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I N T ROD U C T ION

KENYATTA NATIONAL HOSPITAL:

Kenyatta National Hospital (KNH) is the National referral and teaching

hospital of the Republic of Kenya. Situated in the capital city of Nairobi,

KNH also provides primary, secondary and tertiary services to the population

of Nairobi(now estimated to number about one million) and its env~rons.

For teaching and research purposes, KNH works in close association with

the University of Nairobi and the Medical Training Centre.

THE OBSTETRIC UNIT:

The Obstetric Unit of KNH was started in 1965 with the aim of conducting

about 1500 deliveries per year. Over the years, with rapid increase in popu-

laction, this unit now handles close to 7,000 deliveries annually. Obstetric

services are provided in the antenatal clinics, postnatal clinics, maternity

wards and labour ward. Patients are managed em "FIRM" basis of which there

are three - FIRMS I, II and III. There are 3 maternity wards each having 32

beds. Firm I patients are managed in ward 2, Firm II patients in ward I and

Firm III patients in ward 3. Wards I and 2 are on the ground floor, and ward

3 is on the first floor of the modern ward tower complex. At anyone time,

each ward has roughly equal number of antenatal and postnatal patients.

The labour ward has 10 beds in first stage, 3 delivery rooms, one room

for critically ill patients (main1j comatose patients and patients with severe

hypertensive disease in pregnancy or eclampsia), and two theatres. One theatre

handles emergencyancl elective obstetric operations, and the other theatre is

reserved for postpartum tubal ligation under local anaesthesia.

ANTENATAL CLINIC:

Done by a Senior Registrar, booking for antenatal clinic is held every

monday morning. About 50 cases are selected each time. Only high risk cases

are booked into the clinic based on the following criteria:



(i) PRIMIGRAVIDA: Teenage, elderly or short.

(ii) MEDICAL DISEASES: Cardiac disease, hypertension, diabetes mellitus,

thyrotoxicosis and Rhesus isoimmunization.

(iii) PREVIOUS OPERATIVE DELIVERIES: Caesarean section, vacuum extraction and

forceps delivery. "

(iv) PREVIOUS OBSTETRIC COMPLICATIONS: Ruptured uterus, vesico-vaginal fistula

(repaired or unrepaired) and postpartum haemorhage.

(v) BAD OBSTETRIC HISTORY: Stillbirths, neonatal deaths, recurrent abortions.

(vi) GRANDMULTIPARITY: Para 5 or more.

(vii) OTHER INDICATIONS: Previous history of infertility, ovulation induction,

suspected multiple pregnancy, and members of staff or their wives.

Once a patient is booked, blood samples are taken from her for haemoglobin

and haematocrit estimation, Kahn (or V.D.R.L.) test, and blood group and

Rhesus typing. Her weight, height and blood pressure are recorded and urine

is checked for sugar proteins and ketones. She is then examined by one of the

Registrars of the Firm booking.

All the cases who are not booked, because they do not fulfil any of the

booking criteria, are referred with a note to the City Council clinic nearest

theirhomes for antenatal care.

Those who are booked are subsequently seen once a month upto 28 weeks,
fortnightly upto 36 weeks/

land then weekly until delivery. However, frequency of the visits may be shorter

depending on the condition of each case. At each visit, the patient's urine

is examined for sugar, proteins and ketones, and her blood pressure and weight

are recorded. This is done by a nurse or midwife. The Registrar then examines

the patient and listens to her complaints if any. The uterine size, lie and

presentation of the fetus are noted. Fetal heart rate is"then ascertained.

All primigravida~ and patients with one previous scar undergo clinical

pelvimetry at 36 weeks gestation.
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Clinical Pelvimetry:

The patient is explained about the procedure and asked to empty her bladder.

She is then placed on the examination couch and moved to the edge of the couch.

A firm pillow is placed beneath the buttocks. The examiner's middle and index

fingers of a gloved hand' are well lubricated with hibitane cream and introduced

into the vagina. The anterior sacral concavity and the ischial spines are palpated

to give an idea of the midcavity of the pelvis.

The fingers are then pressed upwards inorder to reach the sacral promontory.

With the middle finger closely applied to the sacral promontory, the vaginal

hand is elevated until it contacts the pubic arch, and the immediately adjacent

point on the index finger ~s marked off by the index finger of the free hand.

The distance between the tip of the middle finger and the point marked on the

index finger is the diagonal conjugate. The true conjugate is then computed by

subtracting 1.5-2.0cm. from the diagonal conjugate.

By checking the suprapublic arch and the intertuberous diameter, the

adequacy, or otherwise, of the pelvic outlet is gauged.

Radiological erect lateral pelvimetry is performed ~n addition to clinical

pelvimetry in patients with one previous uterine scar or breech presentation
./

at term. Vaginal delivery is allowed only if the true conjugate is lO.5cm.

or more with one previous scar or 11.5cm or more ~ith breech presentation.

Amniocentesis for surfactant test:

All patients for elective delivery have amniocentesis done at 38 weeks

gestation, or earlier depending on the condit~on, for determination of pulmonary

surfactant as a measure of fetal lung waturity.

Amniocentesis is done in the clinic or ~n the ward for the in-patients.

The procedure is explained to the patient and she is then asked to empty her blad<

The patient is placed in dorsal position and the fetal presenting part dis-

engaged from the pelvis. The examiner then scrubs and puts on sterile gloves.

The lower abdomen is then cleaned with h i.b itane solution and spiri t and the

area draped with sterile to\olels. Using the left hand the examiner displaces

the presenting part upwards. A 6 cm. 20-8auge lumber puncture needle is then



introduced through the abdominal wall in the.suprapubic region and advanced

gently into the amniotic cavity. The stylet is withdrawn and a syringe connected

to the needle. A variable amount of amniotic fluid is with drawn depending on

the reason for doing amniocentesis. The commonest reason for doing amn i.ocentesis

in our unit is for surf actarrt test; then about 4ml. of amniotic fluid will

suffice. Amniocentesis for bilirubin spectrophotometry is occassionally done.

About 6ml. of amniotic fluid is necessary and then it must be put in a dark-

,coloured bottle to avoid sunlight breaking down the bilirubin.

After amniocentesis, the fetal heart is auscultated. Then the patient is

asked to rest on her side for about 2 hours during which time the fetal heart is

auscultated half-hourly.

Surfactant Test (Bubble or Shake test):

Into one clean and dry test tube are added lml. of amniotic fluid and lml.

of 95% ethanol (1:1 dilution). 0.5ml. of amniotic fluid, 0.5 mI. of normal

saline and lml. of 95% ethanol are added to a second test tube (1:2 dilution)

Both tubes are then vigorously shaken for 15 seconds and placed upright in a

rack for 15 minutes. The persistence of an intact ring of bubbles at the air-

liquid interface after 15 minutes is considered a positive test.

LABOUR WARD:

Booked patients report directly to labour ward once they r,ointo labour.

Unbooked patients are first seen at casualty. All patients are seen at the

admission desk where the antenatal card is obtained for booked patients. The

intern doctor takes a full medical, obstetric and gynaecologic history and then

carries out physical examination. This involves general examination (checking

for pallor, oedema, dehydration, lymphadenopathy, etc), checking the vital signs,

urine examination and systemic examination (respiratory, cardiovascular and

abdominal examination). In the abdomen he/she determines the uterine size, fetal

lie and presentation, and the fetal heart rate. Presence of uterine contractions

is noted. After doing all these, pelvic examination is then perforffied.
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The procedure is explained to the patient and then she 1S asked to lie on

Pelvic Examination:

her back with her legs drawn up and apart. The doctor wears a face mask, scrubs

his hands and puts on sterile gloves. The vulva and perineum are swabbed with

hibitane solution and the area draped. The index and middle fingers are then

introduced into the vagina after inspecting the vulva. Cervical dilatation,

effacement, consistency and position are noted. The state of membranes (intact

or ruptured) is ascertained; if ruptured, the colour of the liquor, the presen-

tation and position of the presenting part, and the presence of moulding and

caput are noted. If the membranes are intact and the cervix 1S 4cm. or more

dilated then artificial rupture of membranes (ARM) is done to augment labour.

During ARM the liquor is allowed to drain out slowly and the cord is deligently

sought.

The First Stage of Labour:

Once the initial examination shows that the patient 1S 1n labour then she

1S transferred to one of the first stage rooms in labour ward. Half.hourly

maternal pulse, blood pressure, duration and frequency of uterine contractions

are charted on the partogram. Cervical dilation and descent I)f the presenting

part are noted 4-hourly and charted on the partogram. This frequency can be

shorter depending on the individual condition of each patient.

Active management of labour 1S the policy in our unit. Tte partogram,

therefore, plays the central role ilJnthis connection. All nurses, students and

other staff are required to be proficient in the use of the partogram. Alert

and Action lines are drawn on the partogram once active phase of labour is

reached. Syntocinon augmentation of labour, where indicated, 1S usually done

uS1ng an infusion drip.

Abnormalities 1n fetal heart rate and rhythm are evidence of fetal distress,

especially when associated with passage of mecon1um. These patients are reviewp.d

by a senior doctor and are managed by dextrose infusion, oxygen Ly mask and they

are asked to lie on their left lateral sides. If the fetal heart rate does not

revert to normal, intervention to achieve immediate delivery is usually necessa~y



Routine induction of labour is started ~n the morning, usually by A.R.M.

and syntocinon infusion. Extraamniotic prostaglandin.s are used in patients wi.t h

intrauterine death or in early gestations.

Patients in established labour are given pethidine or morphin for analgesia.

We do not use nitrous oxide or epidural anaesthesia.

Speculum examination is done on patients who present with antepartum

haemorhage or premature rupture of membranes.

The Seoond Stage of Labour:

At second stage, the patient ~s taken to one of the delivery rooms and

placed on the delivery couch in lithotomy position. Full scrubbing and gowning

is done. The vulva and perineium are cleaned with hibitane and the area draped.

Vaginal examination is done to assess cervical dilatation and position of the

presenting part. The perineum is now infilterated with lOml. of a suitable local

anaesthetic agent. The patient is encouraged to bear down with each uterine con-

traction. If the perineum is tight an episiotomy is performed when the head

crowns. As the head crowns, it is kept in a flexed position while the other

hand protects the perineum using a sanitary pad. As soon as the head is delivered

the presence of the cord around the neck is checked. Then the baby's mouth,

nose and eyes are wiped with a sterile gauze. After restitation and external

rotation of the head, the anterior shoulder is delivered. This is followed

quickly by the delivery of the posterior shoulder, the trunk and the legs. The

cord is then clamped and cut between the clamps. The baby is wrapped in warm

towels and taken to the resuscitation trolley for suction of mucus and secre-

tions from the nose, mouth and pharynx. The Apgar score of the baby at I and

5 minutes is noted.

O.5mg. of ergometriI}e ~s g~ven intramuscularly at the delivery of the

~nterior shoulder. The intravenous route is used in grandmultiparas patients

with a history of postpartum haemorrhage, and after delivery of multiple .

fetuses. E-rgometrine is not used in patients with cardiac disease and hyperten-

sive disease in pregnancy unless bleeding is more than normal.
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Episiotomy:

In our unit, the medio-lateral episiotomy is the one almost exclusively

employed. Episiotomy is necessary in patients with tight perineum, vaginal

breech delivery, and in operative vaginal deliveries. Episiotomy is pe~formed

when the head (or breech) crowns. The middle and index fingers of one hand

are inserted into the vagina to protect the fetal head (or breech). Using a

blunt-tipped Mayo's scissors an incision is made in the perineum starting in

the midline and directed laterally and downwards. Properly performed this

incision should include the vaginal skin, the bulbospongiosus and the superficial

transverse perinei muscles, and the perineal skin.

Repair of the episiotomy ~s done after delivery of the placenta. Chromic
to

catgut No. "0" or "00" is used as a continuous suture -kelosethe vaginal skin.

The perineal muscles are next approximated with interrupted sutures of No. "0"

or "00" 'chromic catgut. The superficial fascia is then united with a continuous

suture. Finally, the skin is closed with interrupted sutures of No. "0" or "00"

chromic. catgut, carefully burying the knots.

Operative Vaginal Delivery:

The vacuum extractor ~s exclusively used to assist vaginal delivery ~n

our unit. It is indicated i.n delayed second stage, cardiac di.sease, severe

hypertensive disease, and in poor maternal effort. The technique of vacuum

extraction ~s described in detail under the case of Fracture of the Right

Femur in Pregnancy.

Third Stage of Labour:
The placenta is delivered by controlled cord traction after the signs

of separation are observed. These signs are: 1. The uterus becomes hard and

contracted and rises in the abdomen, 2. the cord lengthens, and 3. there is a

gush of blood per vaginam. After delivery of the placenta and membranes, these

are checked for completeness before disposal. If the placenta ~s not delivered

in 30 minutes, it 1.S considered to be retained and manual removal is carried

out in theatre under general anaesthesia.
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The cervix, vagina and per~neum are then inspected for tears or laceration,

If these are detected they are repaired us~ng No. "00" chromic;.catgut.

