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CASE NOo 12~ VACUUTl .EXTRJ\CTIOI~

Ace~ 36 yrs. Cbs. No. 3171/78
Tri be ; Ki.kuyu Adm.ittu1 on 27-7-70
Pa r-v i t'l ~ 5-{-0 Dischar,ed on 29-7-70.

E.0.D. 2-c··7('

Antenatal arc at Kenya t t.a Ila tLonaL Hospital. She was booked
at 24 weoks ;'.1a turi ty. T~1.euterine size co rrcs\'onded w i.t.h

c~ates she atten(~ed six ti;~kS.. Ther-e V,'C.Sno abno r-nal i. ty
c:etQ-cted dur-i.n ; antenatal po r-i.od ••

ANTENATAL INVESTIGA TION

Her heic;ht was 5 f'ce t 2 inches. Hb 12.6[01 %, PCV 40.2
Ser oLogy was negative. Blood group was 0 Rhesus group D tve.

OBSTETRIC AND GYNAECOLOGICt~L HISTORY~

Para 6+0. Tne deliveries were at terr:l between 1960 and

J972. There were spontaneous vertc?x deliveries at home. All
children were alive and wel L, The wights and duration of labour
were unknown;

She had manar-chc at 14 years of age. She had reular I1enst-

rual cycles, each oenstrual period would last for four days

and occurred every thirty days ..

She nad never used any metho d of f'an l Ly planning.

PAST r'1EDICAL hISTORY
She had cli8gnosed aplastic anaem.I a f'r-orn 1975. She had

had blood transfusion in lS75 a~d 19760

She was on oxymet.ha Io ne and folic acid. She VJaSbeing
followed up in Haematolocy clinic.
SOCLCl.L AND FAMILY HISTORY~

She vra s a married housewife. Her husband was a businessoano

LABOUR
She was admi tted wLth a history of labour pr.Lns for 6

hou r s , There VTaSno history of bleeding or draining liquor.

She was 39 weeks by dates.
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131cod pressure
Pulse Cl -ocr m.i.nutc

I~es-:JirC:l-~oryrate 21 ~Jcr mi.nut.e
Ire;"L:DC:L~3'i~ure 3609° Co

Cardiovasculer, respiratory and central nervous systems 'Nere
no r-mal.,

ABDOI',UNAL EX.4IVIINATION ~

T}1eu t.er i.no size Vlc".S tor:,;o The fetus had Lo ng i tudinD.l lio

wi th cephalic presentation. Ther'c was no hepa'to sp Lcnone gaLy

Fetal he ar t sound was heard and regular at 13C pcr minute.
Uterine contractions were fel t.There two contractions per r.Lnu t

each contracti.on lasting 20 - 40 seconds.

VAGIN.L\L EXAIVIINATION~

The exter:n.al gen i tali a was no r-mal , The vaginal felt nor-na l ,
The c er-o Lx v.J8.s 4 - 5 C!'; d.i Lr.t.e d and effaced. It was \Icll applied

to the presentinG part.

It was cephalic present2ti02 in bccirito-posterior position •
There was no capu t or moulding. It was one,-fifth p a.Lpahl.e

above the pelvic bri~o

The :nG;lbranes wo r= intact l\rtificial r~:r,ture of membr-ano s
,
'i.-L~S dorie u s Ln, ko chc r Ls f'o r-c.z+s , llc conLu.: - 3-c;~.i"1'-C. liquor

was o bta ine d , 'I'he r-e was no cord presentation.

The aac r'aL promontory could not be reached. rine ischial
spines were not prominent. 'Ine inter-tuberous d r.amc te r- were
fiting four IDludcles. The subpubic anglo was not acute.

If/IPRESSION~

The patient was found to be in established labour.
In vi.cw of the meconium - stained liquor the f'o L'Low ing

were done ~

(a) Fetal hart sound was monitored quarter - hourly.
(b) 1\-[0units of whole co.nputi ble blood vra s requested.
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(c) Lnt.r-avcnouc 5,:0::11of 10iu ::l;c,_xtros,:::','(:;_,'3 started.

(cl) 'l'ho p2tL:nc ',,:-2S Ln s t ruc too to as sume 10ft La tc ra.I

posi tion •
.,J Four hours Lacc r , i"tEl har-t sou.nd.s c~ror>,~c<to 110 ~-cr

con t Lnue d cftor uterine con t.r-ac t i cn cnto 'the ne xc ccr.t.rv.c t.Lo n ,

was palpable above the pelvic brim.

A dianosis of f'ctr.L distress in second stage of labour I,TQS

.nade ,

This necessitatcc: urgent delivery which 'de:_E.' oxpLo i ned
to the patient.
VACUT.JiVIEXTEJ--\CTICN ~

'Ih e pr t i.en t V!3S plc~cL·d ill ::'ithoto;-:y position and oxygen
was a&1inistcrcd by

with sterile towels.
The vulva was c Lc ancd and draped

The blc:clclc='r';Jas c a'thc tc r-i.sed.
The pe-rineum was Lnfi Ltrated w i. th 15 mL, 01' 2% procaine

hydrochloride. Lo.f t 111eclio-l:::lter8_1episiotony \.I2.S pe r-f'ormod,

IJ" bi?; maI s t rom cup 1;12S f.L ttecl to the s ca Lp avo----iding
ma t.e r-no L soft 't is su. s. Pressure v,-2s gently built up up to

0.5 Kgm sq. cm. The pa ti en t '.vas encoura::;ed to bo a r- - down with
each uterine contraction. At the same time,:-:;cntle trLction
was als6 D~rforDed.~ Witn SUC;l a pro ce dur-e , the head I!las
easily delivered face to ~ubic.

cup disconnected. TDe rest 01' t~lC: baby \:~_S deli ve r-cd in the

no rma I manner. Lrrcr-ave nou s erc';(:LLt;rj_;~~
the de l i.vory of anterior s hou.i.de r-, Tne body scor~d 10 at one
rni.nu t;e and 10 at five roi nu te s , The body weigh.:-:-cljlj20 kg s ,

The p.Lac en t;a VIas deli vo r-cd by controlled cO::'---Gfraction.
The placenta weic~'hed tOO gm. Bloocl Lo ss \\TQS 150 r..L,

The baby and the mo t.her: we l L,

third day af t.e r- de.Li.ve ry ,

POSTNATAL VISIT~

She was well. 1110 ba by V/c-}S being br-e as t-cf'c d•• She had nor-
mal inoluted uterus on pelvic examination.
sme a r- was Gone and reported to be class I.

Papanicolour
She was edv Ls ed

on contrsception. She accepted to have intra-uterine device.
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The V2.CUUl,; ventouse 1- .'C'. we know
. ,

"1 _,4
~_ V

---devc Lope d by ;;l,~lmstof" ()~l a r.cv ,::!:';_ilci.:)lc.

suction 2nd tl~ction on a ~~t21 cup ~o si "?d t.h.. t t~l.Csuction

in the b i r-t.h canal.

in~urc the r'lot:12r.

It is therefcre vir~lally i~p03sibl~ to

It involves no disp12ce~Lnt of the head.
~ects c',elivery in tho ncr.r-e st ·v.ray 2.C" phy sLoLoj i.ca.l. de.l i.ve ry

~onald 1972, bi~Jon and Philpott 1973).
Another m3jor a dvan tagc.: of vacuum ext.r-ac to r- is that it a\J..ows

us to Ln t.cr-vone on o i. thcr fetal o r- macc r-na L Ln t.er'e s t bc f'or'e full

dilatation of th0 cClvix (Chaluers 1964).
fJbtern2..1 indications for VCCUUr:1 extraction are ~-

Dolay of second stage. Thirty minutes or more

and hfenty minutes or more consti tuto 2. deLay in
second sta[{o in p r-Lmi.gr-avi da and mul,tips.rae
r-esp ec t ively .•

(b) In uterine tne r-t.i a , whe r-e syntoci tion stinulation

ha s failed and t.he r-o is no cephe l.opeLv i c dis1)roiJo-

tion.
e c) To avo id mate rnaI effort as in c2.cliac rreocla:,lp.-tic-

o cLe arrp ti c pati ont s ,

'll10fetal Lnd i.c a tLone are~-

(a) Fetsl distress in lRt2 first staGe or
'I':'1.C Lat ter 1/IR.S th·? indicat-

ion in the cas e be i ng discussed. In such
si tuations dcLi, very may bo accompLi she d much
mor-c qui ck.Ly than would be achieved by
cae sc r-i ar, se-ction.

Some i.ncu ca t i ons may be gr-oupe d 8S f'o to-ona t.or-na L, 'Ihese
are bordarline cases of cepholopclvic disproportion. VentoUse
can be USed to correct r~18tivc disproportion (lul? to deflexion
of the head , It is not usod to overcone marked absolutu
disproportion whcre thGre is a.l r-cc dy opt imcL head flexion.
(~imons and Philpott 1973).
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(~ebbf.c (1~6) USGd vaCUUGex t r-ac t.t c.n C'.ftl_r symphys i o tor;-,y

in nild copha LopeLvic to .::d1ic:vc:vc:,ginal dcl Lvor-y in 9[.9;0 out
of 7(:0 C2525.

For suc cc s s fu L deli 'T-:".ry by vaCUWJcx t rr.c to r- t~lC: f'oL'l.ow.i ng

(8) l:}r(;sentc' tion
( '-\b;

dils t.e d ,

be fully dilate~.
(c) Good uterine contr[ctions.

(d) Mothers co-operation.
In 2. mul tip8.rou.s pc,ticc'Ylt in socond st2;,;e, lot21 he ad high

and unrotated vontousc will promote rot2tio~ of head and easy
deli very may rc su l. t; , 'V/il1cock (1962) rccordccl a moan birth woi =ht

of [,1bs 15 oz in such casr-s , In pr-o no t.tcn s r'ot.ct i on where this
is required as where occiput is trar::svcrse or posterior positions.

In the case undc r study the he ad wos delivc:rcd £0.CO to pubic •

The fe tus woir~hc·cl3420 gm.
In cases of cord prolapse whor-e the cervix is app ro acht r.g

full diLet.e t i on , There is a ne ed for ur gcn t c~(:livery.

extractor Is a handy instrument to USG. It is r-cpor te d to be
bo t t.e r- than f'or-c cc s in such cases. It also sr.vc s nocessi t.y for
abdc-n i.na.l do.Lt.vc ry (vhl10cks 1962) •

. ~
Howevor , "entouse:.,contraincUcated in maLphcscn tc t.t or, arid

moderate to severe? disproportion.
a small p rt. torr:r infant.

It is nlso unsut2ble in

Tho [:1ajor causes of failure are ~-
FauLty tc.'chl1iquc and unrl.i agno sc d d.ispo rpo r-t.Lon0 (\!illocks

1962) •
The largest the cup us cd the [~reater the adhesion whi ch can

be obtained. 1'11e Lar-gc s t cup with rogo.rd
dilatation of the cervix should be used.

to the degree of
(C1alucrs 1964).

The cup .nus t be paLpat.ed all round to make sure? +ha't no
me.tcrnal 'ti.s sur. is included wrien it is on fe tal s ca Lp,

A V8CUUG1of mi nu s 0.6 to - 0.8 kg. per sq. C::1. is built
up in s tagc s over a pcr Lod of five to six minutes 0 This period
is necessary to achieve- p r-oper f'o r-iaa t i ori of ;;chir:;non:l, the
artificial caput on 'which sa t.i s f'ac to r-y adhe s i.on depends.
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sl y

T:::-'~ct::"cn

Hith .Ln simul tC'cYLOU-

(a) ono is pulling h2r~.
(b) '"1 t ] nt t'- erne. _ sc~: -JCT s na\lC , , ','-:: included "I

than onceo If .it. CO;l1CS off o.fter repLat app l Lcct.Lon aL terr at i.ve

moan s of dc i i.vc r-y should be considered.
The V8.CUUD 1.S r-c Lca s cd t:e soon CJ.S the 11(..2l1 is c r-own i.n.; •.

LYle delivery con thcn be comp l otcd in the nc rmr-L way , Delive:ry

should be comp l.c t.od 1:Tithin twenty minutes. Pe~sistcnce with
unsui tablc C2.SC' may mean d.i sc s t.cr- for the ch.i Ld (;)i110ck 1964) 0

Fe t8,1 t:!.1QUFlnof varying dog rc c ha s been r-ccor-dc d in

f tu ' l' d b ~ Ch . , t ' -P • • l ') l' he s e s GO rite _ y v,cncous. ru.gnor; \Qr ar i.c i.e r caput 1;iDlC_

disappcQrs within a few hours was recorded in 400 cases.
There vlaS cerebral .irl'i f.a t i ori in 15 cases. Ce~h210 haemntoma

in 4, extensive scalp effusion in IS and scalp necrosis in
(Chalmers 1964). Delivery by vacuum extractio~ w~cn associ2ted
w i. th a 'thrombo t.e s t ac ti vi ty be Low lO?S corist i t.ut.e s 8. !Sravc

risk of f:~tDl or dell.~erous su bar.oncu r'c t.Lc hac rio r-r-hr '- in

the baby. ( t.: 'Anu j a Kerr 1969).
It has been next to impossible to compare vncuum extroctor

w i,t.h forceps. The latter is hardly ever used in our unit.
Vacuum cxt.r-ac t i on e::TIC'lOh:d the C20Y ill quc s t Lcri to be

delivered in 2 r08sonacle state ~s assessed by Ar~Qrscorc.
No mate r-n oL injury wo.s inflicted.
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Cord :rrolapsc
to the f'e tu s ,

and plRccntal insufficiency in labour
T;'-.'1 ",.~......c- r~ T ~ -."""); +c1 -::-~ r: (l 07< '; r-o co r-d ....-,O-;_"~_ ,c,Il <,•• ::'hc '- 1. __ v n.·_,r~ \ _.-/ U, \.:. '-- __ cc::'-_

are 2dd(:,c~ ri sk

1:1. nul tipQrous C,J.scs a L'Lowed trial 0:;:' Labour- by iLs t.akc or

rLl;turc.
'l"-hc, "'" ol.v L c, o f tn' c·" ""-j .i .nt 'o,·~.inrr d i <; C1U c:; C,., (1 h '-,(1 (~C-"'-,r,[, c, +-r'01-:-CGJ 0_"e 1"'" ,~~ ""- .1.,<..;. v L v '-..." c~ ,.-~ .•...,.J,_ - c,~. U .• '-'-"~ v '-'- v \4)l:D

in.coLll::;s-t.:nc2to handle an average: - s i zcd baby. The :x~by die Q.its
.4part from p sy choLog i cc.I tr2\.;:;-1cLsshe: hcd no long-terra norbidi ty.

Had she boen al Lowod to continue to labour this tir:1c tho consequence
wou.ld hove: be-en disastrous both for her and the fetus.
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CASE NUMBER 13

RRE - &Cb!l1.f§.l!
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( ~

Name J.H.
17 years
3484
0+0
Unknown
July 29, 1980
August 16, 1980

Age
Obst. No.
Para

Admitted
Dicharged

No antenatal care before admission.

Past Obstetric and Gynaecologic,8istory:,

Her menarche was at thirteen years of age. She had
r-eguLar' menstrual periods previously. Each period would
last three to four days and occuring every thirty days.
She had not used any contraceptive method.

Family and Social History:

She was an unmarried school girl. She was the second
born in a family of seven children. She was in Form IV.

Past Medical History:

None significant.

History of Present Illness:

She was referred to Kenyatta National Hospital by a
Private Practitoner. She was found to have pitting oedema
of the ankles, proteinuria ++ and blood pressure of
150/100 mm. Hg. in pregnancy.



She was admitted through Casualty complaining of:

(1 ) Generalised headache and
(2) Swelling of the legs.

The symptoms had lasted for seven days.

Physical Examination:

She was in a fair general condition. She had moderate
pitting oedema of the ankles. There was no pitting oedema
of hands or face. She was not anaemic. She had no
lymphadenopathy and jaundice.

Vital Signs:

Blood pressure 140/80 mm. Hg.
Pulse 77 per minute.
Respiratory rate 18 per minute. ~
Temperature 36.70 C.
Respiratory and Central Nervous Systems were normal.
Except for slightly increased blood pressure,
cardiovascular system was normal.

Abdominal Examination:

Uterine size was thirty-six weeks. The fetus was lying
longitudinally with cephalic presentation. Fetal heart tones
were heard, 136 per minute and regular.

There was no hepatosplenomegaly or ascites.
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~sults of Investigations:.

Hb •

Hct.
Blood group
BUN

Uric acid

11 .7 g/dl.
0.376

o Rh (D) positive
2.5 mmol/L.
310 umol/L.

Hid-Specimen of Urine:

Cultu:re:

(a) Prote inuria ++
(b) Sugar nil.
(c) No casts, white blood cells and red

blood cells.
No growth after 48 hours.

Analysis:

Esbach results:
C,a) 3/8/80
(b) 7/8/80
(c) 15/8/80
(d) 16/8/80

0.5 gill/litre.
1 .0 gm/litre.
1 .0 gm/litre.
1.0 gm/litre. ,

iI1anagement:

Having made a provisional diagnosis of pre-eclampsia,
the patient was treated as follows:

I1edical Treatment:

Bed rest was instituted on admission.

Four-hourly blood pressure observations were taken.
Her blood pressure readings ranged as follows:

Systolic
Diastolic

110 - 160 mm. Hg.
50 120 mni. Hg.

Urine was tested daily and Esbach set up whenever there
was proteinuria. Estimation of proteinuria ranged from
o to 1 gm/litre per day.

175



\

Drugs:

(a) Sedation:

Oral Sodium amy tal 180 mg. eight-hourly was
prescribed.

(b) Antihynertensive:

Intravenous hydrallazine 20 mg. was given inter-
mittently whenever diastolic pressure was 100 mm. Hg.
or more. Tablets of hydrallazine 25 mg. six-hourly
was given .

.obstetric Treatment':

Determination of fetal lung maturity:

This was done by surfactant test on ligour amnii
obtained in a manner discribed in Case Number 8. The
surfactant was 1 : 1 and 1 : 2 positive.

, --

Induction of Labour:

(a) Enema:

Soap enema was given early in the mornin& the day
induction was planned.

(b) Artificial rupture of membranes and Syntocinon:

- .Vaginal examination revealed that the cervix was
partially taken up, and pointing anteriorly. The
membra-ne s were easily reached and were found intact.
Cephalic was presenting and ,was five-fifths palpable
above the pelvic brim.
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Using Kocher's forceps, forewaters membranes
we re ruptured and clear liquor amnii was drained.
The rate of drainage was controlled by inserting the
two fingers through the cervix. I10derate amount of
liquor amnii was drained. No cord was felt.

Pelvic assessment was done. Sacral promontory
was not reached. The sacrum was well curved. Ischial
3~~nes were not prominent. Intertuberous diameter
fitted four knuckles. Sub-pubic angle was not acute.

J

Synt oc inon:.

2.5 units 'of Syntocinon in 500 mI. of 5% dextrose
infusion was started. Intravenous vein was established
through a left cephalic vein with a brannula •. 5 mI. of
blood was collected in a plain specime~ bottle and
taken for X-match.

Syntocinon drip was set to run at 10 drops per
minute for thirty minutes. The rate was increased by
ten drops after every thirty minutes upto a maximum of
60 drops per minute.

After four hours the concentration of syntocinon was
increased to 5 units then to 7.5 units after another
four hours. 500 ml. of 5% dextrose was used in every
case. Each time the concentration of syntocinon was
increased, ,the rate of administration was adjusted
accordingly.

In Labour:

Induction - labour interval was four hours. Two
contractions every ten minutes we-re recorded. Each contraction

177



lasted less than twenty seconds.

