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CASE no. 9: RUPTURSD TUBAL FR~~G-NANCY •
~TAJ.!E: S .R. .IP NO. .265328 AGE: 25 Years.
TRIBE: Kam ba ,

HISTOItY OF P~ES:C:~TILLNESS:
Patient presented with one day hir,tory of lower

abdominal lJain which had spread to cover the whole abdomen.
She als 0 had pain in the right hypo chondri W21 radiating to the
right shoulder. She had not fainted but fel t like she would
faint any time. IIer abdooinal pain was worse when breathing.

PAST EBDICAL IUSTOHY: - None significant.
SCCIAL AND JAI'IILYHISTOJ.Y: - She was married wi th four chi Ldren,
She was employed in a tea packing factory. Her husband was
similarly employed.
OBST:8TRICS AnD GYEAECOLCGY HISTCRY:

Para 4 + O. Last delivery was three years prior to
admission. Last mens tr uaL period was riarch, 16 1978 Giving
her no period of amenorrhoea. She had bled with clots for
five days during her last menstrual period. She had regular
cycles each menstrual period lasting five days occurring every
thirty days. She had not used any method of contraception.
She was unable to renember her age at oenarche.
PHYSI CAL ~:;~UL·J:NATION:

Her general condition was fair, but she was in pain. She
had marked pallor. She was not jaundiced.
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VITAL SIGNS: - Blood pressure 120/70 nru/Hq , Pulse

92 per minute 9 respiratory rate 24 per minute Te~perature

36.5·C. Respiratory - cardiovascular and Central systems

were normal. Abdominal examination revealed obesity and

moderate distension. There waS generalized tenderness with

guarding. There was shifting dullness and fluid thrill was

positive. Bowel sounds were reduced. There was no

hepatosplenomegaly.

PELVIC :CXAI INATION: - External geni talia was normal cervix

was closed with a positive excitation test. Uterine size

would no t be ascer tatned because of extreme tenderness. There

was ~nder , boggy rather diffuse ~ass in pouch of deuglas.

There W::i,S no vaginal bleeding.

A provisienal diagnosis of ruptured ectopic pregnancy

waS made. An intravenous line was establi$hed9 a specimen of

,blood was taken off for grouping and cross-matching. Patient

was advised and prepared for theatre for Rn emergency surgery.

With the patient under general anaesthesia abdominal wall

was opened by sublli~bilicalmidline incision. HaeQoperitoneum

with clots and pelvic haematocele of about 1.5 litres was

evacuated. Ruptured right tubal pregnancy at &llpullo -

.ie t.hma L junction was identified, and right salpingectomy was

done between baemostatic clamps. Left tube and both ovaries

were normal.

"';"311



uterus was normal size. Haemostasis was achieved. Abdominal
wall was closed in layers with silk to the skin.

Patient received two units of compatible blood-post

operatively. Post-operative recovery was uneventful.

His tology report showed tubal f'l2.SS 55 x 40 x 15 cen t.Lrie tres

showing tubal pregnancy.

The patient never caoe back for follow up in out-patient

clinic.
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D I S C U S S ION.

'lJc topic pregnancy is pea ten tially the gynaecologis t t s

E'.OStcri tical emergency. Over 95% of all ec topic pregnancies

occur in the tube. Jdter an ectopic gestation, a patient has

1 in 3 chance of producing a live child, but 1 in 20 chance of

having ano the r ectopic pregnancy - (Dewhurst 1976). The risk

of a second tubal pregnancy is 10 - 15% of all pregnancies, 40

times greater than overall risk of 0.3% (Jeffcoate 1975).
~ctopic pregnancy is the commonest surgical emergency

found in women at Kenyatta National Hospital (Carty and others

1976). In six months in 1970 for instance Carty and others

found fourty eight cases - an avarage of two cases per week.

17ebala (1979) es ti01a ted the incidence to be one ec topic

pregnancy in fifteen full term deliveries at Kenyatta National

Hospi tal. Incidence of a sec o.nd ec topic was 5. 1~o (24 patients).

In ~ebala's (1976) series of 474 tubal gestation, 69%
had evidence of salpingi ti s , There was, however, no evidence

histology
of tuberculous salpingi tis on / . of an excised tubal

pregnancy. He suggested that gonococcus vvas the first offending

organism. Carty and others (1976) had earlier suggested that

pri~ary lesion in tubal pregnancy was gonococcal salpingitis

in the maj ori ty of cases. Stewart (1970) had. some reason to

suspect that ectopic pregnacy is becoming even commoner since

antibiotics and Sulphonlli~ide drugs have been used for the

treatment of salpingi.tis.
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Infected tube may heal well enough to preserve some degree
of patency even though they are narrowed, fibrosed or kinked.

A part from gonococcal infection, post-abartal and
puerperal infection play a significanc~ pl~ce in tubal
salpingitis. Congenital malformation of the tube, use of
IUCD, and; blighted ovum are among predisposing fac tor.

Tubal pregnancy is a condition of reproductive age group."
In 'Vebala's (1979) series 80,/~of the cases were 30 years and
less, and 66% were para 2 and less. Rupture or abortion of
a tubal pregnancy is usually sudden and resul ts into copious
intra-peritoneal haemorrhage. This causes severe abdominal
pain, associated with vomiting and fainting. Initially there
is a little drop in blood pressure, rising or high pulse
signalling i~pending cardiovascular collapse. Vaginal bleeding
is unco~tion, when it occurs is slight and of altered blood.
L.bdomen is markedly tender wi th guarding. Shifting dullness
may be present. Bimanual exami na t.i on reveals extremely tender
cervix on movement. There is usually a tender ~aSs in pouch
of d~.uglas-stewart (1970). Absence of a period of ao.enorrhoea
does not exclude ectopic pregnancy.

In '7ebala's series 131~had no ameno rrho ea , while 42~:;

had a period of a."rJ.enorrhoeabetween 6-8 i.veeks . A ruptured
ectopic thus presents like acute abdomen with its myriad of
differential diagnosis. Temperature is usually normal or
subnormal and white blood cells count remains unchanged
distinguishing it from acute inflamatory disorders like acute
pelvic inflamatory disease, and appendicitis.



Copious 9 bright, vaginal bleeding associated with intermittent
abdominal pain points more towards abortion than ectopic
pregnan.cy.

Whereas acutely ruptured or aborted t uba L pregnancy wi th
features of acute abdomen may be a straightforward diagnosis,
unruptured or subacute type calls for j nge nu i ty of the
attending physician. Lucas and Hassim (1970) advocate that
culdocentesis has on essential place in diagnosis of doubtful
or a typical ectopic pregnancy. Pre-operative diagnosis was
correct in 93 out of 100 cases in their series, with only 3
false-negative and i-.:-r false-posi tive. Dewhurst (1970) calls
for endos copy in s uspe cted cas es of ec topi c . "le , in I~enyatta
National Hospital, have used laparoscopy with considerable

.success.
In the manaGement of ruptured ectopic. There could be

no better surnmary than to quote Stewart (1970)."open quickly,
clamp quickly, transfuse quickly, remove tube and get out
quickly. II The e21phasis is on speed to stop bleeding. He
(Stewart 1970) further enphasised that there is no place for
expectant treatment of ruptured ectopic pregnancy, regardless
of the general condition of the patient. Using this principle
of action we have kept our maternal mortality in Kenyatta
r:ational Hospital from ruptured ectopic pregnancy low.
~ebalars series (1979) of 479 cases there were only two deaths
(.42%) compared to that in England and Wales (1964-1966) of
71~ and 9.27'~out of 920 maternal deaths in Hew York City
quoted by Dewhurst (1976).



In situations where there is a low index of suspicion, ectopic
pregnancy is a major factor in nortality due to pregnancy and
typities presentation of ruptured ectopic pregnancy. A young
married woman who h2d three years of intertility despite having
unprotected coitus. Puerperal infection, though not obtained
from history, could have been responsible for her partial tube
damage and subsequent tubal implantation.
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CASE NO. 10: B':L.T.(TT-iOLIN'SABSCESS-0..; --'_ ~---_-- __

NAME: V. Vi. IPNO. 276842 AGE: 25 years.

TRIB:3: Kikuyu.

HISTORY OF PJ.BSElJT ILL1:ESS:

The patient presented to casualty with a five day history

of proGressive painful swelling on the left side of thc vulva.

The pain was worSE on walkinc;. There waS no history of

. discharge or no dysuria.

PAST I.I3DICAL HISTORY: She was a divorcee va th five children

as her dependan. ts • She ..works as a hawker in the ci ty.
\

Occasionally drinks , but does not 3;-:101\:e.

OBSTETRIC ~41'm GYNAECOLOGY :nSTORY:

Para 5 + 0, Last mens tr-ual. period was on Jlh"1e 3, 1978.

Las t deli very was in 1970. She had regular mens trual periods

occurring every thirty days each Las tint; five days. Sl~e had

not used any method of f'arruLy planning. Eer menarche vvas

at fifteen years of age. ~)

PHYSICAL EXA1alTj~TION:

General Examinati,£ll: She was in satisfactory General

condition~ She was not pale. There waS no lymphadenopathy,

oedema nor jaundice.

Blood pressure 110/70 ili~. Hq, Pulse 84 per

m.nut-e , Tenperature 36.6°c and Resp.i r-a tor-y rate 20 per minute.

Respiratory, central nerrous and cardiovascular systems were

normal.

Abdominal exaxu ne t i on revealed no abnor-ma'l i ty.
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VAGIllAL :CAAInHATIO~T:

EXTERNALGEl~ITALIA: There waS a tender, flunctuant globu18x

swelling on the left minora. It was about 6 centimetres in

diarneter and swelling was upto posterior fourchette. Labia

maj ora and nons pub.i s were Lrif'Lamed , There was .:10 inguinal

lymphedenopathy. BiD.1anual exaeu na.t.i on was no t done. A

provisional diagnosis of left. Earthlins abscess was made.

The patient was advised to undergo an operation.

liIARSUPILIZATION:

The pa tien twas pr-e par-ed for theatre, for emergency

incisi on and drainc}.ge, in the us ual way.. General anaes thesia

waS induced by s odi urn pen to 'tha.I and maintained by ni trous ox l.de

ar.d oxy ge n by mask. Patient was p.l.ac ed in lithotomy

posi tion. The v L..U va was cleaned and dral)er::. A gauze was

placed at the introi tus • A vertical incision was made

through the pointing area on the abscess over labia minus on

vaginal as pec t. A chocolate 1 fa ulsI'Jelling viscous fluid

waS drained. 'rhe cavi ty of the abscess was e(lJlored. Using

extrachromic catgut No. I suture the edge of t~ abscess

was s ti tched-to s k.in of labi UID. maj us us ljlg interrupted

sutures. Haemostasis was achieved. The cavlty was dressed

with sofratulle. The pus from the abscess was not taken for

culture and sensitivity. Post-operatively, the vulva was

cleaned wi th warm saline. Oral amp.i ci.Ll.Ln 250 mgs . e'l!ery

6 hours was given for one week , Sofratulle was removed after

-ewenty fou.r hours .

~ 11 ,/liJ
-d it'tJ



D I S C U S S ION:

Acute bartholinitis is usually suspected to be

gonococcol in origin. Escherria coli, stapylococcus and

s treptoc occ us faecalis and t.r-Lchomas vaginalis may als 0

cause the condi tion. The Lnf'ammat.i on .inv oLve both the gland

and the duc t. 1,'!henthe lininG of the duc t 'becomes swoLl en ,

the duct canal gets blocked with resultant retention of the

secretion and exudate of the gl and , Bartholin's cyst is
formed

ini-tially / which may progress to abscess f'orma t i on

(Jeffcoate 1975).

The presence of a bartholin's cyst may cause discorlfort.

When abscess f'orms the pr evLousLy rai Ld discomfort be cornes

severe. There :.n.aybe irri tation and localized pain is always

present. The discomfort leads to inatili ty to s i t or vlalkwi th

ease. Redness and marked tenderness of tissues surrounding a

discrete, a phe.r i oal. soft, exqu i ei. tely tender mass localisecl
e

lateral to and riear the posterior fourohett is usually

diagnostic, when f'ourid on examination. The finding of a

••whi te ar ea and discolouration of the overlying skin and by

its fixation to the i:19SS indicates an Lmpe.nd.i ng spontaneous

rupture of the abs ces s (Brewer and Decos ta 1969). Brewer and

Decosta (1969) emphas i ze that vrhereas dia~l1osis nay be appar-en t

specific cause may be Lmposs Lb'Le to detect 5:'egative Smear s and

and cul tures of

...•.