Postn::ltalHanagement:

After normal vaginal delivery the patient as observed in labour '<lardfor

about two hours. The patient is asked to empty her bladder, and her blood pressurl

pulse)respiration and temperature are recorded half-hourly. If her condition

is satisfactory, she is transfered to the lying-in ward. Most patients with

uncomplicated vaginal deliveries are discharged after 24 hours. Well patients

whose babies are in nursery are transfered to the "Mothers Hostel" after 24 hours.

The Newborn:

After delivery all babies are examined and notified. Normal babies stay

with their mothers in the wards and early breastfeeding is encouraged. Babies

who require special care are admitted to the nursery transported in an

incubator.

The Nursery:

The nursery ~s managed by the Department of Paediatrics. It has 14 cots

and 39 incubators and is on the first floor of the ward tower complex. It caters

for neonatal problems such as prematurity, hyperbilirubinaemi , neonatal infec-

tions, and babies who requ~re observations or resuscitation.

Perinatal Mortality Meetings:

These meetings are held every Tuesday in conjunction wich the Department

of Paediatrics. ~'Jeeklyper inatal and maternal mortality reports, and other

special reports are compiled and discussed. These meetings serve as a continuous

internal audit of our performance.

Postnatal Clinic:

Patients are reviewed in the postnatal clinic s~x weeks after delivery.

This clinic is held every Friday morning in the gynaecology clinic. Apart from

routine check up, a pap smear ~s taken and contraception is discussed.
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CAESAREAN SECTION:

Caesarean section ~s defined as delivery of the fetus through incisions

made ~n the abdominal wall and the uterine wall. Caesarean section may be a

planned (elective) operation or an emergency operation. Patients for alective

caesarean section are starved overnight. Two or more units of blood are booked

for them and their haemoglobin concentration is ascertained.

For both elective and emergency caesarean section the patients s~gn an

informed consent form. This consent is signed by a close relative or a consultant

for unconscious patients or those wh~ are below 18 years of age. The patient's

abdomen and vulva are then shaved and cleaned with hibitane solution.

Premedication using 0.6mg of intramuscular atropine is given half an hour before

the operation.

Technique of Caesarean Section:

After placing the patient on the operating table, the fetal heart rate is

Ghecked. Under aseptic conditions the patient is catheterised and the catheter

left in place to maintain continuous bladder drainage during the operation.

The surgeon and the assistant now scrub and put on sterile gowns and gloves.

The operative field is thoroughly scrubbed with hibitane solution followed by

spirit, and then draped with sterile towels. After this, general anaesthesia

is induced using sodium thiopentone (250-500mg in ravenously) and scoline

(50mg intravenously), and maintained using a mixture of 'oxygen, nitrous oxide

and halothane (0.5%) through a cuffed endotracheal tube.

The abdominal incision commonly employed in our unit ~s the subumbilical

midline vertical incision. Occassionally the pfannenstiel type of incision

is used. The commonly performed incision will be described here. This

incision starts about Lcm; below the umbilicus and extends to just above the

upper margin of the symphysis pubis. Using a clean knife the incision is then

deepened to expose the rectus sheath. A small incision is now made in the

sheath and this is continued upwards and downwards using a pair of curved

scissors. The rectus and the pyramidaliS muscles are then separated in the
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midline to expose the underlying transversalis fascia and the parietal peri-

toneum. The transversalis fasica is incised and the peritoneum ~s picked up

with 'a pair of Spencer-well forceps, en sur i.ng by palpation tha t no viscera is

included in the pick. The peritoneum is then opened and under direct vision

the incision rs extended up.wards and downwards. This exposes the uterus and
the bladder.

.
After correcting any uterine dextro-rotation, abdominal packs tagged with

small artery forcel's are packed on each side of the uterus. Using a non-toothed

dissecting forceps the loose utero-vesical fold of peritoneum is picked up and
The oPening is then continued/

opened. laterally on each side in a gentle U incision using curved scissors.

By blunt dissection using a mounted swab the bladder is gently separated and

pushed downwards to expose to lower uterine segment. The bladder is held dmm

using a Doyen's retractor.

Using a scalpel the uterus ~s incised transversely for a distance of

2cm. This incision is deepened carefully to expose the membranes (or fetus).

With the index and middle fingers of one hand separating the lower segment and

the membranes (C!1rfetus), the uterine incision is extended laterally and curved

slightly upwards, first in one direction, then the other, until the length is

considere adequate to allow safe delivery of the baby. If the membranes are

intact they are ruptured at this stage. The Dogen's retractor is now removed.

If the presenting part is cephalic, the surgeons rigllthand ~s in ;erted below

and behind the fetal head which is eased gently thror.gh the uterLie aud abdominal

incisions. The baby's mouth and nose are wiped with a gauze swab. The fetal

head is then grasped in both hands and with the assistant applying fundal pressure

the anterior shoulder is delivered followed quickly by the posterior shoulder and

the rest of the body. The cord is cut between two clamps and the baby H then

handed over to the attending paediatrician for resuscitation.

The anaesthetist ~s asked to g~ve O.5mg of ergometrine intravenously and

the placenta is delivered by cord traction or manual removal. Cr een-Arny tage

haemostatic clamps are applied to the lateral angles of the uterine incisicn bnd

to any bleeding points. The Dogen's retractor is re-introduced to push dO\-Jllthe.
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bladder. The uterus is now repaired in two layers uSIng No. "1" c;hrol1lic;catgut

on a round-body needle. Both sutures are continous, with the second layer

burying the first. The utero-vesical pouch of peritoneum is closed using

continous No. "OO"chromic catgut.

The two abdominal 'packs are now removed. The peritoneal cavity is cleaned

to remove any blood clots and liquor. The pelvic organs are inspected and

their state noted. As soon as the instruments and swabs are found to be correct,

the abdominal wall is closed. Continous "00" oh:r:omiccatgut suture is used to

close the peritoneum including the overlying transversalis fascia. The rectus

uluscles are allowed to fall in place and the rectus sheath is sutured with

No."2" chromic catgut mounted on a cutting needle. The skin is closed uSIng

interrupted mattress silk or nylon sutures. The abdominal incision is then

cleaned and dressed.

Finally vulvovaginal toilet is done simultaneous with massagIng of the

uterus to expel any residual clots. Unless continuous bladder drainage IS

required, for eX3Ulple for patients with obstructed labour, the urethral catheter

IS now removed. Anaesthesia is reversed us i.ng intravenous atropine (1.2mg)and

prostigmine (2.5mg). Total blood loss IS noted.

The description gIven is that of an uncomplicated primary lower uterine

segment caesarean section. Change of technique may be found necessary In

certain instances:

(i) For a repeat caesarean section, or if the patient has had preVIOUS

laparatomy, the old abdominal scar is first excised before opening the abdomen.

(ii) Some surgeons prefer the pfannenstiel type of incision although this IS

only occasionally practised In our unit. Although this incision is said to

gIve a stronger scar and has apparent cosmetic advantages, nevertheless it has

its own drawbacks. It needs a certain amount of technical expertis2 to perform,

exposure of the uterus may not be as good, extension of the incision if required

may not be possible, and at repeat section re-entry may be more t i.meconsunn.ng.

These are some of the disadvantages of the pfannenstiel incision.
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(iii) Delivery of the baby is by breech extraction ~n those babies presenting

by breech or those lying transversely.

(iv) Classical caesarean section, though rarely performed ~n our unit, may be

found necessary ~n the following conditions:

Neglected transverse lie with ruptured membranes.

m1en the lower segment cannot be exposed or entered safely because the

bladder is densely adherent from previous surgery, or if a fibroid

occup~es the lower uterine segment.

Invasive carc~noma of the cervix.

In some cases of anterior placenta praev~a especially if sterilization

~s to be performed.

(v) Tubal Ligation if requested ~s performed after the closure of the uterus.

The Pomeroy's technique is the one that is employed in our unit.

Post-operative Management:

The post-operative management of patients who have had caesarean section

~~ as follows:

(i) Nil by mouth for 24-48 hours.

(ii) Intravenous fluids of 5% dextrose to alternate with normal saline.

She is given 500mls every 6 hours for 24-48 hours.

(iii) Her vital signs are checked !-hourly until she is fully recovered from

anaesthesia, thereafter every 4 hours.

(iv) Analgesia is provided by Pethidine 100111g6-hourly for 48 hours.

(v) A strict input-output record is kept.

(vi) ~ere antibiotics are indicated, ampicillin ~s used. In severe infection

this may be combined with either Gentamycin, I.V. Flagyl or Dalacin-C

(c l i.nd amyc in ) .

(vii) Patients are encouraged to get out of bed soon after the I.V. fluids

are stopped.

(viii) Post-operative haemoglobin check ~s done on the third post-operative day.
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THE CYNAECOLOGY UNIT:

The gynaecology unit of KNH consists of the gynaecology wards, the

gynaecology clinic, the family planning clinics, the "T/L" (Tubal Ligation")

clinic, the casualty and filter clinics.

The Gynaecology Wards:

The in-patient service consists of one 33-bed acute gynaecology ward and

2 non-emergency ward of 32 beds each. These three wards are housed on the first

floor of the modern ward tower complex. Beds in these wards are shared equally

by the three FIRMS. Each firm has one or two consultants, 4 senior registrars

and about 8 registrars who are postgraduate students. Each firm also supervices

and teach~s interns and undergraduates who rotate through the firms.

The Acute Gynaecology Ward:

This is ward 6. All gynaecological emergencles are admitted to this ward.

The ward has 33 beds but at any time there may be 80-100 patients here. The

average daily turnover is about 40 patients. Adluissions to this ward include:

(i) Abortions: All categories of abortions constitute about 60% of the

admissions to this ward. Evacuation of the uterus is done daily

from 8.30a.m. Uncomplicated abortions do not stay longer than

24 hours in the ward.

Cii) Pelvic infections: Including acute pelvic inflanIffiatorydiseases, post-

abortal sepsis, pelvic abscess, and puerperal sepsis. These patients

are managed with antibiotics. and emergency laparatomi(.s where indicated.

(iii) Ectopic pregnancy: Once admitted patients with ruptured ectopic pregnancy

are operated on without delay. Those with chronic ectopics or

unruptured ectopics usually require senlor review and further

investigations before laparatomy.

(iv) Bartholin's abscess: Including patients with Bartholin's cyst, are

included on the daily evacuation list. Marsupialization is the

operation commonly employed.

(v) Trophoblastic disease: Patients with molar pregnancy are in~luded on Lhe
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evacuation list for suction curettage. Those with invasive mole or

choriocarcinoma are transfered to the non-emergency wards for chemotherapy

and other adjunctive treatment.

(vi) Abnormal Uterine Bleeding: Including dysfunctional uterine bleeding and-

and postmenopausal bleeding. These patients are usually included on the

evacuation list for diagnostic dilatation and curettage.

(vii) Gynaecological neoplasms: By far the majority are patients with carc~noma

of the cervix. Others include ovarian cysts and malignancies, carcinoma

of the endometrium)vulva, and vagina. Patients with ovarian cysts usually

undergo emergency laparatomy from ward 6. Those with carcinoma of the cerv~x

and vagina are worked up in ward 6 and then transfered to ward 39 for

radiotherapy.

(viii) Miscellaneous conditions: Including "Lost" coils, severe cervical erOSlOns

and severe bleeding fibroids.

Non-Emergency Wards:

These are wards 4 and 5. FIRM I has patients in ward ·5', FIRM II's-

patients are in both wards, and FIRM Ill's patients are admitted ~n ward 4. Most

of these patients are admitted from the gynaecology clinic but some are transfered

from ward 6. These patients include those with uterine fibroids, genital fistulae,

trophoblastic disease, infertility, genital malignancies, and geni a1 prolapse.

Most of these patients are managed by some form of operatiJn (depending

on the condition). These operations are elective procedures.

Pre-operative Preparation:

Acute emergency 1aparatomies are prepared for theatre straight away. The

abdomen is shaved and cleaned and the stomach contents are aspirated. Premedication

~s provided by atropine a.6mg intramuscularly half an hour before theatre. Blood

~s urgently crossmatched and an intravenous drip is started.

Patients on the "evacuation list" have limited preparations. Vulval shaving

~s not found necessary but they are starved for about 12 hours. Premedication

~s provided by atropine.
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For non-emergency operations, some preparations start 1n the gynaecology

clinic where history is taken and physical examination done. Haemogram, urea and

electrolytes are determined. The relevant x-rays and ultrasonographies are

obtained. The pap smear is done. Once in the ward, consent for operation is
-obtained and blood is typed, 'crossmatched and kept ready for her. She is starved

overnight and in the morning of the operation the operation area is cleaned and

shaved. Premedication is provided by atropine - O.6mg intramuscularly and pethidine

sOmg intramuscularly; both being given half an hour before theatre.

