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CASE NO, 12 VACUUM EXTRACTION

Nane; H,I. Ases 6 yrs, Obs, No, 3171/78
Tribe: Kikuyu Admitted on 27-7-7C
Parvitv: 56+0 Dischared on 29-7-78.,

26
BebDaDs 2—fu78

Antenatal arc at Kenyatta

at 24 wecks naturity. The non
cates she attenced six tinecs., There was no abnormality

detected durinsg antenatal period,

ANTENATAL INVESTIGATION

Her height was 5 feet 2 inches. Hb 12.6gm %, PCV 40.2

Serology was negative, Blood group was O Rhesus group D tve,

O

OBSTETRIC AND GYNAECOLOGICAL HISTORY:

Para 6+0, The deliveries were at term between 1560 and
1972. There were spontaneous vertex deliveries at home, All
children were alive and well, The wights and duration of labour
were unknowrn,

—~

he had manarche at 14 years of age. She had reular nenst-
rual cycles, each menstrual period would last for four days
and occurred every thirty days .

She ned never used any method of family planning,
PAST MEDICAL HISTORY

She had diagnosed aplastic anaemia from 1975, She had

had blood transfusion in 1975 and 1976,

She was on oxymethalone and folic acid., She was being

followed up in Haematology clinic,
SOCIAL AND FAMILY HISTORY:
She was a married housewife, Her husband was a businessnan,

She was admitted with a history of labour peins for 6
hours, There was no history of bleeding or draining liquor,

She was 39 weeks by dates,
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PHYSICAL EXAMIiATION

T T
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sfectory gencral condition. There was no

pallor, oedena, Jaundice or lymphadenopathy.

VI 1AL | _l o 1
= ) o 70 TTon
Blood nressure 120/7C iz Hz,

Pulse &1 per minute

Respiratory rate 21 per minute

Cardiovascular, respiratery and central nervous systems were

normal.

EXAMINATION:S

The uterine size was termn. The fetus had longitudinal lie

with cephalic presentaticn. There was no hepatosplenomegaly

,c_,

IFFetal heart sound was heard and resgular at 13C per minute,
Uterine contractions were felt, There two contractions per minut

each contraction lasting 20 - 40 seconds.

VAGINAL EXAMINATION:

mm

The external genitali? was normal. The vaginal felt normal,

s .

agl
The ceryix was 4 - 5 cm dileted and effaced., It was well applied

to the presenting part,.

It was cephalic presentation in occipito-posterior position .
There was no ceput or moulding. It was one-~fifth palpable

above the nelvic brim,

The membranes were intact artificial renture of membranes

N

was done using koch;r's force~s, Heconium - suoined liquor

was obtained, There was no cord presentation,
The sacral promontory could not be reached, The ischial
spines were not prominent, The inter-tuberous diameter were

fiting four khudcles. Thc subpubic angle was not acute,

IMPRESSION:

The patient was found teo be in establishcd labour,

In view of the meconium - stained liquor the following
were dones

(a) Fetal hart sound was monitored quarter - hourly.

(b) Two units of whole compatible blood was requested.
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(c) intrav 7enog s 5C0mL of 10 daxtrose was started.
(a) The ;aﬁicnt was instructed to assume left lateral

position.

Four hours later, fatel

~ 3 - A 3 A e 1T oy ™, —— Fotal heart sowm
ninute and irresuliar., The atnormal fetal heard sound

continued after uterince contracticn conto the next contraction.

The cervix was fully di
taticn in cccipito - posterior position, e yurt of the hesr
was palpable above the pelvic bri

A dianosis of fetal distress in second stage of labour was
made,

This necessitated urgent delivery which was explained
to the patient,

VACUUM EXTRACTION: ,

The petient was placed L&iixhgtggy'positiOﬁ and oxygen

was adninistered by mask, The vulva was cleaned and draped

with sterile towels, The bladder was catheterised,
The perineum was infiltrated with 15 ml, of 2% procaine

hydrochloride, Left medio-lateral episiotomy wes performed,

)
+
O

A biz malstrom cup was fitt the scalp aveiding
1

maternal soft tissucs. Pressure wes gently built up upto
.5 Kgm sq. cm. The patient was encouraged to bear - down with
ach uterinc contraction., At the same time, zentle traction
was also performed, With sucihr a procedure, the head was

easily delivered face to pubvic, The vacuum was released and
cup disconnected, The rest of the baBy -5 delivered in the

normal manner, Intravenous ergonctri Q,5mz,., was given with

the delivery of anterior shoulder The body scored 10 at one
minute and 10 at five rminutes. The body weighod 3420 kgs,
cord iraction.,

=

The placenta was delivered by controllcd
The placenta weished €00 gm., Blood loss was 150 ul,
The baby and the mother well. They were discharged on

third day after deliverv,

POSTNATAL VISIT:
She was well., The baby was being breast-fed, She had nor-

mal inoluted uterus on pelvic examination., Papanicolour
smear was cone and reported to be class I, She was advised
on contraception, She accepted to have intra-uterine device,
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The veacuw: extr:cior | ventousel -5 we know it today was

O
s

principnle, It depends

suection hot the suctlon
creates scalp within
the cup., The cup holds firmly and 2lliows adequete traction,

The vacuum cur does not take up cny of the limited space
in the birth canal, t is therefcre virtually immoszsible ©o
infurc the mother. It brings abcut autorotation of the feta

head at the level of that particular pelvis vhere it is cptimua,
It involves no displ
$§Xects elivery in the nearest way as physioclogical deliver
Donald 1972, simuon and Philpott 1973).
Another major advantage of vacuum extractor is that it diows
eit

us to intervene on her fetal or maternal interest before full

o

dilatation of the ceivix (Chelners 1964),

-1y

Maternal indications for vocuunm extraction ares-
(2) Delay of second stage., Thirty minutes or more

' .

and twenty minutes or more constitu a deley in

second stage in primigravida and multiparae

respectively,

(b) In uterine inertis, where syntocition stimulation
has failed and there is no cephalopelvic disnrono-

tion,

(c) To avoid maternal effort as in cadiac preeclampstic-

(a) Fetal distress in late first stage or
second stage,
ion in the case belng discussed, . In such
situations delivery may be acconplished much
more quickly than would be achieved by
caeserian gsectlion,

Some indications may be grouped as feto-maternal., These

o

are bordariine cases of cepholopelvic disproportiocn. Ventotkse
can be used to correct relative disproportion due to deflexion
of the head, It is not uscd to overcome marked absoclute
disproportion where there is already optimal head flexion.

(Simons and Philpott 1973).
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flebbie (1&76) used vacuunm extraction after symphysiotomy
c

ephalopelvic to ahicve vaginal delivery in 2C,9% out

For successful delivery by vacuunm extractor the following

reguircmnents need to be nmet:-

& ) ‘V‘.ﬂ‘-ﬂﬁj L A A e e - S s o o
a ) epnallc presentetion and engasgcd,
| e . S L T o -

(v The cervix more then & cm.,

dilated. In minor cephalopelvic disproportion the cervix ghould

be fully dilated

(e} Gecod uterine contractions.,
(a) Mothers co-operation.

In & multiparous patient in second stage, fetal head high
and unrotated ventouse will promote rotation oxX hcad and easy
delivery may rcsult, Willcock (1962} rccorded a mean birth weizht
of &lbs 15 oz in such cascs. In pronotiens rotetion where this
is required as where occiput 1s trarsverse or posterior positions,
In the case under study the hcad was delivered face to pubic .

e fctus weished 3420 gn.

In cases of cord prolapse where the cervix is approaching
full diletation There is a need for urzent delivery., Vacuum
extractor is a handy instrument to use, It i1s reported to be
better than forceps in such cascs, It also saves necessity for
abdominal delivery (W /illocks 19 162) .

However, ventousegcontralnmlcated in malphesentation and
to severe disproporticn, It is also unsutable in
a small preterm infant.

The major causes of failure ares-

Faulty technique and undiagnosed disporportion, (Willocks

1962),

The largest the cup uscd the greater the adhesion which can
be obtained. The largcst cup with regard to the degree of
dilatation of the ccrvix should be used., (Chalners 13964),

The cup must be palpated all round to make sure that no
maternal tissue 1s included when it is on fetal scalp.

A vacuum of minus 0.6 to - 0.8 kg, per sqg. ci, is built
up in stagcs over a period of five to six minutes, This period
is necessary to achicve proper formation of ‘“chigncn®, the

artificial caput on which satisfactory acdhesion depends,
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propoerly traction can tezin simultancou-

Q@D With vacuur

S T =, I —_ e Sy S ™ 5 oy
_\_LE,' Wita & uterlnc coOnTraCv_Ols f’(‘fl"Lv LD § S

The waynins aise thet vacuun
is on 1ndication thate
(a3 onc is pulling hard,

(b) Meternal soft parts have boon iineluded vwith the ring

550
It calls for ro-exaninstion, (Donald 1T77,, —
The repcat application of the cup should not e done more
than once., II il comes off after repcat appliceation alterr ative

means of delivery should be considered.
The vacuum is released s soon as the hcad is- crowning,
The delivery can then be completed in the ncrmal way. Delivery
should be completed within twenty minutes. Persistence with
unsuitable case may mean disaster for the child {Willock 1964,
Fetal trauma of varying degrce has been reccorded in
fetuses delived by ventous, Chignon (artificial caput) which
disappears within a few hours was rccorded in 400 cascs.
There was cercbral Irpitation in 15 cases. Cenphalo haematoma
in 4, extensive scalp effusion in 1€ and scalp nccrosis in
(Chalmers 1964), Delivery by vacuum cxtraction when associated
with a thrombotest activity belew 10% constitutes a
risk of fatal or danserous subaponcurctic hacmorrhe e in
the baby. (Ahuja and Kerr 1969}.
It has been next to impossible to compare vacuum extractor
with forceps. The latter is hardly ever uscd in our unit,
Vacuum extraction enabled the baby in questicn to be
delivered in a reasonable state as assessed by Apgarscore,

No maternal injury was inflictcd, N
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Cord nrolapse and placental insufficiency in labour are added risk
to the fetus., Heluan and Pritchard (1976) recorded a perinatal

css cf 4,.6%, a 20% incrcose over the perinetal mortality rate in

their unit,
In multiparous cases allowed trial ol labour ©
where CFD is not recognised there is a real danger of uterin
rupture,
pclvis of the patient being discussed had demonstrated

its incompetence to handlc an average - sized baby. The baby died.
Apart from psychological trauma, she had nc long-term morbidity.
Had she been allowed to continue to labour this time the consequence
would have been disastrous both for her and the fetus,
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CASE NUMBER 13

- BECLAMPS IA
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Nanme : JeM.

Age : 17 years

Obst. No. 3 3484

Para : O+ 0

L:M.Ps : Unknown
Admitted s July 29, 1980
Dicharged - August 16, 1980

No antenatal care before admission.

Past Obstetric and Gynaecologic History:

Her menarche was at thirteen years of age. She had
regular 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:

e

S

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 pregnanecy. '

-



apP

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 ocedema
of hands or face. ©She was not anaemic. She had no
lymphadenopathy and jaundice.

Vit Signs:

Blood pressure 140/80 mm. Hg.

Pulse 77 per minute.

Respiratory rate 18 per minute. S
Temperature 36.7° C. '

Respiratory and Central Nervous Systems were normal.
Except for slightly increased blood pressure,
cardiovascular system was normal.

Abdominal Exgmination:

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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esults of Investigations:

Hb. : 11.7 g/dl.
Het. : 0.376

Blood group O Rh (D) positive
BUN : 2.5 mmol/L.

Uric acid : 310 umol/L.

Mid-Specimen of Urine:

Analysis: (a) Proteinuria ++
(b) Sugar nil.

(¢)° ©No casts, white blood cells and red
blood cells. ‘

Culture: No growth after 48 hours.

Bsbach results:
(a) 3/8/80
(o) 7/8/80
(¢c) 15/8/80
(a) 16/8/80

0.5 gm/litre.
1.0 gm/litre.
1.0 gm/litre.
1.0 gm/litre.

ne,

tlanggement :

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

Medic Treatment:

Bed rest was instituted on admission.

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

Systolic 110 - 160 mm. Hg.
Diastolic 50 - 120 mm. 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.
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Drugs:

(a) Sedation:

Oral Sodium amytal 180 mg. eight-hourly was
prescribed.

(b) Antihvpertensive:

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 N
surfactant was 1 : 1 and 1 : 2 positive.

Induction of Iabour:

(a) Enema:

Soap enema was given early in the morning, the day
induction was planned.

