years and had then had regular menstrual

periods lasting 4 days in a 26 day cycle. She was para 2+0 and all the deliveries were
normal. Her last delivery was in 1998. Both children were alive and well. She had used
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