Theatres and Operations:

The emergency gynaecology theatre is the busiest theatre 1n the whole

hospital. It deals with evacuations, emergency laparatomies and other emergency

operations on a daily basis. Some of these operations are described in specific

cases in this book.

Elective operations are done on FIRM basis from 8.30a.m. to around S.OOp.m.

Most operations are performed under general anaesthesia as outline below:

(i) I.V. sodium thiopentone and I.V. scoline are used for induction of

anaesthesia.

(ii) Nitrous oxide, halothane and oxygen provide maintanance anaesthesia.

These are glven as a gaseous mixture through a cuffed endotracheal tube.

(iii) Curare is glven intermittently for muscle relaxation.

(iv) Atropine and neostigmine are used for reversal.

Position of the Patient:.

(i) Supine Position: This 1S used for most abdominal operations.

(ii) Lithotomy Position: This is used for most vaginal operations - e.g.

evacuation of the uterus, marsupialization, repa1r of some genital fistulae,

radical or simple vulvectomy, Manchester repair or vaginal hysterectomy,

etc.
(iii) Knee-chest position: This 1S used ln repalr of some vesico-vaginal fistulae.



Abdominal Incisions:

The commonly performed incision ~s the midline subumbilica1 vertical

incision - the technique of this incision is described under CAESARIAN SECTION.

The pfannenstiel type incision and the paramedia1 incision are occassionally

used to open the abdomen.

Operations:

Detailed procedures for operations commonly performed are described under

appropriate cases in this book.

Post-Operative Care:

This is similar to that given under CAESAREAN SECTION, except patients

with urinary fistulae have in addition continuous bladder drainage for 14 days.

The Gynaecology Clinic:

This is a busy clinic and deals with gynaecological patients who require

specialized management. These patients are refered from casualty, the female

filter clinic, other hospitals in country, and even patients from neighbouring

countries. There is usually a long waiting list for first appointments. A

large proportion of the clinic's patients are those with the problems of

infertility. Patients are refered for admission after diagnostic wor~ up has

been completed.
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The "TILl! ("Tubal Ligation") Clinic:

Started recently. this clinic is run by a registrar at Rehimtu l l a Wing. _I

It runs on a daily basis and deals with cases who desire tubal ligation.

It functions ~n close conjunction with the laparascopy theatre and an 8-bed

recovery ward. The registrar clerks, examines and books patients for tubal

ligation and those refered for diagnostic laparascopy.

Laparascopic tubal ligation, mi.n i.Lapar at onytubal ligation and diagnostic

laparascopy are done in the laparascopy theatre which runs on an outpatient

basis. Patients arrive fasted on the day of the operation and are discharged

on the same day after a variable amount of rest in the Recovery Ward.
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Family Planning Clinics:

These clinics offer the full range of family planning methods and also

give advice on family planning. The clinics are run by public health and

family planning nurses. A registrar rotates there to deal with day_to day

problems.

CARCINOMA OF THE CERVIX:

This 1S considered to be the commonest female genital malignancy in this

country. About 4-5 patients with carcinoma of the cervix are admitted every
/to

week. These patients are initially admitted/ward. 6 where basic investigations

such as haemogram, urea and electrolytes, and pertinent x-rays are done. The

patients are then taken for clinical staging and biopsy. When the biopsy

report confirm the diagnosis, patients with advanced disease are referred

to the Radiotherapy department for external and intracavitary" radiotherapy.

12 beds are reserved in ward 39 for these cases. A few cases with stages I

and II are treated with Wertheim's hysterectomy.

LABORATORY FACILITIES:

The department enjoys all the laboratory facilities offered by the hospital

In addition, the department runs its own laboratories which exclusively deal

with gynaecological investigations.

Some of the services offered 1n these laboratories are

(i) Cervical cytology

(ii) Semen analysis

(iii) Radioimmunoassay

(iv) Surfactant (Bubble or shake) test.

(v) Bilirubin spectrophotometry

(vi) Kleinhaur test

(vii) Qlucose tolerance test

(viii) Pregnancy test

These laboratories work 1n close association with the many research

projects being undertakne by the department.
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CASE NO. I.

* * * * * *

CERVICAL INCOMPETENCE MCDONALD\S STITCH

INSERTED - VAGINAL DELIVERY OF LIVE BABY.
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CERVICAL INCOMPETENCe : ~lCDONALD'S STITCH
INSERTED VAGINAL DELIVERY OF LIVE BABY

NAME M.M.H. (Hrs.) L.M.P. 7.1. 1982

UNIT )10. 6.91015 Eo D. D. 14.10.1982

·~G~= 22 Years ADmSS IO:,i 26.6..1982

TRIBE Kikuyu RE-AmnSS ION: 22.9.1982

PARITY 1 + 2 DELIVERY 22.9.1982

PRESENTING HISTORY

The patient was admitted on 26.4.1982 from the antenatal clinic

for insertion of a Mcdonald's stitch because of cervical incompetence.

Maturity at admission was 14 weeks.

PAST OBSTETRIC AND GYNAECOLOGIC HISTORY

Menarche occurred at the age of 14 years. She had regular menstrual

periods with a cycle of 32 days and a duration of 3 days.

She was Para 1 + 2. In March, 1980 she had a spontaneous abortion

at 2 months gestation. Evacuation of the uterus was performed at

Kenyatta National Hospital (KNH). In October 1980, she had another

spontaneous abortion at 4 mo n th s gestation. This latter abortion was

relatively painless, started with sudden drainage of liquoy and was

complete. In 1981, she had a premature delivery at 32 weels gestation

following insertion of Mcdonald's Stitch. The baby weighed 1910 grams

and is alive and well.

HISTORY OF PRESENT PREGNANCY

Her last menstrual period wa~ on 7.1.1982 and her expected date of

delivery was to be on 14.10.1u82. She was first seen in the antenatal

cLi n i c OIl 2b.4.1982 at a g'c'statio'lo f 14 -_-leek.swhc re a pas t history

suggestive of cervical incompeeence ~as obtained. She gave no history

of drainage of liquor, abdominal pains or vaginal bleeding during tile

current pregnancy. She wa s adrn i t t e d on t ha t; day for insere .on of

Mcdonald's Stitch.
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PAST MEDICAL AND SURGICAL HISTORY

This was non-contributory.

SOCIAL AND FAMILY HISTORY

Her formal education ended in Form IV. She was married and

worked as a school teacher in ;'luranga,,,hereshe 1.Lve d ·.o i t h her husband

who was also a school teacher. There was no family history of twins

or chronic medical diseases.

PHYSICAL EXAMINATION

GENERAL EXAMINATION

She was well nourished and was of average height. She was not

anaemic clinically and had no leg oedema. Her blood pressure was
a110/60 mmHg., pulse was 84 per minute and temperature was 35.8 C.

Urinalysis was normal.

CARDIOVASCULAR AND RESPIRATORY SYSTEMS

Both were essentially normal •
.

ABDOMINAL EXAMINATION

Uterine size was 16 weeks. There were no areas of tenderness.

Liver and spleen were not palpable.

VAGINAL EXAMINATION

Ex t'e rna l genital ia were normal. The cervix was short and the

internal as could admit one finger comfortably. The ut er u: was 16

weeks and the adnexae were clear. She was not draining liquor.

DIAGNOSIS AND ~~~AGEMENT

A diagnosis of cervical incompetence was made. She was admitted

to the antenatal 'Nard to be prepared for insertion of ~1cdonald' s Stitch.

While in the ward routine antenatal investigations were done.
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RESULTS OF THE INVESTIGATIONS

Haemoglobin 13.8 gm/dl.

Packed Cell Volume 40.8%

VDRL :iegative

Blood Group "A" Rh (D) Po si t ive

The Mcdonald's Stitch was inserted on 29.4.1982. Routine pre-operative

preparations were accorded to the patient as described in the introduction.

MCDONALD'S CERCLAGE PROCEDURE

In theatre anaesthesia was induced using sodium thiopentone and

maintained with oxygen and nitrous oxide. In lithotomy position

vulvo-vaginal and perineal toilet was done then draped and catheterised.

Vaginal examination confirmed the earlier findings. An Avourd's

speculum was used to expose the cervix. The anterior and the posterior

lips of the cervix were then held with two sponge-holding forceps and

the cervix pulled forwards and downwards. A purse-string suture of

double No.2 mersilk was inserted at the junction of the rugose vaginal

mucosa and the smooth cervix using a Mayo's round-bodied needle. The

deep bite was started at 3 O'clock through to 12 O'clock, then to 9 O'clock,

6 O'clock and finally to 4 O'clock. The ligature was then tied sufficiently

tight to admit just the tip of a finger. Multiple knots were made long

enough to facilitate removal when necessary.

Anaesthesia was then reversed and the patient wheeled (Jt of theatre.

POST-OPERATIVE MANAGEMENT

. The patient's vital signs were observed half-hourly until she was

phenobarbitone (30 mg. IDS) from the second post-oDcrativc

fully awake. She was given 100 mg. pethidine intramuscularly 6-hourly

for 24-hours. She was kept in bed for 3 days and ~as sedaccd ~ith
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She had no drainage of liquor, abdominal pains or vaginal bleeding.

After 3 uneventiful days in the hospital she was discharged to be

followed up in the antenatal clinic.

ANTE~ATAL FOLLm-up AI"lD::JE:LIVGRY

She ma-de .s antenatal attendances. Ob scrva t ion s of blood pressure,

urinalysis and uterine size were within normal l~nits during all the

antenatal visits. During each visit, however, she complained of slight

intermittent abdominal pains. For this she was treated with bed rest

at horne, sedation (with phenobarbitone) and ventolin tablets (4 mg TDS).

On 22~9.1982, at 36+ weeks maturity she was re-admitted with labour

pains and draining liquor. Speculum examination revealed profuse liquor

drainage. The stitch was removed and she progressed very rapidly in

labour. One hour after admission she had spontaneous vertex delivery

to a male baby weighing 3050 grams who had an Apgar of 5 at 1 minute and

10 at 5 minutes.

The immediate postpartum period was uneventful. Mother and baby

were discharged in good condition on 23.9.1982.

POSTNATAL FOLLOW-UP

She attended the postnatal clinic after 6 weeks. She and her baby

were well. Her uterus was well involuted and was anteverted.

She was discharged through the family planning clinic :or advice on

contraception. She was told that she woul d need a Mcdonal d's Stitch

in her next pregnancy so she needed to attend the antenatal clinic

early in pregnancy.
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COHHD!T

Lash and Lash (I), Shirodkar (2) and Hcdonald (3) were perhaps the

first people to focus their attention on cervical incompetence as a cause

of a substantial number of mid-trimester abortions. The incidence of

cervical incompetence varies between 0.05-1% depending on the method of

diagnosis (4,5). In Kenyatta ~ational Hospital, ~jage (6) rOUnG an

incidence of 1:90 deliveries.

The aetiology of cervical incompetence maybe divided into two

categories : The rare congenital type, and the more common acquired type.\--
Mcdonald (7) pointed out that childbirth was the leading cause of cervical

incompetence. Other acquired causes include surgical dilatation of the

cervix, high amputation of the cerv~x ~n carcinoma in-situ, and trache-

lourhapy (3). Intrinsic fibro~mascular tissue abnormality accounts for the

rare congenital type of cervical incompetence.

Classically, cervical incompetence is characterised by past history of

repea~ and/or consecutive pregnancy loss occurring in the second (or early
third) trimester. There is an unsuspected and painless dilatation of the

cerv~x followed by spontaneous rupture of the membranes and rapid evacuation

of the uterus with no or m~n~mum haemorrhage (3,7). Diagnosis is made on

an unequivocal history and confirmed if examination reveals a short cerv~x

with an internal os that is dilated to a greater or lesser extent.

This patient presented with a past history of a f i.r s t trimester abort i.or

followed by a second trimester abortion that had the cha::acteristics of

cervical incompetence. It appears, therefore that. the cervical damage was

sustained during her first abortion. In her third pregnancy she was g~ven

a Macdonald's stitch and managed to carry the pregnancy to 32 weeks gestatiol

In the currenc pregnancy, her cervix was short and the internal as was

somewbat dilated at 14 weeks gestation.
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In the non-pregnant state certain investigations, none of which we re

performed ~n this patient, may aid in the diagnosis of cervical incompetenc

These are 1. A hystero-cervico-gram using a Leech-lhlkinsoncannu~a shows

the characteristic "funnel" outline of the contrast r:/c:c:cii.::;,2. HegJr's

dilator ~o. "3" passes easily througn the internal os,Jnci 3. J positive

"traction test" of Bergman and Svenerund.

Block and Rahhal (5) and Mcdonald (7) reviewed these diagnostic aids

and concluded that they were inferior and were no substitute to an accurate

history.