(p) Artificial rupture of membranes and Syntocinon:

Vaginal examination revealed thét the cervix was
partially taken up, and pointing anteriorly. The
membranes 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
were ruptured and clear liquor amnii was drained.
The rate of drainage was controlled by inserting the
two fingers through the cervix. [Moderate 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
3p.nes were not prominent. Intertuberous diameter
fitted four knuckles. Sub-pubic angle was not acute.

Syntocinon:.

2.5 units of Syntocinon in 500 ml. of 5% dextrose
infusion was started. Intravenous vein was established
through a left cephalic vein with a brannula. 5 ml. of
blood was collected in a plain specimen 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. DHach time the concentration of syntocinon was
increased, the rate of administration was adjusted
accordingly.

Induction - labour interval was four hours. Two

contractions every ten minutes were recorded. Each contraction

Y
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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.

Assegsment snowed that:

-

no head was palpablP above the pelvic brim,

the cervix was fully dilated,

v AN N

© N N

(%) Cephalic presentation in Right occiput anterior p031t10n

a2 na
s.....-.u.’

(4) 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.

The vulva was cleared and draped. The bladder was
cztheterised. The perineum was infiltrated with 2% procaine
hydrochloride.

A big cup was inserted on the vertex. The vacuum pressure
. zently and gradually built upto 1.5 Kg. Cm.~2 A% the
neight of a contraction, sustained gentle traction was maintained
¢ the chain. A left medio-lateral episiotomy was performed
woen head was distended the perineum. An easy delivery was

[
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effected. A live female infant was delivered within ten
minutes. The baby scored 10 at 1 ard 5 minutes. The baby
weighed 23500 gm.

-

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

- Assessment of the baby estimated the gestation to be

34 weeks. It was however active and feeding well. It did not
develop signs of respiratory distress syndrome.

Post - delivery Observations:

Blood pressure : 150/100 mm. Hg.

Pulse : 76 per minute.
Respiratory rate ¢ 18 per minute. )
Temperature : 35.99 C.

She had not passed urine. The uterus was well contrac%ed.
The lochia loss was normal. The patient was well sedated.

Postpartum treatment:

Patient continued with bed rest and sedation with sodium
s-ytal was continued. Her blood pressure ranged:

Systolic from 100 to 140 mm. Hg.
Diastolic from 60 to 90 mm. Hg.
The blood pressure remained between 110/60 to 120/70 mm. Hg.
afier the third day.

=

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-feeding because she had to
g0 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 nole (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 (Mati 1975).

Mati found that 83% of all cases of pre-eclampsia were
onder 25 years old. He found that the prevalence was 2.4% in
patients between 30 to 40 years and between 6% and 10% below
20 years of age. He estimated annual incidence in
Kenyatta National Hospital and Mombasa to be 90.6 and 89.0
per 1,000 deliveries respectively. s

Acute hypertension is the earliest and most dependable
warning sign of pre-eclampsia. Any persisting diastolic pressure
of 90 mm. Hg. or more is abnormsl. A level of 140/90 mm. Hg.
or more taken, at least, on two occasions six or more hours
apart will signify hypertension. 1In 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 weight gain in many cases is the

irst sisn

firet mign. The largest component of this weight gain is

e .
ATy ot
3. _;.&1’ W b
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P

r. VYeight increments of about 1 1lb. per week is
normal. DBut increments of 2 1lbs. 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 increasc 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 probably trying 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-eciampsia 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.

Illedical treatment consisted of bed rest, antihypertersives
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 extremitiés. 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 occurrence
of fits -~ eclampsia. This is the hallmark of antenatal care.
The occurrence of eclampsia in a patient under supervision
reflects a total failure of antenatal care. Sodium amytal has



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
rotect the mother while conservative treatment is continued

o]

O

r until such times «s tl.e pregnancy can be terminated. The

use of antihypervensive therapy is to prevent cerebral vascular
accident (Zuspan 1978). The experience of using methydopa
and/or apresoline at Kenyatta National Hospital is encouraging.
There 1s, however, no evidence that employment of hypotensive
tierapy 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 liwes 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 %6 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 T70% the
perinatal mortality was 81.8%.
ihe only cure of pre-eclampsia is termination of pregnancy.
i1t 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.

The risk of intrauterine death from placental insufficiency
and or abruptio placentae is considerable. The risk is proportiona:



he duration of pre-eclamptic signs. (Donald 1972).

in the absence of proteinuria a rise in diastolic blood
procaure upto 110 mm. Hg. increases perinatal mortality from
2.54 to 3.6%. A diastolic reading in excess of 110 mm Hg carry
verinatal mortality rate more than 5% (Donald 1972, MacGillivary

£ 0514 )
b0 [

The risk of intrauterine death is 50 to 100 times greater
when hypertension is accompained by significant amount of

roteinuria.

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 %0% at 32 weeks.
(Donald 1972). At this gestations delivery may convert an o
intrauterine fetal death to neonatal death. Yet termination
of pregnancy may have to be carried out in maternal interest.

The case under discussion did not know her dates. 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 thg 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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iame s J.W.

Trive - Kikuyu.
Age : 2% years
Para : 1 + 2
Obst. No. - %470/78
LM Ps : 25.5.78
&.D.D. : 1279

antenatal care at Kenyatta National Hospital. She was
coked at 10 wecks maturity and uterine size correponded to
dates. ©She had ten attendances.

intenatal profile:

Height 2 5 feet 4 inches.
Serology : negative 5
Haemoglobin : 14.5 g/d1l.

v : 41.9%

Blood Group : A D Positive.

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

Obstetric and Gvnaecological Historv:

Para 1 + 2. She had a preterm delivery at 28 weeks
gestation. The duration of labour was three hours. She
delivered a male infant which weighed 1760 gm. The baby was

alive and well.

She had two mid-trimester abortion, one at 22 weeks and
the other at 18 weeks in 1977. Both abortions occurred within



short time of their onset.
both preterm delivery and abortion began with draining

“icuor. This was followed by labour pains resulting in
delivery and expulsion of products of cenception soon

Pest ledical History:

None significant.

Social and Familv History:

ohe was married and works as a clerk.

PHYSTCAL SXAMINATION:

General examination:

N

ohe was in satisfactory general condition. There was
no pallor, oedema, jaundice or lympadenopathy.

Cardiovascular, respiratory and central nervous systems

were normal.

Abdomingl examination:

5y

There was no abnormal findings noted.

Vaginal exanination:
- External genitalia was normal.

- The cervix was patulous and soft.
- The uterus was 10 weeks size and cystic.
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Impression:

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

the primary abnormality.

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

cervical suture.
She was admitted on 24 August, 1978.

Cervical purse—suture (IMfeDonald's stitch):

patient was prepared for general anaesthesia.

=
@]

™
W G

Jremedication of atropine sulphate 0.6 mg half before theatre.

The patient was placed in lithotomy position. Vulval

toilet and draping was done. The bladder was catheterised.
N

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 tThe junction
between the smooth mucosa of the pertio vaginalis and. rugae
of the vaginal wall according to McDonald's techinque.riTﬂé
needle was directed into the stroma of the cervical wall,
Zndocervical canal was avoided. Four bites were used in the
fcllowing sequence:
erc—-lateral corner - 10 o'clock
7 o'clock

ro-lateral corner - 5 o'clock

fay
=2
right-postero-~lateral corner

e
left-antero-lateral corner - 2 o'clock

The suture was tied with surgical knot at 7 o'clock.
The knot was made just tight enough for the cervix to admit
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Post-operative recovery was uneventful. She was

discharged on the second day after operation.

Removal of Cervical suture at %8 weeks mesturity on 13.2.79:

‘he patient was plgced in lithotomy position. Using

a speculum, the ceryix and suture knot were exposed. One end
of the suture was cut and the rest easily pulled out. This
was an outpatient procedure. The cervical canal was short

but the cervical os was closed.

Readmission:

The patient was readmitted on 20.2.79.

She complained of labour pains and draining liquor for

% hours.

PHYSICAL BXAMINATION:

General examnination:

She was in a satisfactory general condition. She had
no pallor, cedema, jaundice or lymphadenopathy.

Vital Siens:

Elood pressure : 110/70 mm Hg.
Fulse : 84 per minute.
Temperature 3 36° C.

Respiratory rate 3 20 per minute.

Respiratory, cardiovascular and ceantral nervous systems
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Abdominal examination:

The uterine size was term. The fetus had a longitudinal
‘lie with cephalic presentation. Fetal heart sound was heard -
1328 per minute and regular. Contractions were felt -
2 in 10 minutes, each lasting 20 to 40 seconds.

Vaginal examination:

The cervix was 6 cm. dilated and fully effaced. Cephalic
was two-fifths palpable above the pelvic brim. HMembranes

were ruptured and no cord was felt.
The sacral promontory was not reached. The ischial spines

were not prominent. The inter-tuberous diameter would fit

four knuckles.

Impression:

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

Delivery:
Cne hour after admission the cervix was fully dilated

and head was crowning.

SLpisiotomy was made. A male infant weighing 3000 gn
was delivered. The apgar score was 10 at 1 minute and
10 at 5 minutes. Intravenous Ergometrine 0.5 mg was given
with the delivery of anterior shoulder. The placenta was
delivered by controlled cord-traction five minutes later.
The placenta weighed 550 gm, blood loss was 50 ml.

Episiotomy was repaired as described in the introduction.
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ohe had a normal puerperium. She was advised to start
att

ending antenatal clinic early in her next pregnancy. She
refused advice on family planning method.

193



DISCUSS ION:

Cervical incompetence is any condition of the uterine
cervix thnat permits sufficient "painless" 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 between 16 and

£ pregnancy, not preceeded by painful contractions,
is the most striking feature in the history of such

2y i v T 1Y

vregnancies. (Barter, Riva and Parks 1958).

The incidence varies from 1 in 300 to 1 in 500 pregnancies.
A crud

e incidence of 1 in 90 pregnancies had been reported in
Kenyatta National Hospital. (Baden and Baden 1960, Njagi 1978).

Barter and others (1958) noted that cervical incompetence
rarely occurs in a first gestation. They thus didnot consider
the condition to be of congenital origin. Trauma is considgred
tc play a leading role in the causation of cervical incompetence
Dilatation and curcttage for termination of pregnancy and for
termination of pregnancyand for treatment of dysmenorrhoea
may inflict trauma if the cervix is dilated to Hegar 10 or
more. Difficult previous delivery resulting into deep

cervical laceration. It may be a sequel to a surgical revision.

or amputation of the cervix done at the time of a previous
gynaecological operation. Cone biopsy is a major cause of
cervicael incomnetence. (Barter and others 1958, Dewhurst 1976).

In the non-pregnant, a cervix which allows a moderate-
sized uterine dilator (Hegar no. 8) to pass with ease may be
suspected to be incompetent. Radiogrpahic hysterography taken
premenstirually and snowing significant broading of the upper

part of the cervical canal suggests incompetence. (lfyerscough 19"

‘inereas previous obstetric hlstory is something to go by,

che only sure way of diagnosing cervical incompetence is by

194



vaginal examianation. The actual palpation and visualisation

of the dilating cervix during pregnancy is the only absolute

proof of cervical incompetence. The progressive dilatation
or dilatation to over 2 cm and effacement of over 50/ during

ion in midtrimester leads to the diagnosis.
(BElock 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.
A1l 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 incompetence as judged from the history was worsening.
To have waited to find a progressive, painless cervical
dilatation with bulging membranes inthe 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 surg%cal.
The aim of the operation 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, Dewhurst 1976). A

Block and Rahhal (1958) outlined a diagnostic and prognostic
scoring system. They listed the following to be iniications
of cerclage:
\a ) revious premature delivery or midtrimester abortion

(b} Visual evidence of previous surgical or obstetric trauma
to the cervix.

(¢ History of painless premature labour and rapid delivery.
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Progressive dilatation or dilatation greater than 2 cm

o
joN
S

on initial exawmination during midtrimester and,

(e) Previous diagnosis of cervical incompetence with previous

cerclage.

The purse-string suture is best'performed between 14 and
18 weeks maturity. It is best performed before dilatation
of 4 cm. is reached, whenever possible. In Njagi'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
which time the operation was performed. The case being
discussed had insertion of purse-string suture at 175 weeks

gestation. The general agreement is to perform the operation
at 14 weeks gestation. This is because cervical dilatation
of tnis conditon rarely takes place before 16 weeks. Dbefore
that time products of conceptionarepgsufficiently large to 4
efface and dilate the cervix in the absence of painful °
contractions. (Hellman and Pritchard 1976, Barter and

others 1958).

In Kenyatta WNational Hospital we perform MacDonald's
curse-string cervical suture. In cases where it 1s successful,
tne suture is removed at 38 weeks gestation to allow vaginsl
delivery. The suture is removed at any other time when the
ratient starts draiiing liquor, vaginal bleeding or has uterine
tions. Myerscough (1977) has warned that a woman who
tedly goes into labour after the "purse-string" suture
n applied, faces 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.

lacDonzld 's purse-string suture is made to encircle the
cervix at the very highest level of access. Iach 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.