Assessment eight hours after onset of induction showed that:
(a) The cervix was four centimetres dilated and taken up,

and
(b) the head was four-fifths palpable above the pelvic brim.

The contractions increased in duration and frequency.
Three contractions were felt every ten minutes. Each
contraction lasted 20 to 40 seconds.

After twelve hours from induction time, fetal heart rate
dropped from 140 per minute regular to 100 per minute and
irregular.

Assessment showed that:
r. \
\ I ) no head was palpable above the pelvic brim,

the cervix was fully dilated,(2 )
(") )

a nd ,
Cephalic presentation in Right occiput anterior position

"
there was no cord felt.

In view of this fetal distress arrangement was made to
deliver the patient by ventouse. The patient was transfered

to "second stage" of Labour Ward. She was given intravenous
Pethidine 50 mg. stat. She was placed in lithotomy position.

'~he vulva was cleared and dz-apsd , The bladder was
cat ae t er-Lsed , 1\he perineum was infiltrated with 2% procaine
hydrochloride.

A big cup was inserted on the vertex. The vacuum pressure
-2

\';':3,:3 Gently and gradually built upto 1.5 Kg. Cm. At the
!::eightof a contraction, s-qstained,gentle traction was maintained
cn the chain. A left medio-lateral episiotomy was performed
;(nen head was distended the perineum. An easy delivery was



effected. A live female infant was delivered within ten
minutes. The baby scored 10 at 1 ace 5 minutes. The baby
weighed 2300 gm.

The placenta was delivered by controlled cord traction
within five minutes. The placenta we Lghed 470 gm. The blood '
loss was 100 ml. No ergometrine was given.

Assessment of the baby estimated the gestation
34 weeks. It was however active and feeding well.
develop signs of respiratory distress syndrome.

to be
It did not

Post - delivery Observations:

Blood pressure
Pulse
Respiratory rate
Temperature

150/100 mm. Eg.
76 per minute.
18 per minute.

o35.9 c.
\
I

..•
She had not passed urine. The uterus was well contracted.

The lochia loss was normal. The patient was well sedated.

Postpartum treatment:

1:" Lrst 48 - hours:

Patient continued with bed rest and sedation with sodium
822Ital was continued. Her blood pressure ranged:

Systolic
Diastolic

The blood pressure
af~er the third day.

from 100 to 140 mm. Hg.
from 60 to 90 mm. Eg.
remained between 110/60 to 120/70 mm. Eg.

Esbach reading decreased from 1 ,gm/litre, to 0.5 gm/litre.
The patient was discharged on seventh day after delivery.
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Postnatal Visit:

The patient was not breast-fee~ing because she had to
go back to school. Being a catholic, she refused any form
of contraception.
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DISCUSSION:

Pre-eclampsia is a disease of the first pregnancy. It,
however, occurs in later pregnancies when there is a predisposing
factor like antecedent hypertension, diabetes, multiple pregnancy
and hydatidiform mole (Hellman and Pritchard 1969).

The incidence of pre-eclampsia decreased with increasing
parity. In women suffering from essential and renal hypertension
the pre-eclampsia recurs in subsequent pregnancies and tends
to worsen because of the additive effect of pregnancy and
increasing maternal age (t~ti 1975).

~Jjatifound that 83% of all cases of pre-eclampsia were
,":':ldcr 25 years old. He found that the prevalence was 2 .4% in
pat Lerrt s between 30 to 40 years and between 6% and 10'/0 below
20 years of age. He estimated annual incidence in
Kenyatta National Hospital and I10mbasa to be 90.6 and 89.0
per 1 ,000 deliveries respectively. ,

Acute hypertension io the earliest and most dependable
warning sign of pre-eclampsia. Any persisting diastolic pressure
of 90 mm. Hg. or more is abnormal. A level of 140/90 mm. Hg.
or more taken, at least, on two occasions six or more hours
apart will signify hypertension. In a patient who was known
to have a previously normal blood pressure in early pregnancy,
that blood pressure level is regarded to Signify pre-eclampsia.

Sudden and excessive YfG ight gain in many cases is the
f':.l'f·i,t f'ltgn. The largest component of this weight gain is
H'"i."olly vrater . ";'leig.ht increments of about 1 lb. per week is
uo.cmaL, But increments of 2 Lbs . per week or 6 Lbs . per month,
incipient pre-eclampsia is to be suspected.

Proteinuria is a late feature and when superimposed on
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two other findings must be regarded as a serious omen. It
is a sign of increase in the severity of the disease.
Proteinuria may be lacking early on, but in severe grades,
6- 8 g/litre may be found. The amount is variable from
case to case and even from hour to hour within individual case.

The case under discussion was a teenage primigravida,
single, schoolgirl. She was not aware that she was pregnant.
She was probab ly try ing to conceal her pregnancy. She did
not know her dates and nobody knew of her blood pressure level
in early pregnancy or in the non pregnant state. The problem
of diagnosis was presented. However, her age, the fact that
it was her first pregnancy, uterine size was thirty-six weeks,
and the signs of raised blood pressure and proteinuria, the
impression of pre-eclampsia was made. The amount of protein-
uria was variable from day to day. It showed no consistent
rise which would have indicated an increase in the severity
of the disease.

Hedical treatment consisted of bed rest, antihyperten'sives
and sedation. The major purpose of which was to prevent
development of eclampsia.

Bed rest has been found to be the most effective means
of treating pre-eclampsia. It increases placental blood flow,
reduced venous pressure in the lower extremities. It also
allows reabsorption of considerable amount of fluid from
lower extremities. The patient should lie in left lateral
position. Bed rest reduces the demand on the circulating
blood volume and removes the stimulus to sodium retention.

(Donald 1972 )

The principle of sedation is to prevent the occu~rence
of fits - eclampsia. This is the hallmark of antenatal care.
The occurrence of eclampsia in a patae nt under supervision
reflects a total failure of antenatal care. Sodium amy tal has
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been used in Kenyatta National Hospital with success. Whereas
pre-eclampsia is not preventable, the severe form of the disease
is preventable (Zuspan 1978).

The major purpose of using hypotensive therapy is to
protect the mother while conservative treatment is continued
or until such times c.s t;~e pregnancy can be terminated. The
~3e of anti~~pertensive therapy is to prevent cerebral vascular
accident (Zuspan 1978). The experience of using methydopa
and/or apresoline at Kenyatta National Hospital is encouragir+g.
There is, however, no evidence that employment of hypotensive
t ne ra py reduces perinatal wastage from pre-eclampsia or eclampsia
(Donald 1972, Berkowitz 1980).

Reduction of blood pressure alone without the simultaneous
administration of anti-convulsants or other li~es of treatment
will not prevent the development of fits. (Donald 1972).

./

The perinatal mortality and maternal mortality was 82.5' .
per 1,000 deliveries and 6.7 per 1,000 mothers (Mati 1975)~ He
found that perinatal mortality was ten times more when the disease
starts before 30 weeks, than when it starts at or after 36 weeks.
In the former, the disease tends to be severe. Mati found urea
level a useful screening method for women at risk of increased
perinatal loss. When urea clearance was less than 70% the
perir~tal ~ortality was 81 .8%.

The only cure of pre-eclampsia is termination of pregnancy.
It prevents convulsions and fetal death. When the disease is
mild or severe and the baby is mature, the decision of termination
is straight forward. But in cases where the disease is moderate
and the baby premature (36 weeks or less) the decision is
difficult.

'rhe risk of intrauterine death..from placental insufficiency
and or abruptio placentae is considerable. The risk is proportionaJ
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l,:) ~[:e duration of pre-eclamptic. signs. (Donald 1972).

In the absence of proteinuria a rise in diastolic blood
pI''':-i sure upt 0 110 mm . Hg. increases perinatal mortality from
2.5/"to 3.6%. A diastolic reading in excess of 110 mm Hg carry
') :.)~riaatalmortality rate more than 5% (Donald 1972, HacGillivary
"I 901 ).

Th0 risk of intrauterine death is 50 to 100 times greater
when hypertension is accompained by significant amount of
prote inuria.

Increasing blood urea and/or creatinine levels are
prognostic signs that indicate the patient with severe pre-
eclampsia should be delivered (Mati 1978).

Prematurity and neonatal death from respiratory distress
syndrome is 7.5% at 36 weeks, 15% at 34 weeks and 3~fo at 32 weeks.
(Donald 1972). At this gestations delivery may convert an
intrauterine fetal death to neonatal death. Yet termination
of pregnancy may have to he carried out in maternal interest.

./

The case under discussion did not know her da.tes. She
was delivered at the first opportunity when surfactant was
positive. She delivered a small baby weighing 2300 gm. It is
believed that infants of pre-eclampsia mothers have early lung
maturation because of stress. They have intrauterine growth
retardation, and therefore small for dates. They, however, do
extremely well in nursery despite their small weight. It is
therefore advisable to discontinue conservative management and
deliver the patient as soon as lecithin/sphingomyelin ratio is
2 or more (Mati 1975, Gluck and Kulovich 1973).

The majority of pre-eclamptic patients will deliver within
12 hours after low amniotomy and oxytocin stimulation.
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In cases where there is severe pre-eclampsia,
unfavourable cervix, and failure to progress in labour, there
is a place for Caesarian Section.
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Obs z . No.

J.W.
Kikuyu.
23 years
1 + 2

3470/78
25.5.78

1 .3.79

~.a~ne

Para

L. 1'1 • .1.' •

..s.D.D.

-Cl.u"tcnatalcare at Kenyatta National Hospital. She was
r.o oxed at 10 we oks maturity and uterine size correponded to
d a t es . She had ten attendances.

'.'_:~c;e Datal Drof ile :

Height 5 feet 4 Lnche s ;
negative
14.5 g/dl.
41 .9%
A D Positive.

"Serolo~y
Haemoglobin
PCV
Blood Group

During antenatal care her blood pressure remained normal.
Urinalysis was normal in the prenatal period.

Obstetric and Gynaecological History:

Para 1 + 2. She had a preterm delivery at 28 weeks
gestation. The dUTation of labour was three hours. She
delivered a male infant wh Lc h weighed 1760 gm. The baby was
alive and we LL.

She had t.wo mid-trimester abortion, one at 22 weeks and
the other at 18 weeks in 1977. Both abortions occurred within
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,', sa ort t Lrne of the ir onset.

both preterm delivery and abortion began w Lth draining
.r ucr . This was followed by labour pains resulting in

deLiv er-y and expulsion of, products of cenception soon
~he r e af t e r •

:.)8~t ,led ieal Hist ory :

i~one significant.

Social and Family History:

She was married and works as a clerk.

General examin~tion:

8he was in satisfactory general condition. There was
no pallor, oedema, jaundice or lympadenopatr~.

Cardiovascular, respiratory and centrRl nervous systems
were normal.

Abdominal examination:

1here was no abnormal findings noted.

Vaginal exa~ination:

3xternal genitalia was normal.
The cervix 'vas patulous and soft.
The uterus was 10 weeks size and cystic.

189



Impression:

In view of t ne past obstetric history and patulous
cerivx, it was thought that incompetence of the cervix was

the primary abnormality.

The patient vas advised that she would be admitted at
12 weeks gestation with a view to inserting a purse-string

cerv ical suture.

She was admitted on 24 August, 1978.

~.;ervical purse-suture (r·lcDonald' s st itch) :

.rhe patient was prepared for general anaesthesia .
.."i:e ,-.ledicat ion of atropine sulphate 0.6 rng half before theatre.

'l'he patient was placed in lithotomy position. Vulval
toilet and draping was done. The bladder was catheterised.

Using a speculum, the cerivx was exposed and held with
along A;lis forceps. Long no. 2 silk, on a mayo needle was
used. The suture was inserted at the level of the junction
be tvre en the smooth mucosa of the part io vaginalis and. rugae

I ~_

of the vaginal wall according to McDonald's techinque. The
needle was directed into the stroma of the cervical wall,

Endocervical canal was avoi~ed. Four bites were used in the
f oLl.ow Lng sequence:

rignt-anterc-lateral corner
right-postero--:a.teral corner

left-pastero-Iateral corner -
left-antero-Iateral corner

10 0' clock

7 o'clock

5 o'clock

2 0' clock

The suture '\-TaS t ied with surgical knot at 7 0' clock.
The knot Has made just tight enough for the cervix to admit
2. tip 01' a f in.ger.
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Post-oper~tive recovery was uneventful. She was

discharged on the second day after operation .

.Rel'1ov8.1 of Cervical suture at 38 •.leeks maturity on 13.2.79:

'.i.'he patient Has Placed in lithotomy position. Using
a speculum, the ce rv iX and suture. knot were exposed. One end
of the suture was cut and the rest easily pulled out. This
Has an out pat ient procedure. The cerv ical canal was short

but the cerv ica1 os was closed.

Read miss ion:

The patient was readmitted on 20.2.79.

She complained of ,labour pains and draining liquor for
3 hours.

PHI;:; reAL BXAlHl~ATION: ,

General exa~in~tion:

She was L~ a satisfactory general condition. She had
no pallor, oedema, jaundice or lymphadenopathy.

Vi tal Sib?;ns:

Blood pressure 110/70 m.rn Hg.

?ulse 84 per minute.
Tempera ture 360 c.
Hespira tory rate 20 per minute.

H<:>;J pira ••OJ'.'Y, Cei1'd :iOVCilSt:Ulel.l~ .and. eerrcr-a i. nerv ous systems
':,ere normal.
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Abdominal examination:

The uterine size was term. The fetus had a longitudinal
·lie "lith cephalic presentation. Peta L heart sound was heard -

138 per minute and regular. Contractions were felt -
2 in 10 minutes, each lasting 20 to 40 seconds.

Va«inal examination:

'l'he cervix was 6 cm, dilated and fully effaced. Cephalic
was two-fifths palpable above the pelvic brim. IJIembranes

were ruptured and no cord was felt.

The sacral promontory was not reached. The ischial spines
were not prominent. The inter-tuberous diam.eter would fit

four knuckles.

Impression:

In v Lev of the findings, the patient was in established
labour and spontaneous vertex delivery was expected.

Delivery:

One hour after admission the cervix was fully dilated
and head was crowning.

Episiotomy was made. A male infant vleighing 3000 gm
was delivered. The apgar score was 10 at 1 minute and
10 at 5 minutes. Intravenous Ergometrine 0.5 rug was given
with the delivery of anterior shoulder. The placenta was
delivered by controlled cord-traction five minutes later.
The placenta weLghed 55'0 gm, blood loss was 50 m'L,

Episiotomy was repaired as described in the introduction.
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She had a normal puerperi~~. She was advised to start
attendir4, antenatal clinic early in her next pregnancy. She
refused advice on family planning method.
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DI0CU;,-);,-)IUi'J:

8erv ical inc ompetence is any c ondit ion of the uterine
, cervix tnat permits sufficient I1painless" dilatation to allow

spontaneous rupture of membranes and subsequent onset of

labour prior to the end of the thirty-six weeks gestation.

(Baden and Baden 1960). Sudden loss of fluid be tween 16 and
26 \·,ceks of pregnancy, not preceeded by painful contractions,
is the most striking feature in, the history of such
pregnane Les , (3s.rter, Hiva and Parks 1958) •

The incidence varies from 1 in 300 to 1 in 500 pregnancies.
A crude incidence of 1 in 90 pregnancies had been reported in
Kenyn t ta Hational ~ospital. (Baden and Baden 1960, Njagi 1978).

Barter and others (1958) .noted that cervical Lnc ompetence

rarely occurs in a first gestation. They thUs,didnot consider

the condition to be of congenital origin. Trauma is considered

to.play a leading role in the causation of cervical incompetence
"'Dilatation and cu:ccttage for termination of pregnancy and for

termination of pregnane] and for treatment of dysmenorrhoea
may inflict trauma if the cervix is dilated to Hegar 10 or
~ore. Difficult previous delivery resulting into deep
cervical lacera~ion. It may be a sequel to a surgical revision.
01" amputation of the cervix done at the time of a previous
gynaecolo~ical oper at i.on . Cone biopsy is a major cause of
Ct;C'v:"cc.::.l incom~etence. (Barter and others 1958, Dewhurst 1976).

In the non-pregnant, a cervix which allows a moderate-
sized uterine dilator (Regar no. 8) to pass with ease may be
suspected to be incompetent. Radiogrpahic hysterography taken
pre~0ns~rually and showing significant broading of the upper
part of the cervical canal suggests incompetence. (I-1yerscough 19~

'lhereas previous obstetric history is something to go by,

"..c ·:x:.ly sure 'way of diagnostng cervical incompetence is by
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vaginal exarn i.ana t Lon, The actual palpation and visualisation

of the dilating cervix during pregnancy is the only absolute
proof of cervical incompetence. The progressive dilatation
aT' d i.l.at at Lon to over 2 cm and effacement of over 501~ during

exa.n.ina t Lon in midtrimester leads to the diagnosis.
(Bloc:o{and RahhaL 1976, Baden and Baden 1960).

The case under study had one premature delivery at 28
weeks. Another two pregnancies ended in midtrimester abortion.

All occurred with relative ease'lasting less than four hours
and was heralded by drainage of amniotic fluid. There was no
cervical laceration, but the cervix was short and patulous.
The inc ompetence as jud'ged from the history was worsening.
To have waLted to find a progressive, painless cervical
dilatation with bulging membranes in the later part of second
trimester wouLd also Lower the chance of success of 'the
operation which was carried out.

The treatment of incompetence of the cervix is surgical.
"'

The aim of the oper-at Lon is to reinforce the constrictive

action of the cervix. The operation is to encircle the
cervix by non-absorable material in the hope that this will
stengthen the "incompetent" cervical wall and, thus prevent
early dilatation (Cushner 1963, Dewhur-st 1976).

Block and Rahhal (1958) outlined a diagnostic and prognos'tlc
scoring system. They listed the following to be injications
0:' c eTC Lage :

(a) Previous premature delivery or midtrimester abortion
without obvious cause.

(b) Visual evidence of previous surgical or obs t.e t rLc trawna
tot he cerv ix .

(:...
'-' ) History of painless premature labour and rapid delivery.
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(d) ~rogressive dilatation or dilatation greater than 2 cm
on initial examination during midtrimester and,

(e) Prev Lous diagnosis of cervical incompetence with previous
cerclage.

The purse-string suture is best performed betVlGen 14 and
18 weeks maturity. It is best performed before dilatation
of 4 cm. is reached, whenever possible. In Njaei's series
the earliest time the operation was carried out was at
10 weeks and the latest 28 weeks gestation. The mean was 15.0
weeks maturity. Barter and his associates (1958) had average
gestation of 18 weeks with a range from 10 to 27 weeks at
wh Lch time the operation was performed. The case being
discussed had insertion of purse-string suture at 13 weeks
gestation. The general agreement is to perform the operation
at 14 weeks gestation. This is because cervical dilatation
of this conditon rarely takes place before 16 weeks. Before
that time products of conceptionareIDdsufficiently large to
efface and d ilate the cerv ix in the absence of painful '
contractions. (Hellman and I~itchard 1976, Barter and
others 1958).

In Kenyat ta National Hospital i-leperform lVIacDonald's
:;;u.r'se-stringcervical suture. In cases whe re it is successful,
tile su.ture is removed at 38 we eks gestation to allow vag Lne.L

Gelivery. fhe suture is removed at any other time when the
;:':3 t Lent starts dra:.:'::'ngliquor, vaginal bleeding or has uterine
C ontrac tions. I'1yerscough (1977) has warned that a woman who
unexpectedly goes into lab our after the "purse-string" suture
has been applied, f~ces an obstructed labour. The patient
herself 'must be made to understand the possible danger which
she faces should she go into labour and ignore to obtain
medical assistance.