With the elucidation that cervical incompetence was a discrete entity

also emerged many and varied methods of its management. Lash and Lash (I)

described, a now obsolete, method that involved a wedge resection on the

anterior part of the cerv~x extending to the internal as then resutering

the edges. This ~s done in the non-pregnant state. Shirodkar's suture (2)

entails excision of the cervical mucosa to deflect the uncierlying tissue

befo~e inserting the cervical suture. In 1957, Mcdonald (3) described a

much simpler cerclage method. This method is the one that is exclusively

used in our obstetric unit.

The success rate of either the Shirodkar's or the Mcdonald's cerclage

method depends on two factors: Proper selection of patients (4,5) and

optimal timing of insertion of the suture (3,7). Cushner (4) found that

when the patient's history of cervical incompetence v:as "good" the success

rate was 66.7%; but this dropped to 50% if the historYVTas''Suspicious''.

Block and Rahhal (5) devised a diagnostic and prognostic scoring system

based on five criteria or indications. These are:-

I. Previous premature delivery or mid-trimester abortion w i t hou t obvious

cause.

2. Visual evidence of surgical or obstetric trauma to [he cerV1X.

3. History of painless premature labour and rJpid delivery.
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4. Progressive cervical dilatation greater than 2 cm. on initial examlna-

tion during mid-trimester.

5. Previous diagnosis of cervical incompetence w i t h prev i ous cerclage.

Block and Rahhal showed that patients with 3 or more indications had

statistically higher success rate and . .
L,; L(.-.r './d J..

than those with 2 or less indications. This patient had 3 indications

and her prognosis was good.

Mcdonald (3) in his initial serles of 70 patients inserted the suture

when dilatation of the cerV1X had commenced and when products of conceptlor

were being expelled. His success rate was only 47%. In 1963)Mcdonald (7)

ligated 25 patients at 14 weeks gestation, and before dilatation of the

cervix had occurred, and achieved a success rate of 80%. In our unit, as

was done in this patient, the Mcdonald's stitch is inserted between 14-18

weeks gestation and before any appreciable amount of cervical dilatation

has taken place.

Removal of the Mcdonald's stitch is done at 38 weeks gestation to

await spontaneous onset of labour. This patient went into premature labour

at 36+ weeks gestation and the stitch was removed, as it should, at this

time. She had very rapid progress of labour and delivered a healthy baby

about one hour after removal of the stitch.
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CASE NO . 2.

*****,~

SUCCESSFUL INDUCTION OF LABOUR IN A

RHESUS NEGATIVE PATIENT - LIVE BABY.
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SUCCESSFUL INDUCTION OF LABOUR IN A

RHESUS NEGATIVE PATIENT - LIVE BABY

NAME A.K.K. (Mrs. ) LMP 18.1.1982

UNIT NO. 522955 EDD .: 25. JO. 1982

AGE 25 years ADMISSION: 26.10. 1982

NATIONALITY: Rwandese MATURITY 40+ Weeks\.

PARITY 3 + 0 DELIVERY 28.10.1982

PRESENTING HISTORY :

Mrs. A.K.K. was referred from our antenatal clinic on 26.10.1982 for

surfactant test and spectrophotometry of liquor amnii, and then plan for

delivery. She did not give any history of labour pains, drainage of liquor

or antepprtum haemorrhage. Maturity by dates was 40+ weeks ..

HISTORY OF PRESENT PREGNfu~CY :

She was booked in our antenatal clinic because she was Rhesus negative.

Her first clinic attendance was on 27.7.1982 at 27 weeks maturity. She was

5ft. 8in. tall and was clinically not anae~c. Her observations of blood

pressure, urinalysis and uterine s~ze were within normal limits. Routine

antenatal investigations plus indirect coombs' test were done. Her

husband's blood was also taken for group~ng and Rhesus typing ..

She subsequently made 8 more unremarkable visits to the clinic.,.
Repeat indirect coombs' test was done on 5.10.1982 at 37 weeks gestation.

RESULTS OF INVESTIGATIONS

Haemoglobin 13.8 gm/dl

41.8%Packed Cell Volume

Blood Group
Rh-genotype

"0" Rh CD) negative
dce/dce

V D R L ~egative

Indirect Coombs' test ~ebativc on 27.7.82 and on 5. ]0.82

Husband's blood group "0" Rh CD) Positive
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PAST OBSTETRIC AND GY~AECOLOGIC HISTORY :

Menarche occurred at the age of 13 years. Subsequently she had regular

menstrual periods with a cycle of 28 days and a duration of 3 days. Her lust

menstrual period was o~ 18.1.1982, and she had no prior history of contracep-

tive use.

She was Para 3 + 0:

1977: At Keny~tta National Hospital (KNH) , she had a spontaneous vertex

delivery to a male baby who weighed 7~ ib. after an uneventful full-term

pregnancy. The baby was not jaundiced and is alive and well. She was given

anti-D immune globulin after delivery.

1978: At Mater Hospital, she had a spontaneous vertex delivery to a female

preterm baby at 35 weeks gestation. The baby developed jaundice on the

third day which was successfully treated with phototherapy and is now alive

and well. The mother was given anti-D.

1980: She had another delivery at Kl~H to a male full-term baby who weighed

7! Lbs , The baby did not develop jaundice and the mother was given anti-D

after delivery.

PAST SURGICAL AND MEDICAL HISTORY :

She gave no history of previous operations, blood transfusion or chronic

medical diseases.

SOCIAL ~~D FAMILY HISTORY..
Her formal education ended In Form IV. She was married and was an

accounts student at the Kenya Polytechnic. Her husband was 'l teacher and

the couple with their children live in ~airobi.

There was no family history of hypertension, twins or diabetis mellitus.

PHYSICAL EXAHI~ATIO)j

GENERAL EXAMINATION :

Her general cond i tion was good. She was not clinically anaemi.c and had

no j aund icc or leg ocderna • Her blood pressure w.as 90/60 ::;1:: I!:; .• pulse wa s
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RESPIRATORY .A1'm CARDIOVASCULAR SYSTEHS

Both were essentially normal.

ABDOMINAL EXAMINATION

The ~terine size .was cDnsisLanL with a term pregnancy. A single fetus

~n c.ephalic presentation and longitudinal lie was palpable. Fetal heart

rate (FHR) was 144 per minute ana regular. She had no uterine contractions.

Liver and spleen were not palpable.

'VAGINAL EXAMINATION

This was not done at admission because there was no indication for it.

DIAGNOSIS AND MANAGEMENT:

A diagnosis of a Rhesus negative patient at term was made. She was

admitt.ed to ward 2 for amniocentesis and plan for delivery.

Amniocentesis was done on the following day (the procedure 1.S described

~n the introduction). Turbid liquor was obtained suprapubically and submitted

to the laboratory for surfactant (Bubble) test and bilirubin spectrophotometry.

RESULTS

Surfactant Test 1: 1 Positive; 1:2 positive

Spectrophotometry: Optical density difference of 0.020. According to

Liley's curve delivery was recommended at term.

'Because of positive surfactant tes t ; the patient had a pelvic .score

according to the Bishop's criteria. The finding were as folows: Head was..
5/5 above the pelvic brim (-3 station), the cerv~x was soft, anteriorly

pointing, 4 cm. dilated and 75% effaced. She had, therefore, a Bishop's

Score of 8 and was considered suitable for induction of labour. She was

g~ven soap enema with good results on the night before induction of labour.

INDUCTION OF LABOUR (28.10.82 AT 10.30 A.M.)

Before connnencement of induction blood was taken from the patient for

£or crossmat..ching and 2 units requested for. Physical e.xaminat:ion revealed

no change in the status quo of the patient.
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In lithotomy position and under aseptic condition, sweeping of

membranes was done followed by anterior amniotomy using Kocher's forceps.

Clear liquor drained out slowly. There was no cord prolapse and the

position was right occipital transverse. The pelvic was roomy. Fetal

heart rate was ausculated after amniotomy and was found to be 140 per

minute and regul.ar.

The patient was then started on 2.5 units of syntocinon in 500 mls
\.

of 5% dextrose. This was started at 10 drops per minute and escalated

quarter - hourly by 10 drops per minute until the patient was getting

3 uterine contractions in 10 minutes each lasting between 20-40 seconds

or until a maximum rate of 60 drops per minute. Her labour progress

was charted on the partogram.

The patient was reviewed 4 hours later. She was getting 4 uterine

contractions in 10 minutes each lasting about 30 seconds. The head was

2/5 above the pelvic brim and the FHR was 148 per minute regular. The

cervix was fully effaced and 7 crn , dilated. The position was right

occipital anterior. There was minimum moulding but no caput formation.

The rate of syntocinon drip was reduced from 60 drops per minute to 20

drops per minute.

One and a half hours later she was in second stage of labour. She

was transfered to the secoqd stage room and had an easy spontaneous

ver'tex delivery to a male baby 'Neighing 3500 grams who h id an Apgar

Score of 10 at 1 minute and 10 at S minutes- 0.5 mg. of ergometrine

was given intramuscularly after the birth of the baby. The placenta

was delivered by controlled cord traction; it was complete and weighed

SOD grams. Inspection revealed no cervical, vaginal or perineal tears.

Total blood loss was about 200 mls. Cord blood was taken for grouping

and Rhesus typing, haemoglobin concentration, direct coombs I test and

serum bilirubin concentration.
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THE BABY

The baby was admitted to nursery for observation. He was

estimated to be 40 weeks maturity and had no overt congenital

malformation. He was active and was not anaemic or jaundiced.

RESULTS OF CORD BLOOD

Haemoglobin ~ 18.3 gm/dL

Total Bil iru~in 0.6 mgio

Direct Coombs' Test Negative

Blood Group "0" Rh (D) Po sit ive

After these results the baby was discharged to join the mother.

The mother was given 300 micrograms of anti-D 18 hours after delivery.

Mother and baby were discharged in excellent condition on 30.10.1982.

POSTNATAL FOLLOW-UP

The patient attended the postnatal clinic after 6 weeks. She had

not resumed her menstruat~on and complained of pruritis vulvae and

thick yellowish vaginal discharge. She was not anaemic, her blood

pressure was 130/80 mmHg and her breasts were active and normal.

Pelvic examination revealed a frothy yellowish discharge, healthy-

looking cervix, a completely involuted axial uterus and clear adnexae.

A pap smear was taken and she was treated with Flagyl tablets

(400 mg. TDS for 5 days) and Canesten Vaginal Tablets (One da-ly for,.
6 days). She wanted an intrauterine device. This was inserted J

weeks later during a normal menstrual period. The pap smear was

reported as Class II with numerous trichomonads.
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COMMENT

The patient presented in this paper was a 25 year old Para 3 + 0 lady

who was Rhesus negative, and because of this she was successfully managed

by inducLion of labour ac cerm. Tbis co~nc will be confined to induction of

labour because Rhesus disease is exhaustively delt with in case No.14 .ia this

book.

Inductio~ of labour may be defined as the stimulation of uterine activity

by an external stimulus aimed'at achieving vaginal delivery usually after

28 weeks gestation and before spontaneous onset of labour. The incidence of

induction of labour has only recently been workeri out in this area. For the

city of Nairobi, Mati et al (I) found an incidence of 5.7%, while for

Kenyatta National Hospital .(KNH) , Kaguta (2) recorded an incidence of 5.6%.

Because of an increased readiness to induce labour ~n the Western more afflue::t

countries, the incidence of induction of labour in these countries is in the

region of 26-27% (3).

Knutzen et al (4) showed that the leading indication for· induction of

labour is hypertensive disease ~n pregnancy. However, in KNH, Kaguta (2)

found that hypertensive disease in pregnancy was only second to prematnre

rupture of membranes. In Kaguta's series of 366 patients, only 5 patients

had induction of labour because of "Rhesus disease". Patients with this

obstetric problem are not, ~ecause of increased readiness for transplacental
,.

haemorrhage, allowed to go beyond 40 weeks gestation. This lS even more

important in patients, like the one presented here, who are no immunised.

There are certain factors which have been shown to influence the outcoce

of induction of labour. Leading among these 4re parity~ method of induction

and state or ripeness of the cervix. Primigravidae have been shown to have

significantly longer induction-delivery intervals than other parity groups

(2, 5»)and amniotomy followed immediately by oxytocin infusion in titration

offers the best method of induction of l~bour (2, 6).



The state or r~peness of the cerv~~ ~s undoubtedly the most

important factor that influences the outcome of induction of labour.

Bishop (7) introduced a scoring system for elective induction of

labour based on dilatation, e££acement~ consistency and position of

-the cervix~ and station of the presenting part. To each of these

five parameters was alloted a specific score (with a score range of

0-13). ~shop found that no induction failures occurred with a

pelvic score of 9 or greater; and 20% induction failures were

associated with a score of less than or equal to 4. In KNH, Kaguta

(2) showed that the most favourable outcome of induction of labour

(in terms of shorter induction-delivery time and fewer failed

inductions) was associated with a Bishop's score of more than or

equal to 6.