Secretions from the urethra, paraurethral ducts and
cervix are COIrlf!10n.The abscess may still be the r-esult of
a Neisserian infection.

Hastening of the unr'ipe bartholins abscess is done by
local application of heat-during which time the patient is
put to bed rest. In most cases, however, the distress is
best relieved by im~ediate incision and drainage. This is the
atti tude we have adopted in Kenyatta Na t i.ona.L Ho sp.l tal in the
management of bartholins abscess. ''Iehave dealt wi th the
abscess by sarsupilisation as described in the case being
discussed. 'lhth this t.re atmen t , the ostium of the gland is
preserved and vlith it the function of the gland. Recurrence
is rare (Dewhurst 1976) and our clinical impression support
this view. However, HowKins and Stallworthy (1974) say that
marsupilisation as a surgical manouvre is essentially a short
cut fuld a half measure that merely releases the surgeon from
performing the difficult dissection required to remove the
primary condi tion. They do not perform mar-sup.l I'Lsat i.on

because the bar t.ho Li.n.t s cyst is likely to recur.
Bartholints abscess occurs in the non-pregnant and the

pregnant with equal frequency.
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C f r. -,~, PO 11'-~~--=..:-.---...:

IF FO: 276 S06

~ ('I - i C).J.-i',.T~~ 19 Years. LUC.

for three weeks. 1'h8 paf.n was co.ll cky and s t.ar t cd on left
severity

side and spread to the right e i de aid t~12 / had .inc r cas ed

two days prior to qd~is8ion. There W28 dysuria c...nd frequency

of micturation. She had no gastro-intestin~l sy~ptoms. She

had slight~ foul-smelling vaginal dischar~8.

SOCIAL AI,T! FA17ILY HISTORY:

She was unmar-r-Icd arid empl oyed as 8. subordinate staff in

ITairobi.

Para 1 + O. Last delivery W2S in 1974. Last f'lcnstru21

period ri2S 18 Hay 197G. She had regular pe r.i.o ds each las tine;

three clays arid occur-r.i ng every twenty eijht cl8.YS. She had

menarche at f'ou.r t.e en ye :coxS of a,ge. She hrd never used any

contraceptive device.

She was in pa.i.n (,~ndlooked unwell. ~hcNas not pale.

There was no Jaundice nor Lymphodeno pathy ,

VITAL SIGNS: Blood pressure 110/80 mm/B:g; Pulse 100 per

minute, TC3perature 37.8°C. Respiratory rate of 20 per ainute.

Respiratory ~ car-d t ovas cu Lrr and Central nervous systems vtes:e

ncr na.l ,



be defined bccau8r:=.:of tenderness.

of free

smelling vs;inal c1 is cll~"r;;8 .

tender on excitation. Uterine size could not be defined

because of extreme ten~crncss. A tender cys t.i.c r.as s was fel t

in both adenaxae. Pouch of douglas waS t£~der, but no 8aSS W

was discovered.

A provisional di agnoe is of ac ut e 'pelvic Lnf'Lamator-y

disease wi t.a a possible pelvic absce s s 'N,-'.s:n.ade.

INVESTIGATIONS:

Haemoglobin 12.6 gill Idl.

PcY 37.5 per c errt ; white blood cell COUJlt 8.5 x 105.:.

High vaginal swab - No Growth obtained on or-d i nar-y c u.l.tur e 9

of Iilid-strcQm specimen of urine Vias ste;rile.

Tmmed.la t el y en adru ss i cri the f;:;,tj.ont W2S a t.ar t ed on

intravenous tetracycline 500 ng. in 500 :118. of 57~ Dextrose

every six-hours. Ln tr arnusc ul ar' peth.i d.ine of 100 ngs. in 2

single dose was given.

Review on the second day after ad=u s s iori showed that:

the pa ti en t was s till looking ill, 'ilit h a toripcr-a t.ur e of

i;.bd.ominal f'Lndi.ngs was s till the s::::':Jeas 011 adrni as i,on

vaginal examination revealed there was tender boggy mass in

pouch of douglas "i.i th tila teral tender :-~.:f8~i(; masses.



.rt this point it was decided t~~2.t she s 'ro u.l.d have a

laparotomy. She w~s informed that her ~cxt line of trcatncnt

was by surgery.

Op7:''J " '0T 01'-T •-~~~.:....:..

WCly. 'I'wo p.in t of vl11010 c ampr, ti b l.e blood W;-J3 )rc)'ll'cci.

s uburnb i Li.c0.1 midline incisi on 9 abd om.i.nn.; wa.l.L was opened.

Huge b.i Labe.r-o.L pyosalpinx was found. ~he right tube wnS
attached to the left ovary. Le f t ov2..ry was nor nal , uterus

was also normal in size. 'I'he r e -N2..S little pus collected in

pouch of douglas and Lrif'Lammcd 2"riClble broad 9 Lnf'undo=pc I v i c ,

ovarian and round ligalnents. Using haemos tr.t.i c cLcrsps , the

right tube 'vas s cpar-a t.cd from thc ovary, bilateral

ea'l.p.inge c tomy vIas per f'o rtred with lig .. tion of the . ·-c.sosalpinx.

The pus in the pouch of c3ou:~lQSINns drained. The pelvic

c av i ty was wash ed v!ith rii:x2.ll in W2I'mnormal saline. ~he

rest of the peri toneal cervi ty ViClSnot involved arid h2G

8ctually been protected ty adhe s i one of one n tura arid loops of

gut. hppendix ~3S nornal. Two corrugated drains ~erc

inserted in both ili~e ~ossae.

i~tdominal waLl, W8B closed in the nor na.I 'W)..y w.i th silk to skin.



dextrose 500 fils. every six .'"-0UTE-; for 48 hours.

Pethidine 108 fiGS. 0~S gi7cn in t~eutrc9 C~C two doses

subsequently at eiJ;ht hours Lnt.er-vaI whcn sh o 'T'..S corn.rl:inin<~

of po.in. The drains were shortened on t.he fourth day and

subsequently removed on the fi t.h day . Tetracycline was

continued as before the operation.

Tempera ture r e t.ur-ned to nor-mal. and po. ti en t rec overed

uneventfully. She ·Vlasdiscfle.rged on the seventh day I10St-

operatively. Rev.iew in 01.1tpa t i ent cl Ln.i c rev caled a weLl,»

healed wound. It was explained to her thn t she had been

rendered sterile by the operation wh.i ch W[~sperformed. The

tubes were irrep3I2,bly damage d and were a focus of infection

which had to be removed item tibiotics were to be came

effective.



D I S C U S S I 0 ~:

surrounding structures is the corr iones t ~;y~1""ecological

problem oet wit~ in Kc~ya (Gebbie 1c74).

inflar'1atory di8U:S8 accounted for about t',\Tclve e::::lcrgency

admissions per week in Kenyatta National Hospital. These

genttlemen estimated the real incidence of genococcal infections

in their scries wi th acute pelvic Lnf'Lamma t ory disease to be

75%.
Gonorrhoea is one of the cOrmTlonest causes of Clcute

pelvic .inf'Lamma tor-y d.i.seas c in many parts of the tropics

(Rendle - Short and Stewart 1967). Vagina and uterus are

relC:;,ti vely resis t.an t. 'I'h e oerv i x , oraorig others, develop

acute Lnf'Lamma ti cn , '11h6'tubes are infec t cd by way of

uterus mucosa. Eschenb2ck aad Holmes (1S75) noted that 14~
of cascs of acute pelvic inflarr~~tory diseasc have

predisposing f ac tor s , ni~,"lelY9 dilatation and cur c t ca.;e ,

hysterosalpingogra[:}~,. use of intrauterine con t.r ac cp tLt e

devicey previous gonococcal salpingitisy e~d shedding of

endowe tri urn during ricn s truati ori ,

The pr Lmar-y p2.t.hoLo gy is an endos c Lp.i ng.i.tis and then

spreads to all t uba.L L~yers. Gonococci s a.l p.ing.i tis J2J:W,~CS

the endos a.l pt.nx and Lno r eas es the susceptibili ty of the

fallopi211 tubes to future attacks of infection by genital

oommene a.l. or-garu eme- (Novak 1966, ~schenbc1.Ck 1975). The

destructive effect of the infection upon the tubal mucosa

usuo.lly leads to tubal occlusion, e.it he r partial often complete,



the grec;,t ria j or-L'ty of CEtSeS~ even t~10U,(jl .i t .Claya180 occur

wi th t.ube.r cu.Loei s , Blockage of tubal Luz.en c i tIle fLr ibr-Lated

is t.hmus or at v ar Lous 0 theT;)oin t s in Lle tube, Ler.ds to

'),ccuf.mlation and retention of purulent exud a.t e leading

tubal distension U:ovak 1966).

In acute salpingi tis, Lowe r abd oru.na.L pain of varying

degrees, foul smelling vaginal discharge, dysuria are the

leading symptoms. I'he r e may be abno r.na.L uterine bleeding.

Fever and rapid pulse are frequent findings. Lower abdominal

tendernes s wi th tender ad enaxae on b i monua I e xamf.na tion

complete the pictu~e of acute salpingitis. In casec where

pyosalpinx or tube ovarian abscesses are )resent, tender

adenexel masses either fixed to the back of the uterus or
may

in the pouch of dOUt31qs / be found. Le~cocytosis and raised

erylhrocyte s ed.inen t.at i.on r a t e are hueriat o.Log.l ca.L reaction

to acute salpingitis. aecovery of tLe org2nism - Neisarrie

gonorrhoea is difficul t , but Escheriback and Eolmes (1975)

rc_ortu recovery rate between 33 to 51% in untreated patients

with acute pelvic Ln.f'Lamma t.or-y discase when endocervical

cul tures are routinely cITlployed. '7hile OJl til.c other hand,

recovery rate is from 5 -- 15r~ of intr,C'.abc1ornj_nul SpeCiL1EmSof

pus ottained from patient with salpingitis.



disease.

and econosic 8trug~le. Gover nmcn t Le g.i s.l at.i on Il1c\Y wor-sen

the si t ua t i on wh.ich is already bad. Heal th education wi t.h

a view to chan gt ng the a t t i tude towar-ds the d.l s eas e and

subsequent social behaviour IlV:W be di f'f i cu.l t , but may later

be rewarding. 'rracing of reccn t and curren t sexual par t.ner-s

wi th a view to treating then has made aus pc c t ed cases of

gonorrhoea seek help from unqualified people.

The young lady being discussed was as sumed to have

gonococcal pyosalpinges, She failed to .inpr-ov e 0:'.1 .".1edical

therapy alone 0 Her tubes vlere grossly di s t and cd wi. th pus

threatening to burst. The fact that she rapidly jnproved

soon after bI Le t.er-a.L s a'l pj ngec t ony indicate that the

surgery was beneficial even thou&~ it reDdered her 8terile.



In appropriate therapy by unqualified people or by

pa't Len ts themselves, rnake s T'e~ov"-ry of OJ::'

to o:

o oramo.nLy used an t i.blotr.c s are developinG"

use tetracycline

Zenyatta ti ona. Ho a t af.

'iJhere2.s 9 there is ge.ceral agreej:llent that surgery may b~;

needed in a few cases, there is considerable debate as to

't.i n.ing and ex t.ent oi' surgery to be carried out. Gebbie

(1974) pointed out that su:rgery is indicated in situations

where: 19 Large collections of' pus are present, 29 Pati cn t t e

general condition is worsening inspite of proper and adequate

therapy. He adds that surgery should be raJical no natter

the age of the patient as recurrence after inadequately

drained pus or inadequately excised inflamLlatory tissue .i s

c ornmon,

Rupture of t.ubo=ov ar i an abscess is a serious complication

and carries amortali ty of from 65 to 90~ when treated

mcd ic a.l Ly , In such cases opera tion preferably, shou l.d

consist of extirpation of diseased adenaxae and total

abdominal hye t er-ec t.omy, ~'mything short of t.h a t the pa t i en t

usually returns at a later date for further definitive

surgery (Collins 9 Nix and Cerha (1956)9 thus adopted active

surgical attack upon that disease process and their

mortality decreased to 12%. In our set up it would be

a terri ble tragedy .indoed for a young woman to stop

mens t.r-uat.i ng as ernphaei zed by (Rendle-lShort and Stewart 1967).
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GAuE NO. 12: DYSFUNCTIOHAL UTERINE BLEEDING:~ ...•. -- - - ~--- . - - .-- -- •..... ,...---- .. --- - _ .... --- ....--- .. _,-- --- -. - ...._---,_.