(Myerscough 1977).

Overall success rate in carrying pregnancy to maturity
after this procedure is of the order of 50% to 80%. 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
pregnaﬁcy outcome than did those with few indications for
the procedure. The case under study had three indications
for the procedure.

Cases wno had cervical purse-string suture between 13
and 19 weeks gestation had the best results. The success
rate went progressively down in an inverse ratio. VWhere
the operation was done after 24 weeks gestation, the success
rate was only 33/%. Overall success rate was 55% in attaining

~

term pregnancy. (Njagi 1978).

Barter and others (1958) report fetal survival rate of
70% 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 insertion of MacDonald's purse-string suture.
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Na me o
Name s HdJM.

Tribe 2 Kikuyu.
Age : 20 years.
Para ‘ 2 1+ 0
Obst. KNo. : 1119/80
L.i1.2. i 19:5:79
1 5 : 22 .2 80
Admitted on : 11.35.80
Discharged on 3 14.3.80

Antenatal care at Kenyatta National Hospital.

Obstetric and Gyvnaecological History:

Para 1 + 0. 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.

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

Antenatal Care:

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

Height ¢ 5 feet 2 inches.
serology ¢ negative
Heamoglobin : 13.9 gmb.

PCV : 35.2%

one nad two attendances and no abnormality was detected.
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Hone significant.

Social and Family History:

She was married. Tne husband worked as a clerk.

Iabour:

vhe was admitted complaining of labour pains for five
hours. There was no history of vaginal bleeding or drainage

PHYSICAL BXAMINATION:

General examination:

“~

vhe was in a satisfactory general condition. There was
no oedema, lymphadenopathy or pallor.

Blood pressure : 120/70 mm. Hg.
Pulse ¢ 80 per minute.
Temperature : 379 C.

Respiratory rate ¢ 21 per minute.

spiratory, cardiovascular and central nervous
58
u

@S were normal.

sy s
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Ihe uterine size was term, wnhile she had 42 weeks by



dates. The fetus had longitudinal lie with cephalic
presentation. Uterine contractions were felt one in 10 minutes
each lasting less than 20 seconds. Fetal heart tones were

140 per nminute and regular. The head was four-fifths

valpable above the pelvic brim.

P

Vagzinal 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 rfelt. Sacral promontory was not reached. Using
Kocher's forceps grtificial rupture of membranes was done.
Moderate amount of clear liquor was drained. No cord was
felt.

A provisional diagnosis of labour was made.
o]

Urinalysis was negative for sugar and protein.-
\

Second Stage:

5ix hours after admission, the cervix was fully
dilated. The head was not palpable above the pelvic brim.

ientv was encouraged 1o bear down with each
contraction. Within ten minutes a female infant weighing
53859 g was delivered. Left medio-lateral episiotomy was
performed 1o 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 haby.

After five minutes controlled cord traction was tried and

failed. Another twenty minutes waiting for signs of placental

oo
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separation 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. INo
bleeding occurred during this time to suggest, at least,

partial sevaration 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 syntoéinon 40 units
in 500 ml of 5% dextrose was set up in infusion.

Removal of Placenta:

»S_J

anua

=

Yatient was prepared for general anaesthesia in the

- Y .
normal way. .

\

s

nder general anaesthesia, the vulva was cleaned and

raved. The bladder was catheterised.

With the left hand on the abdomen, the fundus was
ccid. The rignt hand was inserted into the uterine cavity

following the cord. The placenta was found implanted at the

o

iu

ndus. At the edge 0f the placenta, a plane of clearage
was found. The placenta was peeled off from its uterine

O
(@)
(o}
}__l
L

in - total and in one piece. The membranes were removed

at the same time. The uterine cavity was explored and found
intact and empty. Repeat intravenous ergometrine 0.5 mg was
given. Blood loss was estimated to be 200 ml.

Post-operatively, thepatient was put on capsules
Ampicillin 500 mg six-hourly for five days. The recovery

- - e |

was uneventiudl.
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baby was normal.

Postnatal Visit:

ohe was examined six weeks after delivery and found
to have had a normal puerperium. She refused any form

of family vplanning method.
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Retained placenta is one which fails to be expelled

vithin half an hour after delivery of the child.{(Thomas 1963%).

Normally, the placenta separates and descends to the
Jower level in the genital tract in about ten to fifteen
minutes after delivery of the fetus. Use of ergometrine,
a3 was done in this case, at the end of second stage or in
early third stage shortens that time. (Holland and

In normal circumstances, 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 above the distended vagina.

(b) A clamp placed on the cord flush with the vulva after
drawing down till taut will have descended several

inches away from the vulva.

(¢) Vaginal examination may reveal part of the placenta

to be in the upper part of the vagina.

With the placenta separated, it may be enough to ask
the patient to bear down. Or by gentle cord traction while
steadying or elevating the uterus with the border of the
hand placed below it Jjust 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

]
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randt-Andrews method as was carried out inthe case being
ails, the placenta will regarded as xretained.
rews 1969).
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Thomas (196%) 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%
(e) Breech presentation - 6.4%
(a) idforceps deliveries - 6.3%

(e) Proldnged Iabour - 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 Xenyatta National Hospital
is 3 Kg. This may have distension of the uterus leading

tc inertia.

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 .is morbidly ahderent to the
uterine wall. These two categories may only be distinguished




when attempting to manually remove the placenta. Our case

had simple adhesion, without separation.

The major risks of retained placenta have been
nighlighted by Donald (1972).

S50 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
is retained tune greater the chance of puerperal sepsis.

retention of placenta alone. The longer the placenta

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 immediate danger. But it must‘be ascertained that no blood
is collecting behind the placenta.

Thomas (196%) found that 12.9% of cases lost more °
than 500 ml whnen the placenta was removed between 15 to
30 minutes. While all patients who had delivery of placenta
after being retained for more than two hours lost more than
500 ml. One case lost 1.5 litres of blood.

Two factors thus become critical in manual removal
of placenta 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 technigque must be employed
to prevent puerperal sepsis. Prophylactic antibiotics
like was used in this case should be given.

In the actual operation, gentleée peeling off the
placenta through a liwe of clearége 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 wall predisposing to spontaneous uterine rupture
"in a susequent delivery. (Myerscough 1977).

The causes of failure are two-fold. The presence of
hour-glass contraction 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.
(Iyerscough 1977).

Yorbidly adherent placenta reveals itself when there
is no plane of cleayage while trying to remove the placenta
manually. When it is completely adherent there will be
1o bleeding BEleeding will occur when a part of it is
sevarated. [Manual removal should not be done. The choice
lies between hysterectomy and léaving the placenta intact
to spontaneously dissolve. (lMyerscough 1977, Donald 1977).

N

Use of ergometrine and oxytocin will reduce amount
of troublesome blood loss. Bladder should be catheterised
T0 enable uterine retraction. Blood transfusion becomes

necessary when blood loss is significant.

With complete removal of placenta, use of antibiotics
combined with the above measures, maternal mortality has
been reduced to zero. lMaternal morbidity is still,
however, troublesome - reported to be 1.2%. {Thomas 1963).

The case under study had simple adhesion of placenta
us. ZPrompt manval removal of placenta reduced
plood loss to 200 ml. Use of prophylactic broad-spectrum

o

antiblotic reduced her chince of getting infection.
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LONG COMMENTARY IN OBSTETRICS

MANAGEMSNT OF 112 CASES OF

CORD PROLARSE

KENYATTA NATIONAL HOSPITAL
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The umbilical cord is the 1life 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 pressure 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 oI
blood gas and acid-base states has negligible effect on the
fetal umbilical blood flow. Only severe, prolonged

hypoxaemia will lead to a reduction of blood flow (Dawes 1968).
it is, therefore, a passive vascular bed.

N

However, complete occlusion of the cord, if 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

naternal complications. The fetus may even be killed in the
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seme process which is trying to save it (Goldthorp 1967).

ATERIALS AND MeTHOD:

This is a retrospective study between March 1st, 1974
to June %0th, 1980. '

There were 236 cases of cord prolapse and presentation
registerad. 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.

S

PREDISPOSING FACTORS:

(a) Age:

The mean age was 24.7 years. The range was 14
to 40 years. 86(76.79%) cases were 30 years or less,
while 26(23.21%) were 31 years old or more. The age
distribution is shown in Table 1.



BLE 1: AGE DISTRIBUTION

Age group
years)

Number of
cases ( )¥*

Percentage

20 and under 25(118) 22.33(21.80)
21 - 25 35(168) 31.25(31.00)
26 - 30 26(106) 2%.21(19.50)
31 - 35 15(112) 13.39(20.76)
36 and more 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
In this group the mean

and their age distribution.

age was 26.5 years with the range from 14 years to

45 years.




(v)

P)
4

ct

<

{to

The mean parity was 3.0. Parity ranged from O to
11. 15(13.39%) were primigravidae. 30(26.79%) cases
were 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 O + 11.

Cord prolapse occurred in grandmultiparous patients,

twice as much as it occurred in pr1m1grav1dae. Prolapse
of the cord occurred with nearly equal frequency in
Para 1 as grandmultiparous patients.



TABLE II: PARITY DISTRIBUTION

! i

| Parity % g:gZZ? ?ﬁ Percentage
O+ 15(114) | 13.39(21.08)

| 1+ 27(91) 24.11(16.83)
2+ 14(70) 12.52(12.94)
3+ 18(55) . 16.07(10.17)
4+ 8(33) | 7.14( 6.09)
5+ 5(35) 4.46( 6.46)
6+ 8(27) 7.14( 4.99)
7+ 10(82) | 8.92(15.16)

g 8 or more 7(34) 6.25( 6.28)

; TOTAL 112(541) 100

(*) Numbers in brackets represent 541
consecutive cases admitted during the
period of study.

<16




P

4

Historv and ante-natal findings:

Four cases had previous history of fresh still-
birtii. Two of these had past history of cord prolapse
in two previous deliveries. ZEach ended in a still-
birth.

One had a past history of neo-natal deatnh.

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

Three 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 cord 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
Maternity Unit for emergency delivery. None of these
waz lost.

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

D
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(a)

(e)

In this referred group, there were four fresh 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
condition! '

E-3 2T

Status of llembranes:

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.

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

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

(1i1) Twenty (17.85%) cases had premature rupture

of membranes. Speculum examination showed
prolapsed cord.

ILie 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.

&D
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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
im. While 34 had two-fifths of the head or 1less
palpable. In the five cases, the station of the

presenting part was not stated.

Four cases had footlig breech and six incomplete

breech. In eleven cases the type of breech was not
stated.

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 gm.
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 weighing 1350 gm. died in the neonatal
periocd. Two others wéighing 1790 gm. and 2200 gm. were
fresh stillbirths. Only five survived weighing 1000 gn.,
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
er min.) with irregularity of fetal heart tones. One

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 abnormsl fetal heart tones had
meconium - stained liquor, two had clear liquor. Of the former,
two were fresh stillbirths, a third died six hours after
delivery. Two 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 by a 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.

D
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FuTAL OUTCOME:

The total number of babies born were 118. 106 were

singleton and 6 sets of twins.

There were 19 stillbirths: 18 were fresh and one
ted. Of the fresh stillbirths, there was one set of
twins, which were regarded. ds abortion. There were 4 neonatal

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 abruptio 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 liguor for 24 hours at home. She
went to hospital when 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
ad gene off lavour on arrival. Silent rupture of the uterus
was suspected. She was subsequently delivered by Caesarian
Section.
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rs agffectineg fetal outcome:

are.:

(a)

The major factors that determine the fetal prognosis

The time interval between occurrence of cord prolapse

and deliverv:

As it is difficult to know exact time when the
cord prolapses, the time interval between diagnosis /
and delivery becomes important. It is especially
important when the baby is still alive. 1In this
gseries time interval was not consistently recorded.

ore, not analysed.

However, 85 cases were diagnosed in labour ward
where facilities for immediate delivery exist. 12
were lost. In those cases lost seven were .alive when .
diagnosis was made. Five had no sign of life detect-
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.

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 force
applied by the presenting part on the pelvic brim with
th

e cord entrapped between. Table III suggests the




cervical dilatation and fetal survival has a direct

relationship.
dilatation is approaching 10 cm.
of 27 cases who had cervical dilatation of

died out
7 cm. or
died out
Although
not big,

investigation.
dilatation in relation to fetal outcome.

Table III:

more.
of 81
the difference between the two group is

it is striking enough to call for further

The force greater when cervical

7(25.92%) babies

On the other hand, 15(18.51%) babies

when the cervix was 6 cm.

or less.