This patient was Para 3 + 0, had a Bishop's score of 8, and was

induced with anterior amniotorny followed immediately by syntocinon

infusion in titration. She had an induction-delivery interval of

5~ hours. Each of these three favourable factors must have played a

role to culminate in such a short induction-delivery interval .

..
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CASE NO.3

* * )'c *

PREVIOUS CAESAREAN SECTION SCAR AND A

TRUE CONJUGATE OF IO.OCM. : ELECTIVE

REPEAT CAESAREAN SECTION - LIVE BABY
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PREVIOUS CAESAREAN SECTION SCAR A::D A
TRUE CONJUGATE OF 10.0 cn : ELECTIVE

REPEAT CAESAREAN SECTION LIVE BABY

::\Al'1E A.N.U. (~lrs.) L . ~.f • :, • ).11.1981

UNIT NO. 507695 E.D.D. 11.3. iSI;)2

AGE 24 Years ADHISSIm~ 27 .7. 1982

TRIBE Kikuyu MATURITY 38 Heeks

PARITY I + 0 DELIVERY 30.7.1982

PRESENTING HISTORY

The patient was admitted on 27.7.1982 from our antenatal clinic for

elective caesarean section. She did not give any history of labour pains,

draining liquor or antepartum haemorrhage. Maturity at admission was 38

weeks.

PAST OBSTETRIC AND GYNAECOLOGIC HISTORY

Menarche occurred at the age of 15 years. She menstruated regularly

for 4 days every 30 days. She had not used any contraception. She was

para I + O. This delivery was in 1980 in Mater Hospital wher2 she was

delivered by emergency caesarean section because of prolonged labour.

A female baby weighing 6~ pounds was delivered who is alive and well.

HISTORY OF PRESENT PREGNANCY

She was booked in our antenatal clinic on 3.5.1982 at 25 ~~eks

gestation because of one previous scar. Her heigrt was 5ft. 1 Ln. Routine

antenatal investigations were done. She was subsequently seen 7 more

times. Observations of blood pressure, urinalysis and uterine Slze were

within normal limits during all the antenatal visits. On 20,7.1982 at

37 weeks maturity clinical and radiological ?0i~i2etry were per~crDed.

Amniocentesis for surfactant test wa s JO!:<; on ..:~.~. 1982 a t 33 we ck s

maturity.
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RESULTS OF It\VESTIGATIONS

Haemoglobin

Packed Cell Volume

12.0 ;sm/dl

34.6%

VDRL :;ega tiv e

"B" Rh CD) Negative

S~cral ?romontory just cippco; True

Blood Group

Clinical Pelvimetry

Conjugate about 10 cm.

Radiological Pelvimetry True conjugate

Midcavity

Outlet

1:1 Positive

1:2 positive

Because of a true conjugate of 10 cm. and a positive surfactant'

test, the patient was admitted on 27.7.1982 for elective repeat

10 cm.

11 cm.

12 em,

Surfactant Test

caesarean section.

PAST MEDICAL AND SURGICAL HISTORY

She gave no relevant past medical or surgical Qistory.

FAMILY AND SOCIAL HISTORY

She was married and worked as a school teacher. Her husband was

an accountant and the couple lived in Nairobi. There was no family

history of twins or chronic medical diseases.

PHYSICAL EXAMINATION :

GENERAL CONDITION :

Her general condition was good. She was not anaem~c clinically,

and had no leg oedema or jaundice. Her blood pressure was 110/70

mrnHg, pulse was 72 per minute, and temperature was 36°C.

Urinalysis was normal.

RESPIRATORY A.!.\JDCARDIOVASCULAR SYSTDlS

Both were essentially normal.
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AEDOHINAL EXAHINATION

There was a midline sub-umbilical sc&r. Uterine s~ze was consistent

with a term pregnancy. A single fetus in longitudinal lie and cephalic

presentation was palpable. Fetal heart rate was 144 per minute and

regular. There were no uterine contractions.

VAGEAL EXM!INATION

This was not done.

DIAGNOSIS

One previous uterine scar at term with a true conjugate of 10.0 cm.

She was admitted in the ward for preparations for elective caesarean

section. These were done as outlined in the introduction.

ELECTIVE CAESAR~Al~ SECTION

with two units of compatible blood available, the patient was

premedicated as usual on 30.7 ..82 at 10.00 a.m. In theatre the patient

was catheterised aseptically. Anaesthesia was then induced with

thiopentone sodium and scoline and maintained with oxygen, nitrous

oxide and halothane.

After abdominal toilet and draping the abdominal scar was excised.

Routine lower uterine segment caesarean section was performed as

described in the introduction. A male baby weighing 3100grams. who had

an Apgar Score of 10 at I minute and 10 at 5 minutes was delivered.

Syntometrine mI. was then given intravenously and tle placenta

delivered by cord traction. It was complete and weighed 560 grams.

Both ovar~es and tubes appeared grossly normal. After the usual

precautions the uterus then abdomen were closed as described in the

introduction. Total blood loss was about 500 mls.

POST-OPERATIVE CARE :

Routine post-operative care was accorded to the patient as describec

~n the introduction. She made uneventiful recovery. She was mobilised

and started on oral sips of water on the second post-operative. drty.



40
On the third Gay post-operative hGemoglobin estimatioIl was cio~e and

this showed a haemoglobin concentrGtion of 11.5 g~~. Alter~a[e and

all stitches were removed on the sixth and seventh post-operative days

respectively. The mother and the baby were discharged in good condition

on 5.8.1982.

POSTNATAL FOLLOW-UP

She attended the postnatal clinic after 6 weeks. She had not

resumed her menstruation and had no complaints. Her blood pressure

was 100/60 mmHg and urinalysis was normal. The abdomen was soft and

the scar well healed. The uterus had involuted completely and was

anteverted.

The baby had received the necessary immunisations and was breast

feeding and gaining weight satisfactorily~

She wanted oral contraception and was discharged through the

family planning clinic.
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COtvIMENT

The old cliche "once a caesarean always a caesarean" 1S no IaEger

acceptable because of the high rate of vaginal deliveries ln patients

with one previous scar (1,2). At the same time, it is well rec06nised

that previous uterine scar 1S one of the leading causes of uterine

rupture (3,4). To resolve these two position~ different centres have

adopted different criteria for selection of patients for trial of scar.

In our unit we follow the criteria that were laid down by Walton ln

1978 (2). Amongst these, pelvic assessment occuples the pivotal position.

Clini~al and radiological pelvimetry are normally performed at around

36 weeks gestation. If the true conjugate is 10.5 cm. or above then a

trial of scar is allowed over a period of 8-12 hours when the patient

goes into spontaneous labour. On the other hand, if the true conjugate

is less than 10.5 em., as was" the case ln this patient, then elective

repeat caesarean section is the recommended mode of delivery. Reliance

is based on true conjugate because brim disproportion is the main problem

ln our area (2).

Prematurity 1S a well known cause of respiratory distress syndrome

(RDS) , which in turn is the leading cause of perinatal mortality and

morbidity. To safeguard against what could turn out to be iatrogenic

prematurity, fetal lung maturity must be k.nown before embark i.ng on any

planned delivery. Gluck et al (5) showed that a~ioti: fluid lecithin:

Sphingomyelin (L/S) ratio of 2:0 or more was not assocLated with severe

or lethal RDS. Githiari (6) showed that the "Bubble" or "Shake" test

- correlated very well with the L/S ratio and neonatal outcome.

The "Bubble" or "Sh2ke" test is the one that is almost exclusively

Gone in our unit in assessing fetal maturity before any planned delivery.

A comolete ring of bubbles around the meniscus in the 1:2 dilution

persisting for more than 15 minutes is a positive indication of

satisfactory pulmonary function.

This patient had positive "Bubble" (surfactant) test i n the:: 1

and 1:2 di Lu t ionsj ar 33 weeks gestation. A healthy baby who did no t

suffer from RDS was delivered 3 days later.
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CASE NO.4

** * * * *

FRACTURE OF RIGHT FEMUR IN PREGNANCY

ASSISTED VACUUM EXTRACTION UNDER

GENERAL ANAESTHESIA- LIVE BABY.



FRACTURE OF THE RIGHT FEMUR IN
PREGNANCY : ASSISTED VACUUM EXTRACTION

UNDER GENERAL ANAESTHESIA LIVE BABY

NAME J.W.W. (Mrs) L.M.P. 22.9.1981

UNIT NO.: 501832 E.D.D. 29.6.1982

AGE 24 Years ADMISSION: 25.6.1982

TRIBE Kikuyu MATURITY 39+ Weeks
\.

PARITY 0+0 DELIVERY 25.6. 1982

PRESENTING HISTORY

The patient was admitted in labour ward from Ward 21 on 25.6.82

at 4.45 a.m. She gave a two-hour history of intermittent abdominal

pains and draining liquor. Maturity at admission was 39+ weeks.

She had presented in casualty on 23.6.1982 with a history of

having been hit by a "matatu" while crossing the road from her antenatal

clinic. Examination and X-rays done at that time showed fracture mid-

shaft of the right femur. She was admitted in Ward 21 but before

internal fixation of the fracture could be performed she went into

spontaneous labour.

ANTENATAL CARE

Her last menstrual period was on 22.9.1981, therefore her expected

date of delivery was to'be on 29.6.1982. She attended Parkroad,.
Nursing Home for her antenatal care. Her first visit was on 20.3.1982

at 25+ weeks maturity. Her observations of blood pressure, urinalysis

and uterine size were within normal limits. She susbsequently made

two further unremarkable visits to the clinic. Her last visit, after

which the aforementioned accident occurred, was on 23.6.1982 at 39

weeks maturity.
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PAST OBSTETRIC AND GYNAECOLOGIC HISTORY

Menarche occurred at the age of 16 years. She had regular menstrual

periods with a cycle of 28-30 days and a duration of 4-5 days. She

was Para 0 + 0 and had not used any contraceptives.

PAST MEDICAL AND SURGICAL HISTORY

Apart £rom the Road traffic accident she gave no relevant past

medical and surgical history.
\.

FAMILY AND SOCIAL HISTORY

She was married and worked as a secretary. Her husband was an

electrical engineer and the couple lived in Nairobi. There was no

family history of twins or chronic medical diseases.

PHYSICAL EXAMINATION - (25.6.1982 : 4.45 A.M.)

GE1~RAL EXAMINATION

Her general condition was satisfactory. She was a lady of good

physique and average ~eight. She had no pallor, jaundice or leg oedema.

Her blood pressure was 120/80 mmHg., pulse was 90 per minute and
otemperature.was 36.4 C.

Urine examination revealed no sugar, proteins or ketone bodies.

RESPIRATORY AND CARDIOVASCULAR SYSTEMS

Both were essentially normal .

.. •MUSCULO-SKELETAL SYSTEM

Her right lower limb was in a Thomas' splint. It had strappings

running medially and laterally for purposes of applying skin traction.

This limb was externally rotated, was about one inch shorter than the

left and had a swelling in the mid-area of the thigh. There was

execruciating pain in this area on pass~ve movements of the limb.

Motor £unction~ sensation and reflexes were, however, intact.
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Uterine size corresponded to 36 wee~s gestation. The lie was

longitudinal and the presentation cephalic with 4/5 of the head above

the pelvic brim. Fetal heart rate was 140 per minute and regular .
.She was getting 2 uterine contractions In 10 minutes each lasting about

15 seconds.

VAGINAL EXAMINATION
\. " .External gen~tal~a were normal. The cerv~x was fully effaced and

3 em. dilated. The membranes were ruptured and she was draining clear

liquor. There:was neither cord prolapse, moulding nor caput formation.

The position was left occipital anterior and the pelvis was clinically
adequate.

DIAGNOSIS &~D MANAGEMENT

A diagnosis of a primigravida in early labour with fracture right

femur was made.

She was nursed in-a sup~ne position with skin traction al'l'lied

to her right lower limb. She was given 100 mg. of pethidine

intramuscular-Iyfor analgesia. Her labour progress was monitored on

the partogram.

She was reviewed 5 hours later. Her general condition was

satisfactory. She was getting 2 uterine contractions in 10 minutes

Flo3chlasting between 20-40 seconds. The head was 4/5 above the pelvic

brim and fetal heart rate was 148 per minute and regular. The cervix

was 5 cm. dilated and there was no moulding or caput formation. Repeat

pethidine was given to her.

She made satisfactory progress of labour and at 11.30 a.m.,

about 7 hours after admission in labour ward, the cerv~x was 9 cm.

dilated and the head was 2/5 above the pelvic brim. She was pre-

~edicated with 0.6 mg. of atropine sulphate intramuscularly. 20

minutes later she was wheeled to theatre for vacuum extraction ~mder

general anaesthesia.
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Anaesthesia was induced usi.ng sodi urn thiopentone and mai.nta.ined

with nitrous oxide and oxygen. With two assistants abducting the

patient's thighs,vulvo-vaginal toilet was done, she was then draped

.andc.atheterised.of Vaginal examination revealed a fully dilated cervix..

slight caput formation and minimum moulding. Position was left

occipital anterior.