NA1'IE: r: K. AGE 35 YEARS. IP NO: 2645-95.

TRIBE: KA1"lBA

PIl~.$}~N]..rll~p'~9.\.~.~<1·I.I.~~'I9f3:~:Pn tLcnt a dmi. ttccl w i, th comp La i.n t s
of v2gin~1 blcE'clillC; on an-I off for f(~ur months accomp-m t ed
with 10v.J0::-,(l.bclomino,l p a i.n , She wouLd bleed for 'two day s
cvc r-y wC'E'kQ Amount WQS v"ric.'c1. from slir;ht to modor-vto lC'.::;s~

She never pr.s scd '~::"otSI'

!3C.9.IN~__APP. ~l'lI'n~~(J:!~STORY~:

f'ibrriccL r ·~tL··'nt who lives with her hu abnnd ••
The hu sbanr: is wor'k i.ng as a subo r-di.ne tc staff in tov.JY.:...She

is Cl hou scw i f'e ,

eB:~ __~.:..THIC AND G\~-?~l,ECOLOGICAL HISTORY:
•• .. ~ •. ...-_"..._... _-" .__ ...._.•-.. __ .• _- .....•....--_0-, .•

Par-a 7+0 a Four chidren are ali'lL and ',:011 ~
The othc r- three died at tht: o.gos be tween one morrth and
'two yer-r s , She horl her Las t mens t rueI period in Octo be r' 59
1977" Previously heel no r'maL period Lr.s t i ng three clays
occur-r-i.ng every thirty dr.y s , She 1/,[2S unable to r-cmcmbe r-
tho dc t.o of he r- Lr-a t delivery and merio r-chc ,

?HYSICAL EXAMINJ~TION:

2) Ceno:t:"'al ExElmin.,..,.tion~- She w~s slightly pale "Iith a

sri t i s f nc t.o r-y gencT81 concli t.i on , The r c was no joundice nor

Lymphridcnop-rthy 0

.vI.T!,.b_~,+-g!J:'2.:: 3100d pressure 110/60 mn/Iigc

pu is e 80 per mi.nut.e , Resj Lrn to r-y 2~2.tl? 20 per ra.i.nucc

Tc,~por:-,.-cure 36.SoC" Cr r-di.ova s cu La r , respiratory and

c2::1tr21 nervous systems were normal.

On abdominal 2xClJnination, there wns slight tenderness in

the hvpo gr-s t r-f.um, There \')2,5 no h.L.)~_t\0::1cno~-k.-2.=-'-J
111e br-e a s ts we r'o normal.

(,::" asci to;:;~



Bnjjj~l\i1JALEXArUI\L!'i'lION: Ext.or-na.I scnitC'.lia was found normal.
Speculum Exami.nr.t.i.on r-eve cLcd a. normal - LookLng cervix with

slight bleeding issur..:::; from the ce rv.i coI os , Tho vcg Lna was

normal. The uterus W2S no rmeL sizes 0¥\tevertcd arid mobile.
There "-fas no adncxo I m8SS.

A pro v i s i.onrrL diagnosis VJ(~S ID.fde of clysfunctionc.l utorine
bleeding Llnd the p2ticnt W2S prepClred for an emergency
diagnostic curettage. The p(ltient WLlSprepcred in the
normCll way for general anLlesthesia. Anoesthesia. \'Jas
mci rrta i.nud by nitrous ex i.cle rmd oxygen by mosk , The vul vt:
vl8.S cleaned ~mc'.'-~r2ped. Tho Bladder w~:.scatheterized. Exarni.nrrt i.on

unde r- annc s the s i a confirmed the previous fin(~ings. The
car-v.iceL os w(~s clilo..tocl to H(,§~2r8 sharp cur-ot tngc vms done

and scanty curettings were obtcinecl which were sent for

histology. There VIaSminimal bleeding.

The histology report showed scanty and pnle curettings which
were in prolifer2tive phase.

Late~, nfter discharge, in the Gynaecolocical clinic

re)anicolnou smear cLas s I 1,,[2S r-epo r-tc.t,

On subsequent follow up her menstruo.l period W0re b2ck to
no rme.L, She hcrl no rrnnI f'Low Lcs t i.ng three dcy s every
twenty eight day s , .':)he had he'd her three menstrual periods
after di agno s t i c cur-ct t.ago , She W2S di s chc r'god fro;'} the clinic

and adv i s ed to come back in cas o abnormal bleeding recurred.



DISCUSSION:

Dysfunctional uterine bleeding (DUB) is llefin0d :::[; an
expression of ovr r-ian dysfunction which results in irrcgulnr,
excessive, scan ty or pro Lorigc.d b.l.ced.ing of endomet r-La.l, origin

occurring in the absence of organic gynnecological disease,
neop Las i o, pr-egnancy or blood dy scr'asLas , It is che r-acto r-rzed

by ano\Nlntion (AIGn 1970).

It affects 10-15% of all gynnecological p2tients. DUBis

one of the ~ost frequently encountered conditions in
gynaccologicol prQctice Dewhurst (1976). It is most frequent
at the 'tLme 1.'1h2nmenstrual function is c i thcr being established

or is declining - odolesccnce 2n~ pre-menopause respectively.
Sutherland (1949) in his 861 coses of DUBannlys2d the 8ge
incidence:- 4% under 20 years; 57% between 20 and 40 yenrs;

and 39% were morethan 40 years old.

DUBduring puberty is frequently c~ue to uncy c.Li.cr-L manner

in wbich pi tui t,'ry g12,ncl secretes gon2clotrophins, while (luring
pr-e-menopnu arI bleeding ovaries f a iL to respond to gonadotrophins

(Dewhurst (1976). During childbenring age, f~ulty COD)US lutcum

function resul tinD into inadequate progressterone to
counteract effects of oestrogen hos been of'f cr-cd as an
exp Lai.nntion for :=lUBQ t thj, s time.

For a na t i.errt to be labelled os n c.rs c of (.~ysfu~1ctional

u tc r i.n-. 1.J10c:cling, implies that organic ccu se s of DUBhave been
cxc l.ude d, This is a most taxing t,?'sk both for the phy s i ci.cn

incharge of the ca sc and the Labora to r-y, P..Lm (1970) h2S

outlined the pc.thologic21 conditions which may CQuse DUB

and need to be excluded in the wor-k-iup of patients.

Polycystic ovary is cs so ci ntc d with excessive ovar-Lan
or extronvnrian oestrogen production in about 3% of the cases.
In a few of these patients, complaints of mnrked menstrunl

irregularity, resulting from endometric21 hype~)lnsia may

be the major symptom.



Classic symptoms of ol.Lgomeno r-r-hoea or emonorrhoeo , infertility,
obesi ty and h i.r-sut i.sm may be Lack.Lng ,

Feminizing Ovar-i.cn tumours e./s. grr-mi'l ose-rthecc cell tUi:10Ur
before mcnopnus e may result in abno rrnrL uterine b.loecl.Lng,

Pelvic Lnf Lamnato r-y di.aer.ae f gonococcal ~ pyo aerit c or tubr-

culous in origin i:1'"'Y present wi th ebno rmc.l. uterine bleeding.

Although the most common presentinG symptom is pelvic pnin
and fever, nbnOrF121 bleeding in the f'o rra of intermittent
dnr'k staining, is n commor; compLai.rrt , In long stcU1cling chronic

pelvic Lnf Lornria to r-y di s en se 1 c:.isturlxmcc: in mens tr-uo l rythmn
may moni f es t cLtereel ovar-Lan function.

Oligomenorrhoen is seen in abou t 171b of pa t i en t s with mild
2clren21 hypcrp12sie or cushing's syndrome. Ovu12tory f8ilure

hr.s occurred, oestrogen production by ovary L12ypersist.

Thyroid di so r'de r-s r-esu'I t in ovnr-Lan f'n i Lur'e and anovul a tor-y

bleeding. It occurs most commonLy during puberty and peri;-,leno~
pcu so l period. Over 5% of hypo th ro i d pu t i.errt.s present with

mcrist.r-uaL di s tu r'ban ce and of these 75% had menorrhagia.

Ncn-cs te ro Lc.eI hypo t.hcLami c depressants LncLudc morph.Lne ,

reserpine, phenothio.zines and chlorpromnzine may Loarl to
ov-ir i.cn hypofunction and dy s fun ct i.ona.L u te r i.on bleecting.

Anovulation "lith resulting oLf.gomcno r-r'hoea or 2Donorrhocn
is the common denominator in emotionally d.i.stu r-bed pc t i en t s
vrho h2VC::been s tud.t cd; In pc ti en t s studied by Gnthinji (1978)
w i, th dy sf'unct i.ona.l uterine bleeding, 106 (62.5%) pn t t cn t s pr-e sen t.erl

w.i th Lr-r-cgul or- uterine bleeding, 55 (32.4%) had bleec1.in8; twice
a month. In this series diagnostic curettaGG wns performed
and h.i s to Logi.crL pattern of the endometrium as follows:-
53.0% had norm2.l endometrium; 1108% hnd cystic endof.1otri8.1
hype r'pLas i.a , o.n(~ 808% had p r-oLi f cr-a't.Lv e endomct r-Lum,

U't.c r-Lnc cur-c ttage is tho cornrnon.l.y ernp Loyod surc;ic:--.l procedure:

in DUBo The purpose of cu r-et tngo are:-



1) to exclude 2ny lesion in uterus such 2S incQ~plcte abortion,

or endometrial polyp 9

2) to obta in endometrial tissue for hi s to Logi.ca'l. eJio.gnosis,

and determine functional state of the endometrium. In
a patient who is bleeding, curJfettC'-gc is the f'as t.c st
way in which to control excessive uterine bleeding - t:Iikuta
(1970), Dewhurst (1976). T'+:erine cur-c t tugc is moi n'l.y a

die.gnostic tool and any therapeutic ef f'c.c t the opcr-c t.t on may
have ill Lnc.tIen to.L, The more irregul2.r the haemor-rhage ,

the gre2.tcr the indication for curettage - JeffcoQto (1975).

Having excLu.Ied or-gan.i c di se ose , tre;;.tment of <'. C:'-'.SO of DUB

will either be surgical or medic~l or both.

SURGI CAL TREA TIflBNT:

Uterine cur-c t tr ge when employed ,'J.S the sole treCltment for
prolonged DUB, 2. cure r-a t.e of 40 - 60% depending upori the presence

or absence of hyperplasia - Israel 1967 quoted by Dewhur-s-t (1976).
It is indicated c:nd mondatory in a.l L pa t i errt s who ar-e 40 y enr-s

and over. It should also bo performed in pCltients between 20
2nd 40 years old. Persistent Clnclor severe blcedins in
potients under 20 years old is em Lndi cat i on for cur-e t tnge ,

Hysterectomy should be considered in women over 40 yeQrs
where severe or persistent or recurrent bleeding occurs despite
Q. repe::lt cure t tr-g e, This is l2reely be cau se 2. possibility of

Q malignant or other organic lesion which may have been
overlooked. In pntients in their thirties, hysterectomy
should be pcr-t'o ruod wi. th r-eLuctoncc and only when full

investigation hr.s been c ar-r i.cd out and medi cr L t.roo t.mcn t has

f ai.Led - it should be Q la s t resort. (Dowhur-s t 1976).



MEDICALTREATI"lENT:

The principle of medicnl treatment is to counteract the
action of oestrogen on the endomo t r-i.un , '1\[0 conmonly used

agents are~ - a progesterone and clomi.p hono p r-og e s t.er-o ne may
be used in a cyclico.l mannc.;r in combination with &n eostrogen

2S in con t.r-ncep t l ve pill; when p rx-gnancy is not desired. Or

given alone stc::rting 20th to 25th day of the cycle which hns

the advcn tcgc of not suppressing ovul at i on , C'Lorii.phcrie , on
the o t.hcr- hand is anti-oestrogenic ~ ac t i.ng at pi tui tc'ry and

hypothalamic level. It induces ovuLnt Lon in 70% of anovuLnto r-y
pc ti crrt s arid thereby eriabl.c s the ovary to produce lo.rgo quan t i, ties

of oestrogen and pr-ogos te rono , It is u s od to treat DUBand
endome-tr-ioL hypc rp Las ta , Despi to its usage in DUB, it is felt
'thc t , clomiphene should be reserved for induction of ovu'I r t i.on

in anovu Lato ry infertili ty where pr-egnancy is desired - Dowhur-s t

(1976).