HacDonald 's purse-string suture is made to encircle the
cervix at the very highest level of access. Each bite penetrates
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deeply enough to gain anchorage in the collagenous core of
the cervix. If it is not done that way the cervix may take
up and begin to dilate despite the presence of the suture.
(;·1yerscough 1977).

Overall success rate in carrying pregnancy to maturity
after "this proced UTe is of the order of 5O;~ to 807L Block
and Rahhal (1976) reports that two-thirds fo the patients
had 3 or more indications for cervical cerclage. These
patients had statistically significantly more favourable
pregnancy outcome than did those with few indications for
the procedure. The case under study had three indications
for the procedure.

Cases who had cervical purse-string suture between 13
and 19 weeks gestation had the best results. The success
rate •.re nt progressively down in an inverse ratio. Where
the operation was done after 24 weeks gestation, the success
rate was only 33jL Overall success rate was 55% in attaining

..•
tern pregnancy. (Njagi 1978).

Barter and others (1958) re port fetal surv iv.al rate of
7010 after cervical suture and 11% before cervical suture.

The case under study had short labour. She arrived at
6 cm dilatation. One hour later the cervix was fully
dilated. For the first time in four pregnancies she went

to term and delivered 3 Kg baby. The success may be attributed
to inser~ion of ~BcDonald's purse-string suture.
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Para
Obst. l~o.

Kikuyu.
20 years.
1 + 0

111 9/80
15.5.79
22.2.80
11 .3.80

14.3.80

Tribe
Age

L.L'l.J?

B.D.D.
ll.dmittedon
Discharged on

Antenatal care at Kenyatta National Hospital.

Obstetric and Gynaecological History:

Para 1 + O. Last delivery at seven months gestation
in 1978. She had six hours labour and delivered a male
infant weighing 1050 gm. The baby died in neonatal period
presumably from prematurity.

She had menarche at 14 years of age.
menstrual periods previously. Her periods
days and occurred every twenty-eight days.

She had regular
lasted for four

Antenatal Care:

She was booked at thirty-seven weeks maturity. Uterine
size corresponded to dates.

Height
Serology
Heamoglobin
PCV

5 feet 2 inches.
negative
13.9 grrtfo.

35.2%

Jhe had two attendances and no abnormality was detected.
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Past i'iledical H1st ory :

lJ one s ignif icant .

Social and Family H1story:

Sbe was married. The husband worked as a clerk.

Labour :

Jhe was admitted comp::::.i.n.i..ngof labour pains for five

hG,JTS. I'he r e was no history of vaginal bleeding or drainage

V' liquor .

.FEY:') Ie AL BXAJUNA'f ION:

General exam.inqt ion:

;:,,11ewas in a satisfactory general condition. There was

no ocd e ma, lymphadenopathy or pallor.

Blood pressure 120/70 mm. Hg.
Pulse 80 per minute.

Temperature 370 c.
Respiratory rate 21 per minute.

,~wspiratory, cardiovascular and central nervous

systems we re normal.

i\:l.C1 om1nal rlxam Lna t Lon r

The uterine size was term, while she had 42 weeks by



da t es . 'I'he fetus had longitudinal lie w i.th cephalic
pr-e ae nua t i on . Uterine contractions ve r-e felt one in 10 minutes

each lasting less than 20 seconds. Fetal heart tones were
140 per m.i.nu te and regular. The head was four-fifths

palpable above the pelvic brim.

Vafinal Examination:

Lxternal genitalia was normal. The vagina felt normal.

The cervix was four centimetres dilated and effaced. The
membranes were intact and buldging. No cord presentation

was felt. Sacral promontory was not reached. Using
Kocher I s forceps artificial rupture of membranes was done.

f.Ioderate amount of clear liquor was drained. No cord 'vas
felt.

A provisional diagnosis of labour was made.

Urinalysis was negative for sugar and protein.\

Second Stage:

...;ix hours after admiss ion, the cerv ix was fully

d il2.ted. Tile head was not palpable above the pelvic brim.

'l'llC patient was encouraged to bear down w i tn each

c ont r-ac t Lon , ';·lithin ten minutes a female infant wei.ghi.ng

385\) gm was delivered. Left medio-lateral episiotomy was

perforrned to ease the bearing down effort of the patient.
Intravenous ergometrine was given with the delivery of

anterior shoulder.

There was no blood loss with the delivery of the ~aby.
After five minutes controlled cord traction was tried and
failed. Another twenty minutes waiting for signs of placental

on 3-""'U



se parat ion also failed. There was no lengthening of the
cord with artery forceps clamping the part of the cord
close to the vaginal orifice. Vaginal examination revealed
that the whole placenta was still in the uterus. No
bleeding occurred during this time to suggest, at least,
partial se par-i t Lon of the placenta.

A provisional diagnosis of retained placenta was
therefore made. The patient was advised that an attempt
will be made to remove the placenta under general anaesthesia.

Sample of blood was taken for group and cross-match
of two pints of whole. Intravenous syntocinon 40 units
in 500 ml of 51~ dextrose was set up in infusion.

filanualHernoval of Placenta:

Patient was prepared for general anaesthesia in the
n or-ma.l '.;;2.y.

Under general anaesthesia, the vulva was cleaned and
:raped. ~hc bladder was catheterised.

I'liththe left hand on the abdomen, the fundus was
:-,;ld. The rigflt hand was inserted into the uterine cavity
.;.:'ollovringthe cord. The placenta was found implanted at the
fundus. At the edge 6f the placenta, a plane of clearage
w as found. 'I'rie placenta was peeled off from its uterine
bed in' total and in one piece. The membranes were removed
at the aa.ne time. The uterine cavity was explored and found

,
intact and empty. Repeat intravenous ergometrine 0.5 rog was
given. Blood loss was estimat8d to be 200 mI.

Post-operatively, thepatient was put on capsules
Ar:::picillin 500 rng six-hourly for five days. The recovery
','~,3 uneven tful.
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Baby vas normal.

Postnatal Visit:

She was examined six weeks after delivery and found
to have had a normal puerperium. She refused any form
of family planning method.
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Retained placenta is one which fails to be expelled
.Lt.hi n :18.1f an hour after delivery of the child. (Thomas 1963).

:·;or:nelly, the placenta se parates and descends to the
J.O'-:8::::' level in the genital tract in about ten to fifteen
i:.jrlutes after delivery of the fetus. Use of ergometrine,

~13 vas done in this case, at the end of second stage or in

ear Ly third stae;e shortens that time. (Holland and
breHs 1969).

In normal ci~c~astan~es, the following will lead one

to assume that the placenta has separated:

(a) The uterus is felt to be smaller, firmer, rounder and

more mobile . It rises ab ove the distended vagina.

(b) ~ clamp pl~ced on the cord flush with the vulva a~ter
drawing 'down till taut will have descended several

inches alfay from the vulva.

(c) Vaginal examination may reveal part of the plncenta

to be in the upper part of the vagina.

Vlith the placenta separated, it may be enough to ask
the patient to bear down. Or by gentle cord traction wh.iLe
steadying or elevating the uterus with the border of the
hand placed below it just above symphysis pubis, the
placenta will be delivered.

Placenta is regarded as retained when signs of
separation and descent of placenta have not occurred within

thirty minutes. When attempts to deliver the placenta by

n f~ ~
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Brand t-Andre,vs method as was carried out in the case be ing
discussed fails, the placenta will regarded as retained.
(Holland and Brews 1969).

Thomas (1963) stated that any factor which increased
postpartum haemorrhage or uterine atony contributed to
retention of placenta. He found the incidence of retained
placenta to be 1% and distributed as follows:

(a) Twins 1 in 37

(b) Premature deliveries- 11. 7~0
(c)

(d)

(e)

Breech presentation - 6.4%
l:1idforce ps de liveries - 6.3~~

ProlQnged Labour - 3.4%

None of the above criteria fit our patient, except
that the baby was well above the average size. The baby

"\

weighed 3850 gm. The average at Kenyatta National Hospital
is 3 Kg. This may have distension of the uterus leading
to inert La ,

Retention of placenta may occur under two different
conditions.

Firstly, the placenta, though completely separated,
is not expelled. The cause here may be due to uterine
inertia or formation of hour-glass contraction ring.

Secondly, the placenta may still be adherent to uterine
wall. In this category, one type is where the placenta remains
in union with uterine wall but has a normal attachment.
The other type is where placenta .ismorbidly ahderent to the
uterine wall. These two categories may only be distinguished
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when attempting to manually remove the placenta. Our case
had simple adhesion, without separation.

~he major risks of retained placenta have been
highlighted by Donald (1972).

So long as the placenta is undelivered, the patient
is liable to start bleeding any time. There is occasional
risk of developing a variety of postpartum collapse due
to retention of placenta alone. The longer the placenta
is retained the greater the chance of puerperal sepsis.
During the time the placenta is still retained, close
supervision must be carried out.

As long as the patient is not bleeding, she is not
in irnmediate danger. But it must be ascertained that no blood
is collecting behind the placenta.

Thomas (1963) found that 12.9% of cases lost more ~
than 500 ml, whe n the placenta was removed between 15 to
30 r::linutes.While all patients who had delivery of placenta
after being retained for more than two hours lost more than
500 mI. One case lost 1.5 litres of blood.

~wo factors thus become critical in manual removal
of p.La centa in order to reduce maternal mor bidity. Firstly,
timing is important. Unduly delay may be dangerous. It
is certainly dangerous when the patient is already bleeding.
Secondly, aseptic and antiseptic technique must be employed
to prevent puerperal sepsis. Pr ophy Lac t Lc antibiotics
like was used in this case should be given.

In the actual operation, gentle peeling off the
placenta through a li~e of clea~age between placenta and
the uterine wall is important. It should be done with the
fingers closed together while the left hand is on the
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abdomen steadying the uterus. Roughly done, uterine wall

may be perforated. It may also lead to weakening of
the uterine Hall predisposing to spontaneous uterine rupture

"in a susequent delivery. (J'.J;yerscough 1977).

The causes of failure are two-fold. The presence of
hour-glass con1;raction ring makes the placenta difficult
to reach. One needs to wait for a short time for the

uterus to relax. Attempts to forcibly reach the placenta

frequently cause rupture of the lower uterine segment.
(J.1yerscough 1977) .

I'.'jorbidly adherent placenta reveals itself when there

is no plane of cLeayage while trying to remove the placenta
manually. \'Then it is completely adherent there will be
:~O bleeding. Eleeding w i.l.L occur when a part of it is

se:;JD.rated. Hanual removal should not be done. The choice

lies be tween hysterectomy and leaving the placenta intact
to spontaneously dissolve. (I1yerscough 1977, Donald 1977).

Use of ergo:netrine and oxytocin w i.l.L reduce amount

of troublesome blood loss. Bladder should be catheterised
to enable uterine retraction. Blood transfusion becomes

necessa~y when blood loss is significant.

T:lith complete removal of placenta, use of antibiotics
combined ,.;i th the above measures, maternal mortality has

been reduced to zero. ~aternal morbidity is still,
however , troublesome - reported to be 1 .21~. (Thomas 1963).

Th(~ case under study had simple adhesion of placenta

at the fundus. Pr o.npt raanua L removal of placenta reduced
"blood los,s to 200 .ul . Use of prophylactic br-oad-ss pe.ct.r-um
ant it iot ic reduced her chnc e of getting infection.
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The u~bilical cord is the life line of the fetus. It
connects the fetus and the major organ of nutrition and
homeostasis, the placenta. The cord is therefore vital to
survival of the fetus. Any interference with transport
function of the cord will certainly jeopardize the fetus
existence.

The fetal umbilical blood flow is about 55% of the fetal
total cardiac output. The flow depends almost entirely on
arterial pre saur-e resulting from cardiac output and peripheral
resistance. Uterine contractions have no influence on the
umbilical blood flow. The umbilical cord is not innervated.
It has minimal response to vasoactive agents. A wide range of
blood gas and acid-base states has negligible effect on the
fetal umbilical blood flow. Only severe, prolo~ed
hypoxaemia will lead to a reduction of blood flow, (Dawes 19q8).
It is, therefore, a passive vascular bed.

However, complete occlusion of the cord, it maintained
for a few minutes, will lead to a gradual fall in fetal
arterial pressure until arrhythmias and death supervenes
(Dawes 1968).

For practical purposes, cord prolapse and presentation
should be considered as one and the same thing (Donald 1972).

Prolapse of the umbilical cord is a rare emergency in
Obstetrics. Nonetheless, it accounts for such a high fetal
loss that its management is of great importance. Cord
prolapse is a dramatic and serious complication. It may
lead to injudicious rescue attempts which may cause serious
maternal complications. The fetus, may even be killed in the
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sace process which is trying to save it (Goldthorp 1967).

This is a retrospective study between ~hrch 1st, 1974
to June 30th, 1980.

There were 236 cases of cord prolapse and presentation
registered. Out of these, only 112 case notes were avail-
able for analysis. The 112 cases, therefore, form the basis
of analysis and discussion. The recovery of case notes is
less than half of the diagonsed cases of cord prolapse. It
is, therefore, not ,possible to use the results to accurately
discuss epidemiology of cord prolapse in Kenyatta National
Hospital.

Analysis has been attempted from two main view points:,
predisposing factors and fetal outcome.

PREDISPOSING FACTORS:

(a) Age:

The mean age was 24.7 years. The range was 14
to 40 years. 86(76.7gfo) cases were 30 years or less,
while 26(23.21%) were 31 years old or more. The age
distribution is shown in Table 1.



'I'ABLE 1: AGB DISTRIBUTION

I
I Number ofI A1e group Percentage
I years) cases ( )*

I
20 and under '25(118) 22.33(21.80)

I 21 - 25 35(168) 31 .25 (31 .00)

I 26 - 30 26 (106 ) 23.21 (19.50)

31 - 35 15(112) 13.39(20.70)

36 ar..dmore 11 (40) 9.82( 7.00)

TOTAL 112(541) 100

* In brackets were 541 of consecutive cases
admitted to labour ward during the period of study
and their age distribution. In this group the mean
age was 2,6.5 years with the range from 14 years to
45 years.
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(b) Parity:

The mean parity was 3.0. Parity ranged from 0 to
11. 15(13.39%) were primigravidae. 30(26.79%) cases
ves:e Para 5 or more, while 82 (73.21%) were Para 4 or
less. Table II exemplifies parity distribution. The
number in *brackets in Table II represents parity
distribution of 541 consecutive cases admitted during
the period of study.

The source of data was biased in two main ways.
Firstly, booking for ante-natal care selected highly
parous patients and primigravidae. Secondly, the
hospital was a referral centre. Such a centre receives
complicated cases both for ante-natal care and with
complicated labour.

In 541 consecutive cases 178(32.90%) were
grandmultiparous patients, while 114(21.07%) were "'
primigradae. The mean parity was 3.7 with the range
from 0 + 11.

Cord prolapse occurred in grandmultiparous patients,
twice as m~ch as it occurred in primigravidae. Prolapse
of the cord occurred with nearly equal frequency in
Para 1 as grandmultiparous patients.
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TABLE II: PARITY DISTRIBUTION

1

I
I Number of
: Parity cases( )* Percentage
,

I,

I 0+ 15(114) 13.39(21.08)
I,
!
i 1+ 27 (91 ) 24.11(16.83)
I
I

I 2+ 14 (70) 12 .52 (12 •94 )

3+ 18(55) . 16 •07 (1O. 17 )

4+ 8(33 ) 7.14 ( 6.09)

5+ 5(35) 4.46( 6.46)

6+ 8(27) 7 .14( 4.99)

I 7+ 10(82 ) 8.92 (15 .1 6 )
i
I 8 7 (34) 6.25( 6.28)I or more
I i,

TOTAL I 112 (541 ) 100

(*) Numbers in brackets represent 541
consecutive cases admitted during the
period of study.
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(c) History and ante-natal findings:

Four cases had previous history of fresh still-
birth. T",o of these had past history of cord prolapse
in two previous deliveries. Each ended in a still-
birth.

One had a past history of neo-natal death.

Three cases had variable lie in the pre-natal
period. One other case had a previous scar with
abnormal presentation.

T'hree cases had erect lateral pelvimetry and
true conjugate were 9.3 cm. in one and 9.5 cm. in two.

One case had previous scar because of cephalopelvic
disproportion. This patient, apart from c or-d prolapse ~
had ruptured uterus. She had Caesarian hysterectomy
and a fresh stillbirth was delivered.

Four cases had been delivered by vacuum extraction
previously .

Three cases had antepartum haemorrhage. One of
these, had abruptio placentae as evidenced by presence
of retroplacental clot. She had a stillbirth. The
remaining two had unexplained antepartum haemorrhage.

Four cases were diagnosed at Casualty and sent to
rfuternity Unit for emergency delivery. None of these
if·as lost.

Twenty-three cases were referred from peripheral
hospitals, delivery centres and nursing homes. There
was no facility for immediate delivery in these centres.



In this referred group, there were four tresh and
one macerated stillbirths. Despite the relatively
long diagnosis - delivery interval, 18 babies survived.
It is even more interesting that six patients came in
walking with a pulsatile cord seen and found hanging,
as they came off the ambulance. They were all
delivered by Caesarian Section to live babies in good
conditiont

(d) 'Status of ~,:embranes:

90(80.35%) cases had evidence of ruptured membranes.
14 cases had intact membranes and in eight cases the
status of membranes .was· not stated.

(i) Artificial rupture of membranes .used as a .
method of surgical induction or to speed uR
labour accounted for 20(17.85%) cases.

(ii) Fifty (44.64%) cases had spontaneous rupture
of membranes and subsequent vaginal examination
revealed cord prolapse.

(iii) Twenty (17.85%) cases had premature rupture
of membranes. Speculum examination showed
pr o.l.apsed cord.

,

(e) Lie and Presentation:

In 108(96.42%) cases the lie was longitudinal,
2 transverse, and 2 obligue.· The latter cases with
abnormal lie had compound presentation.



In those with longitudinal lie, the presentation
were: 93 cephalic and 21 breech. There were four
sets of twins in breech presentation.

Out of 93 cephalic presentation, 54 had three-
fifths of the head or more palpable above the pelvic
brim. '..,hile34 had two-fifths of the head or less
palpable. In the five cases, the station of the
presenting part vias not stated.

Four cases had footl±g breech and six incomplete
breech. In Gleven cases the type of breech was not
stated.

(f) Prematurity:

108 babies weighed 2500 gm. and more." The range"
was 2500 gm. to 4990 gm. 10 babies weighed less than
2500 gm. and could be considered premature. In the
premature group the weights ranged between 550 gm. and
2350 gm. The lowest weights of 550 gm. and 650 gro.
were twin pregnency who were delivered at 26 weeks
maturity. These were excluded from the calculation
of perinatal loss. These twins were stillbirths.
Another preterm ,-reighing1350 gm. died in the neonatal
period. Two others 'veighing 1790 gm. and 2200 gm. were
fresh stillbirths. Only five survived weighing 1000 gm.,
1500 gm., 2350 gm., 1950 gm., and 2250 gm.

~ ) Length of the cord was stated to be over one
metre in one case.
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Diagnosis:

17 cases had meconium - stained liquor.

7 cases had abnormality of fetal heart tones.

In all cases, cord prolapse or presentation was
confirmed by vaginal examination.

In five cases, there was bradycardia (less than
~20 per min.) "'lithirregularity of fetal heart tones. One
had a normal rate of 140 per minute but irregular, while the
other had fetal heart rate of 170 per minute. Vaginal
examination done confirmed that cord prolapse was the probable
cause of fetal distress.