A v~uum extractor was assembled using a 50 mm. cup. Obstetric

cream was applied to the cup, then the latter was introduced' into the

vagzna and appLi.edu;o the vez.tex in the sagittal plane. A small

degree of vacuum of 0.2 Kg/cm2 was induced. The middle finger was

then swept around the rim of the cup to ascertain that no vaginal

or cervical tissue was interposed between the cup and the fetal scalp.

A left medio-lateral episiotomy was performed. Thereafter the

vacuum was increased by steps of 0.2 Kg/cm2 ever] two minutes to a

maximum vacuum of 0.8 Kg/cm2• Synchronous with each uterine

contraction steady traction was applied in a perpendicular direction

to the cup. ,The direction became more and more anterior as the fetal

head descended down the birth canal. The cup detarched once and was

re-applied. After about 20 minutes the head crowned at the vulva.

The vacuum was released and the delivery completed in the normal way

,~s described in the introduction. A male baby weighini'.2550 grams was

delivered and had an Apgar score of 4 at I minute, 8 at: 5 minutes and

10 at 10 minutes. The baby received initial resuscitation in form of

mucus extraction and oxygen by mask.

Ergometrine 0.5 mg. was given intravenously after the birth of

the baby. The placenta was delivered by controlled cord traction; it

was complete and weighed 500 grams.
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Inspection revealed no cervical, vaginal or perir.eal injuries. The

episiotomy was then repaired in three lay~rs as described in the

introduction. Anaesthesia was reversed and the patient wheeled out

of theatre. Total blood loss was estimated to be 300 mls.

FURTHER MANAGEMENT

In the immediate postpartum period the patient' 5 vital signs were

observed !-hourly and she was given pethidine 6-hourly for analgesia.
\.

At 4.00 p.m~ about 4-hours after delivery, the patient was fully awake

and her vital signs were within normal limits. She was transfered back

to ward 21 for management o£ the fracture.

While a~aiting internal fixation of the fracture several investi-

gations were done. During this interim period she was managed by

skin traction and physiotherapy to minimise risks of thrombo-embolism.

RESULTS OF INVESTIGATIONS

Haemoglobin 13.4 gm/dl.

Packed Cell Volume - 39.6%

Sodium

20 mg%

140 mmol/L

Urea

Potassium 4 mmol/L

Blood Group "B" Rh (D) Positive

H.S.S.U. No Bacterial growth.

" On 2.7.1982, 7 days postpartum, the patient undenT~nt internal

fixation of the fracture. Thereafter her condition improved steadly

and was discharged in good condition on 25.7.1982. Her baby had

received the initial immunisations and was breastfeeding ~ell at

the time of discharge.
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COMMENT

In the 1950's Malmstrom produced and later on modified and

improved on a vacuum extractor that bears his name. Since then the

vacuum extractor has gained widespread popularity and has replaced

the forceps for assisting vaginal. delivery in many countries (1~2).

~ase of application, less trauma to the mother, may be applied before

the cerv~x 1S fully dilated, and safety to the fetus are some of the

advantages of the vacuum over the forceps (3).

Chalmers (2) gave the following indication for vacuum extraction:-

1. Maternal distress 1n its widest sense, including the effects or

potential effects of cardiac disease.

2. Fetal distress in late first stage or 1n second stage of labour.

3. Failure to progress 1n labour to avoid prolonged first stage or

second stage of labour.

4. To assist delivery in occipital posterior or occipital

transverse positions.

In all these indications care must be taken to exelude cepha-

lopelvic disproportion.

This patient had fracture of the right femur. Because of this

she was likely to endure alot of pain and discomfort during the

manipulations involved .in delivery. A decision to assist her second.' .stage by vacuum extraction under general anaesthesia was based 'upon

this consideration. This is a rare indication for vacuum extraction,

indeed road traffic accidents in pregnancy are rare. In 1978, Ojwang

and his colleagues (4) reported on two cases of ruptured uterus due to

road traffic accident. These two patients sustained other injuries

like bone fractures apart from the ruptured uteri.
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Blunt trauma may also cause premature seperation of the placenta and

premature onset of labour. This patient sustained only fracture of the

femur.

Epidural block or pudental block are usually satisfactory anaesthe-

sia fOT vacuum extx4Ction. General anaesthesia is restricted to nervous

or unco-operative patients (2). This patient was likely;to be unco-

operative thus the decision to do vacuum extraction under general

"anaesthesia.

Success of vacuum extraction depends on proper selection of cases'

and on good technique. Gross ce.phalopelvic disproportion, face

presentation ana traction on the after-coming head in breech presenta-

.tion are absolute contra-indications for vacuum extraction; and

.incompletely dilated cervix, high f-etal head and premature :fetus

are+re Lat.tve contra-indications (.3).

Bird (1) and Chalmers (2) pointed out that good technique involves
.

using the largest cup possible, application of the cup as far back

to the fetal head as possible, and that traction should be synchronized

with uterine contractions and should be perpendicular to the cup.

They also emphasised t.hat to avoid trauma t-o the fetus 'application of

.the vacuum should not take more than 30 minut-es and the cUP' shou ld he ';-

re-applied only once after detardunent.
f

" The vacuum was appl ied for 20 minutes in this case, ar.d ·the cup

was re-applied once. The other precautions were also observe d, The

baby who was delivered was asyphyxiated and had poor Apgar score,

-His'-'condition~however, improved after mucus extraction and oxygen .

by mask.

Pritchard and Macdonald (5) emphasised that stasis is probably

the strongest single predisposer to deep vein thrombosis, and therefore

~hould be kept to a minimum. To avoid thromboembolic disease, this

patient was successfully managed with phySiotherapy b~fDr8 In[ernJl
fixation of the fracture,
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CASE NO.5

* * * *
nJIN PREGNANCY : SPONTANEOUS VAGINAL DELIVERY

AT TERM - LIVE BABIES

-------------------------------------- •• ..a.aMm



TWIN PREGNANCY SPONTANEOUS VAGINAL DELIV[RY 53
AT TERM LIVE BABIES

NAME P.N.G. (MRS.) L.M.P. 29.12.1981
UNIT NO. 518601 E.D.D. 5.10.1982
AGE 35 Years ADMISSION 10.10.1982

TRIBE Kikuyu MATURITY 40+ Weeks
PARITY 5 + 0 DELIVERY II. 10.1982

PRESENTING HISTORY

Mrs. P.N.G. was admitted through casualty to labour ward on

10.10.1982 at 2.45 p.m. She gave a 12-hour history of intermittent

abdominal pains, but did not give any history of draining liquor or

antepartum haemorrhage.

Her last menstrual period was on 29.12.1981 and her expected date

of delivery was on 5.10.1982. Maturity was 40+ weeks.

ANTENATAL CARE

This was at Gichuru Health Centre. She attended three times only,

and at each visit the observation of blood pressure, urinalysis and

uterine size were reported to be within normal limits. She was advised

to deliver at Kenyatta National Hospital because of high parity.

PAST OBSTETRIC AND GYNAECOLOGIC HISTORY

,. •Menarche occurred at the age of 15 years. Her menstrual periods

were regular with a cycle of 30 days and a duration of 5 days.

She was Para 5 + O. All her deliveries were well-spaced full-term

vaginal deliveries, except the second delivery in 1973 when she was

induced because of hypertensive disease in pregnancy and she gave birth

to a set of twins - the first tw i.nwas male and the second female. All

her children, three boys and three girls~ were alive and well.
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This was non-contributory.

SOCIAL AND FAMILY HISTORY

She was married and her husband was a small-scale farmer. There

was no family history of any chronic medical diseases.

PHYSICAL EXAMINATION :

Her general condition was satisfactory. She was well nourished
\.

and was of average height. She had no pallor, jaundice or oedema.

ner blood pressure was 100/60 mmHg, pulse was 34 per minute and
otemperature was 36.4 C. Urinalysis was normal.

Her respiratory, cardiovascular and central nervous systems were

all essentially normal.

ABDOMINAL EXAMINATION

The abdomen was grossly distended more so ~n its transverse

diameter with a convex curve on both sides. Two fetal heads could

easily be palpated. Both fetuses were in longitudinal lie. The

presentation of the first twin was cephalic and the second breech.

Fetal heart rate of the first twin was 136 per minute regular and the

second was 144 per minute regular. She was getting 2 uterine contractions

~n 10 minutes each lasting about 15 seconds.

VAGINAL EXP~INATION

" The vulva was normal. The cerv~x was soft, 50% eff tced and 2 cm.

dilated. The scral promontory could not be tipped by the examining

fingers, the sacral curve was good and the ischial spines were not

prominent. The membranes were intact and there was no cord presentation.

DIAGNOSIS

Latent phase of labour in a multiparous patient with twin pregnancy
at term. The pelvis was clinically adequate.



LABOUR MANAGEMENT 5 5
Two units of compatible blood were booked for her. Progress of

labour was monitored according to the partogram.

She was reviewed 5 hours later. She was now getting 2 uterine

contracticns 1n 10 minutes each lasting between 20-40 seconds. The

head of the first twin was 4/5 above the pelvic brim. The cervix

was 75% effaced and 4 cm. dilated. The membranes were bulging and
\.

there was no cord presentation. Artificial rupture of membranes was

done and clear liquor drained out slowly. Presentation of the first

twin was vertex and there was no moulding or caput formation. She

was considered to be in active phase of labour and was started on a

drip of 10% dextrose.

The patient made satisfactory progress of .labour. At 4.45 a.m.

14 hours after admission, she had spontaneous vertex delivery to a

female baby after performing a left media-lateral episiotomy. The

baby weighed 2750 grams and had an Apgar score of 10 at 1 minute and

10 at 5 minutes. The maternal side of the cord was kept clamped.

DELIVERY OF THE SECOND TWIN

Immediately after delivery of the first twin, the lie of the second

twin was ascertained by maternal abdominal examination. The lie was

longitudinal and the presentation breech •. The membranes ere intact

.~nd there was neither cord presentation nor vaginal bl£edLng. With an

assistant pressing the breech into the pelvis artificial rup t.ure of

membranes was done. The mother was encouraged to bear down with each

contraction. 10 minutes later she had an assisted breech delivery to

a female baby weighing 2850 grams who had an Apgar score of ]0 at j

minute and 10 at 5 minutes.
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Syntometrine 1 mI. was g1ven intravenously after the birth of

the second twin. The single placenta was delivered by controlled cord

traction. It was complete and had two chorions and two amnions. The

placenta and.membranes weighed 1400 grams. Estimated blood loss was

400 mls. The episiotomy was then repaired in 3 layers as described

in the introduction.

POSTPARTll( CARE

Both babies were examined by the paediatrician. They were active

and were considered appropriate for gestational age. The first twin

had no overt congenital malformations, but the second twin had mongoloid

features with a flat occiput and low-set ears.

The mother was advised on tubal ligation but she declined to accept

the advice. They were discharged in good condition on 12.10.1982. The

second twin was referred to the paediatric clinic for follow-up.

POSTNATAL FOLLOW UP

She attended the postnatal clinic after 6 weeks. She had no

complaints and had not resumed.menstruation. Systemic and pelvic

examination did not reveal any abnormalities.

The babies were gaining weight well and had received the desired

immunisations. The mother wanted injectable contraception and was

referred to the family w'elfare clinic for th.'s•..
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COMMENT

Twin pregnancy is a high risk pregnancy because of increased

maternal and fetal complications. Maternal complications include

anaemia in pregnancy," hypertensive disease in pregnancy, obstetric

haemorrhages, premature and complicated labours, and hydramnios.

Fetal complications are cord prolapse, fetal-fetal haemorrhage,

prematurity growth retardation, congenital malformations and cerebral

palsy (1,2,3,4). Apart from mongoloid features in the second twin,

which were most likely due to advanced maternal age,this patient and

her babies did not suffer from any of these complications.

Determinants of twinning rates are race, heredity, increased

mat.e rrra l age and parity, elevated endogenous FSH, and the use of agents

for induction of ovulation (4). The highest rates of twinning are found

among the negroid, lowest rates among tbe mongoloid, and intermediate

.rates among the caucasian racial groups. These differences are almost

entirely due to a heterogeneity in the prevalence of dizygotic births;

the monozygotic rates vary little between races (2,4). In Keny at t a

National Hospital (KNH), Oyieke (5) found an incidence of 1:59 births.

He did not consider this to be representative of the whole country

becau&e KNH deals with high risk cases.