Table III depicts the cervical

Cervical dilatation as it affects fetal outcome

Fetal Outcome
Cervical dilatation Potal
Alive Dead
6 cm. or less 66(81.49%) 15(81.51%) 81 °
7 cm. or more 20(74.08%) 7(25.92%) 27
Not stated 9(90%) 1(10%) 10
Total 95(80.50%) 23(19.50%) 118

The high number of babies lost when cervix is

7 cm. or more may be attributed to either late

diagnosis or route of delivery or both.

In these

cases vaginal route was given first consideration.

oD
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Method of Delivery:

‘ 84 (75%) babies were delivered by Caesarian Section.
Perinatal loss was 5(5.81%).

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

One case of breech extraction was lost. It was a
singleton breech weighing 2750 gm. It was an incompleté
breech unbooked, who arrived in Labour Ward fully dilated.
On examination, a feeble pulsatile cord was found prolapsed.
Immediate easy breech extraction was performed. Despite

<
[XR

rigorous resuscitation, the baby failed to establish any

w
-

ign of life.

These were crude death rates. It needs pointing out
that eight babiles allowed spontaneous vertex delivery were
not alive, at the time the diagnosis was made. Four babies
were viable and 2 were 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 outcone.

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.,
thét is seven or more - cephalic presentation, the cord was

uently foundé prolap

1]

1y ed and non-pulsatile. This may
ect a late diagnosis or death took place so fast that

&
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TABLE IV: kffect on method of delivery on fetal outcome

Fetal Outcome
Mode of Delivery ‘ Dead
Alive
Stillbirth Neonatal Death

Caesarian
Section/hysterectomy 83 5 :
Vacuun Extraction 5 1 2
Breech delivery 3 1 o)
Spontaneous 3 14 0
Vertex delivery (8%,2%) :
TOTAL 94 19 14

(8%) babies were 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
Kenyatta National Hospital, Maternity Unit. It was, however,

)
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not consistently documented in the case notes. Its effect

on fetal prognosis was questionable. In cases where labour
was advanced and presenting part engaged, no amount of
postural treatment would help. Digital displacement of the
presenting part would be difficult in such situations. 1In
these cases, the temptation to manipulate the cord in an
attenpt to repose it, was great. This may increase the

speed with which vascspasm 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 ocld primigravida who came in
labour. ©She had ruptured membranes, at home, six hours
befbore admission. .The cervix 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
getv engaged was great. With clear instructions to the nurse
20U to manipulate the cord, but to continuously push the |
head away from the pelviec brim, the patient was placed in
knee-cnest 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 was of definite value where the presenting
rart was not engaged and labour not advanced. “

29
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Discussion:

Umbilical cord presentation and prolapse means a
falling down of the cord in front of the presenting part
before and after rupture of membranes respectively
(Myers 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 /
deliveries or 0.57%. For reasons mentioned earlier, thlSLQ?
figure may not reflect true situation.

Aetiology:

The cause of cord prolapse is unknown. But
experimental work by Seligman (1960) suggest that cord
prolapses when a fetus has a lowered bloogd ﬁressure due to
some pre-existing condition. If that plausible Seligman's
theory is acceptable, then prolapse is but a symptom of
lpwered intra-arterial pressure of umbilical arteries.

However, one feature is common in all cases of cord prolapse
There is absence of "sealing" of the lower uterine segment.
The presenting part does not fill +the lower segment

&9
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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.

Age:

In a series of 516, Savage (1970) found that cord
prolapse was significantly higher in women over 30 years.
The prevalence was higher in negroes than whites. In the

H
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sent series, women under thirty years of age were higher
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those who are 31 years or more. The difference in the
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ings is probably because we are dealing with two
e

H 2

erent populations.

Parits

e

There is greater incidence of prolapse with multi-
parity. Not only is prolapse pf the cord more common in
parous patients, but also 19.8% are grandmulfiparous
(Clark 1968).

The ratio of primigravida to multigravidae was
45 t0 55. Only 5 women had more than four children.
(Seligman 1960). TFour-fifths of cases occur in multiparous
patients especially of higher parities. (Dewhurst 1976).

s series, the number of primigravidae were half
the number of grandmultiparous.

Myers Cough (1977), however, 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
£illing of the lower uterine segment. When cord prolapse

occurs in such cases, vaginal delivery is difficult.

Fetal factors:

Abnormal presentation is prdbably 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 prolapse was 3.2% in breech presentation
and two-thirds of those were offotling 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, polyhydramnios, and a f£loating
presentation. Multiple aetiologic factors increase the risk
of prolapse in twin pregnancy. 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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YT ARC na
OTH&RS FACTORS

Obstectric. manipulation:

Artificial rupture of membranes forewater has been
responsible for upto 20% of cases (Dewhurst 1976).

In Clark's Series (1968) 11-19% were due to iatrogenic
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 -

s

making a total of 15%.

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 shnould 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
amniotomy, especially when' fetal heart rate variations follow

the procedure.

In every labour, vaginal examination . guscultation

-

should be carried out when membranes rupture.

o

fetal distress whenever it occurs subsequent in labour,

Y
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TABIE V: Relationship of freguency of prolapse to presentation:
: Number of Number of Risk of
Presentation births prolapse prolapse
Vertex 28,934 54 0.18
Breech . 1,151 47 3..20
Transverse 71 8 1130
Compound 24 8 33.30 .
Brow and face 64 0 0
09




one nust suspect cord prolapse either evident or occult.

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

FETAL OUTCOME

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:

Mortality increased proportionately with increasing time
interval between diagnosis and delivery. Most striking
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
34% (Fenton 1951).

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

tation, Cervix and Method of Delivery to fetal mortality:

With alive fetus, cervical dilatation at the time of
prolapse of the umbilical cord affects the method by which

o9
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delivery can be accomplished.

Penton(1951) found that dfetal mortality remained high
when the cervix was less than 7 cm; dilated or unfavourable
regardless of the station of the presenting part. When the
cervix was more than 7 cm. dilated, the mortality varied
with the station. The fetal mortality was 36.5% when the
presenting part was above ischial spines 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 presenting 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).

However, with increasing use of Caesarian Section at

between corrected perinatal mortality and
tation (Goldthorp 1967). This agrees with the

i ne present series where Caesarian Section was
freely employed.

The high fetal mortality when the cervix was favourable
and presenting part zbove the iséhial 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
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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).

TABLs VII: Influence of Cervicagl dilatation and Station

On fetal mortelity.

Cervical Gross Fetal
Cases Dilatation Station Mortality
cn. %
93 8 - 10 +1, +5 1842
52 8 - 10 -5, 0 36.5
14 1 -7 +1, =5 57«1
4"! L 1 - 7 "5) "O 58-7

Fetal mortality was 10% in cases where the fetus presents
no evidence of anoxia prior to delivery. Where fetal heart
tone was not heard and cord pulsations were not felt, thexe
was 90% mortality.



Method 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. BEither 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
cord also causes spasm.

(p) 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. Many of the
infants will be 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 extremely poor prognosis. A
third of patients in Daly and Gibb's (1968) series

t

were delivered by Caesarian Section. Out of these

2 diec¢ 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
CGoldthorp (1967) to deliver 63.3% of his patients

within the first half hour with a considerably low®
perinatal mortality. In his series 38.6% of severely
damaged babies were associated with internal version
and breech extraction.

Extension of Caesarian Section to include more

(D

ases where the cervix is over three-quarters or even

>

fully dilated may lower fetal mortality. This

b

marginal area will require skilled judgement on the
Obstetrician's part.

These cases where the cervix is approaching full
dilatation, the fetus alive, and the lie longitudinal
are among the most difficult. This group produces the

nighest 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
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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 - 50% is usual in
most series. It has improved the results in the
management of cord prolapse(Dewhurst 1976). Caesarian
Section is not without 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.

When the fetus is dead, management is that of
obstructed labour, if present.

Maternal Prognosis:

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

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

In the present series there was one maternal death
due to overwhelming infection by Clostridium welchii
causing gas gangrene. '

9
)
1



Fetal Long—Term prognosis:

Intrauterine hypo/asphyxia is an unchallenged cause
tal death. The effect of sublethal degrees of

(4]

of perinat
nhyvoxia on brain of surviving infants is less certain. 1In
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/
aspnyxia 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.

N

(b) Commonest predisposing factor was ruptured membranes
with a high presenting part. It occounted for

54(45.76%) cases.
(¢) Vaginal examination is the major method of diagnosis.

(d) Cervical dilatation at the time of diagnosis is the
me jor 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.

) Perinatal mortality was 19.82% and compared _
fevourably with results elsewhere.

(

(g) Before embarking on delivery with haste, confirm that
the baby is alive. Method of delivery has a maternal

risk.
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The clinics arc hcld three days = week, Paticnis
arc seen by appointment. They orc referrcd from

Casualty, Filter clinics, Private practitioners in

town, City Council Cecntres and upcountry hospitals.

it the e¢linic a detailced

nistory of the patients
complaint is cobtaincd. Gvnaecolcgical Cbstctric, Mcdical
and Surgical histcry is rcccecrded.

A systemic cxamination is done. Specific attentiocn

is dirccted tc sbdominnl and pelvic cxamination.

A ccrvical snmcar is teken on ncarby cvcry

Peotients whosc 1illness rcquire copcraticn is
discussed in thc clinic. They arce then bockcd for
~drissicn. The weiting list is long, but cascs
gsuspected to be cancercus ore given preferential
becking.

i complecte investigaticn of the infoertile ceuple

is donc beforc admission intc thoe ward.

Encrgency odmissions

Gynnccclogical cocrgencies sre ~dmitted frem Casualty
ané female filter clinic., . f&w come frem cther
mcdical and surgical wards. Coscs of aborticn, ‘pelvic

inflammatery discase and rupturcd or suspected cctepic
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pregnancy form the mnjority. Caoses with moli

'

*\
2
<
T

rowths are treated as emcrgencies.

They are admitted by Senior Hcusce Officcr cn take.

On ~rrival, full histery of prescnt and past illness
is cbtained. Cbstetric and Gynnecolcogical history is
rccorded. .o full physical and pclvic examnin-.tions are
carried cut.
Rediclegical, biochemical and bacteriolegical

investigaticns are dene whenever indicated.

Incnecglobin level is estinnted, snd blced is cross-
mntched for thesc who reguire cperative procedure

particularly laparatemy.

Hlcetive Cascs:

These cases nre ~dmitted intc o scparnte word.
Usually they ccme frem the gynaecclogical clinic.
They are ~dmitted when neorly all the required
werkup has been cempleted. Consent is formally signed

before undergcing gencernl snaesthesia and cperntion.

FRE-CPER.LITIVE PREP . RLTION

BDCHMIN.T OPER.ATIONS.

licht dicet ig tokew on the evening be fore the
& € £

A

cperaticn day. A scapy cnena ig alsc given in the

m

cvening.

o

f‘!
.-.J
3
=
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The abdomen agnd pubic areas arc shave
patient tokes nothing crally frem midnight of the day

of c¢cperaticn.



Premecdicaticn of intramuscul~ar ~tropinc

1

sulphatc 0.6 mg. is given hnlf on hour befere theatre.

L]

4 sedntive of Pethidinc 50 mg is given intranusculcor.
The urine is tecsted fer sugar, »rotein and acctenc.
Vital sisns arce chsorved,
L// General anacsthesina is intuce’ a8 in cbsuctric
cascs. 3ut, leng-ncting muscle relaxant, like curarc is
a

given intravencusly. Therefcre te reverse the anocs-

thesia necestigmine is given introvenously.

Pcst-cperative carc:

The vital signs ~rc¢ cbscrved cvery hoalf an heur.
The pirway is kept clear and tc aske surc the
gcercticns ore not sspirated the patient is pl-~ced in

ri-prene pesiticn., 11 thesc arc dcnce until full

C'

ccnscicusness 1s regnincd.

Intranuscular pcethidine 100 mg i3 given cvery Six
heurs fer twenty-four hours. Intravencus fluids arc
given fvr the same time or until bowel scunds ~r¢ hesrd.
Blccd mny be replacement whencver it is acecssary.

Early nmcbilisaticn is enccuraged. Okin sutures are

N £ - : o i~ A g Ry A B -~ - S~
taken cff cn the sixth -~nd seventh day ~fter cperaticn,

Pcst~cperotive hacmcglebin check is dine cn the third
1ay ofter cperrnticn.
The patient is dischrrged cn the seventh day nnd

+ e & O ors 3 3 T Caat 17
t. gyneecclcogy clinic sfter six

weeks.,
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FOLLCY UP C..R
Patient ' eneral hcalth is established., Lt
this time histrlegy rescrt will be available. Her
illness and prcgnesis is discussed. Turther treotment
icated. Cases whc have had

~dvised whencver indi

the cliaig.

is
ndegus.te therapy =rc discharged freono
gu
TVC CCHL.CIT GICAL PRCCEDURES TilaT ARG TAEEN IN THRATRDS
% TN
A;.‘s;.v;l‘
i, TV CULTICN.
t~ enpty the utcrus of

This is an c¢per=

roducts

abecrtien is nade.

patient is

ne

cvepaticn is ¢
Pethidine 50 ng.
mask.