Five patients with abnormal fetal heart tones had
~econium - stained liquor, two had clear liquor. Of the former,
two we r-e fresh stillbirths, a third died six hours after
delivery. TYro babies survived. Those with fetal heart tone
abnormality alone, fetal heart tones ceased before delivery
could be effected. In contrast to this gloomy picture, a
patient who was delivered bya vacuum extraction within ten
minutes after cessation of fetal heart tones, survived after
resuscitation. In those who had meconium - stained liquor
alone, none was lost.
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:F'BTAL OUTCOH8:

The total nlli~berof babies born were 118. 106 were
singleton and 6 sets of twins.

There were 19 stillbirths: 18 were fresh and one
macerated. Of the fresh stillbirths, there was one set of
twins, ltThichwe r-e r-egar-ded. as abortion. There were 4 neonatal
deaths.

The perinatal mortality in this series was 198.2 per
1,000 or 19.82 per cent.

One neonatal-death could be attributed to prematurity.
One case of stillbirth had ab~uptio placentae and cord prolapse.
It is difficult to say which one was predominant in causing
fetal death. Both conditions are associated with a high
perinatal loss individually.

The macerated stillbirth was a referral from Gatundu
District Hospital. She had previous scar and past history
of having been delivered by vacuum extraction. She presented
with a history of draining liquor for 24 hours at home. She
went to hospital whe n labour pains started. On examination
she was found to have a non-pUlsatile prolapsed cord. She
came to Kenyatta National Hospital twelve hours later. She
haG. gene off labour on arrival. Silent rupture of the uterus
was suspected. She was subsequently delivered by Caesarian
Section.



Factors affecting fetal outcome:

The major factors that determine the fetal prognosis
are:

(a) The tirlJ.einterval bet'-leenoccurrence of cord prolapse
and delivery:

As it is difficult to know exact time when the
,Icord prolapses, the time interval between diagnosis

and delivery becomes important. It is eapec LaLl.y
important when the baby is still alive. In this
series t~~e interval was not consistently recorded.
It wa~ therefore, not analysed.

However, 85 cases were diagnosed in labour ward
where facilities for immediate delivery exist. 12
"rere lost. In those cases lost seven were .alive when.
diagnosis was made. Five had no sign of life det~ct-
able. Despite urgent delivery six out seven were
fresh stillbirth and one neonatal death. 73 (85 .88%)
out 85 cases diagnosed in hospital survived. But
still a perinatal loss of 12(14.12%) babies was
significant.

(b) Cervical dilatation:

The degree of cervical dilatation is perhaps the
key factor in deCiding between vaginal and abdominal
delivery." This is assuming that the baby is viable
and vaginal delivery is not contraindicated. Probably
more important, it reflects the compression r.orce
applied by the presenting p~~t on the pelvic brim with
the cord entrapped between. Table III suggests the
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cervical dilatation and fetal survival has a direct
relationship. The force greater when cervical
dilatation is approaching 10 cm. 7(25.92%) babies
died out of 27 cases who had cervical dilatation of
7 cm. or more. On the other hand, 15(18.51%) babies
died out of 81 whe n the cerv ix was 6 e.m , or less.
Although the difference between the two group is
not big, it is striking enough to call for further
investigation. Table III depicts the cervical
dilatation in relation to fetal outcome.

Table III: Cervical dilatation as it affects fetal outcome

Fetal Outcome
Cervical dilatation Total

Alive Dead

6 cm. or less 66(81.49%) 15(81.51%) 81 ..,

I 7 em. or more 20(74.08%) 7(25.92%) 27
I

I Not stated 9 (9(};0.) 1 (100/0) 10

Total 95 (80 •50-%) 23(19.50f0) 118

The high number of babies lost when cervix is
7 cm. or more may be attributed to either late
diagnosis or ~oute of delivery or both. In these
cases vaginal route was given first consideration.
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l\1ethodof Delivery:

84 (75%) bab Le s we re delivered by Caesarian Section.
Perinatal losswa s 5 (5 .81%).

18(66.66%) babies died out of 27 who were delivered
vag anaLLy • These we re vacuum extraction, breech extraction/
delivery and spontaneous vertex delivery.

One case of breech extraction was lost. It was a
s ipglet on breech we ighing 2750 gm. It was an incomplete
breech unbooked, who arrived in Labour Ward fully dilated.
On examination, a feeble pulsatile cord was found prolapsed.
Immediate easy breeoh extraction was performed. Despite
vigorous resuscitation, the baby failed to establish any
sign of life.

These were crude death rates. It needs point.ing out
that eight babies allowed spontaneous vertex delivery were,
~ot alive, at the time the diagnosis was made. Four babies
we re viable and 2 vTere doubtful cases. These latter were
delivered spontaneously soon after diagnosis was made, and
before any preparation for other mode of delivery was
completed. Table IV shows influence of method of delivery
on fetal outcome.

In cases where the cervical dilatation was less than
6 cm., the baby alive, and Caesarian Section employed as a
method of delivery the prognosis was good. On the other hand,
in cases where the cervical dilatation was approaching 10 cm.,
that is seven or more - cephalic presentation, the cord was
frequently found prolapsed and non-pulsatile. This may
reflect a late diagnosis or death took place so fast --that
ear Ly d LagnosLs would not have made a difference or both.
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TABLE IV: Bffect on method of delivery on fetal outcome

;...........

Fetal Outc orne

Mode of Delivery Dead
Alive

Stillbirth Neonatal Death

Caesarian 83 3 2Section/hysterectomy

Vacuum Extraction 5 1 2

Breech delivery 3 1 0

I
Spontaneous 3 14-

.0Vertex delivery (8*,2*) ...

To:rAL 94 1 9 14

(8*) babies we re dead when diagnosis was made.
(2*) babies signs of life were doubtful

Postural treatment:

This was not a definitive treatment for cord prolapse.
It was used as a temporary measure to ease off pressure from
the cord while preparation was being made to deliver the
patient.

It was known that it was almost invariably used in
I' Kenyatta National Hospital, ~~ternity Unit. It was, however,
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net consistently documented in the case notes. Its effect
on fetal prognosis was questionable. In cases where labour
T~IaSadvanced and pr-eae rrt Lng part engaged, no amount of
?ostural treatment would help. Digital displacement of the
presenting part would be difficult in such situations. In
these cases, the temptation to manipulate the cord in an
attempt to repose it, was grea.t. This may increase the
speed with which vasospasm of the cord occurs and hence fetal
demise! It may itself cause vasospasm.

A case of cord prolapse had been diagnosed in Casualty.
The patient was a 35 years old primigravida who came in
labour. She had ruptured membranes, at home, six hours
bef~re admission. .The cervL~ was 6 cm. dilated and the head
was three-fifths palpable above the pelvic brim. The uterine
contractions strong and frequent. The fetal heart tone was
140 per minute and regular. The fear that the head would soon
get engaged was great. ilith clear instructions to the nurse
D..OG to man.i.pu Lace the cord, but to continuously push the
head away from the pelvic brim, the patient was placed in
knee-chest position. She was transported in that position
to Maternity Unit without delay. She was later delivered
by a Caesarian Section to a live fetus! The nurse reported
back and said, "I had to push so hard to keep the head away
that my fingers nearly got gangrenous!" .

..Postural treatment and. digital displacement of'the
presenting part Has of definite value where the presenting
part •.ra.snot engaged and labour not advanced . .of
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Discussion:

Umbilical cord presentation and prolapse means a
falling d own of the cord in front of the presenting part
before and after rupture of membranes respectively
(Hyers Cough 1977). This distinction between prolapse and
presentation has been found to be of no practical value.
(Donald 1972).

Incidence:

Cord prolapse is uncommon complication in Obstetrics
(Goldthorp 1967). The incidence varies from 0.27% as
reported by Pathak,in 1968 to 0.55% by Goldthorp in 1967.

During the period of this study (March 1, 1974 to
June 30, 1980), there were 41,250 deliveries. Out of these
only 236 cases of cord prolapse and presentation were recorded.. .. .
The incidence in Kenyatta National Hospital is 1 in 175 J/
deliveries or 0.57%. For reasons mentioned earlier, thiS 11;1 ,
figure may not reflect true situation.

Aetiology:

The cause of cord prolapse is unknown. But
experimental work by Seligman (1960) suggest that cord

Iprolapses when a fetus has a lowered b Lood pressure due to
some pre-existing condition. If that plausible Seligman's
theory is acceptable, then prolapse is but a symptom of
Lower-ed intra-arterial pressure of umbilical arteries ..

However, one feature is common in all cases of cord prolapsE
There is absence of "sea Lang" of the lower uterine segment.
The presenting part does not fi 11 the lower segment
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which is poorly applied to it (Seligman 1960, Dewhurst 1976).

The major predisposing or risk factors can be broadly
divided into fetal and maternal factors.

In a series of 516, Savage (1970) found that cord.
pr oIa.pse was significantly higher in women over 30 years.
The prevalence was higher in negroes than whites. In the
present series, women under thirty years of age were higher
than those who are 31 years or more. The difference in the
findings is probably because weare dealing with two
different popu Lat Lons ,

Parity:

There is greater incidence of prolapse with. multi-
parity. Not only is prolapse of the cord more co~on in ..•

parous patients, but also 19.8% are grandmultiparous
(Cla,rk 1968).

The ratio of primigravida to multigravidae was
45 to 55. Only 5 women had more than four children.
(Seligman 1960). Four-fifths of cases occur in multiparous
patients especially of higher parities. (Dewhurst 1976).

In this series, the number of primigravidae were half
the n.umber of grandmultiparous.

It,yers Coueh (1977), h oweve r , maintains that parity
as a causative factor, plays a relatively unimportant part.

The risk of prolapse rises with age and parity of the
mother (Pathak 1968).
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Contracted pelvis accounted for 4.1% cases, reported
by Goldthrop (1967). Contracted pelvis predisposed to poor
filling of the Lowe r- uterine segment. ·I'lhencord prolapse
occurs in such cases, vaginal delivery is difficult .

.Fetal factors:

Abnormal presentation is probably the greatest single
predisposing factor in cord prolapse(Fenton 1951).

Clark (1968) calculated the relationship of frequency
of prolpase to presentation as shown in Table V.

The risk of pfolapse was 3.2% in breech presentation
and two-thirds of those were of:fbotling variety.

Prematurity is an important aetiologic factor. 47%
of infants weighed less than 2.5 Kg. in Clark's series.

..•
There is an increased risk in multiple pregnancy. It

occurred 16 times during 365 multiple pregnancies, an
incidence of 1 in 22.8% (Goldthorp 1967). Twins present
problems of prematurity, po.Lyhydr-amnf.oe , and a floating
presentation. ~mltiple aetiologic factors increase the risk
of prolapse in tw Ln prcgnancy . Association of prolapse and.multiple births is six times greater than would be expected
(Clark 1968).

Other factors are hydramnios, placenta praevia and
long cord.
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OTl-lnRS FACTORS:

Obstectric manipulation:

Artificial rupture of membranes forewater has been
responsible for upto 2010 of cases (Dewhurst 1976).

In Clark I s Series (1968) 11-19% we re due to iatrogonic
causes. In Fenton's Cases (1951) artificial rupture of
membranes when the presenting part was not engaged accounted
for 25 cases. 5 cases had manual elevation of the vertex -

1 • -!-' I f 1,.-,,'maKlng a ~o~a 0 ?~.

~)pontaneous rupture of membranes with high head
ac ccunt ed for 21 (21 .5%) of cases of Goldthorp (1967).

Diagnosis and Anticipation:
..,

All patients must be told to go to hospital at once
if they notice a leak of liquor, even if they feel no
contractions. This should be emphasised to patients with
malposition, malpresentation and when cephalopelvic
disproportion exists, even if it is minor.

Cases of unstable lie, or obligue lie may with
advantage be admitted electively at 37 weeks.

Cord should be telt for dilgently both before and after
arnn Lot omy , especially whe n fetal heart rate variations follo";;
the procedure.

In every labour, vaginal examination. auscultation
should be carried out when membranes rupture.

Fetal distress whenever it occurs subsequent in labour,

230



TABLE V: Relationship of frequency of prolapse to presentation:

Presentation Number of Number of Risk of
births prolapse prolapse

Vertex 28,934 54 0.18

Breech. 1 , 151 47 3.20

I 'rransverse 71 8 11 .30

I
I
I Compot:l'id 24 8 33.30 '\
I

I Br-ow and .f'r-_"" 64 0 0
i

••. c:I. •..• c
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or.e !'JU~'t s ue pe c t cord prolapse either ev ident or occult .
. ",_ .. ,- ...•... ' ...., ) .

It is usually assume& that cord prolapse does not occur
when the presenting part is engaged. A delay in making a
diagnosis account for the cases in which o.ord prolapse is
discovered where the presenting part is engaged.

FETAL OUTCGr/JE

In the past the fetal mortality was 50~60%. Even if
corrected, the fetal mortality was still 30% (Fenton 1951).

Time interval between diagnosis and delivery:

Nortality increased proportionately with increasing time
interval between diagnosis and delivery. I'1oststriking
change occurred when this time interval was from half hour
to one hour. Three hours interval, the fetal mortality'
reached 70%.

When time interval between rupture of membranes and
diagnosis was less than one hour, fetal mortality was below
3~% (Fenton 1951).

If the time from diagnosis of prolapse to delivery of
the infant is less than 10 minutes, the mortality was 5.5%.
1.4ithincreasing time, the fetal mortality rises rapidly
(Clark and others 1968).

Station, Ce!"\lixand t·~ethodof Delivery to fetal mortality:

\'lithalive fetus, cervical dilatation at the time of
prolapse of the umbilical cord affects the method by which



delivery can be accomplished.

Fenton(1951) found that ~etal mortality remained high
whe n the cervix was less than 7 cm. dilated or unfavourable
regardless of the station of the presenting part. "'Thenthe
cervix 'vas more than 7 cm. dilated, the mortality varied
with the station. The fetal mortality was 36.5% when the
presenting part was above ischial spilies and 18.2% when
below the spines. Table VII shows the relationship of
cervical dilatation and station to fetal mortality. On his
data Fenton concluded that mortality rate was related to
cervical dilatation and station rather than method of delivery.
The statenent exempted those cases with unfavourable cervix
and unengaged prese~ting part. In such cases Caesarian
Section had an obvious advantage over all other methods
of delivery. This article was written before it became
generally agreed that Caesarian Section was the treatment
of choice in all cases regardless of the cervical dilatation.

When cord prolapse was managed conservatively there was
an inverse relationship between fetal mortality and dilatation
of cervix at the time of prolapse. There was also a greater
incidence of prolapse as the cervical dilatation increased.
There was a peak incidence when the cervix was fully dilated.
(Fenton 1951, Goldthorp 1967).

Hoveve r , 1-lithincreasing use of Caesarian Section at
gyeater dilatation of the cervix~ there was almost a direct
relationship between corrected perinatal mortality and
cervical dilatation (Goldthorp 1967). This agrees with the
f1ndiIlg in the present series where Caesarian Section was
freely employed.

The h~h fetal mortality when the cervix was favourable
and presenting part above the ischial spines was due to
trauma. Trauma was inflicted during the haste to effect
delivery. The trauma may be slight and may be insignificant
for a normal baby. But for a shocked baby who is in a



precarious state such degrees of trauma may be enough to
jeopardize its existence. (Seligman 1960).

Fetal mortality was highest in vertex presentation because
of greater danger of cord compression. An irregular soft
presenting part is unlikely to· compress the cord (Fenton 1951).

Transverse lie or compound presentation had the highest
mortality rate in the series reported by Daly (1968).

TABLE VII: In5luence of Cervical dilatation and Station
On fetal mortality.

Cervical Gross Fetal
Cases Dilatation Station Mortality

cm. %

93 8 - 10 +1 , +5 18.2

I 52 8 - 10 -5, 0 36.5
,

14 1 - 7 +1 , -5 57.1

41
1

1 - 7 -5, -0 58.7
I !.

Fetal mortality was 1~/o in cases where the fetus presents
no evidence of anoxia prior to delivery. Where fetal heart
tone vas not heard and cord pulsations were not felt, theTa
was 90% mortality.



Hethod of'delivery:

There is no expectant treatment in cord prolapse when
the baby is alive.

Clark (1968) outlined the principles of treatment.
Intelligent urgency with treatment following simple lines:

(a) Supportive therapy consisting of postural
treatment. Either Trendelenburg or knee-chest position
and administration of oxygen with digital displacement
of the presenting part to releive compression, are
vital. The administration of oxygen is particularly
important where there is .evidence of anoxia as
indicated by fetal heart rate variation. Attempt to
reposit the cord is futile. In the absence of
pressure, manipUlation of the cord may cause enough
spasm of cord arteries to be fatal. Cooling of the
cor-d also causes spasm.

(b) Rapid Delivery:

In the event of cord prolapse, Caesarian
Section is the treatment of choice. This is provided
that the infant, by weight is potentially selvageable,
and is still alive. When fetal heart tones are
present although depressed, Caesarian Section may be
justified (Daly and Gibbs 1968).

Daly and Gibbs (1968) recommended that after
the diagnosis of cord prolapse, regardless of
presentation and cervical dilatation, preparation
should be made for Caesarian Section. f.fanyof the
infants "!trillbe delivered vaginally before Caesarian
Section can be done. But, at least, facilities should
be made available for Caesarian Section unless the

'':' .
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infant has been delivered prior to that time.

Liberal use of Caesarian Section has reduced
the corrected perinatal mortality to 13.2%
(Daly and Gibbs 1968). Savage and others (1970)
reported a corrected perinatal loss of 17.6%. These
compares favourably with uncorrected perinatal loss
of 19.82% in this series.

When the cervix is 6 cm. dilated or less, vaginal
delivery carries an 6xtremely poor prognosis. A
th i.rd of pat ients in Daly and Gibb' s (1968) series
were delivered by Caesarian Section. OUt of these
2 died and one was injured.

Caesarian Section, when the fetus is viable,
has almost eliminated the feotal mortality, when
the cervix is half or less dilated. It enabled
Goldthorp (1967) to deliver 63.3% of his patients
"lithin the first half hour with a considerably low"'
perinatal mortality. In his series 38.6% of severely
damaged babies were associat~d with internal version
and breech extraction.

Extension of Caesarian Section to include more
cases where the cervix is over three-quarters or even
fully dilated may lower fetal mortality. This
marginal area will require skilled judgement on the
Obstetrician's part.

These cases whe re the cervix is approaching full
dilatation, the fetus alive, and the lie longitudinal
are among the most difficult. This group pro~~ces the
highest mortality. The choice between Section on one
hand, and breech extraction, forceps, ventous delivery
on the other may tax the judgement and skill of the



most experienced operator (Goldthorp 1967, Dewhurst 1976).
In doubt, Caesarian Section is to be performed. Internal
version and breech extraction produces a damaged or
dead baby in up to 40% of the cases. It may injure
the mother. It should be avoided (Dewhurst 1976).

Ceasarian Section rate of 30 - 501; is usual in
most series. It has improved the results in the
management of cord prolapse(Dewhurst 1976). Caesarian
Section is not vlithout maternal risk. But still, there
is a general belief that a further reduction in fetal
mortality can be achieved by a small and judicious
increase to include cases where vaginal delivery is
possible, but. carries a high fetal risk.

\-lhenthe fetus is dead, management is that of I

obstructed labour, if present.

r·Ta ternal Pr ognos is :

Prolapse of umbilical cord is primarily a fetal
complication. However, during delivery maternal
complications are often introduced.

Haternal morbidity in 117 cases was 35.8%
(Clark and others 1968).