Because of increased incidence of complications., twin pre s.nancLe s..
need intensive antenatal, intrapartum and neonatal care. This care is

primarily aimed at reducing the high perinatal mortality and morbidity

due to prematurity and growth retardation. Oyieke (5) in his series

showed that perinatal mortality was related to birth weight and

gestation; babies weighing less than 1500 grams had 82e!. perinatal

mortality and those delivered before 30 weeks maturity had 100%

per.inatal death. He al so found that mortality was higher in the second

twin. This was enhanced if delivery of the second twin was delayed for

more than 45 minutes and/or if the second twin was presenting by breech

- more 50 if breech extraction was done.
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The twins ~n this case were at term and had adequate weights at

birth. Although the second twin was pre3enting by breech, breech

extraction was not done. The time interval between delivery of the

first and the second twin was 10 minutes. Both babies had good Apgar

scores~ were active and had no evidence of birth trauma.

Marivate and Norman (2) reviewed the measures that have been taken

to reduce premature onset of labour. These include early diagnosis, bed
\.

rest in hospital, prophylactic administration of tocolytic agents,

cervical cerclage, and antenatal prediction of premature labour. Bed

rest in hospital was considered by Marivate and Norman not to be cost-

effective in areas, like ours, where over-crowding is the order of the

day and the incidence of twinning is high.

This patient was not accorded any of these measures. Infact the

diagnosis of twins was only made when she presented in labour. She

had had one twin delivery before, and coupled with high parity and her

age, this should have increased the index of suspicion in this pregnancy.

Fortunately all was well.

Because·of the tendency for postpartum haemorrhage due to uterine

atony, patients with twin pregnancy are given intravenous ergometrine

or syntometrine after the birth of the second twin. The placenta is then

delivered by controlled cord traction. An intravenous line should be

~stablished and blood grouped and cross~tc ed, as~precautionary measures,

as soon as these patients go into labour.

- __ J.

From examination of the placenta and membranes, the twins ~n this

case, although of the same sex, were most likely fraternal twins. But,

Zygosity in dichorionic diamniotic twins of the same sex can only be

established with certainity after doing blood group studies, finger and

foot prints and reciprocal skin grafts (4). None of these studies were

done in these twins.
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CASE NO.6.
* * * * * *

UMBILICAL CORD PROLAPSE : EMERGENCY CAESAREAN

SECTION - LIVE BABY.
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UMBILICAL COPill PROLAPSE EME~GE~C7 ~~ESAREA~

SECTION LIVE BABY

N~IE R.:-1.:1. (Hrs.) L.;'.? . 22.2.198:2

U~;IT ~O. 519778 r.:.fJ.'. 29.!!.19.s2

AGE 20 Years AD:,'I5SIO:.J 7.11).1982

TRIBE Mkamba GESTATION 32+ Weeks

PARITY 1 + 0 DELIVERY 7.10.1982

PRESENTING HISTORY

Mrs. R.M.M. was admitted in labour Ward v~a casualty on 7.10.1982

at 12.00 noon. She gave an 8-hour history of intermittent abdominal pains

but no history of draining liquor or vaginal bleeding.

She also gave a 2-day history of chills, rigors, headache and

joint pains.

ANTENATAL CARE

This was at Kangemi Health Centre where she was booked on 6.9.1982

at 28 weeks gestation. Her height was 140 ern., blood press~re was 120/70

rnrnHg., and uterine size cor~esponded to 32 weeks gestation.

She was seen again on 5.10.1982 at 32 weeks gestation but with a

uterine size of 36 weeks. The other observations were normal. Routine

antenatal investigations were not done.

PAST OBSTETRIC AND GYNAECOLOGIC HISTORY

Menarche occurred at the age of 14 years. She had regular menstrual

periods every 30 days lasting for 3-4 days. Her last mensrrual period

was on 22.2.1982. She never used any contraceptives.

She was Para I + O. This delivery wa s in Purncan i 'latcrr::'ty

Ho soi t aI in 1980. It Has an unc omo Li ca t ed f u Ll r t errn va cina l ci eLi ve rv

to a female babv who is alive and well.
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PAST MEDICAL AND SURGICAL HISTORY

There were no relevant past medical or surgical illnesses.
SOCIAL AND F&~ILY HISTORY :

She was a married housewife with no formal education. Her husband

worked as 3 watchman and the couple lived in Kawangware. There was no family

history of twins or chronic medical diseases.

PHYSICAL EXAMINATION

GENERAL EXfu~INATION :

She was a sick-looking woman who was of small stature. She had jaundice

and was clinically febrile. She had no pallor, leg oedema or cyanosis.

VITAL SIGNS :

Bleod Pressure

Pulse

Respiration

Temperature

lID/SO mmHg.

104 per minut~ regular

32 per minute

37.SoC
URINALYSIS

Sugar

Albumin

Bilirubin +++

RESPIRATORY AND CARDIOVASCULAR SYSTEMS

Both were essentially normal.

ABDOMINAL EXAMINATION :

The uterine size was consistent with 3b weeks gesta1ion. A single

fetus in longitudinal lie and cephalic presentation was palpable. The head

was 5/5 above the pelvic brim. Fetal heart rate was 144 per minute regular.

She was getting 3 uterine contractions in 10 minutes ea~h lasting between

2D and 40 ~econds.

The spleen was palpable about 3 cm. below the costal margln In the
mid-clavicular line. The liver was not palpable.
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\GINAL EXAMINATION

The vulva was normal. The cerVlX was fully effaced and the os was 6 cm.

ilated. In the course of examination the membranes ruptured spontaneously

nd a pulsating umbilical cord prolapsed. The liquor was thickly meCOGIUm

tained. Presentation was vertex.

DIAGNOSIS AND MANAGEMENT

A diagnosis of umbilical cord prolapse In a patient with premature

abour and a haemolytic process (possibly due to malaria) was made. She was

Llso considered to have wrong dates because of the discrepancy between dates

Lnd the uterine Slze.

She was put in a deep Trendelburg's position and the fetal head was

leld away from the pelvic brim by a hand through the vagina. She was glven

)xygen by mask and an intravenous drip of 10% dextrose was started.

After this she was quickly prepared for emergency caesar an section as

iescribed in the introduction.

LOWER UTERINE SEGMENT CAESAR.AN SECTION (L.U.S.C.S.)

The patient was wheeled to theatre about 20 minutes after the cord

prolapsed. She was transfered to the operating table which was also tilted

with the head down. Fetal heart was auscultated and heard before abdominal

swabbing and draping.

Routine L.U.S.C.S. under general anaesthesia was performed as described

the introduction. A female baby, bathed in thick mec~nium-stained liquor, was

delivered cephalic. The baby weighed 2250 grams and had an Apgar score of 6

at 1 minute and 8 at 5 minutes.

0.5 mg. of intravenous ergometrine was glven after the birth of the baby

The placenta was delivered by cord traction. It was complete, was grossly

normal and weighed 400 grams. It was, unforcunatel~ noc submitt~d ~r hi~(G-

pathology to ascertain whether or not there was parasicizuti0n.



The uterus was then closed in layers as described in the introduction.

Haemostasis was achieved. Both ovaries and tubes appeared grossly normal on

inspection. After a correct swabs' and instruments' count the abdomen was

closed in three layers. Total blood loss was about 400 mls.

POST-OPERATIVE CARE :

Routine post-operative care was instituted as outlined ~n the introducti

On the second post-operative day the patient was found to be still febrile

(temperature of 38.4°C) and jaundiced. She was not anaemic clinically. The

chest was clear and the breasts were active and normal. The abdomen was soft

and sluggish bowel sounds were heard. The spleen was still palpable. Lochia

was normal and was not foul-smelling. Calf muscles were not tender.

Blood specimens were taken for complete haemogram, serum bilirubin,

malaria parasites, grouping, and VDRL. A mid-stream specimen of urine was

also taken for culture. She then started on a course of chloroquine tablets

(600·mg. stat, 300 mg. after 6 hours, 300 mg. daily for 3 days)~ folic acid

tablets (5 mg. daily), and asprin tablets (300 mg. 8-hourly for 3 days).

RESULTS OF INVESTIGATIONS :

I. HAEMOGRAM : Haemoglobin: 10.6 gm/dl

PCV

MCHC

FILM

31.3%

34.2 gm/dl

Red Cells show slight anisocytosis. with occas-

sional macrocytes and microcytes. Sli8ht

polychromasia and hypochromasia.

Numerous malaria parasites seen.

"0" Rh(D) Positive

Negative

2. BLOOD SLIDE

3. BLOOD GROUP

4. VDRL

5. SERUM BILIRUBIN Total
Direct
Indirect

65 mol/l
55 mol/L
10 mol/l

6. MSSU No bacterial growth



The patient made uneventiful improveme~ts over the subsequent days in

hospital. Jaundice gradually waned and the temperaturQ came down to normal

range. Alternate and all stitches werQ removed on the sixth and seventh

post-operative days respectively. The wound ~as clean and had h2aled by

primary incention. She was discharged on daily folic acid Jnd weekly

chloroquine for 6 weeks.

POSTNATAL REVIEW :

She attended the postnatal clinic on 26.11.1982. She had no complaints

and had not resumed her menstruation. She was neither anaemic nor jaundiced.

Her vital signs and urinalysis findings were normal. Abdominal examination

revealed a soft abdomen, well healed scar and no splenomegally. The uterus

was completely involuted on pelvic examination.

The baby had received the necessary immunizations and was gaining

weight adequately.

She wanted an intra-uterine contraceptive device and was discharged

through the family planning clinic for .the same.
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COMMENT :

This patient had 3 related obstetric problems :-

I. Prolapse of the umbilical cord in the first stage of labour.

2. Premature Labour

3. Malaria in pregnancy causIng mouerately severe hae~olysIS.

The pointers of malaria in this patient were: A history of chills,

rigors, headache and joint pains; jaundice with raised serum and urinary

bilirubin; fever and splenomegaly; positive blood slide for malaria parasites

and improvements of her condition once she was started on chloroquine. That

malaria causes premature labour IS now a well established fact (1,2). These

aspects of the patient will not be discussed any further because they are

adequately covered in my long obstetric commentary in this book.

Cord prolapse may be defined as a condition where the umbilical cord is

at or below the presenting part with ruptured membranes. When the membranes

are intact, the condition IS that of cord presentation., Cord prolapse IS a

relatively rare obstetric accident but when it occurs it carries grave

consequences to the unborn baby.

The overall incidence of cord prolapse is repo rt ed to be between 0.3-0.1

(3,4,5). A higher incidence is found in malpresentations and malpositions,

hydramnios, cephalopelvic disproportion, premature labour. multiparity with a

high fetal head, multiple pregnancy, placenta praevia, ard operative manouvre

(3,6). All these conditions have the common dencminator of an inadequately

sealed lower segment by the presenting part. Other predisposing factors like

a long cord or low placental insertion have been cited (6). Ochiel (5) in hi

serIes found that 80% of patients with cord prolapse at Kenyatta National

Hospital had spont~neous rupture of membranes; and the majority ~ere multipar

This patient presented with premature labour. On examination the fecal

head was 5/5 above the pelvic brim. She had spontaneous rupture of membranes

while pelvic examination was being performed. All these factors must have

contributed in whole or in part to cord prolapse 1n this Cdse.
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Cord prolapse is one of the obstetric ~mergencles that calls for pro~pt

intervention. Fetal prognosis depends on early diagnosis, short interval

between diagnosis and delivery, abdominal delivery, and an fetal maturity

(3,5). Caesarean section lS, therefore, very liberally oerformed in cord

prolapse. Vaginal delivery may be allowed in patients ~i~'1 adequJcL pelves

with a fully or nearly fully dilated cerVlX, in fetal death, in fetuses with

known gross congenital malformations incompatible with life, and In extremely

premature fetuses ..

This patient had spontaneous rupture of membranes at pelvic examination

and cord prolapse was thus diagnosed immediately. The cord was pulsating

strongly and the fetal heart was stable. Because the cerVlX was only 6 cm.

dilated, emergency caesarean section was decided upon as the safest way of

delivery. This was done 20 minutes later with good fetal outcome.

In the interim period between diagnosis and abdominal delivery, if this

has been decided upon, the patient should be placed in such a position that

gravity prevents the presenting part from obstructing the cord (7). The

knee-elbow or knee-chest position lS one such way but it has been found to be

irksome to most patients. The exaggerated Sim's position with raising the

foot of the bed or the deep Trendelburg's position are two other methods

which are aesthetically acceptible and more convenient. At the same time it

may be necessary to push the presenting part up and away rom the pelvic brim

either abdominally or vaginally. In all these manipulaticns, care must be

taken not to handle the cord or-allow it to come outside the vagina. This lS

because handling or cold air, may cause the cord vessels to go into spasm - an

important cause of fetal death (7). Giving oxygen to the mother to improve

fetal oxygenation has also been advocated (3).

These precautions were observed in this patient.

tiously prepared for caesarean section.