The p2tient under discussion probc::bly benefited from incidental
the rc.upau tic effect of uterine cur-et tr-gc , whnte ver- the p r-echcru sm,

and reversod her to norm21 menstrunl cycles. The possibility

of her reverting to normal, had she been left alone carino t be
r-ul.cd out , The fact thr·t she hc d pro Lf.f'e r-ctLvc endomct r-LoL

may indicate th2t she had not ovuLotc d just at the time
cu.re t t.ag o W2S performed ••
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PJ.CLAPS:C~

Name : ('1 To-:v 0.1. 0 25 TC ~.-;"rsc =L.rj.t.'c :

291 52 1 •

protruding out of the introitus for six nonths. The

dragging feel ~"1=,.d been pr e acn t for one y ear before the ;~128S

appeared throuGh introitus. She had no frequency of
micturition or dysuria.

Para 2 + O. C2he two deliveries vse i:c one year apart.

She described then 8.S easy and the duration of labour was

short. She delivered at home. The ch.iLdr cn »ex: 12 alive and

well. Her Las t deli vel' u was a ye ar and a ha.Lf prior to

admission. Last menstrual period was on Cctober 1, 1978.

The cycles were pai nLes s [me} r eguLar- and occurred for three

days every twcnty ci;ht days. ~Ter DC.cL.:.rche1NaD at f i.f t cen

years of age. Silo had no interr:12nstrual discharge, She had

no t used any f'ami Ly plclllninc; ne thod.

SOCIAL AND FAIlII,Y HISTCRY: T~1e~)(:~tient is married and a

ho usewi.f'e , Apart f'r-om he Lpi.ng her hus barid in t.he farm
most of her ti;v,e was spent looking 2.fter he.r hous e ,



General co~dition was saUsfactory.
ot lymp~adenop~thy.

Blocd )ressure 120/70 ~~I/<::r•. c.• - -6 7

TerJ.perc.ture 36.80 c 5 reo )Lcatory and c e n tral nervo us sy:c-,LC:f:1.3

Abdoi'Jinalexa'u.ina t.Lon revealed ~10 mas s , There Vl2S no
he]atosplenomeGaly ~Dd no ascite.
PT'T~vrIC Ti' rj"i'-T:r: r;rl-c,r',T.~~_~ ...•..l.. iJ.I....L_'l:.J.:~..... .1\, ••

:::T;xternal~;enit.a.LLc was no rma'I , Cervix ,[!Jasoutside the
introitus. There W2S no deoubitus ulcer. Uterine fundus
could not be pulled retroverted outside the vulva. The uterus
was normal in size? retroverted I1lotile.

The mass was easily reducible. Adnexae was norr:;al.
There was cystocele and reotocele. T~;G ~)erineun was de fi cient.

Fr-ori the: h is t or-y and physical findings an Lnpr-e s s i on

of 2nd degree ~enital prolapse was made.
She was advised to have a repair oj.er-a t.i on ,

I~N=STIGATIOITS :
Paparri.c olou Sc,c:arClass I

HB 13. 7 grn 0 per 100 nl ,

Paoked cell volume 39.3~
U 35 100 1 -T + ~40 -"'- /~ - .i,re a rig, per J1 • l"al LL..:;q.ui. lore9
K+ 4.3 NEq/Litre.
Hc03 25 MEq/Litre.
Urinalysis PH 79 No pus cells. ~.Toglycos uria or
proteinuria. On culture there vms no bacterial growth.
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way.

Under anae s t.he s i a r Larc;e cy s to .- ceLe and r-ec tocele

was fo urid vd th de fi ci en t pcz-Lneun ~T).c :~-Gthe v ag.ina L .in t.r-oi tus .

to Eec;ar 8 and shar-p cur-et t age ViaS done. IIol"::-ial looking

curettings were obtained. Four po.ints were ;:'larJced '.'vit.h

forceps. One l)oint just above the urethral rre a t us , the other

two postero - lateral to the cer-vi x one on each side 9 arid

a fourth directly posterior to the cervix. Using the

posi tions of the: forceps as Landriar'ks 9 on incision w::..~sriad e

down to vagil1al fascia to join the three points to a point

just below the urethral orifice. The vaginal skin was

separated by a blunt dissection using gauze covered finger

from the cervix. The bladder was d.is p'Lac ed upwar-ds until

the cardinal lic:;cu!'ents »ex:e iden tifled. Using ko ck er IS

forceps the car-di na.L liganent W(tS cl ar.pod and dLvi ded ,

The cervix wh.ich was found to be elongated and hy pe r t.r c phic

was 2..fYlputated just below the es t.Lna te d level of the internal

os. The di videel ends of both car d.ina'I Li.gaeien ts were

bro ugh t ac r-os s the midline 211 terior to r-eriatru ng portion of

the cervix. The raw ce.rv.i c.a.L os was covered by vLc;ina,l s ki n

using No, I c.;l~ro-:i; catgut. Using three interrpted sutures?

vaginal skin from pos t cr Lo.r fornix was used to cover the

pos terior lip of t.hc arinu t a ted c erv ix and s ec ur-ed to the

cervical s tunp by a sturmdorf sutures.
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c ana.L >I r-ev ers c

direction as described.

rig:lt sid.e of the po. e nt ;» ~2hc riGht cFJf.L left s ut ur-e s wer-e

tied in the m.id.I i ne , arid t'le c cr-v i.x 1,vof:3L1US e Lcv a t.cd ,

Vaginal wall on t~le La t e r al. f'or-n.Lc e s W(J"re us e d to cover

the lateral surfaces of the amput.a t.e d cerv .ix emp.l.oy i ng a

further two .in torrupted s ut ures.

Using a di anond shaped incision whi ch had be en v-ade

earlier W2,Sused to separate the blo.dder from the '}2cgin2.1

wall u pto the external ure thral mea tus . Laterally 9 the

separation of the v ag.i ria.l wa.IL fro:" the cystocele was upto

the pubo-rect21is muscle~ Usin~ a ser1es of transverse

1nterrupted ?To. I chronic catgut sutures Tmbo--cerv1co-ves1cal

f as ci a was ti ght.ene d , Redundant vag.i no.L skin vms cxc i s ed

EG.1d vaginal wa.LL repaired wi th .in terrupte,l Uo • I c hr'o m.ic

catgut sutures. Thus an t.er Lo'r colporrhaphy was :;erformed.

~ transverse incision wus made on the junction of

~erineal skin and posterior vaginal skin after stretching

with dissecting forceps until r-each.i.ng 2 plane of clca'Yage

.in the cellular tissue be tween vag.i ria and r-cc tum, Using

a gauze - cover-ed finger the pos terior vagi na.l, wall was

separated. Redundan t vaginal wall waS excised wi th a

inverted v-·shaped .inc i s i on 9 the o.pex jus t sh c.rt of the

previous incision on post erior formix. Using two fingers

to push the r-e c t.um ;-;'Dcktb::: Leva to.r ani muscles on ei ther



repc1.ircd as in "ll t.e.r:l or C ol.po.r-r-Laphy y tut~'L.::l-cj_nc s ur-e
no t

that vaginal ca]C'..cit~T ',-las ad cquat e and / unc1cr~cnsi on

Perineal muac Lc s »exe sutured "~O,',8t_(1E:.rover t~le

le.vator ani in order to reforo the perineal body. Sk i n

WCi_S closed to vaginal skin vii th Lnc er-r-up t.ed !.To0 0 catgut

suture wi t.h buried knots 0

Haemoe t.ae l s was ch.i ev ed during the operation. Blood

loss was about 100 al. The bladder 'NO.8 dr a.ined continuously

feyr 48 ho urs .

The catheter w.is r-ernov cd after !~8hours and thc patient

passed urine spon tan co us Ly , ,'he rcsidu2,l uri nc on the 5 th

day WQS 80 2110 I'ab Lc t.s o.f's c.; -':,~I'iH 2 bd for ten days vvas given.

Post - opar-nt i vs recover? was uncv en t f'u L. Vaginal

exa:~ina tion clone on t hc ten t.h cLO,J r-cv e e.Lcd t.ha t an t cr i or-

and pas t er ior- vae,in-al r-e pa ir' had :-:ealed wel I and that thc r e

were no adllesi ons be t.we en the walls.

The: histology of t.h s c ur e t t Lngs e hov-cd nOrTl121secretory

endome trj_ urn.

The patient vvas d.i s c h xrged on t.n c tenth post-operative

day. She 'Nas adv i s cd that in her next pr egnancv y she ah oul d

be confined in hospital.

343



D I S 'j U S SIC n~

uterine prolapse is used to in~~ca~e th~t the uteru~

occupies a position lo~cr in the v&sinnl tract t~~n is nor~al.
I

~:ro"Jcv'er 9 uc er-Lne des cc.tt r-r.r eLy OCC~E'S:1l011C 1 but -.CCoiIfpc:n:Led

Prolapse is v irt ual Ly Iif'li ted to p~hrous vrc: rien , al t.hough

it is oc cassionally s cen in the ;:mlliparous. Gne fifth of

all parous womCGdeveloD prolapse. Peak incidence is at

50 years of (lG8. It rarely occurs before /:.0 Y8c::rS or af t cr

60 yeoxs. Fa t wor.en and whi to -HO.21C21 s eC;~.·l to pas cs s a

predilec tion for coni t21 pr-o Laps e , Pr-o Laps c , is unc ouuon

c",llongNegro-1iJomen in TTnitedStatcs - (Kimbrough 1965).

J.~very pr ol apo c .i s the end resul t of a diversi ty of

causes ei the r one or ano t.hs r p'l ay i n.; ClT3.jor cous a t i.vc role.

of supporting tissues ~ '~nlI)aS (1963). Howover9 prol~~sc

is n consequence of failure of tho uterine supports 9 usually

thought to be: due to con;.::eni t a.L ti s s uc 1i!cdcncss. Somet.imcs

supporting tissue ~cakncss.devclops at the menopause or

with increasing qgc.

Obstetric t.r-aunu is the connoncc t end most Lmpor t an t

de t.er-m.i nnn t of pr-o l aps e. It dc pcnds on the decree of

distension of the birth canal and dur a t.i.on of such distension.

Unne C cas "l'~y1J.. "+.; 'T)pr c·x.pu Ls .i.v (" '"-"'fc'r t s a"ur.i Y\ rr_ 0 ........L.. v .... l.J..._.. "l ..i~. 0 .... v_L_) v . ...L_1.G the f Lr-s t

stage of Labour results in undue stretching of endc pcLvi c

fascia propria surrounding tho vag.i na ELYldcervix and thus

weakening them (KimbrouGh 1965)



Unwl s e forceps ex tr nct Lcn or 8. :;:rcciyi tCltc Labo ur' t.lrro ugh

2 ~~rtially dil~te~ cervical c3~Ql will almost ccrtQ~nly

Lc av e a po t.cn tLa L J:n:'olapse.

Second2ry C2uses arc importClnt, but by themselves

they are not sufficient to caus o )rolc.,Pse, but t.acy of t.en

excessive intr2.--abdorrd.nc,l pressure f'r-crn lifting and .cu.~hin~~

will precipi tats pr-o.l.aps e O,io.lpas 1963).

Apart f'r-ori the common conpL:.int of H s ortot.hi.ng down"

they may ur-I nar-y syrip t.oms, whi ch retl1Gc f'r-orn frequency of

micturation to ur-i nrry reten.tion.

Difficul ty in orap tyi ng the r-e c tum is 2- COFlDonsyrat.om

2.S aoci a t.ed wi th rec to ceLc (Jeffco3. t e 1975).

As tJ1E:: majo r JctcrfJin:cnt of pro Laps e is obs t.c t.r-Lc

t.r auma j:J. d.i.ci oue nan agemcrrt of labour and in the pue r pe r i ill.'.

has be en shown to reduce the inci(:.cncc of prolapse.

Vaginal delivery sh ou.l.o ~)E:: a t t erip ted only when ce.rv l x is

fully dilated. Sho.rt e.n.ing of second s teJ.ge by cp.ieLo tomy

or low forceps or vacuum extraction is helpful.

help SOUIlu Lc a.li.ng of pe l.vi.c supports.

i» oi.d cxpr-cs sing the uterus during rlac8n tal deli very

or con trolling pos t-parturn haeworrhage. Pelvic floor

exercises should be carried out in the pue r per l um,

constipntion, leadinG to increase in intra-abdominal

pressure durin,::; defcacation should be tre2ted in the

. (J f n .t 1 Q'75 )puerperluI2 \ e ICOe:.e ~ I •



Palliative treatment attcMpts to hold ~~e uterus ~nd

vaginal wall from descending. For this supporting pcss~xy

has been us ed , Pes aar-Le s GO not 9 h owever 9 c ur e proL:)8e.