In the present series there was one maternal death
due to overwhelm~ng infection by Clostridium welchii
causing gas gangrene.



...•

~·'2t2.lLong-Term prognosis:

Intrauterine hypo/asphyxia is an unchallenged cause
o~ perinatal death. The effect of sublethal degrees of
hY90xia on brain of surviving infants is less certain. In
a controlled study, to determine the degree of risk
abnormalities in the Four year old fine motor and gross
motor testings, Niswander and others (1975) found no
difference in those babies who had intrauterine hypoxia/
asphyxia and those who did not. In the absence of brain
damage at delivery, intrauterine hypoxia/asphyxia apparently
is not a major cause of neurologic dysfunction in the surviv-
ing child.

CONCLUSION:

(a) The incidence of cord prolapse was 0.57% in
Kenyatta National Hospital.

(b) Commonest predisposing factor was ruptured membranes
vlith a high presenting part. It occounted for
54(45.76%) cases.

(c) Vaginal examination is the major method of diagnosis.

(d) Cervical dilatation at the time of diagnosis is the
major determinant of prognosis when the fetus is alive.

(e) Caesarian Section is the method of choice for delivery
Caesarian Section rate was 75~ in this series.

(f) Perinatal mortality was 19.82% and compar'edj

favourably with results elsewhere.

(g) Before embarking on delivery with haste, confirm that
the baby is aLave , lVIethodof delivery has a maternal
risk.
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CLIJ'~IC3 .

The ol Ln.i ce ar c held three :l8YS ", Vlcek. Po.ticnts

They ~rc referred frcm

tOVVYl9Cj_t,Y Council ~fcC',lth Cc.n tz-c s and upco un t.r-y hcs p.i tn Ls •

_.t th c c Li ni o "-'.dc t.ai.Lc d history of the pr.t i.c n ts

compl~lnt is obt2ined. ~;n~ecolcGicnl Obstetric, ~cdicnl

and Surgic.:ll his tery j_s r-ccc r-de d .

"'~ays tcmi c cxx:.lJ.1;;tioYl :is done. Spo c.i fic :-~ttcntjJn

is d i.r c c tc d tC:-.bcloEliw:J_J.nd pelvic ex;;.nin~:.ti en.

_L c crv i ce.l, s ncu- 1.3 tekcrl on ncr.r-by every

Pa t i.cn t.o whose illn(Gs r-c qu i r c opc r n t.i on .is

discussed 1.n the clinic. They ;~0 then ~ockcd fer

r-_d,-'issicn. The 'Nc:.iting List .is 10nG9 but C~'BCS

8USpcctcc to be ClQccrous ~rc given prcfcrentiJ.l

tcckin["£.

1'-.. c czip'l c t.c .inv es t ign t.i cn of the .i.nf'cr t.i.Lc ccuplc

is denc befere --;.drnissien into t.h , war-d ,

G-yn"cccloG:1.cJ.l e;:~r,'£l.n_c;Les r.r c .~(hi tted f'r cm (J;--:'8U2,J.ty

zc .l.i.co L --;.nclsur C;ic "'.1 V1:--,r~_s.

inflr-,.Dln'~tcry di s c.vs c :->..rld ruptured er suspected cctepic



prCGll'J...l1CY f'orrn the rrj ori ty. C,:;.8 cs wi th no-Ii [';rl~~nt

The Y~'..re adn.I t t.cd by Semi or He us c Of.fi ccr rn tnkc ,

on :::.rrivcl.l, full histcry of present ,:-:,nd Jy,-st illness

is obtClinecl. Obstetric ~nc1 Gyn·'.ecc;le cr.L hi s tr. r y is

recordecl. H full phye.i c ;....l ;;nd pelvic cxarun. tions 'tre

cc.rried out.

R:.::.cUe 1 0 :;ic (1.1, bi o ch cr:'iic al. an d b..c tcri ole gi c a L

Lnv cs t.iga t i cns :-~re dcnc whenever .ilFlic:"tccl.

E(',c.;[;'lcc;lobinlevel is esti:r,tecl., (,J1C~ blcod is crr ss-

L'ntchul fer these who require cpc r a t.i.vc procedure

wcrkup h::ls been ccmplctccl. Consent is f',TF:~'~lly signed

before unclcrc;cing ccncr~,l "l1:--ccsthcoin rind cpcr""tien.

/~ li<:.;ht diet if) t:::{C]l on the cv cru ng befere the

s oo.py c ncmc is e..lsc c;iven in the

evening.

'rho llbdc,men and pubic ;:-:.re2S ~.rc shrrv cd , The

nothingcrnlly fren oidnicht the

cf cperaticn.
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Pr-cmc d.l c ct.i cn .::..1j n t.r.vruac ul r-r . 'Gr:_,pinc

1'l'k urine is t,.:.ntcc: fer uu::;.:.'..r,:JJ:'~t c i.n :.:.nc1 ;:C.ectcnc.

l
cr.s cs . :3ut, Lcng->.c t_'-nc;""'.uE; c Le .r cLnxnn t , Li.kc cur[;,rc is

civcn .in t.r-rv enc us Ly • Thcrcfrre tr rcv~r3e the ~n2CS-

tl:C3i::. ncr.s t i gr.Ln.. is ~;iv.:.n .in t.rav nnc.us Ly .

Pc s tuc pcr'~ti v C c 'lrc:-."... .•._.. -----~...---

:3cere t i.cn s ~r.:. no: t :-',8rir.~ tell the pat i cnt is ~-'l'ccd in

3Eri-prcno pcsiticn.

ccnscicusncss is rc:.;~inc~.

h= ure fer tvcn ty-Tc ur- h. urs • Intr~vcncus flui~G ~rc

<0.ivcn f r th.. s or:c ti;·:.e r r until bowc L s: ul1'1s'yc henr d ,

31rc(: -:!:l".y be replr-.cc.Q",jlt ~ihcl1cvcr it is ilCC"G8C:.ry.

Eo.rl.Y' ;:. bili s ntj C.'::1 L:3 cn cc uro..cer'...

weelm.



FOI-H),) ur c.3E.

P~ticnt's Gen(r~l hcnlth is eGtnblishG~. ~t

Furthcrtrc~tncnt

:~,r~cqtyte t.hcr apy ".Ie r~:i.sch:,rcc:l frc::J. the clinic.

T~}O CCIlLCH 3Uli.GIC"~L Pi,1CC2~;:Dlrl..~SS 'r~:"'.T XL~J:; L'Xn:'; nT TH:~o'.'~::--C;---
', 1) ...•...1"

..•..•.: ..._J.--

'I'h.i s is '.ill cpcr".tj.cl) (:(n~ t: crrp ty the u t cr-uo (f

jJr_c1.ucts cf crnc cp td cn v-f t.c.r C", c1i"'Gncsis c f Lncrz.pl.c t e

~bcrticn is J~1L. It is ".11 cnc r jc ncy l'Jrr c edu.r c ,

: )crC'.tL,n is d . 1'1c =~,ftcr'~ pa t.i cn t L:; given .i n t rav cn. us

Pc t.hi di nc 50 nc. :;,n1 Di:'.,s(;PN~10 t.1C. Cxy jcn ;~'y be

cJven ty ;-:-J}sk.

~c jler(',l ,'1.n~,CSthe s .i o.,

vuLv .. ::11''': pcr i nc ur; is cLc an cd with ,'1lltisc-,;tjc Lct i cn ::.n::1

The bl::.d~cr is c:thetcriscJ.

~Jr .c cd ur-c is cc:.rr5.c\1 cu t fer -:.vcry pc l.vi c f":)Cr~~ti( n.

cxpcsc the cervix. Th~ cervix is hcl~ by ~ s~cnGc-

Vu.l s c.Ll.un is 11\ t us,-"l bc c r us c it

tr:-;u;;,c:'ti zc s t~lC V:1SC ul. r,,:c cerv ix.

-:. ,



1;.nCVUL~ f'cr c c ps is t3clLtly inserteJ .i.ntr the uterine

r.. 1.

cr ncc ptd.cn . "_fter cr.ch GT:'..Sp the f': rceps is

wi t.h.tr awn C'nd the pr (nct s: rb tru nc d is rrcrcscc-

pic~"ll.Y cx-v .inc d ,

('f the prr~ucts rf ccnccpticn ~re rC8~vcd.

curette is usc~ t l·.sen ~nd rC2cved these pre ducts

; f c nc c p t i.r.n which ::Ie s t.uc k t: the uterine wa.l L,

This is ~,nc by G~ntly insertinG the curette intr the

utcrinc Cf:'V i ty -::.n\.: t.:cnt.l y s crcqpinL3 ;-:11 t hc Ie ur w~lls

r f the uterus tIen Y·. S:his is denc until t: ~;ri tty Sf W1l:

1ntrc.vcncus er:;'fJctrinc 0.5 ;-:,c; is ,~ivcn in the

)recc;:ss t~ c+n t'rr I any b.l c e d.i ng '.11c1 tc r cduc c the size

: f the uterus.

pr'st--cperC'.t.ivc CJ0 is the S:1I.lC ,~s in the ether

_.fter tIle ~l~.·ti.:;nt h-.s fully r-c cr v crc d

c: nscicusncss ::11[. v.-<::inJ.l bl ccd i n.; is nrt e xc c s s i v c ,

is us uo.Ll y -.:,iven Q c. ur s c . f CG.)sules ::.r1picillin 250 ;1g

sLA: he urly fIT Cnc VTGCk.

2. HYST::::;R~CTm'~ (T0'2;.1.):

~rhe'~b;'Ll'lin,:l..l 'N'''J.l is (pence: either by''., s ubur.b i c-u.

This pre c c.lur-e

2.bc1ru na.l W-. un.' .i s hc Ll : jx'n by ,"-sclf-rct'l.inin,g

r...: tr.i.c t.r-,

,.'~ "



1 • ThE. uterus 9 tubes ,".DC', « v l'..rLc s !"'..recxar inc ',~

'I'hc. '::'~'s ti c n t :wf'.rcls

the .i ns c r t.i c n is li:::1tr.::(1 by IV. 2 ch r r..i c e::.tc;n t.

3.

t hc f;:::.llcpirm t.u bc s , 'vC'.xicm li(;:'1'lcnt :i.fter bluntly

These s t r-uc t ur-c s '.rc cUvic1c.r1
bc twccn v t hc

l~ these w~y the :V:1ry is

pr ...s en ted. 'I'r r cr-: vc UW:"i1c",ry in. the pr . CCS!;, thc

cLnrrps --:.rc p.l r.ccd en the.. Lnf'unc.i. bucle-pel vie

in the Ii -:\T r
.l.J\.' 2 ehr.nie c-:.taut.

.in fr n t (f t hc u t cr-us vvt t.h c level ,"S u tc r =v c s i c. .... l

rcflexicn.. The bL~Jl~:cr is then puah..d well _~.wn t

t.hc Lr wer >'rt r f t.h: ut cr'us ''.1'1.(1 v:Ci.tl:,l v".ul t , The

..utvr::.r ~s•

5. ~-l::,CICs t-i t i c cLrv.ipn r.r c p1:-:.ccc:1 r n the utc.r i nc

: rtcrics cLrs c anl l.x.'.r'"',llcl t; the uterine ~i:J.ll. This

is di vLdcd 2.l:~1li.2"ltC'~ sc.cur cLy wi th IT". 2 c-,.tGut.
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II f'ur-t he r haemoe t a t.i c CL:UilP is p.l ac ed s i.rn.iLar Ly t o

pick up cervicc-vaGinal bronch cf the uterine artsry 2nd

t.r-anev cr-se :U:;2!:"len..:t. :r.his is divided and ligated. These

ar-e divided by c ut ti ng wi th a knife directed cLce e and

paz-eLl.e d to the uterine wall.

6. HavLng expcsed tli(c, c.l1tcricr v~Ginn.l wa.l L arid Lnci s i.on

is made thrcugh it. I'hc cervix is held wi th vulsellum

fcrceps. The vag.i na is .Livi.ded at it its j unc t i cn with

the uterus circumfcrcnticJ..ly us i rig a curved blunt pointed

scisscrs.

7. The v ag.i.nc.I :-'.n,-::;l(;sanl v auLt ar e securcJ by ::1. na tr-cs s

suture us i ng Nc. 2 chr crn c ca t.gu t .

8. The pe r i t cncum is cLcs ed evcr tho vau l t with He'.

1 ca t gu t . The r-v ar i r.n , rcund Q....'1.duterine pcd i cLcs ar o

invG.gi..na t ed during thj ..s cl cs ur-e using a or n t.i nuc s e ut ur-e,

9. TTJ.cv.is ccr-a is ins pee t.cd and <,.bdcninal wal I cLr s cd

as describeJ in cCl.cscri~n sccti~n.

10, Except in subtctal hys te rcc trny f'. r ruptured uterus,

we he.rilly ever pc r f'r rra this qkr~'.ti.c;n ill elective



CASE no: I -CARCINOI'IA OF THE VULVA

1Tarr.e: n,~(J. ~f!!l..: 70 years lribe:Kikuyu Ipno. 2596-37

HISTORY OF EmS:8~T ILLl;ESS: Patient was referred from
Kanger:J.iHeal th Centre of Na.i r-ob.i Ci ty Council. She presented
with one month history of itching of the vulva and ulceration~
vaginal discharge which was not b.l.o oda t a.i.ned , and pain in the
vul va.
PAST NEDICAL HISTCRY: Nil significant.
OBSTETRIC t.l'JD GITAECOLOGICAL HISTORY:

Para 7 + 1.

ros t-menopausal for nany years. She was unable to recall her
last menstrual date, date of last delivery or date of menarche.
FMJILY AND SOCIAl, I-:IIS':rORY~

The patient is married and living with her husband. She
has seven children alive and well. All the children were grown
up.
PHYSICAL EA:ATlTINATIOF: General exarnination revealed an elderly
lady. She had no pallor or oedema of legs.
VITAL SIGNS: Blood pressure: systolic 120 mnr/Hg , diastolic
70 w~/Hg~ Pulse 80 per minute~ Ter:J.perature37°c with a
respiratory rate of 20 per minute. Cardiovascular, respiratory,
and Central nervous system were normal.

Abdominal examination revealed no hepatosplenomegaly
and no asci t.es ,
10QAL VULVA EXAI.::nU•.TIOH:

Largey necrotizing, infected fungating growth on
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the vestibule involvinG the labia minor, clitoris, anterior
one third of the urethra, an terior one third of vagina.
Leukoplakia on the labia majora. There was marked oedema
of the vulval skin with bilateral, fixed slightly tender
enlarged inguinal nodes.
LABORATORY INVESTIGATIONS:

Haemoglobin 11.9 gm.%, white blood all count 7.3 x 103

per cubic millimetre. K 4.0 mEq/co, Na 140 mEq/l, 1 + c03
27 mEq/l. Urea 2.9~uol/l. Urine analysis normal.

Patient w~s prepared and taken to theatre for biopsy.
A piece of heal thy skin, hard tissue and leu~co;;lllicarea
waS excised over labia ninora. No. two catgut suture was used
to achieve haemostasis. Histology of the biopsy showed
inflWllitiedwell differentiated squamous oell carcinoma.
RADICAL VULVECTOr.,y AND LYlIPHADENECTOI.TY:

After diaGnOSis of invasive squamous cell carcinoma
of the vulva was established, the patient was prepared for
major surgery. Four units of compatible whole blood were made
available. The operation was carried out under general
anaesthesia. The operation was a one-stage [rccceure, by two
surgeons one on each side.

The drawing on figure I illustrates the skin incision
line. Superiorly the incision started just below the superior
anterior iliac spine ex tended, in a semi-elliptical fashion
above the --:;UJ pubis down to the abdominal aponeurosis.

La terally 9 the incision incl uded the fc-:('r~ltriangle jus t
above the saphenous opening.
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The lateral incision went down to deep fascia of the

thigh along labio-crural f~ld, the incision met one from

the opposite side just above the external anal sphincter.

The incision was made to include all skin lesions and 2 em.

clear of such lesions. Using blunt dissection, both gause-

covered finger and blunt end of scarple adipose and cellular

tissues were raised. The internal saphenous and its three

branches »es:e ligated and divided in the process.

Superficial and deep inguinal nodes were dissected out.

The fe:noral vessels were exposed. The femoral canal was

explored and femoral gland dissected out. Iliac nodes were

not explored.

The anterior o~e-third of vagina and urethra were

excised, enabling the affected tissue to be removed in one

piece.

Haemostasis was achieved and skin closed with No.1

chromic catgut.

Post-operative recovery..:.

Continuous bladder dru.ina.:e was
u

oarr i cd out for

fourty-eight hours. Caps ules of amp.ici LlLn 500 mg. 6 hourly

waS given for ten days. Intrnmuscular pethidine 100 mg.

was given 8 - hourly for pain for the first fourty-eight

hours.
The patient developed wound infection of mixed growth:-

Kliebsiella, staph aurens and III8:..:.d,:).-:on::l?

25U



The wound was draining pus freely. The organisms were
sensitive to septrin, which was given one gram 12 hourly for
ten days. The wound healed.

His tology report showed that the edges of the excised
skin contained tumour. Six lymphnodes were identified all
had me tas tases.

~eview of the patient one year later showed that she
had developed recurrent disease locally and in the .pelvis.
She had pitting oedema of the legs.

DISCUSSICN OF CARCLTOITA OF VULVA:

Invasive squamous cell carcinoma of the vulva accounts
for only 4% of cases of cancer female genital tract. It is so
rare that Jeffcoate (1975) states that most gynaecologists
probably see£ less than fifty cases during their life time.

Des pi t e , this rari ty in the female e,enital trac t , it is
the most CO~T!on malignancy of the vulva. It is a disease of
old age and occurs most frequently between 50 years and 80 years
of age. The meill1age is 62 years - Jeffcoate (1975).
SYN~PTOMS: The symptoms of patient being discussed t~pifies
symptomatology of carcinoma of vulva. Itching of the vulva
of long duration and vulval ulcer either singly or in
combination are the leading symptoms. In addition Rutledge,
Smi th and Franklin (1970) found condy l.or m ~,C:.l '~..'. -:'.:' was
present in 7% of their 101 patients. Two were suspected to
have non-syphyli tic gr-anul ana tous disease, 13 h ad either
syphyli s or his tory of the dis eas eat one time.

"/-. l.



The mean duration of symptoms in their series was ten months.
The commonest sites of the cancer are labium majus and

clitoris. Fifty-three percent of cases of cancer of the
vulva have involved regional nodes when first seen and five
percent of pa tien ts show contrala tcral. node invol vemen t when
when the tumour is situated only on one side of the vulva.
In bilateral or midline tumour 357~ of such t umcu.r have involved
nodes.43% of impalpable nodes in carci noraa of the vulva are
involved when the patient is first seen (Phillip, BClrnes and
Newtone 1977). Earlier Way (1960) had emphasized clinical
palpation of superficial inguinal nodesy in pre-operative
eva.luation of patients with carcinoma of vulva.

I10dern treatment follows the recommendations of
'J:i2.'J.8sin; (1940)y Green etal (1958)9 !;ray(1960) who advocate
rad4-§al vulvectomy wi t.h bilateral superficial and deep ilio-
inguinal lymphadenoctomy as the ideal.

Disaia (1975) has high lighted Lmpo.r t an t points
relevant to surgical radicallity of the cancer
1. Removal ofr;lcl1sveneries.
2. Excision of sufficiently wide marGin around the tumour.
3. Dissection to an adequate depth wi th removal of all

tissues superficial to uro~enital diaphragm.
neighbouring

4. ~esection of / structures such a.s the urethra,
anus 9 even bone if tUL10ur hOB reached these si. tes.