:5thc

given by
cneral ance

Thc paticent

with

draped

The bladder

g carricd

i
and

ailataticn

proceaure is

uv e r/J '(‘1

expcse the ccervix.

helding forcen

trounmatiges

«f ccncepticn

Ceecaosicna

vulve and perincum is cleanc

th sterile

cut tc
ony
corriecd

spceulum

ticn dcnce

~nftcr o dingncsis

of inccmplcete

A~

cricrzency prccedure.

it is »=n
cd as alrc-dldy stoted. The

PrEpPraG
after ~ patient is gilven introvencus

anl Diascpar 10 Cxyzen n~y
reguire

1ly scme paticnts

is pl-ced in lithceteny pesiticn The
cn and

d with antiseptic 1lcti

L9

trwels.
cirinaticn

Binnnunl exou

is
‘sizc cecrvica

nbincrnal 2dnexncl nnsg,  This

DLOFIC
cut fer cvery pelvic oners

in thc¢ vaginn

1. G,

is pl-cead i
cervix is hcld by o specnge-

The
8. Vulscllun is net uscd becousce it
the vasculor cecrvix.
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sn cvun foreeps is

cavity 2nd
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ccncepticn.  [fter

withdirawn ond

pically exanined.

)

scverally until the

¢ f the prcducts

curctte is used 1«

of cincepticn wnich

This is dine by

uterine cevity and

cf thce utcerus

is mnde when the
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cf the utcrus.
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:nt has fully rcccvercd
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Capsules anmpicillin 250 ng

The nbdcminal wall is cpened either by o subwibical
linc cr o low transverse incisicn. This procedure
is ginilor t. ¢ne uscd in cacsnrian sccticn. The
2bds minal weund is held < pen by a self-rctaining
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1

1. The utcrus, tubcs, and (varies are c¢xarincd
anéG mcbilised from the surrcunding structurcs. Lny

adhesicn is relcasced.

2. Twe hacnestatic clamps nre plnced ¢n the round
lizament. The rcunid ligament is divided botween the
clamps ond parametrium is cpened. The prsticn trwards
the inscrticn is licated by He. 2 chrrmic catgut.

3. Twe cther hacnmestatic clarps arc placed t- cneleos
the fallcpian tubes, rvorian ligoment after bluntly

disseccting thrcugh the prstericr leaf ¢f the brrad

lizament. These structures ~re divided between - the
clamps and the proximal perticn is lignted like in
the rcund ligement. 1In thesc woay the cvary is
presented. Te remeve the ¢vary in the process, the
clamps are plnced cn the infundibuelce-pelvic
ligament., This is diviced and the cvarian vessels
in the ligament arc lipgated by Ne. 2 chromic catgut.
4. The viscernl peritineun is divided transverscly
in frent ¢f the uterus =t tlic level cs utcre-vesicol
reflexicn. The bladder is then pushed well down tr
the lower port «f the utcrus ~nd vaginal voult.  The
bladder is pushcd dcwn antericrrly ~nil latcrally =s
well sc¢ th~t the uretcrs ~re displeced dewnwards =nd
~utwards.

5 s Hoenmcgtatic clanpe crc placed on the uterine
~rtecrics clcse and parallcel tc the uterine wall. This

is divided and ligatcd sccurcly with He, 2 catgut.




A further haemostatic clamp is placed similarly to

pick up cervico-vaginal branch ¢f the uterine artery and

transverse Tigonent. Thie is divided and ligated., These
are divided by cutting with a knife directed clcse and

parelled to the uterine wall,

6 Having expcsed tlie anterior vaginal wall and incisicn
is made through it., The cervix is held with vulsellum
fecrceps. The vagina is divided at it its juncticn with
the utcrus circumferentially using a curved blunt pointed
scisscrs.

7 The vaginal ancles and vault are securcd by a matress
suture using Nc., 2 chrcmic catgut.

8. The peritcncum is clecsed cver the vault with HNe.

1 catgut. The cvarinn, rcund and uterinc pedicles are
invaginated during this clcsure using a continucs suture.

9, The viscera is inspected and obdeminal wall clesed

1]

as described in caescrian seccticn.
10, Ixcept in subtctal hysterecteny for ruptured uterus,
we herdly cver perfcrm this cperzticn in elective

gynnecclogical surgery.
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CASE NO: I -CARCINCIIA OF THE VULVA

Name: N.W. Age: 70 years Tribe:Kikuyu  IPNO. 2596-37

HISTORY OF PRESHIT ILLELSS: Patient was referred from

Kangemi Health Centre of Nairobi City Council. She presented
with one month history of itching of the vulva and ulceration,
vaginal discharge which was not bloodstained, and pain in the
vulva,

PAST MEDICAL HISTCRY: Nil significant.

OBSTETRIC AND GYTAECOLOGICAL HISTORY :

Para 7+ 1.
Post-menopausal for nmany years. She was unable to recall her
last menstrual date, date of last delivery or date of menarche.

FAMILY AND SOCIAL HISTORY:

The patient is married and living with her husband. She
has seven children alive and well., All the children were grown

up..
PHYSICAL EBLAAMINATION:G General examination revealed an elderly

lady. She had no pallor or oedema of legs.

VITAL SIGNS: Blood pressure: systolic 120 mm/Hg, diastolic

70 mm/Hg, Pulse 80 per minute, Temperature 3700 with a
respiratory rate of 20 per minute. Cardiovascular, respiratory,
and Central nervous system were normal.

Abdominal examination revealed no hepatosplenomegaly
and no ascites.

LOCAL VULVA EXANMTNATTON:

Large, necrotizing, infected fungating growth on
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the vestibule involving the labia minor, clitoris, anterior
one third of the urethra, anterior one third of vagina.
Teukoplakia on the labia majora. There was marked oedema
of the vulval skin with bilateral, fixed slightly tender
enlarged inguinal nodes,

LABORATORY INVESTIGATICNS:

Haemoglobin 11.9 gm.%, white blood all count 7.3 x 1O3
per cubic millimetre. K 4.0 mBEq/co, Na 140 mBq/l, 1 + co3
27 mEq/1. Urea 2.9mmol/1. Urine analysis normal.

Patient was prepared and taken to theatre for biopsy.
A piece of healthy skin, hard tissue and leultorlaic area
was excised over labia minora. Io. two catgut suture was used
to achieve haemostasis. Histology of the biopsy showed
inflammed well differentiated squamous cell carcinoma.

RADICAL VULVELCTOLY AND LYIMPHADENECTCIIY :

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—stagellxccdure,by + w0
surgeons one on cach side.

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

La terally, the incision included the femeral triangle just

above the saphenous opening.



The lateral incision went down to deep fascia of the
thigh along labio-crural fold, the incision met one from
the opposite side Jjust above the external anal sphincter.
The incision was made to include all skin lesions and 2 cm.
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 were ligated and divided in the process.

Superficial and deep inguinal nodes were dissected out.
The femoral vessels were exposed. The femoral canal was
explored and femoral gland dissected out. Iliac nodes were
not explored.

The anterior ore-third of vagina and urethra were
excised, enabling the affected tissue to be removed in one
pPlLece.

Haemostasis was achieved and skin closed with No. 1
chromic catgut.

Post—operative recovery:

Continuous bladder grapinas-e was carried out for
fourty—-eight hours. Capsules of ampicillin 500 mg. 6 hourly
was given for ten days. Intrzmmuscular 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 1seudomonaf,



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.

Histology report showed that the edges of the excised
skin contained tumour. Six lymphnodes were identified all
had metastases.

Review 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 CF CARCINCIA 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 sees less than fifty cases during their life time.

Despite, this rarity in the female genital tract, it is
the most common malignancy of the vulva., It is a disease of
0ld age and occurs most frequently between 50 years and 80 years
of age. The mean age is 62 years - Jeffcoate (1975).
SYNPTOMS:  The symptoms of patient being discussed typifies
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,
Smith and Franklin (1970) found condylona ncu -1 to was
present in 7% of their 101 patients. Two were suspected to
have non-syphylitic granulamatous disease, 13 had either

syphylis or history of the disease at one time.



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 patients show contralateral node involvement when
when the tumour is situated only on one side of the wvulva.
In bilateral or midline tumour 35% of such tumour have involved
nodes,43% of impalpable nodes in carcinoma of the vulva are
involved when the patient is first seen (Phillip, Barnes and
Newtone 1977). BEarlier Way (1960) had emphasized clinical
palpation of superficial inguinal nodes, in pre-operative
evaluation of patients with carcinoma of vulva.

lfodern treatment follows the recommendations of
Tzussin» (1940), Green etal (1958), Way (1960) who advocate
raddeal vulvectomy with bilateral supcrficial and deep ilio-
inguinal lymphadenoctomy as the ideal.

Disaia (1975) has high lighted important points
relevant to surgical radicallity of the cancer
1. Removal of mons veneries.
2. IExcision of sufficiently wide margin around the tumour.
3, Dissection to an adequate depth with removal of all

tissues superficial to urogenital diaphragn.
neighbouring
4. 2Resection of / structures such as the urethra,
anus, even bone if tumour has reached these sites.

Despite their advanced age - operative rate is as high

as 80-90% with an operative mortality rate in the region of

2 - 5% (Dewhurst 1976).
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The presence of inguinal node metastases is associated
with adverse prognosis. In Franklin and Rutledge (1971)
series, 53 paticnts had lymphadenectomy which were negative
of tumour and none of these patients died of recurrent
malignancy after three to four years. Cn the other hand
only 13 out 33 paticnts (39%) survived without diseasec three
or more years when lymphadenectomy was positive.

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 - survival rate is 21% if deep nodes (external iliac) are
involved. Way and Hennigen (1966) stated that bilateral
superficial inguinal node involvement provided that deep
nodes are not involved carries no worse prognosis than
unilateral node involvement.

The case being discussed had advanced tumour. All
six ncdes removed were positive for tumour, It is likely
that the deep nodes (external iliac) were also involved.
Cwing to the recurrent of tumour within one year may suggest
that surgery was not radical enough, but certainly is a bad

prognostic sign for the patient.
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CARCINCMA OF CERVIX-UTIERI-STAGCE IT B

TRIBE: KALENJIIN

History of Present Illness: Patient presented with four months

history of per vaginam bleeding which was intermitte but had
become continuous over the last two weeks, She had lower abdo-

\minal pain which was continucus for three weeks.

Past Medical dlstory: Nothing was significant

Cbsterie and Gynaeceolcezy History.

Para 10+0,.Last delivery was in 1977. She had had no
menstrial period since last delivery as she was lactating.
Presviously she had regular periods each lasting four days and

ocrurring every thirty days. She had not used any contraceptive

device.
married
Pamily and Social History: She is / and her husband is a
peasant.
Physical IZxamination: General condition was satisfactory and

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

a febrile, There was no pitting oedema of the legs nor was

there any lymphadenopathy.

Cardiovascular, respiratory and central nevous systems were
normal. Abdominal examination revealed no hepatosplenonegaly.
There was no asciteg, S51light tenderness was elicited in the
hypogastrium. Vaginal examination revealed a normal external

genitalia with a slight oozing of blood from the introitus.
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bulky nodular cefix was felt with & slightly enlarged uterus.
This provoked some bleceding and a detailed bimanual examination
was deferred until the patient v
A provisional impression of Carcinoma of Cervix who made
Results of Investigations:
Haemoglobin 11.3 g PCV . 346. TUrea was 18 mg per cent.
“lectrolytes were normal.
Urine: PH 8 No ©proteinuria or gly cosuria. pus 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.

o eam

Intravenous pyelogram showed no hydr

given Furgaantln tablets 1

=

*Perrous sulphate and fo

Patient was
for ten days.

in the usual dos

reter or hydronephrosis,

00 mg three times a day
lic acid were prescribed

. Patient was prepared for examination
under anaesthesia (EUA).
E,U.A: Premedication of atropine sulphate 0.6 mg intramuscula-

tised and placed in lithotomy pecesition

by antiseptic lotion and was drapped.

which revesled normesl bladder mucosa.

showed haemorrhagic ulcerative tumour

and extending to the upper two-thirds

of ftissue was taken from the cervical

histology. Dizital examination confir
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There was no extension to the pelvic wall. It was stage IIB
carcinoma of cervix - uteri,

Result of Histology: distology No. 8475 cornfirmed purely

T
J

~

differentiagted infiltrative squamous cell ceranoma of cerviz-
uteri.
TREATHENT 2

Owing to the above findings, it was considered appropri-zte
to treat the patient by radiotherapy alone. Whole pelvis
radiation from two opposing fields (znterior and posterior)
of 15 cm by 18 cm was given. Tumour dose of 200 rads was given
on each field alternately for twentyeight days delivering a
total dose of 4,000 rads., Ixcept for mild diarrhoea there
was no adverse reaction to irradiation. This external irra-
diation was delivered from cobalt 60 apparatus.