.inc Lud i ng ol d a[;cwhich:ja]<:c oper-at.i on uns af'e , Pcss2ries

promote he21in3 of decubitus ulcer if i~ i3 present

(Jeffcoate 1975).

A pat i cn t 1:1 the child be ar.i n.; age who s till wants

gore children9 should be oper~ted on only if severe

distressing SYi''-l::'tons&rE' pr-es en t .

A vaginc.l hys t.er-ec tcoy alone does rioth i ng to cure

pr-opl.as e 9 i t is the concomi tan t s utnril<; to s uppor t the v2Gin:.11

vault which is ioportarlt. (Dewhurst 1976).

The cor-nc r-st on= of any sound oper-at.i on for uterine

prolaps e be j t l:1~',~!_chester repair or vaginal hys teree tomy

is s uppor t i ng the vag.i.na.l v au.l t in the f'o r.ne r , This is

done by Ut i Li z.lng the car-di nr-'; crid Utcro-,s,:lcral ligame ts .

'I'he case unde.r discussion is C.L yo urig woman, She

h2d delivered at home, . 'I'hi s may be by choice or :-lay be

because 2. delivery cen tz-e is Lnac ccs s i.b.l c 0 ::SVenJ though

a good nurnbe.r of rural women still dclj_-iJer 2 t 110;-:'"'0' uterine

pr-ol aps e is 2, r2rs occurrence in this ,_:'[,;3 c~rOU~).
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of Lcalci ng urine f'or t.wo yr'o.rs 0

section for c cr-c proL.iJ:3C .i n ~rr..t.u :Ios~C'ital:.

in Labour- :?t hOD8 for tvvo dews be f'or-e she wen t to t __co ho s p.ital.

The patient noticed that she was leaking urine soon after

she rec overed f'r-ort ger.,eral an8.8St.hc s La ,

lhe ~aby ~as a fIcsh still birth. Abdominal repair

of vesico v:lginal fis tula had been at tempted in ~':J10ther

Pare. 6 + O. I:c~st deli -Jcry 1ND.,S tVITOye?vrs prior to

She had 1':.;::,(1no nenn tru::,--l peri od. since l;:>,st

d e Li.v er-y , She ;TVC'.8 unable to r-erncnbe r her D.ge at rne.nnr-che

and had not used ar:y method of f'ac.i.Ly ~Jl;::Ullling.

SOCL~I, ~'Jm F.;'\.LI:;::,Y EISl'C'HY:----------~--.---
She is m::::.rried and 11(1Sf iv o children evlive and well.

Her husband is a fcr;Q.cr. Shc is Q ho us ewi.f'e .

She was in good general condition. 'Lhere 'Has no

pallor or lynpharlenO)cltlly.
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VI TAL 81 G-~'S:
120/65

Blooc'. P::-E:SSUr3 ~':c~ILlq, PULJ2 SO ~)CI.'

. ,
21J.l1 U.T,C ,

o
37 c,

:;:;xternc:,l ,:;eni t a.l La were nor nc.L and there 1d,:~S no

ex,~~i~tion of the vulval skin.
,r

w.i th the pF.: tien t in seJ:1i-·nrone pon i t i on ,
"vas oeen

urine /lealdng f'r-orc 2. point 121 the o u te r-Lo.r v ag.l nu'l wall.
/

prov Lsl ona L d i.agnosis of v e s i c0 v:~ginal fis t uLa

was mad e ,

~ae~oGlobin 14.3 gldl. Haeria tocri t. 404.

r:ids treaD. s pe c tmen 0 f urine VIas sterile. Urea 3.3
l I~ ",T '+ 1 3 ~illJIlO-,-/J.9 ua ./ ili" /1 v 3 5 ," /l ,TC °"g 9 ". • JIL,q "..:.1 327 mEg/1.

e.l1n,est.hee i.a :

The pc. t l e n twas pr-c pa.r-ed for gen cr-e.I anue s thesia in

the normal way. She 'Nc,S :Jlacecl in li t.h o t.o ny po s i. tiona

The vulva was cLeane d and .Ir-aped .

Exarn.ina t.i on r-ev ca.led v ag.ina of no rma.l ca pac i ty,

L small rrlid-vs.,::;j.nal fis t u.la , oJ Cf1 in dL:::netcr 9 in the

anterior v ag i na.L ':72.11 ~JaS identified. There \N8.S no f'L brosis

The cervix '.vas no r.r a.l , uterus was ncr ma'l in s i ze , ante-verted

arid mobile Q



Rubber Cathc t.c.r W2,S IYSSCG. .irrt c the bls,dd2r. USi:G(.': C

bl.0.ddcr.

f i.s tu La ,

knee-- (Lr:G t pos i ti on.

"~week L:.ter t~1.CIX ticn t 'N~E i3-galn pr-e par ed foe

general anaes thcsia. She W2.S p.l.o ced in kne o=che s t pos i t i on,

stay silk sutures wer-e ~ll3,cccl on Lab.lo f8.ajor:::c::;\.11dni210r2, 0:1

either sidG for retraction.

passed.

A mid--v2,c:;inal fistula WClS cz pos cd and W2.S dissected

out upto the bl~dder ~ucosa. Tile edges of the fis t.u.La we.re

freshened. ~~ppir was donc in three layers by cxtrachromic

catgut no 565.
A catheter ~as left - Gi~u in ~ne urethra, held by

bladder
a s ti tch in the l .•..bi.a l'laj ora. 'J:Ihc / was drainc d for

fourteen The p2.tic~t was put on tablets scptrin 2 twice

dai.ly for 1,;~ days.

;\. catheter epcc i ncn of ur-Ln e vms cuI tured on third

day and was found to be sterile. 1118 ~)"':ticnt "vas dr y until

catheter was removed and rec?eined dry after renoval of

catheter.

Speculum cxo;',inc::ction on day brenty-·onc af t.or r-c pat r

revealed th~t there was no fistula.

The pat i cn t wo..sd.ls char-ged with the advice th2.t she

refrains f'r-orn sexnal intercourse for t ar-c c norrths and that

her next delivery should be by Caesaria Section.
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Di.r cc t trC'x1c. to an tcr i cr- v,:~gin't1 wa.lL frequently

inv 01vins und or-Lyi ng bLlclder \'1:-,,11 ciu:cine; :>. d i f f ; c ul. t

presence of alrc;:;.dy d ev i. ta.lLzcd tissues d:)J,; to pressure

no cr-os i. n ""'y 'or-ol on+c d l~-:'--Ol,Y>···~lroc~-.'..t.e 0 oJ 1 IJ J:J _.J.i' -_U. c.: ~) A..L.. ~_,.: .o.-l.l;0 L ..'.J \. .

v ulnerc.ble to f i s tu La f'o rrin ti on. In,3 uch c,'?SCS t.no

mechanism may be di.f'f i.c u.Lt to die tin:;uish iron press ur-e

necrosis of L~nreliclCQ obs truc ted Labour , In the Letter 1

compression of intervening soft tissues between the presc2tin~

par t 1 usually cepha.l I c and pos terior surface of t~le s yrrphy s i s

pub i s an terior1y ,"nc1 or sac ruripo s teriorly caus es is chr.crma

whi ch leads to devi t.a.li s a ti on of the LnvoLvcd t,j~)sucs.

necrosis and sloUghing of the af'f'e c t.cd t i s sucs occurs

between the third and tenth day of the puc.r pcr-Lum, Direct

t r auna on the other hand Lead.: to f l s t u.l.c forDation-

.inmed.i a teLy Lawson (1967) ccpha.l.opc.l v i c disproportion

especially due to soell pelvis is the m~jor cpuse of

obstructed labour. Gebbie (1974) estio0ted the true

conjugate of 33 p2tic~ts with vesicc ~aginQl fistula in

!Cenyatta Net i ona.L ~-~ospital to be less them tl:;-",n 9 cml

Gebbie (1966) f'o und that opc r a ti ve v2.gin21 rate of 21.2;':'

in those pa t i c.nt s whoee he i gh t ar c under f'Lv e feet as

compared to 4.4;; and 7.85~ respectively in those who arc

over five feet.

Obs tc tric cauo cs of vesico vaginal f i s tul a are the

mas t COlTIIYlOnand are po ten tially preventable.



D I S C U ~ SIC , .
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"Ves i ca ..,..v:~gi.n[:l f'Ls tul(~, (7V~? ) .P lJ..J~G ucd b~l~,n

in thc f a.n.i.Ly life". 'I'ho a e .vo.rds of Ch,',ssc.r .Io i r

(1963 ) wucn lu: W2S wri ting aoou. t v oe i.co=v rig.i rui L Pis tul,l

Greecl1 (1972) was however norc c)cplj_ ci t than ch ae s er

[,'loir and VITi ting L"-~~lo 8.fri can con t cx t had th.is to say

"Patient wi t.h 2. ;TVF .is ,']. social outcast. Becnuse of const0~t

a wife. Cons t.n.rt SJ1cl1 of urine 9 makes her shunncd by

members of the public including friends and some relatives.

It is r::s=tinst that back gr-ound that discussion abcu t

VVF may be ba s cd 9 Lr. av e ~.1one the conc crni t an t loss of fe-:;LlL

life arid the 0 i t811 28,') c c i.r. to d rec to-v :-lc;inal f i s 'tuLa-wh.i ch

adds ins u.l. t to inj ury .

otstetric~;yn;::.ccoloG:LcCll f'ac t.o r s e..re by f:JT the

c onmonc s t causes of VV--;] developing c oun cr-t cs . Opeor?,tive

vaginal deli-very o.c oo unt ed for 57 J)2tient~) (55.35;) in

Grecch's series (1972). 47 of whon had forceps dc1ivGries9

7 h-xd destructive o pe r c ti on , V2CUUD d c Li.vcr-y 9 breech

extraction ;-:<ndsYlJphysiotonY9 int8rnnl vcroton Rccounted

for one case eac~. Out of Grccoh's cn ti r c series 23 p+t i cn ts

had prolonged LlboUJ7 ,vi th s pon tnnoo us delivery 9 79 held

ruptured u teriJ.S~_'J1Q 15 had c acs ar can see t.Lori ,



of [.l,:tcrni ty SCP,'lCCf) to deal wx th t~!.i::;~~~coble~- G-cobie

1974-) .

emphasis on the prevention.

-r b i (1°74) t " . 'r>" t .GeD le _' s uggcs en .i.mpr ovemcn t o:c.: mr t.e.rn i y s e.rv i c cs •

In this regard ed~cation on the ut~lis~tion of the existing

EquallY

important is the ~ecognition of ce}halo-pelvic

disproportion wher; it occurs and its Lnncd i at c ~clief by

tIle safes t pos.s Itle .ne t.hod.

who are a.t risk of developing vesioc;·~v::>.tL12,1f i.s tu.Lc

8,C tuclly develop .i, t . long ter2 mCC3urc qetbie (1974)

multi-faceted approach.

Once a f i s t.u.La occurs 9 2:.-CJ)'1.1::, j S no; ere err:erC(,cncy

operation.

be tween the tii(lG of occurrence ~rl;:: a.t t.crnp t o.t re pa.i r ,

During this lJerioG. c:<ccful jJlanning '<:'J1.Clpre p!_'.ra'ti. on of

p~tient should t~(S pl.oe. ':2he delay is necee aar y to allow

reduction in size by epon t.a.neous he2~lj_nG 9 improv 8.'.::2nt



of blood s uppl,'/

~J;;~trit.i.on.z.L s tU.E~ of the

I~ , '1" t·rC11E1Dl l t.a .i on ould be ~arricd out.

ea pe c.i a.l Ly of ~)elvic mus cLca and Lowe'r lL:i.cJ arr,; ne cea s ar-y ,

Any .inf'e c ti on s ho ul.d '0(; 10oke cl for arid trc ?tcd.

To detcrmlne the 2cthod of re~2ir, site of fistula,

size of the defect, s t.r-uct ur es involved 'J,.~-;.d degree of fixing

the pel vi c wa.l L mus t d.e fi ned at cX'::',in,::tci on under

It is n a.L

1 d ,1 'or ao C21ln2 appr oacn .i s rnad e 0

fistula often req

It is .i co
k.

. "

G.1-.L (;)~~~)erle r;c eCl s ur-geon 2...:

by a trainee under su]crvision.