Despite their advanced age - operative rate is as high
as 80-90% wi th an opera.tive mortali ty rate in the region of
2 - 5~ (Dewhurst 1976).



The presence of inguinal node metastases is associated
wi th adverse prognosis. In Franklin and Ru t Lcdr;c (1971)

series, 53 patients had lyQphadenectomy which were negative
of tumour and none of these patients died of recurrent
malignancy after three to four years. On the other hand
only 13 out 33 patients (39%) survived without disease three
or more years when lymphadenectomy vms posi tiv c,

In large series reported, if there are not involved
nodes, 5-year survival is 70"/;), in cases where superficial
nodes arc involved survival rate is reduced to 55?;, and
5 - sur-v i.v aL rate is 2150 if deep nodes (extcr-nat iliac) are
involved. '7ayand Henn i gan (1966) st ated that bilateral
superficial inguinal node involvement provided that deep
nodes are not involved carries no wo.r se prognosis than
unilateral node involvement.

The case being discussed had advanced tumour. All
six nodes removed were pos i 't ive for t.unour-. It is likely
that the deep nodes (external iliac) were also involved.
Owing to the recurrent of tumour within one year may suggest
that surgery WeS not radical enough, but certainly is a bad
prognos tic si gn for the pa tien t.
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Name J.C. IP Eo. 340771
RT. No. 8307 - 4963 Age: 40 YJ~ARS.

TRIBJ~:----

History of Present Illness: Patient presented with four months

history of per vaginam bleeding which vms intermi tte but had

become continuous over the last two weeks. She had lower abdo-

~inal pain which was continuous for three weeks.

Past Medical History: Nothing was significant.

Cbstcri~ and Gynae.olc~y History.

Para 10+'. Las t deli very was in 1977. She had had no

8.enstrial period since last delivery as she was lactating.

Pre:tviously she had regular lleriods each lasting four days and

oc~urrinG every thirty days. She had not used any contraceptive

device.

J?amily and Social His tory: She is
mar-r-I ed

/ and her hus band is a

peasant.

J.:'hysical:SXamination: General condition was satisfactory and

she was in good nutritional status. She was slightly pale but

a febrile. There was no pi tting oedema of tJ1e legs nor was
there any lymphadenopathy.

Cardiovascular 9 r-es pi.rat.or-y and central nevous systems vies:e

normal. Abdominal exa~ination revealed no hepatosplenonegaly.

There waS no ascitf's, Slight tenderness was elicited in the

hypogastrium. Vaginal exarnination revealed a normal external

genitalia with a slight oozing of blood from the introitus.



A bulky nodula.r cefre i.x waD felt 1,7it.h a, sl:iChtly enla.r~ed ut cr-ue .

This provoked s one blesd:i.ng a.id a de tailed b.i nc.nua.L examin> tion

waS deferred until the pat i cn t was u~der anaesthesia.

A pr-ov i s t onr.I imlJress.:Lon of Car-c i noma of Cerv::'x wn o nad e .

Eaemoglobin 11.3 g PCV 346. Urea was 1 E· I1tS Del' c en t.

31ectrolytes were nOrl7'al.

Urine: PH 8 No pr-ot.e i nur-La or gly cosuria. Im~; cells

25-50 per high field. No casts or ova. Many epithelial cells

were found. No bacterial growth was obtained after forty--eight

hours. Chest X - ray was normal.

Intravenous pye Logr arn showed no hydroureter or hydronephrosis.

Patient was given Euradantin tablets 100 mg three times a day

for ten days ~ -"Ferrous sulphate and folic acid were prescribed
<.

in the usual doses. Patient was prepared for examination

under anaes thesia (:SUA).

E.U.A:: Premedication of atropine sulphate 0.6 I:1i:; Lnt.r-anus cu.La-

rly waS given half hour before thezl tre. Pat.Len t was an ae s the-

tised and placed in Ii t.ho t.orny posi tion. The vulva was cleaned

by antiseptic lotion and was dr appe d , Cystocopy 'l'12.S done

which revealed normal bladder mucosa. S~::eculum examination

showed haemorrhagic ulcera ti ve 'tumour- ar-Lsi ng from the cervix

and extending to the upper two-thirds of the vaginal. A piece

of tissue was taken from the cervical lesion and sent for

histology. Digital examination confirmed the above findinding

and tumour was found to involve the par ametri urn, }l.ectal

the par-amen tri urn was involved bi Laterally 9 more on the left

examination revealed that the rectal mucosa waS spared9 but

side than the right.



'I'he.re was no extension to the pelvic wall. It was stage lIB

Result of Histology~

differentiated infil tr-at.l ve s quamous ceLL ce.ranOI18. of ccrvL~-

uteri.

TltEATL-IEI'JT:

Owing to the above findings, it was considered appr-opr Late

to treed the patient by radiotherapy alone. Ffhole pel-vis

radiation from two opposing fields (2...Ilterior and posterior)

of 15 ern by 18 ern vms given. Tumour dos e of 200 rads W3B f.Siven

on each field alternately for twentyeight days deliver~ng a

total dose of 49000 r-ads , I~xcept for miLd di arr-ho ea there

was no adverse reaction to irradiation. This external irra-

diation was de Lf.ver ed f'r-orn cobal t 60 appar o.tus .

On completion of above treatment the pa t.i ent vms discharged

and readmitted for intracavitary 137 caesimn irradiation after

six vleeks. Vaginal examination: VaginQ W:-'lS of normal capa-

city, cervix looked red, non-heemorrhagic, short portio-

vaginalis , but no tumour- was seem. ::tectal exanu na tion revealed

that parametrium was free of tumour. Large uterine and small

vaginal applicators of 137 caesium were inserted to deliver

1600 r8.ds to the r-ec t un and 1400 rads to the bl ad der .

o r:: ,...::,;) ,
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D I S C U S S ION

Carcinoma of the cs.rvix-utcri .i s t.he commones t raa.l i gr-ant

turnour in the female geni t2,1 trac t , L: the whole body it is

second only to the carcinoma of br-cas t , I t is three times

mor-e common than carcinoma of the end orretrri uru (Brewer and

Decosta 1969).

The cause of carcinoma of the cervix-uteri is unknown.

It is? however? highly as aoci.ate d wi th low socia-economic

status operating via various factors. ~arly age at first

coitus and pr-oru ecua sy , among others,.are the major factors.

There is a high incidence of infection with herpes simplex

virus type 2 in pa t.i en t s wi th cervical carcinoma (Haib et al

1969). The Bean age in Kenya is forty-two years (OJwang arid

LIati 1977).

The detection and vigorous treatment of dysplasiQ. and

carcinoma in-si t u wh.ich are pre-malignant and pre-invasive

forms res pec tively wi Ll, help to reduce mc.r-bi di t.y and probably

mortality from invasive cervical cac i.norna, ]::'idler (1968)

reports that in a population already screened? invasive cervi-

cal carcinoma develops at a rate of approximately 4.5 per

10090009 whereas t.he r a te of unscreened popuLat i on is about

29, per 1009000. Examining the screened and unscreened

population? it appears that the progr-am has the potential of

reducing the incidence of clinical disease by approxim~tely

85% (Boyes 1969)
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Intracavi tary irr2,di&tion combi ne d -Hith externcl ';.ee1J

X-ray therapy is the rie t.h od of choice i21 treating invasive

carcinoma of cervix - uteri (Derihur-st 1976). ;7he~C'2es

surgical treat~ent is possible only in selected cuses
1

most

patients seen in :Cenyatta national .Ics pi tal ciTe too .Late t o

operate on. OjWmlg and Lati (1973) in their series of 200
cases of invasive cervical carcinoma found that 20 (10%) were

stage I 52 (26.5%) were stage II, 112 (55.5%) were in stage

III and 16 (87~) in stage IV when they 'Nere first seen. In

East Africa1 the results of surgery alone for the patients

with cervical carcinoma are not good. Eihen and Gebbie

(1974) reported that two years after treatment all but one of

the eight patients treated by surgery alone had died of

recurrence of the turnour. Disaia and Co=woz-ker-s (1975) quotes

2,000 patients treated by re,diotherapy alone in a twenty
>

year period; the five-year cure rates were as follows: Stage

I 91.5% Stage II a 83.5%, Stage III a 45.0~, Stage III b

case being discussed typifies the
clinical picture QS seen Xenyatta ~ational Hospital. A

highly parous patient at 40 years of 2.ge in a low socio-

economic groupo She presented, w-hat in our cercurns tances is

considered1 early. She responded well to treatment.

~idence available shows that cervical carcinoma is

eurable provided it is detected earlY,and correct and
adequate treatment is given.
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CAS:S NO 3: ADENOCjI."RCINOMAOF THE ENDONETRIUM - STAGE I.

Name: L.O.A. 56 Years. IP NO. 368289
Sex: Female Tribe: Luo.

PRESENT r1~~DICALHISTORY:
Patient presented with one ~onth history of vaginal

bleeding and slight continuous lower abdominal pain for ten
years. Vaginal bleeding was initially intermittent, punctuated
with watery bloody discharge.

The bleeding had becane continuous but variable in arlount
one week prior to admission.
PAST ri[::;DICALHI;jTCRY:

Nil signinificant except she had lost vision on the right
eye since her childhood.
SCCIAL AND FANILY HISTORY:

Patient was a widow for the last six years. She had
five grown up children.
OBS':r~TRICAND GYNANJCLOGY HISTORY:

I

Para 5 + O. Last delivery 1952. Last menstrual period
waS ten years prior to adnission.
PHYSICAL EXAMINATION:

She had marked loss of weight that bordered on being
wasted. Atrophic blind right eye. She had mild bilateral
pitting oedema of the legs. No lymphadenopathy and paller
were noted.
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VI'rAL SIGNS:

Tem perature 360C, Pulse 76 per minute ~ Respiratory rate
18 per ninute; Blood pressure sysdolic 140 iTh.:1/Hq.and diastolic
90 w:1/Hq. Respiratory cardiovascular and central nervous
systems were normal.

Abdominal exanination revealed softish mass arising ou.t
of the pelvis to twelve weeks pregnant uterus. It was slightly
tender and fixed. It was dull to percussion. There was no

~epatosplenomega ly and no ascites.
VAGINAL EXAlHNATION:
S.E!:culur!lExaI'1ination:- Atrophic, but normal external genitalia
vagina normal.

- cervix was normal - looking
- Bloody watery discharge issuing from the cervical

os.

Cervix was firm, uterus enlarged to twelve weeks size.
It was irregular and firm. It waS retroverted and fixed to
pouch of douglas. Adenexae was free and non-tender.
lrNESTIGATICNS:

Haemoglobin 11.1 gldl
Het. • 346.

Blood urea I'h trogen 2.7 Umol/L.
Intravenous pyelogr~~ - normal
Chest x - ray was normal

J?apanicolou
was bleeding.

smear was not done as the patient



DIAGNOSTIC CURETTAG:8 AHD EXAfUNATION UND~R GENERAL ANA~STHESIA:

Patient had premedication of intramuscular atropine
sulphate 0.6 mg. half an hour before theatre. Anaesthesia
was induced wi th sodium pentothal and maintained by ni trous
oxide, oxygen and trilene by mask. Patient was placed in
li thotomy posi tion. Vulva-vaginal/area was cleaned and drapc:nl
Bladder was catheterized. External genitalia was atrophic
but normal. Using Auverd's Speculum, vagina was found to be
normal, so was the cervix. Bimanual exaru na tion revealed
enlarged uterus about ten to twelve weeks size. It was
irregular and firm. It was retroverted filling the pouch of
douglas. Mobility was restricted and -d ncxno was clear of
any masses.

Uterus was sounded to 6 cms., cervix was dilated to
Hegar No.8. Sharp curettage was done covering all the walls
of the uterine cavity. Scanty whitish curettings mixed with
dark blood were obtained. There was minimal bleeding. Post-
operative recovery was uneventful.

His tola Number 2307, was reported to be moderately
bulky an aemorrhogic curettings. Microspically reported to

s ,
be mentrual products.

In view 01 the preceding recurrent post-menopausal bleeding,
twelve weeks uterine size, car-c i.noria of the endometrium was
considered a likely diagnosis. Total abdominal hysterectomy
was decided on and patient advised thus.
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Three weeks after diagnostic curettage, the patient was
prepared as before, for general anaesthesia. Two units of
c:-~_ ·:.titleblood was made available. Anaesthesia was induced
as before and en.lc tracheal tube was inserted wi th the help
of intravenous succinyl choline. Anaesthesia was maintained
by oxygen and nitrous oxide and for muscular relaxation curare
waS given intravenously.

Abdominal wall was opened through s ubumbilical midline
incision. Hu.Ltinodular uterine fibroids of approximately eight
weeks size atrophic oVqries and normal tunes were found.
Simple total hysterectomy and bilateral salpingo-oopharectomy
was done in the manner described in the introduction. Abdominal
wall was closed in layers with silk nliBber I to the skin.
Specimen was sent for histology. Post-operative recovery was
uneven tful.

Histology report number 3105, showed a poorly diffentiated
papillary adeno-carcinoma of the endometrium. The cervix, ovary
and follapian tubes were normal. No report was mentioned
on whether or not there were leiomyoma.
peST - OPERA'rIVE IRRADIATION: Three weeks after operation.,

The patient was started on external pelvic irradiation
from cobalt sixty machine. The patient is receiving a daily
whole pelvic dose of two hundred rads on anterior and
posterior opposing fields alternatively. The field size is
14 x 15 centimetres. It is intended to delivery a total of
four thousand rads by external irradiation. It is also planned
to have intravae:;inal 137 Cs at the vaginal vault, six weeks after
external irradiation. The patient has so far received two
thousand rads and seems to tolerate irradiation well.



D I S C U S S ION:

Adeno Carcinoma of the endometr-Lum is second 110St frequent

ma'l i gnancy ..of female geni tal organs. It is pr-edecrl nan tly a

disease of peri-and post-menopaus~l age groups. It is so much

so a disease of pos t rrlenepa.usal women that I'lorrow, Disaia and

Townsend (1973) had th5s to say and I quote: " Any woman who

has pos tmenopausal bleeding wi t.hout an 0bvions vaginal or

cervical ae ti ology :1US t be considered to have endometrial cancer

until pr-oven. otb er-wi.se", Endomet.r-ia.L cancer occurs wi th

greatest frequency between the ages of 40 and 60 years with

a peak incidence in the ~n to 55 years Group

(Brewer and Decosta 1969): However Morrow and others (1973)

estimate that 5% of the patients are under 40 years of age.

:J3 trogcn - producing ovarian t uncur-s (e.g. gr'lulosa-

theca cell group) has been' associated "vith endometrial canc e:r,

4. 81~of the f: lTIi!lizing turnours are associated with endometrial

cancer - (Brewer and Decosta 1969). Lnd.ivi.dua.Ls who are

obese, .inj er t i Le , hypertensive, diabetic a.1d with "', his tory

of late menopause h.iv e a high incidence of adenocarcinoma of

the endometr-i um, HoWeVC;L~ydespite these associations, C(Ulse·

and effect relationship has yet to be est to be established.

Lhnormal vag.ine.L tleeding in all age gro ups is the

COITlt:10nestsymptom -- (r-IorroV!and others 1973). Post

;r.enopausal bleeding of any kind, is a striking event that

must never be overlooked or passed off lightly. Abnormal

vaginal bleeding during the :"limacteric should only be

aSsuI!led to be due to failing cyclic ovarian function after the
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necessary examination and investigation have proved negative.
As no particualr type of bleeding characterises cancer of the
endometriumi pr-ol snga t.i en of bleeding at nc ns tnua't.Lon;

intermenstrual spotting or haemorrhage during menatrual life,
calls for exclusion of endometrial cancer.

Diagnostic curettage is the most accurate method of
establishing the diagnosis of carcinoma of endometrium. The
occasional ~rror arises where small growths are missed with
the curette or pieces selected for section oBit the relevant
area - Jeffcoate (1975). Eorrowand other (1973) - advises
that papanicolaou stained cystologic smear, because it is
unreliable, should not be used to exclude endometrium cancer
but should be performed to evaluate the cervix.

According to Graham (1971) total hysterectomy and bilQter~.
Salpingo-oopharec tomy followed by pos t-opera tiv e irradiation is
the treatment of choice of carcinoma of the uterine body.
In the series he (Graham 1S71) reported 31 patients who had
hysterectomy and radium in the vagina to have a 5 - year
survival rate of 815£ or 25 patients. J:1herewaS no recurrent
tQ~our in the vagina. Three patients died from carcinoma.
This contrasted sharply with five-year cure rate with
hysterectomy alone. Of 64% or 21 out of 33 patients, vaginal
recurrence rate of 12~ and death rate from the cancer waS
12~~'of the pa tien ts who had pre-operative radium five-year
cure rate was 76% or 45 out of 59 patients, vaginal recurrence
waS 37~, and death rate from the carcinoma was 14~~- Graham IS
patients were stage I Adenocarcinoma of the endometrium •

•
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Progestogens remain a useful adjunct when conventional
methods have failed_. Progest erone is most valuable where
growth is slow-growing, weIL differentiated and where pulmonary
me tastasis is pres ent - Dewhurs t (1976).

Like all other cancers, the single most importa~t tactor
in prognosis is the extent of the disease at the time of
initial diagnosis. But specific to adnocarcinoma of the
endometrium, spread to the cervix, invasion of the
myometrium and pelvic involvement adversely affects the
prognosis. Where adenocarcinoma is restricted to endometrium
alone 95~j of patients survive for five years, while five year
survival rate is 50% where cervix is involved. (sall,
Sanneblick and stone 1970).

The patient under discussion presented typically with
postmenopausal bleeding, but had primary surgical approach
to therapy, total abdominal hysterectomy and bilateral
salpingo - oophorectomy on a strong suspicion resulting in
histological diagnosis, of adenocarcinoma of endometrium.
It is probably stage I G 3.
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Cf,SE NO. ~:
. .

GESTLTIONJ.L CHORIO- Cl,RCINQIl1L:.

rlB-2. fJI. N.

1.P NO. ?P4790
AGE~ 40 YE1;RS TRIBE: KIJVIBj~

HIS'IDRY OF PRESENT ILLNESS:

The prrt.Lerrt presented with continuous mode r-ate vaginal
bleeding for two weeks which had got worse two do.ys prior to

admission.

She had evacuation two weeks previously for incomplete
abortion. The pregnancy was sixteen weeks by dates. She had
presented with a history of having spontaneously aborted

the evening of the day of admission. She had vaginal bleeding
and intermittent lower abdominal pain for two days. VJhen she
was examinE-d the features were consistent with incomplete
abortion. Uterine size was forteen weeks, the c~vico.l OS
vms open and taken up and the aderiaxae was cLc ar-, l~.t
evacuo.tion, normal looking products of conception were

removed by ovum forceps and curettage. JiCYSt on the left

anterior vaginal wall was noted. Uterine bleeding subsided
and the patient was discharged.

PI,ST MEDICJ,LHISWRY: None significant.

OBSTETRIC /;ND GYNAECOLOGYHIS'IDRY:.
Para 12+0. Las t delivery vms nine years ago , Had been

on depo-provera for six yearsl but abandoned it because she

developed high blood pressure.

PHYSIC1,L EXlJIINi,TION: She was in fair general condition. She

had mOdero.te pallor, but no lymphndenop2.thy. She W8S not
ja1JIldiced either.