On completion of above itreatment the patient was discharged
and readmitted for intracavitary 137 caesium irradiation after
six weeks . Vaginal examination: Vagina was of normal capa-
city, cervix looked red, non-haemorrhegic, short portio-
vaginalis, but no tumour was seen. Rectal examination revealed
that parameirium was free of tumour. Large uterine and small
vaginal applicators of 137 caesium were inserted to deliver

1600 rads to the rectum and 1400 rads to the bladder

¥
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DISCUSSION

Carcinoma of the carvix-uteri is the commonest maligrent

enital tract. In the whole body it is

tumour in the female
more common than carcinoma of the endometriwin (Brewer and
Decosta 1969).

The cause of carcinoma of the cervix-uteri is unknown.
It is, however, highly associated with low socio-economic
status operating via various factors. Tarly age at first
coitus and proniscuidy, among others,are the major factors.

There is a high incidence of infection with herpes simplex

gh
virus type 2 in patients with cervical carcinoma (Ilaib et al
1969). The mean age in Kenya is forty-two years (Q0jwang and
Mati 1977).

The detection and vigorous treatment of dysplasiq, and
carcinoma in-situ which are pre-malignant and pre-invasive
forms respectively will help to reduce morbidity and probably
mortality from invasive cervical cacinoma, Fidler (1968)
reports that in a population already screened, invasive cervi-
cal carcinoma develops at a rate of approximately 4.5 per
100,000, whereas tae rate of unscreened population is abcut
29, per 100,000, Examining the screened and unscreened
population, it appcars that the program has the potential of

reducing the incidence of clinical disease by approximately

85% (Boyes 1969)

~
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ntracavitary irradiztion combined with ext rnal deen
X-ray therapy is the method of choice in treating invasive
carcinoma of cervix - uteri (Denhurs: 1976 ). “hereas
surgical treatment is possible only in selected cases, most
patients seen in Henyatta National lospital are too late %o
operate on. Ojwang and Iati (1978) in their series of 200
cases of invasive cervical carcinoma found that 20 (10%) were
stage I 52 (26.5%) were stage IT, 112 (55.5%) were in stage
IIT and 16 (8%) in stage IV when they were first seen, In
Last Africa, the results of surgery alone for the patients
with cervical carcinoma are not good. Eihon and Gebbie
(1974) reported that two o ycars after treatment all but oﬁe of

the eight patients treated by surgery alone had died of

Gu

recurrence of the tumour. Disaia and Co-workers (1975) quotes
2,000 patients treated by rédioth@rapy alone in a twenty

year periocd; the five«yéex'cure:ra%es were as follows: Stage

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

36.0%, Stage IV 14.0%. The case being discussed typifies the

-

clinical picture as seen in Xenyatta Tational Hospital., A
highly parous patient at 40 vears of age in a low socio-
economic group., She presented,what in our cércumstances is
considered, early. She responded well to treatment.
Svidence available shows that cervical carcinoma is
turable provided it is detected early,and correct and

adequate treatment is given.,
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CASE NO 3: ADENOCARCINOMA OF THE TNDONGTRIUM - STAGE I.

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

PRESENT MEDICAL HISTORY @

Patient presented with one month history of vaginal

bleeding and slight continuous lower abdominal pain for ten

years., Vaginal bleeding was initially intermittent, punctuated
% with watery bloody discharge.
l The bleeding had became continuous but variable in amount
one week prior to admission.

PAST MIDICAL HICSTCRY:

Nil signinificant except she had lost vision on the right
eye 8ince her childhood.

1 SCCIAL AND FAMITLY HISTORY ¢

Patient was a widow for the last six years. She had

| five grown up children.

OBSTETRIC AND GYNAECCLOGY HISTCRY:
. Para 5 + O, ILast delivery 1952. ILast menstrual period
was ten years prior to admission,

PHYSTICAL EXAMINATTON:

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.




VITAL SIGNS:

Tem perature 36°C, Pulse 76 per minute, Respiratory rate
18 per minute; Blood pressure sysdolic 140 mm/Hq. and diastolic
9b mm/Hq. Respiratory cardiovascular and central nervous
systems were normal.

Abdominal examination revealed softish mass arising out
of the pelvis to twelve weeks pregnant uterus. It was slightly
tender and fixed. It was dull to percussion. There was no
Y epatosplenomega ly and no ascites.

VAGINAL TXAUINATICNG:

Speculum Ixamination:- Atrophic, but normal external genitalia

vagina normal,
- cervix was normal - looking

- Bloody watery discharge issuing from the cervical
os.

BILANUAL BXAMINATICN :

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.

INVESTIGATICNS ¢

Haemoglobin 11.1 gldl

Hct. . 346.

Blood urea Nitrogen 2.7 Umol/L.

Intravenous pyelogram - normal

Chest x - ray was normal

smear was not done as the patient

Papanicolou
was bleeding.




DIAGNCSTIC CURETTAGE AND EXAMINATION UNDEZR GENERAL ANATSTHESIA:

Patient had premedication of intramuscular atropine
sulphate 0.6 mg. half an hour before theatre. Anaesthesia
was induced with sodium pentothal and maintained by nitrous
oxide, oxygen and trilene by mask. Patient was placed in
1ithotomy position. Vulva-vaginal/area was cleaned and drapqﬂ
Bladder was catheterized. Ixternal genitalia was atfophic
but normal., Using Auverd's Speculum; vagina was found to be
normal, so was the cervix. Bimanual examination 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 dnecxae was clear of
any masses.,

Uterus was sounded to 6 cms cervix was dilated to

"9
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.

Number 2307, was reported to be moderately

gemorrhogic curettings. Microspically reported to

S !
be mentrual products,

In view oi the preceding recurrent post-menopausal bleeding,
twelve weeks uterine sigze, carcinoma of the endometrium was

considered a likely diagnosis. Total abdominal hysterectonmy

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
croootible blood was made available., Anaesthesia was induced
as before and ende tracheal tube was inserted with 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 subumbilical midline
incision,., IMultinodular uterine fibroids of approximately eight
weeks size atrophic ovaries and normal tubes were found.

Simple total hysterectomy and bilateral salpingo-oopherectony
was done in the manner described in the introduction. Abdominal
wall was closed in layers with silk number I to the skin.
Specimen was sent for histology. Post-operative recovery was
uneventful, )

Histology report number 3105, showed a poorly diffentiéted
papillary adeno-carcinoma of the endometrium. The cervix, ovary
and fallapian tubes were normal. No report was mentioned
on whether or not there were leiomyoma.

PCST - COPBRATIVE IRRADIATION: Three weeks after operation,

The patient was started on external pelvic irradiatién
from: cduatisixty machine. The patient is receiving a daily
wholé ééiggé 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 intravaginal 137 Cs at the vaginal vault, six weeks after

external irradiation. The patient has so far received two

thousand rads and seems t0 tolerate irradiation well.



DISCUSSION:

Adeno Carcinoma of the endometrium is second most frequent
malignancy -of female genital organs., It is predaminantly a
disease of peri-and post-menopausal age groups. It is so nmuch

so a disease of post menepausal women that lMorrow, Disaia and

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

has postmenopausal bﬁﬁﬁ&ng without an obvious vaginal or
cervical aetiology must be considered to have endometrial cancer
until proven: otherwise", Indometrial cancer occurs with
greatest frequency between the ages of 40 and 60 years with
a peak incidence in the 50 to 55 years group
(Brewer and Decosta 1969). However Morrow and others (1973)
estimaté that 5% of the patients are under 40 years oif age.
strogen - producing ovarian tumours (e.g. grenulosa-
theca cell group) has been associated with endometrial cancer.
4.8% of the f minizing tumours are associated with endometrial
cancer - (Brewer and Decosta 1969). Individuals whe are

obese, infertile, hypertensive, diabetic and with -~ history

o

of late menopause nave a high incidence of ade
the endometrium, However, despite these aségg;géiggé:_g;ﬁse-
and effect relationship has yet to be est to be established.
tbrnormal vaginal bleeding in all age groups is the
commonest symptom - (Morrow and others 1573). Post
mnmenopausal bleeding of any kind, is a strikiné event that
must never be overlooked or passed\off lightly. Abnormal

vaginal bleeding during the climacteric should only be

assumed 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
endometrium; prolgngétian of bleeding at mcnstruation;

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

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

According to Graham (1971) total hysterectomy and bildteral
Salpingo—oopharectonw'fagpmedby post-operative irradiation is
the treatment of ohoiéegg}héarcinoma of the uterine body.

In the series he (Graham 1571) reported 31 patients who had
hysterectomy and radium in the vagina to have a 5 - year
suyvival rate of 81% or 25 patients. There was no recurrent
tumour 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 patients who had pre-operative radium five-year
cure rate was 76% or 45 out of 59 patients, vaginal recurrence

was 3%, and death rate from the carcinoma was 14% - Graham's

patients were stage I Adenocarcinoma of the endometrium.



Progestogens remain a useful adjunct when conventional
methods have failed. Progesterone is most valuable where
growth is slow-growing, well differentiated and where pulmonary
metastasis is present - Dewhurst (1976).

Like all other cancers, the single most important factor
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. ‘here adenocarcinoma is restricted to endometrium
alone 95% 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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CASE NO, &3 GESTATIONAL CHORIO - C/ALRCINOM/:

MRS, M.N. AGE: 40 YEARS  IRIBE:  KAMBA
IP NO. 344790

HISTORY OF PRESENT ILLNESS:

The patient presented with continuous mocderate vaginal
bleeding for two weeks which had got worse two days prior to

admission.

She had evacuation two weeks previously for incomplete
abortion, The pregnancy was sixteen weeks by dates, She had
presentéd 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. When she
was examined the features were consistent with incomplete
abortion., Uterine size was forteen weeks, the cervical OS5
was open and taken up and the adenaxae was clear, At
evacuation, normal looking products of conception were
removed by ovum forceps and curettage, Jfcyst on the left
anterior vaginal wall was noted., Uterine bleeding subsided

and the patient was discharged,

PAST MEDICALL HISTORY: None significant,

OBSTETRIC /AND GYNAECOLOGY HISTORY:
Para 12+0, Last delivery was nine years ago. Had been

on depo-provera for six years, but abandoned it because she

developed high blood pressure.,

PHYSICLL EXAMINATION: She was in fair general condition. She
had moderate pallor, but no lymphadenopathy. She was not
Jeundiced either,

VITAL SIGNS: Blood pressure 80/50 mm/Hg.
Pulse 110 per minute; Temperature 36.8%c and respiratory

rate was 20 per minute, No abnormality was found on examination
of the abdomen, respiratory, and gentrsl, Nervous systems,
Except for low volume and rapid pulse and low blood pressure,
cardiovascular system was normal,
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PELVIC EXAMINATION: External genitalia was normal, Bimanual

examination revealed open cervical 03, bulky uterus and normal

adenaxae., Vaginal loss of fresh blood was noted, It was decided
that the patient should have a repeat evacuation in view of the

recent probably inadequate evacuation and physical findings,

The pxient was again prepared for general anaesthesia, She
was transfused two units of blood, In tﬂeatre with the patient
under general anaesthesia, pelvic examination was repeated
Speculum examination revelead minimal bleeding’from cervical 05,
however, two haemorrhagic cystic 2cms by Z2cms® 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 B#man chorionic ganodotrophin was estima%ed to be
more than 24 IU, per millilitre and less than 48 IU. per millilitre
(The method used was a latex particle agglutination test for
detection of HCG in human urine) chest x-ray wvcs done and showed no
radiological evidence of metastases, Initial Haemogram results were

as follows: =

Haemoglobin 4.9 g/dl.,
White blood cellscount 9.4 x 10°/L
Platelets were not done.