V'li th s cLe ct.ed Cc:,b,Y' ~;(::ses0 The principles of rep-ir

been brillic.1:1 t.Ly s uriar ; z ed ij'T !;·r:'nl'n (10,72) "'''~'"J ~"~-' .- "~' (a)

(c) accurate c Loa ur-e Yfith ou t tension.

Pos t--op2r2.tivc care 1.8 re pai r i t.s el.f ,

for failure will occur whe r-e bnccesswoul,~~IF;ve been. ..f-.l.....nv.!..lC

outcome.

protection of suture line from tension by ~ceclJing the blo.dder

8..t res t for f ourtc cn C~.2~.jT8. ]hCGlain tenance of free b.l.adde r

drainage is t.he r-ef oz-e C), pr-er-equa e.i t.e for the healing of the

(T 'OI"TC' 0" 1 cr:; '7)..Llc- J'Ju .iL I '-" r 0



Infection 2~Gt no~ ts allcved in t_ c o

s,l1titictic is -G_ c

C8]halo-r~lvic di2proportion i~

C.', f.r e (J ue n t story ill \J S s:.LC 0 ..·"·"\.7 21.[~irial. f~~.Dt L11=:..

hand cepha.l o=pe'Lv.ic di spr-o por on in 'CO ;~,1)_1t; par-e us .in

unrelieved obs tr ucte d Lab our- us ua'l Ly 8;~ds up wi th 2. ruptured
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CASE NO. 15: PRIlVIARYINFERTILITY

NAf1E: E.f'.1. Age: 28 years •.

IP NO. 1687-26

Tri be: Tv1er'1J-.

HIS/TORYOF PRESENT CQl\IPLAINT:

to get pregnant for four YC2rs.
St2YS together with her husb2nd.

P~tient presented vith failure
The patient is mo.rried and

PAST f'![EDICALHISTORY: None si gn l f Lcnn t ,

FAMILY AND SOCIAL HISTORY: Patient works as a hawker in the

·city. She neither drinks nor smokes.

OBSTETRICS AND GYNAECOLOGYHIS'IDRY: Par-a 0+0. :',cncTctc et l~ years

of age. She had never missed Q period. Last menstrual period vms
November 16, 1977 for three days. Had had r-cgu.Lc r peLnLe s s

cycles e ach menstrual period li'csting three day s occurring
every 'twerity eight day s , She hnd never used any contro.cepti ve method.

PHYSICAL EXAfvTII'.ATION:Her gcne rc L conclition was sn't i sf'ac to r-y, She
had no.' p.o~la;r-,. ")r .l.¥mPh.o.deno.pn..thy. Abdomen vms soft with no

pa.Lp ab'Le masses. Breasts v!C?re we l L developed and hc_cl.no

p aLp ab.Le Lunip , C(}rdiOv<"1~cu181';'; "respiratory and Cen t r-aL nervous. -
'sys'tcm s were nOIT:12.1•

. VITAL -STGN.~: Blood pr-e s sur'o 110/70 mm/Hg. Pulse 70 per minute.o . . .
Tempe r-atu r-e 36.8 c and respiratory rate 18 per minute.

PELVIC EXAMINAT;rOI1= External genitalia was no rrao'L,

SPECULUMEXJ.\fUHATI;ON: Sl?-0wC?d2. nulliparous hca thy 100ki!1g
'C"O"f'VlX:' vn.glna1: "WQ-S- no-rraal.

BU'IANUALEXAfUNATION:
. .Th.e.uterus ]r1D..S.no.rmal .s.i.zo ,.,an.t.er<!:rtcd and meb l Lo ,

1 wes free.

l
.Ac1nex2'

INVESTIGATIONS:
a) Pa.panicolou smear e12..ss I

Hb. 11.6 gm ;Yo, pcV' .348
__ JJrinaly.s.is. .vl2.s.. nc gc t i.vc for sUf,2.r nn d protein pH5.
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b) SEfvl~ ANP.LYSIS.The hu sband W2S adv.i s ed to 0 cs tr-Lri from
intercourse for five days. Senen was obt2inccL by m2sturbntion

(i) Semen Jluid volume 2 mI.
(ii) Total count 22 Dillion pc r ml.,

r'lotili ty: Ori '?:inol 50%<.. •. ,

After 2 hours 45%
Liquefaction vms complete wi th 12 minutes.

Mornho10gy: Norma.L forms 76%
Heed deformities 18%
Tail cleformi ties 5%
Spermatids. 1%

c) Hystero-s21pingogram:

In the diagnostic r-adi oLogy depnrtment, screening room.
The pati ent vms placed in lithotomy position. Vulval toilet

was done. Using a speculum, the cervix vms exposed and held
by a vol1sellum. A ute r-Lnc cannuj.La was gently inserted through
the cervix" /1.. 20ml. of radio opaque dye (hypeque) 1,lnS

injected into the uterus and at the S2;",1etime being screened.

The uterus wns well outlined. The tubes were outlined with spill
of dye on the right tube. There vms no spill of dye on the left

tube.
The procedure wo.s done in the first 11alf of the cycle. It

was ou tp oti crrt procedure and done without anaesthesia.

d) La"paroSC01JY.cDd Hydrotubation:
The patient w[.s admitted into the war-d, She W2Sprepared

for gener21 anaesthesio. in the norElo.l way.

Under genc r-eL anne s thc sLa, the prrt i cn t W2.SpLaoe d in

trendelcnburg posi t.ion , Thr-ough 2. subumbilical s t.ab wound,

prieumope-o i toneum of three Ii tres of carbon dioxicle 'd<J.S

introduced by a lapClY'oscope needle. A troc2r and cannular was

introduced through the same, but slightly enlarged, s to b wound.
Ii cannula was wi t.hdr-awn , A lo.paroscope W2S inserted through
the trocar. Peri tubn.l o.dhesions involving both tubes were
v i sur-Lt s err, Ovaries wer-o h i.c.den in c.dhos Lcns arid were not visua1ised.



Using a uterine cannu12r inserted through the cervix, a dye
V!G.S injected through the cervix. There 1lf2.S clefinite flow and
ll::nkngeof dye through the right tube. No dye W2.S seen flowing
through the left tube,

It was decided that the p2tient may benefit from sQlpingolysis,
bocr.use of po tcncy of the::rig~1t tube.

Dic.gno~is Curettage;
Pr-emen st.r-ua L d i agno st i c cur-c ttr.ge \'.'C'.Sclone Lmmcd.iat.e.Lyafter

lop8ToscoPY.
The cervix was dl.Lated up to aeger No.8. Cur-e ttrigc Wc.s

done obtaining bulky curettings. The curettings wo r-e sent
for both histology and culture of tubercle bacilli~ Histology
reported to be secretory endometrium.

No tubercle bac i.L'li, vTo.S cuLturcll from curettings.

Post-operc.tive recovery '..JC'.S uneventful. The prrt i.crrtwas
discharged on second post-opar2tivc day.

The pc ti cnt W2S advised accordingly.

TUBOPLAS'IT :

The PQtient wns rend:llittedinto the ward.
She WClS p r-epr.r-c d for general cno csthesia in u suo L way.
Under genernl an2csth2siCl, the nbdominnl W2SS was

opened through pfannesteil incision.
There were peri tu be.L adhe si ons , The uterus 1;I0.Snormal

size and mobile,
The left tube \f2S b.l.ockc d at the ampu Ll.ary portion and

adherent to the ne sovar-Lum, Right tube W2S oLso b.l.ockcd ct the
f i.mbr-Lo L end. Both tubes were thickened throughout the whole
length.

Salpingolysis and salpingostomy was done on the left tube.
A new ostiuu WQS constructed using No. 3/0 nylon. Snlpingolysis
W2S done on the right tube with ec,se.

By injecting normal sCllinc, the left tube was found blocked
at the isthnns. Normal saline easily passed through the right
tube.

Abdominal vmll was closed in layers with silk oto skin. Post-
oper2tive recovery was uneventful,



The gener21 impression wus tho.t the tubes were cLanaged, and

there was minimal chance of conception.

DISCUSSION. .

The desire for children by a noruo.l WOIJG.nis strong. It is
a tro.gedy when 0. woman c.mno t conceive or beo.r children which she

grEatly desires 2n~ would cherish.

In many cultures the? problem i3 serious because hc r who Lo so ci cL
Qn~ personal security may depend on her fe?rtility (Stewurt 1972).

'Ihe impcrtcul.ce of children is shown by the f'ac t t.hc t , in

EngLan d arid \i!ales, 'two thirds of 0. Lar-ge number of di.vor-scd

couples have no childrEn or only one child. (Jeffco~~o 1975).

Even though the desire for a child is
infertili ty is a pro b Lom for 0. couple?

fault in 40 to 50% of barren marriages

less strong in the :-:12n,
The ['121e pru tno r- is at

(Brev!er <'.nelDecosta 1969).
It is therefore nc cc s sar-y t.h...'t cva.Iua t i.on of 211 infertile mar-r-iagc

must LncLudc the man (;s well 2.S 'the woman

Infertili ty is 0. mnjor i;robl2fJ1 in Kc.ny a f.lliti, Anderson,

Carty and f1cGlo.shun (1973) l. st i.matod th2 t two-thirds of clinical
time in Kenyo.tto. Nctional Hospit~l is spent soeing cases of

infertility,

By far the conmonost cause of infortili ty in our pr-act i.ce

is po Lv i c Lnf ammato r-y di see sc causing 'tuba L occlusion.

Pelvic Lnf'Lamrno to ry di soaso resulting into tubr-l occlusion was
found in T5% out of 98 cases of se condc ry infertili ty by vlo.lton
and Mati. vlhj ..Lc in pr-i.mary infc:rtili ty Lapa ro scop i c Lnve st i.ga t.Lon

revealed that 73.1% out of 10Lt C2SCS had tubal occlusion. Out
of 200 cases of infertility fully Lnvc st i gntc d by cha t f'LeLd,
Sutor, Br-emucr , Edwards end f'1cAdanl(1970) reveale?d that 56% ho.d

tubal occlusion. In this series 2% h2d tuberculous endometritis.
Chptfield and oth~r (1970) concluded that low incidence of pelvic
tuberculosis implicates g€IDorrhoea as the major CClUSC of

infertility in KenYDo



66 o&los were investigGted an~ 5% were found to bo infertile
C·12.ti and 0 'thcr-s 1973). Blasco r.nd Iv1ikhail (197l.j) - e s t Lrnated that

15% of f'emoLo infertility cnn be a t t.r-i.bu tc d to ovulatory disorders.
Hormano L analysis in such- si tUi.-cions would be us ec; to: ~
1) determine. the o ot.LoLogy of un.Ie r-Lyi.ng diso r-der-,

2) to guide in cho i.cc of r:12.nagoE:Entp

3) to eva Iun tc thE:: r-esporis c to therapy. Overall ho rmonr.L ano.Ly s i s

wouLd reflect one or more no Lfunc t.i ons of hypo tha.I cmo - pi tui t.ar-y
ov.~.rian ax i s .•

Irrvcs t i gr.t.Lor; of Lrif'or t i Le couple is cxp eno i.vc an d time-consuming.
In our c Lr-cumstr.ncc the bc nof i. t of such. Lnvcs t i grt Lon hr s been
doubtful. I"k~ti and others (1973) when Lnvc s t i gn tin(~ cr.so s of pr-Lrir.r-y

inf'e r-t.t Lt ty establishc.:cl the f'o l.Lowi ng cri tori" for tubal surgery:-

'I) mi n i.r.to L Lnvo Lvc.nc-nt of the tubes with no mas sos

2) fow pari tub[',l adhe s Ioris c.aus i ng kinking of the tubes and
3) Fimbrio.l occlusion 2.S dcriorrs t r-at.c d by (lye swelling up the

tube. Us i ng this cri terL2 they found that only 12% of p r-Lmar-y
infertili ty cr.sc s Day benefit f r-orn surgical reconstruction while

about 52.7% of sccond2.ry infertility C2ses were suitcble for
sur-gi coL reconstruction._ Cha t.f i.r.Ld an d others (1970) cxpe r-i.cnce
at laporotomy found th2t tub2.1 ~C'n2SL following pelvic seysis
is gr'Jc;s, u surLl.y dense adhe s i r.ns and pus f ormrrt i on , tendering them

;no.9:;unsuito.b12 for pLc st i c surgery"

For SOL1et imc now \'.re h-.vc: used hy s te r-csc Lpi.ngogr-cu "no lQP8.roscor-

ni c Lnve s t i g r tLon., to ovoLua t.e th:::.' tub~ s , oriorig o thc r-s in th2t
sequence. Fr-ori our c l tm.cr.I impression the: two :'Iroc~:'clures have
beer: useful and fa i r-Ly free of '."'.nyD",jor corap.lLcut Lon to
".."'.CTo,nt2. Ch2Ii,0". The r;""S0 unde-r- r-cv i.cw h;,d b.Lock..d right
-,1"', ,"~.::,~,-J:t tube. The c.c:cision for 'tubop Las ty ,.,[,--:s;-J2l~e inerder
to free the right tube: and 8.SS0SS the left tube; be tter <,,-nelcffL.r

the p at i errt 2 chcncc of coricept.Lo n , At Lapnr-o tomy the tubes
were darr12.ged mor-othan \fIl2S Lni. 'ti oLLy 2SSCSS0l'. The finding WceS
in 2greement with whot vv2lton cmc1 I'iIoti (1971) found t.hn t p r-Lmrrry
infertility offers Lc s s scope for tre::t~'Ic.:nt then s c co ndor-y
inf c r-t iLi.ty tyre.