Y.l.]!L SIGNS: Blood pressure 80/50 mm/Hg.
Pulse 110 per mi nu t.e ; Tempero.ture 36.80c and respiro.tory
ro.te W2.S20 per mi.nut.e , No abno rrna l.i.ty was found on examinatiop

of the abdomen, respiratory, and 6~ntrc.l. Nervous systems.
Except for low volume and r-ap i d pulse and low blood pressure,
cardiovascular system was normal.
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PELVIC EXA~nNATION: External genitalia was nOIT!1al. Bimanual
exam i na t Lon revealed open cervica1 OS, bulky uterus and normal
adenaxae. Vaginal loss of fresh blood was noted. It was decided
that the patient should have a repeat evacuation in v.iew of the
recent probably inadequate evacuation and physical findings.

The p~ient was again prepared for general anaesthesia. She
was transfused two units of blood. In theatre with the patient
under general anaesthesia, pelvic examination was repeated
Speculum examination revelead minimal bleeding'from cervical OS.
however, two haemorrhagic cystic il2cms by 2cmsi1 lesions were
noticed on left lateral anterior walls of the vagina. The former
was in the middle third while the later was in the lower third.
Planned curettage was not done because the lesions were suspected
to be metastasis of choriocarcinoma. There was no adnexael mass
palpable at examination under anaesthesia.

The first beman chorionic ganodotrophin was estimated to be
more than 24 IU. per millilitre and less than 48 IU. per millilitre
(The method used was a latex pa{ticle agglutination test for
detection of HCG in human urine) chest x-ray U['.= done and showed no
radiological evidence of metastases. Initial Haemogram results were
as follows:-

Haemoglobin 4.9 g/dl.
White blood cell count 9.4 x 109/L
Platelets were not done.

On the second day the patient had a massive vaginal
bleeding until she went j n.to sho ck , She viClS immediately
trans.tused wi th whole compatible blood. She wa s given four
units of blood. Repeat haemoglobin 7.1 g/dl; white blood cells
8.1 x 109/L• Platelets we re 322,'000 per cubic mm , She was given
another two units of whole compatible blood. Her blood group was
A with (D) positive rhesus group. A repeat HCG estimation was more
than 48 IU. per millilitre and less than 96 IU. per millilitre.
She was given 'oral methotrexote 5mg. tds for five days. During
this treatment she bled again necessating transfusion of three
units of wholecompatible blood. The treatment was, however, conti-
nued. She stopped active bleeding after the first course of methot-..
rexatet and had another two courses of methotrexate.
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with one week treatment free interval after oach course;
haemo.tological parameters allowing and in the absc:nce of drug
reaction. ShG hGd haemoglobin, whitG blood all and platelet
estimation twiceD week and human cho r'Lani c gonadotrophin
estimation weekly •

.After three courses of me tho t.r-cxatc human chorionic
gonadotrophin estimation showed it hc.d reached non-detectable
lGvels. Pelvic exnmino.tion revealed that the meto.static
lesions in the vag Lna werc shrunken and wcre not hnemorrhagic
any morG. A rep0o.t chest x-rc:.yrGmained normal. She had two
f'ur-the r- courses of methotrexate. !~fter the fifth course, patient
deve-Loped drug reaction. She de ve Lop cd rh2Y'j:1:;i-cis:vomiting
and diarrhoea with D temperature of 40Co• She beco.me very ill

i.~dc:ed. Her white blood cell count had dropped to 1.7 x 109/1;
Plo.telets coun~ 151,000 per cU.ffiQand HB 14.2g./dl. Blood
slide was negative for malo.riD parasites, blood cultures grew
no organism, Dnd midstream specimen of urinE.!was sterile. No
organism was grown from threat svo o,

Patient was treo.ted with a CQurse of chloroquine, ampici-
llin, and intravenous fluids. She had fjli:; ac i.d 3mg. onc e daily
for one we ek , S~e recovered over a two weeks period at the end r-f
which WBe' ; was 5,:';x 109/L; P'Lat.eLe t.s 230,000 per cu. mm;
HB 11.6g. Idl. The pregnancy test remained nego.tive.

Owing to the f'ac t that the patient was
parous, no chest metastasis and th&t vaginal
comp~letely diasppeared?

40 years old, highly
metastases had

a negative pregnancy test it wos
that the patient should have a total A.brlominalhv at.or-cctcuy
bf.La t.er-a'Lsalpingo-coOhOrc..ct.Ony,

d"". ~ided
and

Fatient was prepo.rcd for gener8.l anaesthesia in the
normal manner. 'I\'V'0 uni ts of compatible blood was made available
~Lth the patient under general an~esthesia, abdominal wall was
opened through submilical midline incision. Uterus, ovaries,
and tubes WGre found to be normal. f •. routine 'totcL hy st.evectomy
and bilateral salpingo - ooph(l)Y'ectomywas done as described in
the introduction. Haemo st.asLs was achieved. Abdominal wo lL W8_S

closed in layers with silk to the skin. Histology of the specimen,
showed cystic hy~:,---rTlo.si::.o f tbe endome tr-tum , otherwise normal u tcr..

. -us; multiple folliculo.r cysts of the ovaries arid normal tubes,



Patient recovered from surgery uneventfully.

Post-operatively the patient had three: courses of methotre-
x :tt2 5mg ~ 'td s, Each cOeJ-rselasted five days with seven day
interval between courses with. adequate levels of WBC: HB and
platelets. Fast-operatively, pregnancy test rem2in~d negative and
repeat chest x-ray was normal.

The prrt.ient WCJ.S discharged from the ward. On discharge
ohe haemoglobin was 11.6g.dl. WBC 5.7. x 10~/1, and platelet

count 21L~,000 pe r CUt mm , On follow up in the clinic, pregnancy
test remained ncgr:tivc, chest x-ray was norm81 and clinic811y
there wa s neither symptom nor sign to suggest recurrence.



DISCUSSION

Cho r-Lo=Car-cLnamais an anap Lc st.Lc 'tumour- composed of
syncytiotrophoblast and cytotrophoblnst that invade myometrium and
cause haomorrhage and necrosis (Li, 1971.) Except for rare cases 2-

arising in teratomas, char-i.ocar-cf.nonais a tumour confined to
reproducti ve p eri.od and aLway s follows p r-egriancy , It may follow
ectopic as well as intrauterine pregnancy. About 40% of case s
follow hydatidiform mole, another 40% fcllow abortions and 20%
follow normal term pregnancies (Hellman and Pritchard 1971).

The incidence is variable. In north Amor-Lca and Britain
it occurs one in 50,000 to 70,000 pregnancies while in the
far East it occurs one in 5,000 to 6,000 pregnancies (Jeffcoate
1975). The predisposing factors are low socio-economic status,
advanced maternal age, and poor nutrition. (Iliya, Williamson and
Azar 1967). Illiya and co-workers found that consanguinity was
common in the marriages whose pregnancies choriocarcinoma
subsequently develcped. This high incidence they explained by
the ~'rcbr.b.l c rOD['.rkr'.blcrer.lOJs::ci·sle(~e[';reeof compati bili ty between
tissues of mother and fetus.

The interval between pregnancy or a molar pregnancy
or otherwise andovert choricarcinon:a Day be as long as five years
or more, but it is usually less than two years. Since the
primary growth is in the uterine wall, the commonest presentation
is irregule.r uterine bleeding sooner or later after expulsion
of a mole or abortion or a no r-raa'L pregnancy (Jeffcoate 1975).
Symptoms\!nay also arise f'r-ornsecondar-y sit.es, In the lungs where
me te.st.asi s is found 75% of the caae s, dysponea, oouCh and haemo-
pty si s may be the presenting symptoms. Vag tnaL me t.astr.si.s'\occur 50% of the C2ses and bleeding from such sites may not be
possible to distinguish frcm uterine bleeding by history alone.

The Diagnosis of cno r-t.ccorc i.nc.ro La [",n~6:on t.~_~t0~7 ••
symptoms and signs which reflect the behaviour of the? tumour.
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Tissue diC1gnosis is usually not sought o.s surgical interference
encourages h acnat.o gcnous dissemination of growth. In cases
whe r-e tissue as ava.i.Lab.l e, however, the most important
diagnostic features of choriocarcinoma is the absence of avilous
pa t.tor-n, According to Li (1971) Chorionic gonadotrophin is 0.

sensitive diagnostic index as well o.s o.n o.ccuro.temonitor for
progress of the disease. Rat.eof chorionic gonodotrophin excre-
tion is used to decide whether or not t.r-en tmcrrt should be
carried out. However? the technique for e2rly diagnosis do not
r'c ad.iLy distinguish bo twe en potentially fa tal -,:'81iferations and
those which regress spa.nto.nc:ously(Bo.gsho.we 1969). In about
80% of cases trophoblastic activity is not detect2ble by sixty
days o.fter evacuation of a mole, and 90 to 95% is negative by
250th day. One in three patients whose pregnancy tests are
positive morethan three months nfter evacuation of a mole ho.ve
chorio-carcinoma, (Bagshowe 1969). Based on such evidence
Brewer (1968) advocated treatment for all those prrt i.ents who
can be shov..rnby a sensitive essay I:1cthodto be excreting
chorionic gonadotrophin when uterine cavi ty is empty sixty days
after expulsion of a mole.

Chorionic gonadotrophin among other things, c'10ri,:,c~rcino:~1u.~
Bag shawe (1969) stated that po stmo La r- chc r i.vcnr-c Lrr-nc wi, th an
initial excretion of human chorionic gonadotrophin higher than
one million International Units pe:c twenty four hours alw8.ys
proved fatal. But according to Jones and Lewis (1974) most
important prognestic cri teria w~s the site of me t.as tns Ls ,
Patients wi th brain or liver me tris t.asi s were at extreme risk even
when ndequate therapy and supportive care were given.

Chemothernpy is effective trentrnent of trophoblnstic
disease. Untreated matasto.tic chariocarcinomo., the mortality
is 90%. Complete d.lssnppe ar-cncc of em authentic arid
meto.static chariocarcinoma is loss tho.n 1% (Li, 1971). Brewer,
Gerbie, Dolkort, Skora , Naglo, and Torok (1964) said 'tha t

chemotherapy should be given in short intensive courses. The
dosages of the agents employed should be maximum that are
tolerated by the patient. One course should follow another
just o.s soon as the toxic effects have abated.
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According to the r'e spc n sc to treatrnentr Ross, Goldstein,
Hertz, Lipso+·t OJ:cl Odell (19:):=: ", -1'j,"i,\:'d +ho 'nntient into ;'" low
and 2. high risk tSI'OlIp. For 101;; r-i sk , the ~r'.t2:rj~, i ::_...;.-

(1) Tni t reI t.I t.r-o of Loss thrm human cho r-i.cnf.c g,'>:1ndotrophin

of lOO~OOOI.D. in tv~nty f~ur hours.
(2) Appar-cn t onset of d i.sc rso vrithin four :110nt:-Lsof initic.-

't i.ng chemo t.ho+aj-y 0

(3) mctn s tc s t s \\'er:: l:i::,i ted to t nc Lungs or pe Lv.i s ,

Fo r tl'is grC'up .: s ing l.c C.gCl}: is er'1pJoy,:;d. Present l:::Y'ccticc
h2s been to stprt tr2~tment w~+h wctt~frex~tc, unless there is

ovidGDC0 of . . ,., ]
llil1')::'1I'OmCn-c OI r-ena.i

p rc vt ous f c l Lur'o of meth tr-cxc to ther3py. Howcve r , high risk
prt Len t.s such c.e those C:::;,S::E:: "<lith HCC'- ·::;itrc mor o 'thr-n 100,000

Int(-::r'!1Cli.:j,on~1Un i.t.s L'r 2Li hours; hcp::tb,c or cc r-obr'rL mo tns te s i.s ,

and r-osi s tan t to single cllcE'other2]'Y~· triple:. 'tho r-apy as cdvo ca'tcd
'uy L: (lS71). Jones ..-'.n(~ Lcv.Lc (1971.:,) u scd ~. comb i.net.Lon of

th:::r2PY "-',2 advo c :"tod by Li :;_'l h i.gh rt:3K group. They had 71.l.j,%

o f 39 ca s c s :.11 th;, hiE-;'1 risk group 80% of these: went into
~emissiDn. Lewis (1972) had 13 high risk c~ses~ 11 (25%)
went into r-omi.s s Lon u s i ng Li I S triple t.he r-apy of methotrexate;

Ac t inarnycLn D nnd ch.Io r-ambuci.L, ThI s same author (Lcwi e ) reported

95-100% r-crm s s i cn in cr.se s of low risk group whi ch is keeping
wi th .nr.ny other au t.ho r-s ,

Hysterectomy n.:I_oneis not the t r-cotmen t of choice?

in patients with mctnstic charioc~rcinom2. Lewis (19GG)
quoted by Dewnurs t (1975) c,{':irl that the mojor role of surgery

is to combat +ho compl i co t ion s teEiporarily in o:cder to alloy:
the p2ticn t to live long onouzh to r-esporid to chemothcr-cpy , For
early di agno s Ls of chc r-Lc cr.r-c Lnccic and for monitoring the

r0spons0 to trentmcnt, the mcthod used to detect8h~ri0nic

gonc dot roph tn .nust be scn s i. ti ve and specific. Owing to cross
re..-:ction of human chorionic gGn2u'Jtrophin rind j. i,tui 'tr.r'y
I<nte inizing no rmorio in bo t.h :)ioassC1.j S arid [;10st r-ad.i o Lrnmuno a s aay s ,

~one must be able to measure c£an£~dotrophin ac t I vi ty down to the
level wher-e it could be ac coun tc d for by pi tui tc.ry Htteinizing
hormone before one C2n say 'there is no ev.i derice of Lnc r-cc scd

human cho r-Loan i c gonndo t rophf.n due to tumour.
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Complete remission ~s defined on tho basis of BeG titre is
a ch t evc d where a woman ha s three consc cu t i.ve we ck.Ly J-lCGLcvo.Ls
Ln n.nmgo cons i s tc.nt. '\vitl:. pi tu.i t;.ry origin. ',vll.cnthis r'ang c is

'1chi9vul~ it c~rrL:s dofi.n i to prognostJ.c s i gn i fLcnnco ('-,c:/J:!,s1972).

In Kr-nyn tt[: N8.t.Lonn.L Hospi t21 ',,,e 2.TO cur-ron tly using

cravindc;,x slide '!.:c.3tfor pr-egnancy whi ch is a qU21i tati,vc arid

Berni'-qu::mti t2ti v: test f'o r' 'the de tc c t i.ori of hunon ch-: ric nic
gor.r.do t.r-aph Ln in ur-Lno , It is ;.'. Intc:x:;:J.rticle C'ggluti:::1['!'Cion

(n) Anti .. dCG se rum p ro duced Ln rn.bbits and

It is str.ndc r-d i zr.c' to d0.tect 3.5 Intr:TD1.tior121 Units

of HCG pcr ;'11. of uri nc (IU/1JIL).

T'[1e ca sr. bc i.ng d iacu ss e d op.velopPrl chcr-i ocar-c Lnomo soon
s.f t.e r- abo r+t on, 'Ihe tinC' i tcrvGl W[lS .so short +hc t it is Lf keLy
+ho t cl.o r-Locar-c Lnona W8.S p r-o sen t during pr:::rnt'mcy and tho.t it

\:8S mi s sc d during first ovncua't Lon , 1':.'10 s i zn i.r i concc of' acy s t
:1n 'tho Lo.ft an t.e r-Lo r- vag i.na'l. \'l'111 "d'.S ovc r-Loo kc.rt, The pn t i cn't

":·':'S Cl2scific..d ClS Lovr - risk accor-cu ng to Ross) s cri tC!'in. She

r'lcvcl0nerl chn r-i.o cr-r-c Lnornn w i thin f'ou.r: months after ar-o r-t.i on ,
'-:;he hr.d D,) detect'-',blo chcst , Li,ve r- G:C brain mctns tus t s , She:

1".2dHeG 'U. tre of less th:=m 100. (Joe' .. tVTC!1tyfour.1 n' "V",.. 1:''_.l

hour-a, to.:'3S~Jn 5.ng th:ot she "~""O"L1J_;1 hcvc t)8.~'scd 1 • e::: litrc3 of urine..J

in twenty four hour-s , the thc'orj,tic~ll BCG cxcr-c tcd would
s t i L'l b:, less tbc'D (1+8 L U. x 1500 m'l,.•) 70~000 Irrternc t.Lonc.L

Units f n tvlF':1ty four hour-s; Sh,,,,was forty - years old and
had h,'elvc ch i.Ldr-on clive and well. She di.d not want any more

children. mc.:rc: \hn.S ;-.l s i gn i Ii carrt chance of rr-cur-r-cnce of a

cho r-i.o cu r-c Lnoma Ln the u trrus desr i to per-st s t.orrt negut iv:
pregn.''1.ncy test. Hyst0r'OCt,y"y wn.s cona idcr-c d 8. nece s sc.r-y
[',djunct to 'tho rr-py tG c:lLnin!i.:e tlF sraa.l l. chance of uterine

•• recurrence.
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CASE I'D. 5:

UTERIl'm FIBROIDS:-
Namei P. A.
Age 50Yrs.
IP NI. 2685-62

Tribe Luo

HISTORY OF PRESENT ILLNESS: Patient was referred from l'![c:thare

Herrt.a.L Hosp LtaL with a history of he avy mens t.rua'L loss and

lower abdominal swelling of unkown duration.

OBSTETRIC Al"JDGYNAECOLOGYHIS'IORY~

Patient had no children.
not she had been ~regnant.

ascertained.

She was unable to T'I...·: 'L :';-..:r'\r\'heth~r or
Her nens t.rua l history could not be

PAST HEDICAL HISWRY:

The patient was suffering froD~hizophr0nia and had been in
Mathare Mental Hospital for 10 years •

.§..OCIALANDXAJULY HISTORY: She had no hu sband ,

PHYSICAL EXAJ'·aNATION:

General condition was satisfactory. There was no pallor or
lymphadenopathy.
VITAL SIGNS: Blood pressure 110/70r.1m/Hg. Pulse 80 per mf.nu t.e ,

Tempar-a tu r e 36. 7°C. Resp i.r-at.or-y rate 20 per minute.
l1espiratory, cardiovasculCJ.r9 and central nervous systeTJ1s were
normal. On abdominal examination, a L12SS arising out of the

pelvis to fourteen weeks pregnant uterus vIaS found. The mass
was irregular, f i rm and non-tender. It had rostricted mobl Li, ty.
There i-m.Sno ascites and no hepa to spLenomcge.Ly ,

PELVIC EXAI'Uli1\TION

External geni talia was no rraaL, Speculu~l1 Examination - .
vaGina was normal. The cervix appeared healthy. Had menstrual

flow . ~cm tl.e cerVical, Os,

~II-1ANUALEXAj'UEATION:Uterine :i1Cl.SSof about fourteen weeks size.

Adncxac were slightly thickened, but not tender.
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INVESTIGATION:
Papanicolou smear class II. Trichomonas was seen and tr~ated
wi th a course of metronidazole. Haemoglobin: 9.9gl:1. per 100 m'l ,

Phcked cell volume: 35.4%.
Mean Corpuscular Haemoglobin concentration - 28.71t.
Periphral f i Lm ; microcytic and hypochromic anaemia. It was sur.gc-
stive of iron deficiency anaemia.
TREATt![ENT: '1'1K: consent for operation was given
consul tant who referred the patient to Kenyatta
The pn t i errt was transfussed two pints of blood.
haemog Lobt.n was 12.1 g / dl.

by psychiatric
National HOSI}ital.