On the second day the patient had a massive vaginal

bleeding until she went into shock, She was immediately

transfused with whole qﬂiﬁéble blood. She was given four

units of blood. Repeat haemoglobin 7.1 g/dls; white blood cells

Bed X 109/L. Platelets were 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=
rexate, and had another two courses of methotrexa%e.



with one week treatment free interval after cach courses;
haematological parameters allowing and in the absence of drug
reaction, She had haemoglobin, white blood all and platelet
estimation twice a week and human chorianic gonadotrophin

estimation weekly,

After three courses of methotrexate human chorionic
gonadotrophin estimation showed it had reached non-detectable
levels, Pelvic examination revealed that the metastatic
lesions in the vagina wers shrunken cnd were not haemorrhagic
any more, A repeat chest x-ray remaincd normal, She had two
further courses of methotrexate., After the fifth course, patient
developed drug reaction, She developed pheryngsitis,vomiting
and diarrhoea with a temperature of 40¢®, She became very ill
mdced, Her white blood cell count had dropped to 1.7 x 107/13
Platelets cound 151,000 per cu,mm and HB 14,2g,/dl, Blood
slide was negative Ior malaria parasites, blcod cultures grew
no organism, and midstream specimen of urine was sterile, No
organism was grown from threat sw:b,

Patient was treated with a course of chloroquine, ampici-
11lin, and intravenous fluids, She had 2112 acid 3mg. once daily
for one week, ©She recovered over a two weeks period at the end cf
which WBC ;’was 5.2 X 109/L' Platelets 230,000 per cu., mm;

HB 11.6g. /dl, The pregnancy test remaincd negative,

Owing to the fact that the patient was 40 years old, highly
parous, no chest metastasis and that vaginal metastases had

compaletely diasppeared; a negative pregnancy test it was dr:ided

that the patient should have a total ebdominal hystercetonly and
bilateral salpingo-coOhOrcctOny.

Patient was preparcd for general anaesthesia in the
normal manner, Two units of compatible blood was made available
.th the patient under general anaesthesia, abdominal wall was
opened through submilical midline incision, Uterus, ovaries,
and tubes were found to be normal, /[ routine total hystevectomy
and bilateral salpingo - oopharectomy was done as described in
the introduction, Haemostasis was achieved., Abdominal wall was
closed in layers with silk to the skin, Histology of the specinen,
showed cystic hyperplasin of the endometrium, otherwise normal uter-
us, multiple follicular oysts of the ovaries and normal fubes,

L
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Patient recovered from surgery uneventfully,

Pos?—operatively the patient had three courses of methotre-
X1te 4’Omg " tds, Each cowrse lasted five days with seven day
intérval between courses with.adequate levels of WBC: HB and

platelets, post-operatively, pregnancy test remained negative and
repcat chest x-ray was normal,

The patient was discharged from the ward, On discharge
he haemoglobin was 11,6g.dl. WBC 5,7. X 109/1. and platelet
count 214,000 per cu, mm., On follow up in the clinic, pregnancy
test remained ncgntive, chest x-ray was normal and clinically

there was neither symptom nor sign to suggest recurrence,
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DISCUSSICN

Chorio-Carcinama is an anaplastic tumour composed of
syncytiotrophoblast and cytotrophoblast that invade myometrium and
cause haemorrhage and necrcsis (Li, 1971.) Except for rare cases &
arising in teratomas, chariocarcinoma is a tumour confined to
reproductive period and always follows pregnancy., It may follow
cctopic as well as intrauterine pregnancy. About 40% of cases
follow hydatidiform mole, ancther 40% fcllow abortions and 20%
follow normal term pregnancies (Hellman and Pritchard 1971),

The incidence is variable, In north America 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 rcbeble remorkeble remakacle depgree of compatibility between
tissues of mother and fetus,

The interval between pregnancy or a molar pregnancy
or otherwise andovert choricarcinoma may 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
1s irregular uterine bleeding sooner or later after expulsion
of a mole or abortion or a normal pregnancy (Jeffcoate 1975).
Symptoms\may also arise from secondery sites, In the lungs where
mnetastasis is found 75% of the cases, dysponea, eoush and haemo-
otysis, may be the presenting symptoms. Vaginal metastrsis
occur 50% of the cases and bleeding from such sites may not be
possible to distinguish from uterine bleeding by history alone,

The Diagnosis of cppricenrcincie iz made en kistory,
symptoms and signs which reflect the behaviour of the tumour,

274




Tissue diagnosis is usually not seught as surgical int
encourages haamatogenous  dissemination of growth; ﬁﬂ‘
where tissue as available, however, the most important“
diagnostic features of choriocarcinoma is the absence of avi
pattern., According to Li (1971) Chorionic gonadotrophin is a
sensitive diagnostic index as well as an accurate monitor for i
progress of the disease, Rate of chorionic gonodotrophin excre-
tion is used to decide whether or not treatment should be
carried out. However, the tcchnique for early diagnosis do not
recadily distinguish between potentially fatal +roliferations and
those which regress spentanecously (Bagshawe 1969), In about
80% of cases trophoblastic activity is not detectable by sixty
days after 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 after evacuation of a mole have
chorio-carcinoma, (Bagshowe 1969), Based on such evidence
Brewer (1968) advocated treatment for all those patients who
can be shown by a sensitive essay methcd to be excreting
chorionic gonadotrophin when uterine cavity is empty sixty days
after expulsion of a mole,

Chorionic gonadotrorhin among other things chori-carcinona,
Bagshawe (1969) stated that postmolar choricecorcinoma with an
initial excretion of human chorionic gonadotrophin higher than
one million International Units per twenty four hours always
proved fatal. But according to Jones and Lewis (1974) most
important prognestic criteria was the site of metastasis.
Patients with brain or liver metastasis were at extreme risk even

when adequate therapy and supportive care were given,

Chemotherapy is effective treatment of trophoblastic
disease, Untreated metastatic chariocarcinoma, the mortality
is 90%, Complete dissappearance of an authentic and
metastatic chariocarcinoma is less than 1% (Li, 1971)., Brewer,
Gerbie, Dolkort, Skom, Nagle, and Torok (1964) said that
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 as soon as the toxic effects have abated,

™
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According to the respcnse to treatment, Ross, Goldstein,

Hertz, Lipse+t and Odell (19565 3i-id2d the patient into » low

and a2 high risk group, For low riskf the nriterin voai=

(1) Initrel titre of less than human chorionic gonadotrophin
of 100,000 I.U, in twenty four hours,

(2) Apparent onset of discese within four months of initia-
ting chemothe:aypy,

(%) mctastasis were limited to the lungs or pelvis,

For this group o single agent is employcd. Present gractice

has been to start treatmen®t with methHrfrexate, unless there is

evidence of immcirement of renal orhchocic function or

T
prcvious failure of methtrexate therapy. However, high risk
patients such s those cascs with HCG titre more than 100,000
International Units per 24 hours; hepatic or cercbral motastasis,
and recsistant to single chemotherany. triplc therapy as advocated
by L1 (1971). Jones aond Lewis (1974) used a combinction of

therapy as advocated by Li in high risk group. They had 71.4%

(95}

ni 39 cases ‘n the high risk group 80% of these went into
remission, Lewis (1972) had 13 high risk cases, 11 (&£5%)

went into remission using Li's triple therapy of methotrexate;
Actinamycin D nand chlorambucil, This same author (Lewis) reported
95- lOO% remission in cases of low risk group which is keeping
with uany other authors,.

Hysterectomy a'one is not the treatment of choice

in patients with metastic chariocarcinoma, Lewis (1966)
guoted by Dewhurst (1975) seid that the mojor role of surgery
is to combat the complications temporarily in order o allow
the patient to live long encuszh to respond to chemotherapy. For
early diagnosis of chericcrrcinenz and for monitoring the

egponse to treatment, the mcethod used to detect choricnic
gonadotrophln mist be sensitive ond specific, Owing to cross
reaction of human chorionic gonadotrophin and pituitery
Imteinizing hormone in both bioassays and most radioimmunoassays,
one must be able to measure zanadotrophin activity down to the
level where it could be accounted for by pituitcry THteinizing
hormone before one can say there is no evidence of increacsed

human choriocanic gonadotrophin due tec tumcur,
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Complete remission os defined

d on the basis of HCG titre is

+ achieved where a woman has three conscecutive weckly HCG levels
in arange consistent with pituitory origin, Wwnen this range is
achieved, it carrics definite prognostic significance (Lewis

In Kenyatta National Hospital we are currently using
gravindex slide test for pregnancy which is a gualitative and
semni-quantitative test for the detection of humnan chericnic
gonadotraphin in urine, It is a latexnarticle agglutinction
inhibition tecst and employs ©vo reagents:

(aj Anti - serum produced in rabbits and

b 15); latex perticles cnated with HCG,

It is standordized to detect 3.5 International Units
of HCG per ml, of urine (IU/ML),

Tre case being discusced developed chariocarcinoma scon
efter abortion, The time iterval was so short that it is likely

that choriocarcinoma

was missed during fir
in the left anterior

was clascificd as lov
dceveloned chariocarc
bgwke hnd no detectable
had HCG titre of less
hours. Assuming that

in twenty four hours,

T

vaginal wall wis overlooked,
; - risk according to Ross’s critcria.

inoma within four

was present during pragnancy and that it
st evacuation, Thc significance of acyst

The patient
She

months after abortion.

chest, liver or brain metastasis, She
than 100.00C 1.U per twenty four
she would have passed 1,5 litres of urine
the theoritical HCG excreted would

still bo less then (48 I,.U, 1500 ml, ) 70,000 Internationa
Units in twenty four hours. ©She was forty - years old and
had twelve children alive and well, She did not want any more
children, There was a significant chance of recurrence of a
choriocarcinoma in the uterus despito persistent negative

pregnancy test, Hyste
adjunct to therapy to

» recurrence,

rectory was considered a necessary

clininate the small chance of uterine

R
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CASE NO. 5:

UTERINE FIBROIDSs

Name: P.A.
Age 50Yrs,
IP NI. 2685-62
Tribe Luo

2

HISTORY OF PRESENT ILLNESS: Patient was referred from Mathare
Mental Hospital with a history of heavy menstrual loss and

lower abdominal swelling of unkovn duration,

OBSTETRIC AND GYNAECOLOGY HISTORY:
Patient had no children, She was unable to r. - b.r whether or

not she had been nregnant., Her menstrual history could not be
ascertained,

PAST MEDICAL HISTORY:

The patient was suffering frongenizophrenia and had been in

Mathare Mental Hospital for 10 years,

SOCIAL AND FAMILY HISTORY: She had no husband,
PHYSICAL EXAMINATION:

General condition was satisfactory. There was no pallor or

lymphadenopathy.
VITAL SIGNS: Blood pressure 110/70mm/Hg, Pulse 80 per ninute,
Temparature 36, 771, Resniratory rate 20 per minute,

Respiratory, cardiovascular, and central nervous systems were
normal, On abdominal examination, a mass arising out of the
pelvis to fourteen weeks precgnant uterus was found., The mass
was irregular, firm and non-tender, It had restricted mobility.
There was no ascites and no hepatosplenomegaly.

PELVIC EXAMINA TION
External genitalia was normal, Speculum Examination -

vagina was normal, The cervix appeared healthy, Had menstrual
flow . #rcem tke cer¥ical -Os,

BIMANUAL EXAMINATION: Uterine mass of about fourteen weeks size,
Adnexac were slightly thickened, but not tender,




INVESTIGATION:
Papanicolou smear class II. Trichomonas was seen and treated

with a course of metronidazole, Haemoglobin: 9,9gm. per 100 ml,
Packed cell volumes 35,%4%.

Mean Corpuscular Haemoglobin concentration - 28.7%.

Periphral film: microcytic and hypochromic anaemia, It was sugge-

stive of iron deficiency anaemia,

TREATMENT: The consent for operaticn was given by psychiatric
consultant who referred the patient to Kenyatta National Hospital,
The patient was transfussed two pints of blood, Post-transfusion
haemoglobin was 12.1 g / dil.

She was prepared in the normal way for general anaesthesia, Two
units of whole compatible blood was made 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
ovaries, A routine total hysterectony and bilateral salpingo-
oophorectomy as described in the introduction, was carried out,
Haemostasis was achieved, Vaginal vault was repaired and visceral
peritonization was carried out, Abdominal wall was closed in the
normal way. Blood loss was estimated to be a 400 ml,

The post-operative recovery was uneventful,

Histology of the specimen obtainced at operation was as follows:-
Fallopian tubes, ovaries, cervix and endometrium were reported
normal,

Uterine leimyoma was confirmed, The patient was reviewed in
outpatient clinc six weeks later and apart from her mntal

ailment she was well,
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DISCUSSIONY

Uterine myomas, bottir known as "fibroids®, are thc most
frequently occuring temign +turours of the utcrus Novak (1967) says
that autopsy studics show that a considerable proportion of about

20% of worcen over 30 ycars habour uterine nyoma of various

sizecs, often without syimntons., Symptens arce often present between

the ages of 35 and 45 ycars., Negrous race arc more frequently
affected than other raccs - Jeffcoate (1975).