Owing to the amount of emotion gcner~tcct in our society about
mf or t i l Lty it hr.s bo cn .Ii f f LcuLt to make e. f Lrrn policy on who to

in ',-stie;Elte 2.ncl hO\\T f2.r to go v'i th Lnve s ti gn t i.on in our ho sr.I tal.
T'~'~0r:'i---'-'- f0Y' r'1('.J:l8t~,·,rl_ r~j s()rf·~{::rC. r-..n 1 !l!loV' ..llr".~~io~.l ~'Y'lr'~;""n-:;1.s :)~2 ;1'i~~~+~- ,. '-or

r: ).3 tJ tUh:ll danagc by pe:lvic Lnf Lcmrnrt.or-y dis02Sf..:· is poo r ,
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I P T ROD U C T ION.

'I'ube r c u.Los i s of the f'eraa Le :geni tal trac t i:3 one

man.lf'e s t a t.i on of systenic disease of t;l_2 body by tubercle

ba('illi - .usua.lLy of hU;;:Dl1type - IrOI] 3 pr i nar-y focus -

usually the lungs. The disease can remain pa tho.l.og.Lc a.lLy

active but clinically silent in the ~enital tract for a

decade -or nor e after invasion. Invasion of the f'erna.Le GeEital

trac t takes place during the period of ac ti vi ty of pr i.mar-y

tuberculous lesion. The organs seem to be 8axioally

vulnerable during adolescence. Mathew in 1949 estimated that

geni tal tract tuberculosis is found in 2, to 2?~of all

gynaecological cases.

The first case of Genital tract tuberculosis was,

however, described by I'~organi in 1762. He described

endometrjal tuberculosi.s. In 1881 Bates and Rucher described

for first time tuberculosis of the vulva. :ruberc ulosis of

the vulva is a rare dt eeaae which has been described in two

major forms: ulcerative and hypertrophic lesions

(corbert 1953).

The frequency of organ involvement is stated by

Schaeffer (1970) to be as follows: Tubes 100%. uterus

50 - 607;, ovaries 20 - 30~;. Cervix 5 - 157; and vagina 1~'~.



B. ULJ1Z?cIALS AND :~:'-';J.'l-10D.

A rct~ospcctive study of twenty - two proven cnses of

These were pa t i.cnt.s who vtcx:c adrri ttccl to and Lnv cs t i ga tc d

in gym18cologic~l war de c.:.ndfound to have tuberculosis of

the genital tract. The drug treatment is not analysed ns

p3.tien ts we r e tree. ted by phy s i.c i ans in Infec tions dt s eas es

:Iospi tal (I .D.H.) where they were referred.

c . R3S UL'rS :

(i) ~~ distribution:

'l'he mean age of pc t t en t.s s t.ud.l.ed W(l.S twcrrty - nine yer-xs

wi th a r-ange of twenty to fifty - £i ve ye ar s , I'abLe I

showed the dis tribution of p::.tients in the v ar Lous age

groups. Over fifty percent nes:e twenty - five ye ar e end

less - emphasizing the fact that tuberculosis of female

genital tract is ~ disease of young fem21es.

Table I : Ag~ distribution.

~----------.------

~-....-

-------------,--I No. of

____ :tP~t::nts___ 54.5
I 5 22.7 I
L--- _ _+_ ----1

1 4.6

9.1

Age '3-roup
(years)

Per cent2.ge

25o.nd less

30

31 35
.'--

36 40 2

i
I~--,
!

/;-1 or oore 9.1
~1-----·2-2----- ~ 100

____________ I~ .____ ~ ITot a 1



c.nd the o ther-

net s t.a to d , Eone ~)'J.ticnts

hnd ever b8en pregnant. •

(iii) PRESENTINGCOt~LAINTS:

Amcnorrhoee. FClS the rnos t f::'cgllently occurring Sjo]}tom.

16 (7207%) of the C9..ses c omp.l a.i.ned of' amenor-r-hoe a e one

prim~ry and fifteen secondary ~~enorrhoc3. The duration of

amenorrhoea range d from two months to 3even years. '~ine

o as e s had been ame.nor-r-hoe Lc for twelve months and less two,
be twe en thirteen men ths arid twenty - f our months. Four had

no menses bet.we en twerrty - five and f'o.r ty - eight months and

one had &llenorrhoea for over forty-eight Qonths.

Infertili ty was second to nmcnor-r-ho e a in order of

frcquency of occurrence. 13 (59.1%) of the cases were infertile.

It is in teres ting to note the. t even though not ~-...llpa t l cnts

had c onipl.a.i ned of failure to c cncc Iv e j nonr, of thcm had been

pregnant 9 even among the sixteen who were ITl2rried. The

patients had been Lnf'e r t i Le for o.ne to twenty - one ye ar s ,

Nine had f a.i Led to get pr egnan t between one: and five years

of unprotected coitus. Three were unable to conceive for

six to ten yeCl.rs. ene had been infertile for over eleven

ycc.rs. ',';here amenorrhoea and infertili ty were the chief

complaints 9 the latter had inv2xiably preceeded the former.

Pa t.i er.t s songht medical help earlier for amenor-rhoea than

for infertility.

." •..• 5··.' h .\
~'J .



It is noteworthy t112t n i ne tcon crs e s out of t.werrty - two

cases had 2menorrho8a and infertility 2S their chief

complaints - Linking up 8(.216.

--------------------~.-----i !
Symptom 1",0, of I Per-c cr.t.age I
A-m.,-e-n-o-r-r-h-o-e-a-'--l~--P-(;"_:_:_e_n_t_s__ -t- 72. 7 I

,_1 13 [ 59.1" ~

~;::::~~:; and "I 19 ~_2 --"-t
Lower abdorai na'l. pain I I I

__ ~_ Swelling -t- 2 ---i1- 9.1 11

Vulval ulcer + L' ii'

~ Swell1_"11_g_______ 1 --t- 4.6 l
I Vaginal bleeding __ L 1 ~___L ,__4_O_6

I

[

~ I :! Vagina.l di s char-ge I 1 i 4.6 .....1----------~r--------------

Infertility

Lower ab60minal pnin with or without 2tdominal swelling

was third in order of frequency. The p2in h~d teen present

for considerable per i od ranging between three months Q..nd six

years. Three p:J.tients h2d had it for one yec.:r or less and

the other three for between two 2nd six years. The six

pa tien ts had on pel v ic exan.l na tion Bas ses to war-r-an t I Ci.p-CU'CLtOKlY

One had uterine fi braids wi tIl tuberculosis salpingi tis. The

remaining three hnd t.ubo=var Lan me..sses wi th adhesions of bowel,

tubes, oV2Ties a~d omentum.

3 o t"·
"O{'



fulpingectocy -vs.,8 pcr f'o.rr-e d wh i ch sl.owcd tuberculous

S(>,lpinl.;itis on histc~_ogj_c;::.l ex,::r-Lr~::-_t_Lcj:lo

Vag.i.nc.L blcE.di:1g occurred in ,-: Io:ct\--·tLree YR::;.r old

p2,ticmt who hc.d r'-:i2se:d hc r [tlCl1trw~l jJcricd -'cwot i ne s

consecutively. =:;j1doiCl8trio.l -:;ubcr-cu l.oe i.s '.vi~S t::w cnly

pathologico.l finding to 2ccount for her mentrial

di e t ur-bnnc e , Table II s ummar-Lses the f'r equcnc y of occurrence

of presenting complaints.

Clinical pelvic cxam i na t i.on revealed no rrnaL pelvis in

twelve cases and eight we r-e found to hav e 2 pelvic mRSS.

In two cases of vulval tuberculosis pelvic examination was

not done. In all cases no f~3ily history was recorded, nor

was previous history of tuberculosis e1ici ted. Chest .{-ray

vvas c [U'ri ed 0 u t .in c..11 cas ea • One only had lesions suggestive

of pulQonary tuberculosis.

DiLat'l ti olland cure t t age is usua'l Ly eJ.!~110yed3.S a

di2gnos tic tool in t~le inv es tigation of o"lenorrhoca and z'or

infertility. It is no surprise therefore that endo~entrium

was the mc.jo.r site from which di agnoo t.Lc ;:n[,terial -Nas ob t a.ined

as exemplified in Table III. Tuberculous salpingitis was

detected in four cases which were r-emoved at Lapar-a t.ony .

The tubes were considered damaged or si tes of infcction which

would be inaccessible to antimicrobials before tuberculosis

was diagnosed. The mat.er-Lo.l.s obtained were subjccted ei ther

to histological ex&~ina.tion or bacteriology. Both

ba.cteriology a.nd histological study were carried out in

case whe~e tuberculosis was suspected and enough specioen

obtained. Table IV s hows the proportion in di.agnos t.i c



methode , In two cas es so s ccnty cur c tjri ngs were obtn.i.ncd

that only bacteriologicc.l c ul. t ur e WEtS done and pr-ov cd

pos .i t i.V C • .;1!-C 0 C ur1'Ct t i Y'\ 'rs -'TC -'0 rv on C' i ,1 cr-e d .i,1'] ~ c~"q ,-" :-c f cr.,-~l '-' _. .l..Lb J .L. '-' \...I 1.)...1---. I...t...... "_ __\....... ....•....• Lt(~ .•. ~ __ ~

h.i.a t o.l.cg.i cs.L GxC";:rli::l:?"tion. Seven C2ses ~F':.d beth h.i a to Logi c:__i'l.

his tological exam.i na ti on r.Lone •

Table III - Organ f'r-o:n which diagnos tic m~:'..teriQI was obtained.

I c:'.70· IIof patients
--------I-----1t

~f
18.2

Organ 1-+--
I

-I
Endometrium 16

Tubes 4---------------------~--------
Vulva 2

Total 22 100----~-------------------------~------------~
Table IV - l\Tethod of Diagnosis.

I-----l- Positive

II 20
I

•

Not done /r:Iis sing

Histology

I 9 13Bacteriology



The fullopiantube is coneidered the iirat si~e of

attack by tubercle bac i Ll L in the whole Z2~lital truc t. It

is from this site th~t it ~pr2~ds to the rest of t~c organs.

The tU0C 11/28 evnluated in Gll c~ses of infertility by +'.nc

methods listed in 1'2ble V. The results s~ow that the tubeD

were involved in t.hed.is e as e process. In no.r e than 80% of

c as e s ev a.Lua t cd t.h e tubes were found blocked. Crie case was

f'ourid wi th pa tent tubes on hy s teroso.lpingograln. 'I'he mere

patency does not exclude the tube from disease process nor

c an it be inferred t ha t it is physiologically functional.

Table V: Status of ]'8.110£ian'lube on cv a.l ua t i.on .

I Patent I BlOCked+i No t

_ H S_G__ ~ r -~<---J> t -1-9-----1

I ~ J 10 .4_1_2__

I r, I 8 I 14I l ~ ~

Method done

Laparoscopy

Lapar-a t.orny

Lapo.ratomy is not a classical method of tubal evaluation1

but direct inspection at laparato~y z i v eeb 2, fair picture

of tubal state of health.

R:;-:ESULTSOF ':LJ.EA':2IvI2FT.

After treatment four cases had resumed their mentrual

cycle. One had s ecre tory and three proli f'cr-a t i.v e endornetrium ,

None of the cases had been reported pregnant.

Pregnancy was howcv er , not expected in view of the fact that

most of the cases had blocked tubes.

f\~i1
iJ I u



CAS:8SCF rUB·'~.3.CULC'SISCJ' Fl::~V1JLVA.