Post-transfusion

She was prepared in the normal way for general anaesthesia. Two
units of whole cODp8tible blood was mC\de available.
Under general anaesthesia, the abdominal wall was opened through
Subumbilical midline Incision. The uterus had multiple
fibroids of various sizes.
There were minimal adhesions in pouch of douglas and around the
ovar-t es, A routine total hy stcroctcmy and bilateral salpingo-
oophorectomy as described in the introduction, was carried 01.Jt.

Haemostasis was achieved. Vaginal v2.ult W3S repaired and visceral
peritonization was carried out. Abdominal wall was closed in the
normal wayo Blood loss was estimated to be a 400 mI.
Tne post-operative recovery \'I(}S uneventful.
Histology of the specimen obtained at o~eration was as follows:-
FuILop Lan tubes, ovaries, cervix and eridome t r-Lum were reported
no rrnal ,

Uterine Le irnyoma was confirmed. The f(}tient was reviewed in
outpatient clinc six weeks 12.ter and (}part from her mntal
ailment she was well.

') 0 l'/ ,..,
•.••• ...J



DISCUSSION:

UtE-rin"" myona s , b t,('_,:, known 2S "f'Lbr-o i ds ", arc thL ::10E3t
r

fre quently 0 ccur i n.; oenign ,::ur:aurs of the: u tc rus NOV2k (1967) S2,YS

tha~ autopsy s tud i.c s she» +hn t Q considerable proportion of about
20% of woru-n ovc r- 30 y,-r1rs habcur- u t.c r-Lno ;-1YO;18of v:-.rious
sizes, o f tx.n w i, thout syr+ to ns , Syrrp t.cr.is arc: o f tr.n present between

thL agl.S of 35 and 45 Y,-CT3. Nog;roL.s rnco C:Tl. nero f rcquc-n t Ly

affcetl.d than othl.r r~c~s - Jeffcoctc (1975).
My0::12Sfrequently occur' wi thcut sy.rp tous , Rubi.n and Ford

(1979 ( found thn. t ncno r-rhag i a was C', le2diD'::'; SYll;J'tori arid Wc',S pre a..nt
in 75% of the p.::~tiLnts wi t.h fibroids. IVlenorrhagia corrion.l.y
a t t.r-i butc-d to s ubmucuous fibroid o ccu r-r-c d in Lc s s than 50;,-t,0:[ the

CQSC:.Swho had subrsucouc fibroid 63';0 of the cases had lower a bdor u>-
n21 pain. 30% had dy snc no r-rho ca , 751~ of th\... cases had p'el vie

sepsis and thoy o t.t.r-i ou t.. i.io s t local synr,tOL1S related to fibroids
to be due to the cs so ci a'tc-d pelvic septis. He found in t.hc Lr-

serLcs t112t 29 pa't i crrt s vie. re ::,ullir2rous, 19 wore para 1+0 arid

25% were.: P8TO 2+0 or r.o r-o , They suggest that fibroids :'.ay not be
':; r10r,incmt f'r.c to r- (;;,s is usually c La ir.cd ) in the- production of
Lrif cr t.L'l i,ty 0 Abdorr i.nr.L swc Ll i.ng is a cor.ron 1 L thod of pr-osc.rrtc tLon

which D2y bE noticLd by p~tic:nt or an incidental finding on physi-
CF',l cxaru na't ion ,

The r.e chan i.caL int.,Tf\_'lTl1Ce wi 'th the: delivery of the f'c tus is
cn courrtc r-c-d Lore of ton in r.yor 2S than Ln t.or-f'c r-i.ng with the abili ty

of thE. pn tLcn t to co nc ci.v; 0 'l'l11on.inp Lan tr t.i.on doc s occur +hcr-c is

Lnc rx.as c d incidence of abortion in 11c:tL;nts wi th i:YO:12S c sp ccLa.Ll.y

subrucous or polypoid. Eoncth\...'less9 'tha t ;~ul tiple huge tu~_ours

are corpu t i b'l.c. w i. th an- (,0 not Ln t c r-f'orc wi th r.a trrtc nancc end
no rr-ol cor'p Let i.on "f :! t-s ,r' t~.tion (Brc:vlcr an.l Deco s ta 1<;69).

Sarconatous change i.::.: rare AIl incidence of 0013% or 1~COO C'=:\S'-S
\

were r-epo r t.cd by Blc.u;:;~,-in (1977).

Pc r s aud and !,rjooc' (1970) r-cpo r tc d 29C cc sc s of lci;~-yo;-2.tQl'
Thc-y found 63% with hyn l Lnc changes, 13% r.ycxar.a tous , C~O ccLc i f Lcr--
tion, 6% D~coid, 4% cystic, 3% red degeneratien; 3% fatty
dcgcne:ration and 0.7% sa r-cor-a tous change.
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Brower nnd Decosta (1969) outli~2d factors which should

be considered before a oecision is ;!1L:~_~eto treat or not to

treat uterine myoma: 1, preSEnce of s~~toms and their
severi ty j 21 future risk the patient may undertake because
of the 'tumour' 31 presence of co-vcx.ist i.ng 1(:810n(s) that r cqu i r-c

treatment.
The type of tre,Jtnl:nt deriond s on the age of the pat i.errt

and desire for pregnancy_ Her ability to conceive and
consuria te 2. gestatio:'; w i.Ll. aff'cc t her treatment.

Vhereas many ~)<:.ticnts w ith uterine fibroids may require:
rC:~'ssurcmce ::md r egu Lc.r- obsc.r-va t Lon to detect subsequent

enlargement, a good numbe r- will require operation to r-e Lizve

their sy·,to'1s. Dewhur-s t (1976) 8;-:'YS tho.t in the p r-e s encc of
syup toras and uterine: size is equal to, or Lar-gc r than c..:sixteen

wock pr-egn ancy , su r-g i.c aL trc8trccnt i·':3indicated. Dewhurst 11':.
such Lns tnr.ce s advcca tc s hy s t.er-ectouy Ln v i ew of the facts
th2.t sy.cptoms will be pc rrnancrrt.Ly relieved and non-recurrence

of utcrine: myomas. Lnr. a young patient myomectomy is the

operation of choice provided the tubes are patent. The patient
under discussion was in po s tmanopau sa.L 8,se group r.nd 'to t.aL

abdominal hystero ..soLp Lngo=oo r-phc r-ectozty 'I{,::Sthe treatnc-nt of

choice9 her mental state aside.
Tho conservative InGna.:;emcntof 8 patient with menorrhagic;

ap.vr-o ach i.ng her mcnopausc , w i th the hoj.o that the ces sat i.on of

ovarian function will 300n relieve her SYDptO[.1Sis rnisplLlc0d.

Such hopes should be abandoned in favour of hysterectomy.
(Soff'coate 1975)
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GRAITULOSA - THECA CELL TUMOUR OF THE OVARY.

M.O.
IP ~TO. 259269

AGE: 50 YJ"ARS
TRIBE: LUO

Histor~ of Present ~llness:
Patient complained of progressive abdominal swelling of

years
two/duration. There was no other symptom. Patient admitted
having lost weight. Past Medical History.

Nil significant.
Obstetrics and G.ynoecological History. Para 5+0 Last
delivery fifteen years ago. Last mentrual period~ five years
ago. Patient had been postmenopausal for five years.
Physical Examination: General examination showed evidence
of ;narked weight loss. There was no pallor, lymphadenopathy
pitting oedema of legs.
Yital Signs: Blood pressure 100/50 mm Hg. Pulse 76/min

1·" ~ 36°C.regu ar .remper-acure Cardiorespiratory and central
nevous systems were normal. Breasts were normal. Abdomen
weS grossly distended. There wa.s a large, smooth, cystic,
mass arising out of the pelvis and attaining the size of a
full-term pregnant uterus. The mass was dull to percussion

with resonance at the f'Lariks , There was neither hep-ato
spleno~egaly nor ascites.
Bimanual 3xamination and Speculum Exw~ination:
External genitalia was normal. There was no discharge.
Cervix looked normal and papanicolu smear was taken.



A small uterus was felt separate from the pelvic maSs which
was thought to arise from Right adriexae , Left adnexae vias
free. No papable mas s vvas fel t in Cul-de-sac. Per rectum
revealed no abnormality.
Be~ults of Investigations:

Haemoglobin 12.4 gm. per 100 mI.
Whi te blood cell count 2 - 8 x 10 3 per ml ,
Papanicolou Smear Class I.

of urine,
Mid stream specimen/was normal. Mantoux was negative.
Chest X - ray showed no radiological abnormality
Urea and EJ.ectrolytes were normal.
A provisional diagnosis of ovamian cyst was made.
TREATlTENT:

Patient was prepared for laparatory. Two units of
compatible blood were available. Premedication of atropine
sulphate 0.6 mg intramuscularly was given half an hour before
theatre. Anaesthesia was induced by sodium pentothal and
maintained by nitrous oxide and oxygen. A long acting muscle
relaxant was given.
Laparatomll The abdomen was opened in layers through a right
paramedian incision. Small amount of straw-coloured fluid
in the peri toneal car-vi ty. A well encaps ulo,ted cys t free and
mobile was found arising from right oV2ry. It was so big
that the incision had to be ex+ended above the umbilicus. The
cyst was twf sted at its pedicle but not a tr-angu.l ated , The
uterus was free, mobile and normal in size. Left qvary was
atrophic. Omentlli~was normal. There was no evidence of
peri tonal seedlings.
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Despite the fact that the incision had been extended,
the cyst was too big to deliver froP1 thG abdomen.
To enable delivery of the cyst, about fivG litres of
chocolate coloured fluid was drained taking care that there
was no spillage into peritoneal cavity. The cyst was
un twis ted and oophorec tOLlY vms done. I'h.ie was Lmrned i ately
followed by total hysterectomy and bilateral sn.lpingcctomy
and um.Lo tero.I oophorectomy. Hnemos tnst s w.~s achieved. 1;.11
the specimens were sent for histology. Blood loss w~s
minimal. The abdomen W'1S closed in Layer-s wi th silk No. 1

to the skin nnd wound dressed.
Post-operative period was uneventful and p.rt i en t

recovered completely and wr1.Sd.ischar-ged on the ninth day
after operation.

Histology showed a 170 cm. cystic granulosa - tbFeca
cell tumour. Sections of the uterus showed fen.ture of
lei~omyomiJ.. Endometrium was atrophic. Cervix wns norm[1,l.
The contral(~teral ovary was no.rma.L,

D T S C U S S ION:

Granulosa - theca cell tunours comprise 1.6 to 3% of 8.11
ovnrir-.ntumours .md 1~~of all ov ar-Lan cancers (Dinnerstein &

O'LEAi.l.Y 1968). Ha.l f of primnry crises are poa t.ncriopaus a'L
women while 5 - 1 r:J;.; occur before puberty. 'I'he me dlnn p,ge

is fourty-two yec~s.
Symptoms are caused by size, pressure or endocrine

function or a combin2tion of these. It sGldom inv8.des ndjCtcp
oz-gans, HemtruCtl irregulC'Xi ties or pos tmenopausal b'Lecd'
occur in about two-thirds of the patients. Norris a



(1968) in revewing 203 pntients with grnnulos~-cell tlliTIOUrS
found 24% wi th pos t me no paue o.L bleeding four P1. tien ts had,
precocious pse dopuber y, 27% h[1.dpelvic or lower ~bdominnl
pain, 24% h.id ,':enorrhaCia,22% had metrorrhngia or vag.i.na'L

apo t t.Lng, Amenor-r-hoea occured in 15%, 7~~ were aaymp t.omnt.lc ,
Anderson's et 0.1 (1971) series 201; h ad history of br-east
compln.int. Previous history of breast tumour preceeded the
diagnos i s of the ovnr Lnn tumour in three cns es • Owing to
sparse connective tissue grClnulosa - cell tumour is liable And
frequently ruptures. It is considered to be the major
neoplClstic cause of intrnperitoneal hi:,emorrhage
(Simmon and Scinrr2 1967).

Owing to endocrine fuction of the grClnulosa - thecn.
cell tumours, it is now recot;nise(l tha t there is increasing
risk of proliferative endometrial discClse nfter 8enopnuse.
This is par t i cul.ar-Lyapparent for prevalence of c.:mcer arid

its precursors as shown in Table I below by Gusberg ~nd
Kc:.rdon (1971) in their series.
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Table I Theca -~ranulosa Cell tum~~

Cexcinoma - in - situ

Pr-cnenopcuae Postmenop['.use
% %

12.5 24 -l
3.0 5.0

31.25 42.0
18.75 12

End omen trial ~-1istclogy

'------------.------.--~-.------'--------.
Adeno Cc:.rcinom.::.

Adenom~tous hyperplasia
Cys tic glanduL-~r

hyperplasia

I 17.~

JI I__~ . . , L-- ~
Normal (proliferative,)
Sccrctory,atrophic )

34.5

It is now genc r alLy agreed t.hc.t at Ler:..s t 25'l~ of these
tumour will recur and many of these will {lP-PC1.rfive yeo.rs
or more :-'.ftertreCttment of pr i mar-y tumour 1/i;lespr ead
dissemination is unusuo.l ~11.d::If'1ost,11 v".rly mc t as tas Le

aPpe2X within the peritone.::.lcc..vity. This is contrary to
ini tially held vi ew of the benign na tur e of the tumour. ThFlt

view confirm that well c['.psu18ted lesions indeed recurr
(Simmons and Sc i ar-r-a , 1967). Hcwev er , the me t.ast.asi s is
slow-growing nnd Nnen.::.bleto resection.

The treatment of prim.c>.rylesion should aim ~t prevention

•
of recurrence. In v i.cw of the f'or-cgo i ng ::::.ndin view of the
fact th['.tprevalence of pre-and conce~ous lesions is high
in postmenopausal patients the treatment should include



total nbdominal hysterectomy n.nd bilateral salpingoopherectomy.

In case of recurrence, a second look lap~ratomy and resection

of the tumour is 8.dvoco.ted. This should be followed by post-

opera ti ve Lr-radi atLon, Tumour shrinks wi th irradi~.tion.

There is, however, Ii ttle evidence concerning the effec t iv eness

of hormon:::.l or chemotherapy.

From l::1.rge series t.hc mcr ta.Lt ty rn.te V'ITY from 8~s to

28~;. However, five yen.r s ur-vLva.L r-ate in those 12rge series

vary from 68 - 8470 irrespective of the oge of the pnt.i ent ,

The case being discussed was poa tre nopaue a.L and operative

findings of a well - caps u.l.a ted ovar i an tumour- of 3. l.'lrge

size tend to agree with the findings of other workers. H8.d

she presented with pos tmencpaus a'l bleeding, the pre-oper3.tive

suspicion of gr-anu'losa the ca on tumour would have been s tr-onger ,
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B~lnGN CYSTIC TERATOI1A OF THE OVARY.

Name e D.G. Tribe: Luhya , 22 years.

IP NO. 200409.

HISTORY OF PRESE'JT ILLNESS: The patient presented with
one year history of slight contious lower abdominal pain and
progressive lower abdominal swelling for one year.

PAST HEDICAL HISTORY: Nil significant.
OBSTETRIC AN:!) GYNAECCLOGY HISTORY: Para 1 + O. Last delivery
was three years prior to presentation to the clinic. Her
menarche was at sixteen years of age. Last nentrual period
ViaS on November 25, 1977 for four days. She had regular
mentrual period, each lasting three to four days every twenty-
eight days. She has had no pain associated with oentrual .
period and no intermentrual discharge. She had never missed
her period. She has not used any contraceptive.

SOCIAL AND FAlIILYHISTORY: She is a married housewife.

PHYSICAL EXAl.riIIJATION:Her general condition was satisfactory.
There was no pallor nor lymphadenopathy. Cardiovascular,
respiratory and central nervous systems 'Herenoroal.
VITAL SIGNS: BP 120/70 mm/Hg, Pulse 78 per minute,
Temperature 36.50C, Respiratory rate 18 per minute.
ABDmUNAL E.lAi'HNATION:

Showed a freely mobile9 non-tender, well defined, partly
cystic and partly solid maas , The mass V'laSabout six
centimetres in diammeter.
hypogastrium.

The mass was situated in the
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PELVIC L{AJlGl'JATION:

::Jxternal genitalia was nor-ma.l, S~)eculul1 exami.nat i on

timan.ual examination the cervix waGfirI'"' and uterus was ·1nor-mar

size 2.11.ri antevertecl. There 'NaS a cystic [;l8.SS on the left

2,dn.exc.e9 mobile and non-tender. :JlheI'laSS W8..S separate from

the uterus 0 Prcv.i a.iona.L d i agnos Ls of ovarian cys·~ vIas rnade ,

She was advised t.ha.t her illness rcguirsd aur gerv ,

INVESTIGATICNS:

HB 13.7 gldl.

PcV .422
Papinicolau smear class I.

The patient V>'2S prepared for general al12.2Sthesia. At

Laparo t onv using p::an.nenstiel incision to open the abdorri.na I

wall 9 a large mobile cystic left ovarian t umour about

15 ·centimetres in d.larne t.er was found. Both tubes and uterus

were normal. :rlight ove..r:;T ViaS normal. Cystectomy was done

through a plane of C::='c".v:--e Leavi.ng behind normal ovarian

tissue which was r epar ed by 2/0 catgut. HaemestasLs was

achieved. Abdominal wall V'laSclosed in layers with catgut

no. 1 to the skin. The specimen removed Nas sent for

histology.

Histological re~ort showed a directed chronically

inflaQilled benign cystic teratoma.

(in review of the pa t i en.t in the gyne.ccological clinic

the patient ~12dno complaints and was discharged.



D I S C U S S ION:

Benign cystic teratoma is one of the most common ovarian
germ cell neoplasms and accounts for over 95% of all ovarian

terGtoma. It accounts for 10% of all ovarian neoplas~s. It
is the most common ovarian neoplasm of childhood. 85% of
the 'tumour-is removed in patients between 16 years and 55 years
of age. The remainder occuring in postmenopausal women.
About 12~~of teratoma are bilateral. They are slow growing
and seldon attain a size greater than 16 centimetres in
diameter. The avarage size is 8 centimetres. Blackwell,
Doche:ty, Mar-eson , and l'Iussey (1964) found in their series of
225 consecutive cases that tissues derived from ectoderm was
evident in 1007; of cases, mesoderm 93% and Endoderm 71%.

Benign cystic teratoma is often discovered as an
incidental finding an physical examination. However,
Blaustein (1977) reported frequency of symptoms to be as
follows: Abdominal pain 47.6%. Abdominal mass or swelling
15.4r;, Abnormal blE:Edin~ 15.15"~. Decreased fertili ty has
been uterine observed even though 107~ of the cases occur
during pregnancy_ Altered Physiology of menstruation is not
however a characteristic symptom of adermoid cyst of the
ovary. Preoperative complications occured in 15% of 225
cases of Blackwell and others (1946). Twis ted pedicle of
the cyst was commonest complication. Torsion is commonest
during pregnancy. Torsion tends to predispose to rupture.
Rupture, in itself is uncommon, but tend to be common during
pregnancy_



~men torsion occurs9 the abdominal pain which is usually WL

ache change s to sharp pain. Ha.l i gnan t change is rare and is

r-epor t cd to be under 2Y'~and is often squamous cell carcinoma.

The treatment of choice for uncomplicated benign cystic

terato~a is the excision of the affected ovary. In young

patients, howev er , with small tumour, conservation of a part

of the ovary is possible excision of the tumour may be

adequate treatment. Local recurrences follovlTingconservative

treatment for benign tcr~.toma are very rare and occur in

less than 1% of the cases - Blanstein (1977).

The patient being discussed typicall presented and

being young9 low parity, uncomplicated small tumour, excision

of tumour wi th conservation of nor-mat. part of the ovary was

considered as the appropriate treatment.
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