Myornas frcquently occur withcut symptoris, Rubin and Ford
(1979( found that menorrhagia was o lcading symptom and was present
in 75% of thc poticnts with fibroids, Mcnorrhagia commonly
attributcd to subnucucus fibroid occurrcd in less than 50% of the
cascs who had subrucous fibroid 63% of the cascs had lower abdoni-
nal pain, 30% had dysncnorrhoea, 75% of thc cascs had pelvic
sepsis and they attribute rnost local symptoms rcelated to fibroid
to be due to the associated pelvic scp8is., He found in their
serics thet 29 patients werc mulliparous, 19 were para 140 and
25% were para 2+0 or rore, They suggest that fibroids niay not bo

Aormiinant factor (as is usually claired) in the production of
infertility, Abdoninal swelling is a conron nicthod of prescntation
which mey be noticed by patient or an incidental finding on physi-
cal exaninstion,

The rechanical intoerfercnce with the delivery of the fetus is
cnecountered rore often in nyornas than interfering with the ability
of the patient to conceive, When irplantotion does occur there 1s
incrcascd incidence of abortion in paticnts with nyonas usp;01ally
subrmucous or polypoicd, DNonctheless, that ultiple huge turours
are corpatible with and do not intcrfere with naintcnancc and
nornal completion of a gyetation, { Brewer and Decosta 1569),

Sarconatous changes ic

U)

An incidence of 0,13% or 1:800 ecas
B RS i,-;il"l (1977) .
Pcrsaud and Arjood (1970) reportcd 29C cascs of lcimyoiata,

wcre reported by
They found 63% with hyalinc changcs, 13% nyexanatous, O calcificn-

tion, 6% mucoid, 4% cystic, 3% rcd degeneration; 3% fakty
degencration and 0,7% sarconatous change,
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Brewer and Decosta (1969) outlincd factors which should

be considered before a decision is made to treat or not to

treat uterine myoma: 1, presence of symptoms and their
severity, 2, future risk the patient may undertake because

of the tumour 3, presence of co-existing leslorn(s) that require
treatment,

The type of treatment depends on the age of the patient
and desire for pregnancy. Her ability to conceive and
consunate a gestation will affcct her treatment,

Whereas many »naticnts with uterine fibroids may require
rcassurance and regular obscrvation to detect subsequent
enlargement, a good number will require operation to relieve
their sy:itons , Dewhurst (1976) says that in the presence of
symptoms end uterine size 1s equal to, or larger than a sixteen
weeck pregnancy, surgical treatment is indicated, Dewhurst in
such instances advccates hystercectomy in view of the facts
that symbtoms will be permznently relieved and non-recurrence
of uterine myomas. Inc a young patient myomectomy is the

peration of choice provided the tubes are patent., The patient

under discussion was in postmenopeusal age group and total
abdominal hystero-salpingo-oorphorecteony was the treatment of
choice, her mental state aside,

The conservative management of a paticnt with menorrhagisz

apihroaching her m?ﬁorausc, with the hone that the cessation of
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GRAITULOSA - THECA CELL TUMOUR CF THE OVARY.

M.0. AGE: 50 YTARS
IP NC. 259269 TRIBE: LUOC

History of Present Illness:

Patient complained of progressive abdominal swelling of
years
two/duration. There was no other symptom. Patient admitted

having lost weight. Past lMedical History.

Nil significant,

Obstetrics and Gynsecological Historv. Para 5+0 Last

delivery fifteen years ago. Last mentrual period:G five years
ago. Patient had been postmenopausal for five years.

Physical Examination: General examination showed evidence

of marked weight loss. There was no pallor, lymphadenopathy
pitting oedema of legs.

yital Signs: Blood pressure 100/50 mm Hg. Pulse 76/min

regular Temperature 3600. Cardiorespiratory and central
nevous systems were normal. DBreasts were normal. Abdomen
wzs grossly distended. There was 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 flanks. There was neither hep-ato
splenomegaly nor ascites,

Bimanual #Examination and Speculum Lxamination:

External genitalia was normal. There was no discharge.

Cervix looked normal and papanicolu smear was taken.

Do
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A smell uterus was felt separate from the pelvie mass which
was thought to arise from Right adnexae. Left adnexae was

free. ©No papable mass was felt in Cul-de-sac. Per rectunm

revealed no abnormality.

Results of Investigations:

- Haemoglobin 12.4 gm, per 100 ml.
- White blood cell count 2 - 8 x 109 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 Elcctrolytes were normal.

A provisional diagnosis of ovafiian cyst was made.

TREATMENT ¢

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
meintained by nitrous oxide and oxygen. A long acting muscle
relaxant was given.

Laparatomy: The abdomen was opened in layers through a right

paramedian incision, Small amount of straw-coloured fluid

in the peritoneal cervity. A well encapsulated cyst free and
mobile was found arising from right ovary. It was so big

that the incision had to be extended above the umbilicus. The
cyst was twisted at its pedicle but not strangulated, The
uterus was free, mobile and normal in size. Left ovary was
atrophic. Omentum was normal. There was no evidence of

peritonal seedlings.
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Despite the fact that the incision had been extended,
the cyst was too big to deliver from the abdomen.

To enable delivery of the cyst, about five litres of
chocolate coloured fluid was drained taking care that there
was no spillage into peritoneal cavity. The cyst was .
untwisted and oophorectomy was done. This was immediately
followed by total hysterectomy and bilateral snlpingcctomy
and unilcateral oophorectomy. Hnemostasis wos achieved. All
the specimens were sent for histclogy. Blood loss was
minimal, The abdomen was closed in layers with silk No. 1
to the skin and wound dressed,

Post-operntive period was uneventful and patient
recovered completely and was discharged on the ninth day
after operation.

Histologyv showed a 170 cm. cystic granulosa - thpeca
cell tumour. Sections of the uterus showed feature of
leimyomyoma. Endometrium was atrophic. Cervix was normal.

The contralateral ovary was normal.

DISCUSSTION:

Granulosa - theca cell tumours comprise 1.6 to 3% of all
ovarisn tumours and 1% of all ovarian cancers (Dinnerstein &
C'LEARY 1968). Half of primary cases are postmenopausal
women while 5 - 10% occur beforec puberty. The medinn age
is fourty-two years.

Symptoms are caused by size, pressure or endocrine
function or a combination of these. It scldom invades adjace
organs. Menstrunl irregularities or postmenopausal bleedi

occur in about two-thirds of the patients. Norris a
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(1968) in revewing 203 patients with granulosa-cell tumours
found 24% with post menopausal bl@eding,four patients had
precocious pse dopuber y, 27% had pelvic or lowcr abdominal
pain, 24% hnd.:enorrhagia,ZZ% had metrorrhagia or vaginal
spotting, Amenorrhoea occured in 15%, 7% werec asymptomatic.
Anderson's et al (1971) series 20% had history of breast
complnint. Previous history of breast tumour preceecded the
diagnosis of the ovarian tumour in three coses. Owing to
sparse connective tissue granulosa - cell tumour is liable and
frequently ruptures. It is considered to be the major
neoplastic causc of intraperitoneal haemorrhage
(Simmon and Sciarra 1967).

Owing to endocrine fuction of the granulosa - theca
cell tumours, it is nowrecognised that there is increasing
risk of proliferative endometrial discase after menopause,
This is particularly apparent for prevalence of cancer and
its precursors as shown in Table I below by Gusberg and

Kordon (1971) in their series,



Table I Theca - granulosa Cell tumours.

Endomentrial Histclogy Premenopause Pos tmenopause
% %
Adeno Corcinoma 12.5 24
Corcinoma - in - situ 3.0 5.0
Adenomatous hyperplasia 31.25 42,0
Cystic glandular 18.75 12
hyperplasia
Normal (proliferative,) 34.5 17.A
Secrectory,atrophic )

It is now generally agreed that at least 25% of these
tumour will rccur and many of these will appear five years
or more ~after treatment of primary_' tumour L Widespread
dissemination is unusual 2nd almost~:£lm:;riy metastasis
appcer within the peritoneal caﬁity. This is contrary to

initially held view of the benign naturc of the tumour. That
view confirm that well capsulated lesions indced recurr
(Simmons and Sciarra, 1967). However, the metastasis is
slow-growing and amenable to resecction.

The treatment of primary lesion should aim at prevention
of recurrence. In view of the foregoing ~nd in view of the

fact that prevalence of pre-and concevous lesions is high

in postmenopausal patients the treatment should include



total abdominal hysterectomy and bilateral salpingoopherectomy.
In case of recurrence, a second look laparatomy and resection
of the tumour is advocated. This should be followed by post-
operative irradiation. Tumour shrinks with irradiction.
There is, however, little evidence concerning the effectiveness
of hormonal or chemotherapy.

From large series the mortality rate vary from 8% to
28%. However, five year surviwl rate in those large series
vary from 68 - 84% irrespective of the age of the patient.

The case being discussed was postiiencpausal and operative
findings of a well - capsulated ovarian tumour of a large
size tend to agree with the findings of other workers. Had
she presented with postmenopausal bleeding, the pre-operative

suspicion of granulosatheca on tumour would have been stronger.
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BENIGN CYSTIC TERATOMA OF THE OVARY.

Name: D.G. Iribes Luhya. Ages 22 years.
IP NO. 200409.

HISTCRY CF PRESENT ILLNESS: The patient presented With

one year history of slight contious lower abdominal pain andl

progressive lower abdominal swelling for one year.

PAST 1TEDICAL HISTORY: Mil significant,

OBSTETRIC AND GYNAECCLOGY HISTCRY: Para 1 + O., Last delivery

was three years priocr to presentation to the clinic. Her
menarche was at sixteen years of age. Last mentrual period
was 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 mentrual -
period and no intermentrual discharge. She had never missed

her period. She has not used any contraceptive.

SOCTIAL AND FAMILY HISTCRY: She is a married housewife.

PHYSICAL EXAMINATION: Her general condition was satisfactory.

There was no pallor nor lymphadenopathy. Cardiovascular,
respiratory and central nervous systems were normal.

VITAL SIGHNS: BP 120/70 mm/Hg, Pulse 78 per minute,

Temperature 36.500, Respiratory rate 18 per minute.

ABDOMINAL DAAMINATIONS

Showed a freely mobile, non-tender, well defined, partly

cystic and partly solid mass. The mass was about six

centimetres in diammeter. The mase was situated in the
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PELVIC TLAMINATION:

Lxternal genitalia was normel. OSpeculun examination
showed normezl looking cervix and vagine was norimal. Cn
bimanual examination the cervix was firr and uterus was normal
size and anteverted. There was a cystic mass on the left
adnexae, mobile and non--tender. The mass was separate from
the uterus. Provisional diagnosis of ovarien cys’ was nade.
She was advised thet her illness rcquirzsd surgery.

INVESTIGATICNS :

HB 13.7 gldl.
PcV 422
Papinicolau smear class 1I.

The patient was prepared for general anaesthesia. At
laparotony using pfannenstiel incision to open the abdominal
wall, a large mobile cystic left covarian tumour about
5 ‘centimetres in diemeier was found. Both tubes and uterus
were normal. Right ovary was normal. Cystectomy was done
through a plane of ¢lenvs e leaving behind normal ovarian
tissue which was repared by 2/0 catgut. Haemestasis was
achieved. Abdominal wall was closed in lavers with catgut
no. 1 to the skin. The specimen removed was sent for
histology.

Histological renort showed a directed chronically
inflammed benign cystic teratoma.

On review of the patient in the gyneccological clinic

the patient had no complaints and was discharged.
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DISCUSSION:

Benign cystic teratoma is one of the most common ovarian
germ cell neoplasms and accounts for over 95% of all ovarian
teraotoma. It accounts for 10% of all ovarian neoplasms. 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,
Dochety, Marsson, and Mussey (1964) found in their series of
225 consecutive cases that tissues derived from ectoderm was
evident in 100% of cases, mesoderm 93% and Endoderm 71%.
Benign cystic teratoma is often discovered as an

incidental finding en physical examination. However,
Blaustein (1977) reported frequendy of symptoms to be as
follows: Abdominal pain 47.6%. Abdominal mass or swelling
15.4%, Abnormal bleeding 15.1%. Decreased fertility has
been uterine observed even though 10% 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). Twisted 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

preghancy.



When torsion occurs, the abdominal pain which is usually an
ache changes to sharp pain. IHMalignant change is rare and is
reported to be under 2% and is often squamous cell carcinoma.

The treatment of choice for uncomplicated benign cystic
teratoma is the excision of the affected ovary. In young
patients, however, with small tumour, conservation of a part
of the ovary is possible excision of the tumour may be
adequate treatment. TLocal recurrences following conservative
treatment for benign tcratoma are very rare and occur in
less than 1% of the cases - Blanstein (1977).

The patient being discussed typicall presented and
being young, low parity, uncomplicated small tumour, excision
of tumour with conservation of normal part of the ovary was

considered as the appropriate treatment,
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