,.., C' e T\T -1. •va'::"_l~O_.·_' _"

who presented wi tn a swcI Li ng of the vulva for four months.

exai'linatiol1 r-cvea.l cd 3. ]rolife::.:·c:-~tivs g::co'.'[th on. the left

Labl a majora wi. t:l. a fi.nge r cf~i88t:lc ulcer ore the left

interval aspect of the vagina, enlarged mz.t.ted inguino.l

lymph nodes, heeled smus fixed to the overlying skin and

scarring.

Ches t ~{- ray showed bila terial opac.i ties highly

s ugges ti v e of pulmonary tuberculosis • Vulval biopsy revealed

features of tuberculous vulvova.ginitis. Patient died soon

after anti-tuberculosis therapy was started, 'I'h e im.nediate

cause of death vtc» probably over-whelming tuberculous

pheumonia •

Case ~~o. 2:-------- S.K. a fifty-five year old l"~ubi Para 0+0

presented wi t h a t.wc-y car- his t or-y of prqgressi v e sweL'ling

of the abdomen , we,tery vag i ncL discharge, crid one ye&r

history of dribbling urine. She was OJl.ill-looking patient

wi th mar-ked pallor. Local cxami na t i.on of the vulva revealed

a fungating} u'Lcer-at i ve Lcs i on eroding t.ac UT8 thr a ,

s yrnphye i.s pubis, bladder and ClOS t an t.cr-I or v~cinGl wall.

The cervix W8.S ncrran'l., CircuD. f'cr-en.t.La.L vesico vag i na L

fistula was found. Ches t X - ray showed no radiological

evidence of pu.Lmonar-y t.ubcr-c u.Losi e ,

A provisional diagnosis of advanced carcinoma of the

v uLv a was made. The patient had ileal of bladder operation

and died soon thereafter.

~- - -------------~------~----------------------~



Ir

However? his t.oLog.i.c al. eXC:DJ.i:::1c'.tion of the biopsy showed.

P'Jt':ent nC'iCT .rL:~0 an t.i>-

S='u0r::::rclebt.c i Ll L in this C~8e was virulent and pr-obab.Ly

aided by low host resist~nce. It was so destructive th",t

it was likened in every way to a highly maLi gnan t tumour.

It was only the dur-a t.i on of t.hc illness whi.ch made the

latter unlikely? but the c o=e xf.e t.an t of the 'two condi tions

by speculation is a possibility.

D I S C U S S ION

Incidence: During the ye8Ts under study (Jan. 19 1974
to Dece. 319 1978) 1511 feIllales were admitted to I.D.H.

wi thruberculosis of various forms. Out of these9 twenty

1 • 3~b had geni tal t.r-act t.ubc r c U103is 0 During the s amo period

1145 po.ti en ts vtcx:c 2.dmit ted and Lnves tig['.. ted for .inf'e.r t iLf ty

into gynac cc Logj cal war ds . 'I'h.ir t.ccn ( . 1135~) had

tuberculosis of the gejli tal t.r ac t . Johns tone and Ochiel in

reviewing cas es of amnor-r-ho ea in TCenY8.tta Nat.i oria.L Hosp.ital

reports that ;-, third of nut.Li par'cus pa t icn ts 'Hith secondary

omenorrhoea who had diagnos tic cure t tage had tuberculosis

of the endometri urn. The incidence of genital tract

tuberculosis at any given time is a reflection of tuberculosis

in the co~~unity ten years or more ago.

372



.,

Tubcrculouis o} fem~12 ~c~it~l tr~ct is a dise~sc of

yOLL'l-.5 pecp'l c _. i<_";c incide"-:..ce i;~ h.ighcs t be tween 'twe n ty o.nd

sfter thirty yea~so

Previous positive history of extragcnit21 tuberculosis

is very helpful in suspecting pelvic disease. Its absence

however 9 is of Li.ttle signifi cance , Poland in 1965 reviewed

140 cases. In these cnses about two-t~irds hed no previous

history of tuberculosis.

Cummu.Lat.i ve data indicates tha t in many instances pr i nar y

pulmonary lesion was not recognised as tuberculosis or had

been arres ted and is no t evident in ches t .ie-ray films. By

the time gen i t a.I tract tuberculosis .nan.if'cs t s itself, which

isestimated by riany au thor-s to be about ten y c.ir-s or more,

pul.rno.nar-y lesion may have heoLed . Therefore Q. negative chest

X-ray docs not exclude the possibility of gcnitnl

t ub er c u.LosLs "

Francis (1964) states that .inf'e r ti l.L ty is the commonest

and often the only SYiTIptO!11of [',elli t2.1 tuberculosis. In his

twenty-two year review of 135 cases 93 )er (69%) fenales

had infertility as a lC8.ding complaint. He went further to

s t.a t.e t~18.t 4 - 6~; of infertile a'U'riages in Uni ted Kingdom

waS then explained by geni. tal tuberculosis ..ver-a.;e

incidence of genital TB in infertility clinics throughout

the world is 5 - 107-; and varies from 0.69?~ in Aust.r c.l i.a to

17.4% in India.



2~v cf 200 C8.ses 0:: infertj.lity 2'1adtuberculosis
cndorne tri tis in ::::;;:~E,t 1,fricD.(en.? tfield 9 SulcI', BrerJHGr,
]~d1tvardsand. Hc.rda:n 1S70). Xo co.se of tLfbeI'culosisW2S

we rc inves t i ga t.cdby '~-~lton and Ihti (1 S76 ). :?r21'-C~S
(1964) l~sts the symptoms of hie co.ses s~ffering from

QO tive geni tal t.rnct tuberculosis as in 'I'ab.l e VI.

TLBL'E VI.

Symptom
Infertility

No. of Patients.

:~Gnf}tru.al dis t.ur-bancc
93
71

21

24

17

4

2

3

34

Amenorrhoea (primexy - 2)

Hypo or oligomcnorrhoea
?!IenorrhaGio.and Epi.Lllenorrhoea
Postmenopausal bleeding
Irregular Uterine Bleeding
Dysmenorrhoea
Abdominal pain

Francis (1964) reports th2t it is ge~ler2lly agreed
thut mcnstruQl upsets occur in approxiI:lately half of women
who suffer frorl genital trQ.ct tuberculosis. It was 52.6%

in his series. Schaeffer (1970), however, says that
Lenstrual abnormality in genital tro.ct tuberculosis is
vari8.blc depending on the country. He quotes the following
to support his statement: Ylinen found no Dcnstrual
irregulari ty in 56% of his pat.ien ts in Fin12.nd, Kirchoff
found norrnat. mens trual cycles in 627; in Germany, Sutherland
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and Go.rrey found no Elenet.r-uaI abncrma l t ty in 46~,~'of pa t.i cn t.s

ill Sco t.Land , in _:i.UL1C'-,'1.iC', 7.37.0 of po.t.icnts hrid nor-ma'L f"'C::1SC'S.

In IndLJ. 18.537~ of pa t i en t s had e;}cnorrhoca. :r::v1dclce f'r-ori

tuberculosis of t~e ge~itnl tract. Schnifer Rsscrts that

in sterile patients ~lO had amenorrhoea the incidence of

tuberculous endometritis was 51~.

Sch8.effer (1976) reported that pelvic pain was present

in 50% of his patients. He says that pelvic pain is the

most common symptom of geni tal t.r-ac t tuberculosis in the

f'crna.l es , The pai n is not severe 9 but is progressive and is

worsened by coitus, exercise and menstruation.

Associated with the o.bove symptoms the physical signs

on firs t cxaru.nat i.on vms reported by Townsend in 1955 in

thirty cases as shown in Table VIr.

--1

of cases J
22

~17 I
4

-1
I

6 I

Sign

M8.sS .in pel vis

Pr e gnCL.'1. cy

Eone

I t is a mar-ked difference wi, th our series of 22 cases

here wher-e twelve h-xd no physical sign on first pelvic

examino.tion.
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Diagnosis of tuberculosis of feoale f2nit~1 tract

depends on clinical suspicion and SG2rC0..for it in all

pct i en ts wi. tn u~'ll5xjJl(lj.n:-dLnf'e r t.iLf ty 2.11(1/ or 8 cconde.ry

amenorrhoea. 'T.l1? tLssue obtained froe tl1C c>~mital tract

of these CeeSE'SS~'louJ.Qbe sent :::or bo th his tolo;~ic2.1

exaillin~tion and b~ctcriclogic2l study.

cure ttings sent for his tology a.loric 1;vilJ: mi s s be tween

50 - 75)''; of cas es of tuberculous endometritis (Jeffcoate

1975 ) .

SPR.nl',.D OF 'J:1UBBRCUIIOSIS ~

Tuberculosis of the fenale genital tract arises ns R

resul t of bac i L'l.acnu a coming from a remote focus. gOr: of

such cases9 the known primary focus was extraabdominal and

801: of that foe us was in the lung. 1rvhere t uberc ul oue

peritonitis was known to co-exist9 it hs.d resulted from

upward extension of a pre-existing genital tro.ct lesion

(Barns 1955). The f'c.Ll.o p.i cn tube form 2. meat favourable

si te for tubercle bi?cillus 9 the carlics t lesions being

found in the Qucosa. The tendecy of tuberculosis to affect

bilateral organs resul ts in both tubes being involved in

the pathological pr-o cer.s. Tuberculous infec t i on s pr cads

to the uterus and ovar i es f'r o.n the tube by direc t extensi on.

That fact is derived, from the evidence that9 tuberculous

process S~lOWS a progressi ve de cr cns e in intensi ty from

above downwards. Extension in uterus il3 along the

ondomet.r-Lum and rarcly to my omet.r-Lum , ''tThenovary is

involved9 it is usually a perioophiritis (Gchaeffer 1970).
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re2ctivatc n qujcscc~t infection, ~rlo~g others. '7c hnv e

infertility 2nd flQri~g of infection h~s no~ rG~ched n

T1:1c risk

of n viscus pcrforutio~ was not increased n8 most pRtients

had normal pelvic findi.ngs and the others l::,:d peLpab.l e

pelvic Qasses to contra-indic2te laparoscopy.

PR:CGNA2<fCY:

Theoretically expected conception r2te is reported to

be as high as 20% in favoura.ble cases whc.r e t.r-e a tment is

started before there is gross tubal d8.21.~.ge(8nai th and

co-workers 1S62). 'I'he above o.sser~tion presupposes early

rli agno a i s 0 .,e- ~sel1ital tract tuberculosis is 0.. silcnt and

insidious di.s eas o the diagnos i s is caa.i Ly overlooked and

cnr-Ly diagnos i s r-cmai na 2. wi ah , Cut of Frc:'IJcis (1964) 135

c["ses, ten coric ei ved after di agnos I s of tuberculosis was

proven. Thirteen pregnancies occurred: ei gh t were tubal

in Site, one h2d two successive ectopic pregnancies, five

were Lnt.r'au t.e.r-Lne pr-c gn-mc i es . Cf the l;:~t t er t four aborted

between eight weeks 2nd twenty - five weeks. Only one went

to terElo genital tuberculosis predisposes to ectopic

pregnancy (337") abortion rate is high a...nd is agreed to be,
t akc n between 10 to 20% of .3.11 Lntr-au tc r i.ne pr egnanc i cs

(8naith et al 1962). Despite" this predisposition to

ectopic pregnancy 'Jsbala (1978) found no C2.Be of TB
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s us c e s s f'u.L n t.r au t cr-Lnc pr c gn;",,"-'lcyis 2. v cry r-cr.ot.o

poes i.b i.Li t.y :.~ollo1f{L·lgtubercle bac.i l L:i .i nf'c c t.Lon of the

gc n.i t e.L t.r-ac t with or wit hou t t.ubo pl as t.Lc aur ger-y ,

CC:JCLUSI ON:

From the foregoing a fey! points c orne to Ligh t ,wher cas

our patients mode of presentation is co~pnr~ble to the rest

of the world ~ our Lnc i dcnc e is uncxpcc tedly low in

comparison to Lnd i.a which is a developing courrt.r-y like ours 0

It is perhaps reasonable to n akc the f'o Llow.ing as s cr t i.on ,

In our e nv.l r-onrncn t wher-e extrageni tal tuberculosis is

considered c ornnon, we should suspect :..•.nd ,JlUSt exclude

genital tract tuberculosis in 0.11 those pr.t.Lcn t.e who pr cs en t

wi t.h pr-Lrn.u-y infertili ty or s ccondur-y arnnor-rhoen or both.

I t would be now i;-'pcr ·,ti v c: to s end a s pcc Lncn of c.ndorie trL~l

curettings for bact cr.l ol ogy if we ar-e to .inc r e.ase our

yield.
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