She was then expedi-



In conclusion, brief mention must be made about .in t icipa t ion .ind earl;

diagnosis of cord prolapse. A high index of suspicion should be maintained

in patients with known predisposing factors to cord prolJpse. It is toe

routine in our unit to do a pelvic examination (digic311" or using J speculuQ

in patients who present with ruptured membranes or who rupture membranes

spontaneously while in labour. Amniotomy has been said to predispose to cord

prolapse (6). In our unit amniotomy is routinely done to augment labour. In

all instances the liquor is allowed to drain out slowly, the cord is sought

diligentLy before and after amniotomy, and the fetal heart is auscultated

after the procedure.



69

REFERENCES :

1. Mati, J.K.G., Hatirny, A., and Gebbie, D.A.X.

The Importance of Anaemia 0 f P'rcgno ncy L._ ::.J.irobi,arid t he

Role of ~alaria in the Ae t i.olcgy of ~:..:_.·'.l .12stic An~,e:.'ia.

J. Trop. Med. Hyg. 74 I, 1971.

2. Lawson, J.B.

Malaria ~n Pregnancy. In:Obstetrics and Gynaecology ~n

the Tropics and Developing Countries.

ELBS and Edward Arnold (Publishers) Ltd.

1974 Edition, Page 59.

3. Ball, G., Rojas, J.A. and Dyer, I.

Prolapse of the Umbilical Cord

Cases.

An Analysis of 82 ConsecutivE

Obstet. Oyriae co L, 18: 609, 1961.

4. Savage, E.W., Kohl, S.G. and Wyne, R.M.

Prolapse of the Umbilical Cord.

Obstet. Gyanecol. 36: 502, 1970.

5. Ochiel, O.
Cord Prolapse as Seen at Kenyatt~ National Hospital.

M.Med. Thesis, 1980.

6. Morris, E.D.
Prolapse and Presentation of the Umbilical Cord.

In : Intergrated Obstetrics and Gynaecology for Postgraduates

Edited by Sir John Dewhurst. 3rd Edition. Page 393.

Blackwell Scientific Publications. 1981.

7. Donald, 1.

Prolapse of the Cord. In: Practical ObstQtric Problems.

4th Edition Page 360. Lloyd-Luke (Ned ica L Books) Ltd . 1%9.



70

CASE NO.7

* * * *

YOUNG PRIMIGRAVIDA WITH CONTRACTED PELVIS

AND FACE PRESENTATION EMERGENCY

CAESAREAN SECTION - LIVE BABY.
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YOUNG PRIMIGRAVIDA WITH CONTRACTED PELVIS

AND FACE PRESENTATION : EMERGENCY
CAESAREAN SECTION LIVE BABY

NAME E.•.N-4N.• (M.iss.) L.M.P. 10.10.1981

UNIT NO. 507109 E.D.D. 17.7.1982

AGE 14 Years ADMISSION · 22.-].1982·
TRIBE ~amba MATURITY : 4Ot- Weeks

PARITY . 0+ 0 DELIVERY · 22.7.1982. ·
PRESENTING HISTORY

This young patient was admitted in Labour Ward via Casualty on

22.7.1982 at 7.00 p.m. She presented with a 24-hour history of

intermittent abdominal pains and draining liquor. Her last menstrual

period was on 10.10.1981. Maturity at admissio·n was therefore 4Ot- weeks.

ANTENATAL CARE

This had been in Mwal?, in Machakos but she did not come with any

documents from there.

PAST OBSTETRIC AND GYNAECOLOGICAL HISTORY

She was Para 0 + O. She had had only two cycles of menstrual

periods. Both were regular, lasting 30 days and the duration was

5 days.
,

PAST MEDICAL AND SURGICAL HISTORY,.
This was not significant.

FAMILY AND SOCIAL HISTORY

Her formal education had ended in Standard 6. She was single and

lived with her parents in Machakos District. There was no family history

of chronic medical disease.

PHYSICAL EXAHINATION

GENERAL EXAMINATION

She was a young lady of short stature who was neither anaemic

clinically nor had oedema of the legs. Her blood pressure was 100/60
orrunHg.,pulse 84 per minute regular and temperature was 36.7 C. Her

Urinalysis was normal.
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RESPIRATORY AND CARDIOVASCULAR SYSTEMS

Both were essentially normal.

ABDOMINAL EXAMINATION

Uterine size was consistant with 36 weeks gestation. The lie was

longitudinal and the presentation cephalic with 4/5 of the head above

the pelvic brim. Fetal heart rate was 148 per minute and regular.

She was getting 3 uterine contractions in 10 minutes, each lasting
\.

about 30 seconds. Liver and Spleen were not palpable.

VAGINAL EXAMINATION

The vulva was normal. The cervix was fully effaced and 6 ern,

dilated. The alveolar margins in the mouth, the nose and the supra-

oobital ridges could easily be palpated. Position was right mento-

posterior.

The sacral promontory could easily be reached with the examining

fingers (clinically the true conjugate was estimated to be 8-9 cm).

The membranes were ruptured and meconium-stained liquor was draining

out.

DIAGNOSIS AND MANAGEMENT

A diagnosis of prolonged labour in a young primigravida with a

contracted pelvis, face presentation and fetal distress was made.

A decision to deliver her b~ emergency caesarean section was' taken •..A senior member of staff signed the consent form'on her behalf

because she was under age. Her abdomen and vulva were shave d and

cleaned with 1% hibitane solution. Blood was taken for grouping and

crossmatching and an intravenous line with 5% dextrose solution was set

up. She was pre-medicated as described in the introduction.

EMERGENCY CAESAREAN SECTION

..Routine lower uterine segment casearean section under general anae s-

thesia was performed as described in the introduction. A female baby]

bathed in meconium-stained liquor, weighing 2130 grams was delivered

cephalic. The baby had moderate facial oedema but had no ove rt congenital.

malformations; and her Apgar Score was 4 at 1 minute and 7 at 5 minutes.
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After naso-pharyngeal suction and oh7gen by m~sk the baby's condition

improved satisfactorily.

Ergometrine 0.5 mg. was g~ven intravenously after the birth of the.
baby. The placenta was then delivered by cord traction; it was complete

and w€ighed 450 grams. Both ovar i.es and tubes appeared healthy and normal.

After the usual precautions the uterus then the abdomen were closed

in layers as d~scribed in the introduction. Anaesthesia was then reversed

and the patient wheeled out of theatre. Total blood loss was estimated to

be 650 mls.

POST-OPERATIVE CARE :

Routine post-caesarean section care was accorded to the patient as

described in the introduction. On the second post-operative day the

intravenous fluids were discontinued and she was started on oral sips of

water and was mobilized from bed. On the third day blood spec~mens were

taken from her for ha€moglobin estimation, U.S.R. and blood grouping and

Rhesus typing.

RESULTS OF INVESTIGATIONS

1. Haemoglobin 9.6 gm/dl.

2. Packed Cell Volume 30.4%

3. Blood Group "0" Rhesus (D) Positive

4. T,T•• S. R. Negative

Because of low haemoglobin concentration she was star t.ed on ferrous

sulphate and folic acid tablets. Alternate and all stitches were removed

on the 6th and 7th post-operative days respectively. She was discharged

~n good condition after removal of all stitches. Her baby was breast feeding

well and was also in good condition at the time of discharge. She was sent

home on ferrous sulphate and folic acid and was asked to attend the postnatal

clinic after 6 weeks. She did not, however, turn up to the postnatal clinic.
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COl1MENT :

The incidence of face presentation var~es from ser~es to ser~es ~n

the literature. Hellman and Associates (I) found an incidence of 1:468

deliveries, while Cruikshank and White (2) recorded an incidence of 1:596

deliveries in their series. Aetiologically, -·face presentation has been

associated with contracted pelvis, multiparity, anencephaly and prematurity
\.

(1,2,3;4). Of more significance .to this case, Hellman and Associates (l)

showed that face presentation was a rare occurence in primigravidae; but

when it occured about half of them had contracted pelves.

This patient was a young primigravida who was found to have face

presentation in association with a clinically contracted pelvis. She also

presented with prolonged labour; a complication which occurs in upto one-

third of cases of face presencation (2).

Diagnosis of face presentation is usually done at vaginal examination

(3). The findings of the mbuth, nose and supra-orbital ridges makes the

diagnosis beyond doubt (3,4). In the presence of extensive facial oedema

or ~n early labour with a high head and inadequately dilated cervix the face

could be'mistaken for the breech. In these circumstances abdominal X-ray ~s

invaluable in confirming, or otherwise, the diagnosis (3,4). The X-ray

findings of a hyper-extended head with facial bones at or b low the pelvic

inleu·are diagnostic of face presentation.

In this patient the diagnosis did not pose any prob lens . At the time

of admission the cervix was 6 cm. dilated and there was no appreciable facial

oedema; the alveolar margins in the mouth, the nose and the supra-orbital

ridges could, therefore, be palpated with ease.

Mento-posterior position at the onset of labour, the finding in this

patient, is between 25-30% (1,2). The rest are either mento-anteIior

(majority) or mento-transverse.
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Outcome of labour in whatever position ~s favourable as long as the pelvis

is adequate, because the majority of the mento-posterior cases revert

spouteneous Ly .to mento-.an.terior (1,2). But if sponteneous ve rsi.on to mento-

anterior position does not occur and/or ~n the presence of a contracted

pelvis then abdominal delivery ~s recommended (1,2,3,4).

This pat~ent had been ~n labour for 24 hours at the time of admission.

It was unlikely, therefore, that sponteneous version to mento-anterior

position was going to take place. Compounded with this, she also had a

contracted pelvis' and there were features of fetal distress (i.e. mecon~um-

strained liquor). In the face of all these complications emergency

caesarean section was decidedly the best method of delivery.

,.
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CASE NO.8

* * *' *

YOUNG PRIMIGRAVIDA WITH BREECH PRESENTATION:

EMERGENCY CAESAREAN SECTION - LIVE BABY
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YOUNG PRIMIGRAVIDA WITH BREECH PRESENTATION

EMERGENCY CAESARE AN SECTION - LIVE BABY

NAME L.W.K. (Miss.) L.M.P. 27.4.1982

UNIT NO. 533989 E. D.D. 3.2.1983

AGE . .17 Years MATURITY 36+ Weeks.
TRIBE Kikuyu ADMISSION 10.1.1983

PARITY O~ 0 DELIVERY 10.1.1983

PRESENTING HISTORY

She was admitted through casualty on 10.1.1983, with an l1-hour

history of labour pains. She did not give any history of draining

liquor or antepartum haemorrhage. Gestation was 36+ weeks.

ANTENATAL CARE

This was at Gichuru clinic but she did not bring any documents from

there.

PAST OBSTETRIC AND GYNAECOLOGIC HISTORY

Menarche occurred at-14 years. Her menstrual periods were regular;

the cycle was 26 .days and the duration 3 days. She was a primigravida

and had not used any contraceptives.

PAST MEDICAL AND SURGICAL HISTORY

This was not relevant.

FAMILY AND SOCIAL HISTORY

She was single and lived with her mother in Kahuho . The re was no

family history of twins, diabetes, hypertension or tuberculosis.

PHYSICAL EXAMINATION

GENERAL CONDITION

She was a young woman of short stature. Her general condition

was satisfactory. She was not anaemic clinically, had no jaundice or

leg oedema.
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SIGNS :

Respiratory RaLe

140/90 mmHg.

80 per minute regular

36.2oC
. 26 -pernrrnute.

URINALYSIS :

Proteinuria +

Sugar Nil

Ketone Bodies ~l
RESPIRATORY AND CARDIOVASCULAR SYSTEMS

Both were essentially normal.

ABDOMINAL EXAMINATION :

The uterine size was consistent with a term pregnancy. A good-sized

fetus was in a longitudinal lie and breech presentation with the whole breech

above the pelvic brim. Feta~ heart rate was 148 per minute regular. She was

getting 2 uterine contractions in 10 minutes each lasting about 30 seconds.

VAGINAL EXAMINATION

The vulva was normal. The cerV1X was 5 cm. dilated and 75% effaced.

The membranes were intact and the position was right sacral posterior.

The sacral promontory could easily be reached with the examining fingers

(clin~~ally the true conjugate was estimated to be 9 cm.). "'he sacral curve

was good and the ischial spines were not prominent.

DIAGNOSIS AND MANAGEMENT

A diagnosis of a young primigravida with breech presentation, mild

pre-eclampsia and a contracted pelvis in active premature labour was made.

A decision was taken to deliver her by emergency lower uterine segment

caesarean section (L.U.S.C.S~).
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A senior member of staff signed the consent form for her because

he was under age and her relatives were not available. Pre-operative

preparations and premedication were as described in the introduction.

EMERGENCY L.U.S.C.S.

Routine L.U.S.C.S. under general anaesthesia was performed as described

in the Int.roducnaon., Tbe right hand of the surgeon was then passed into

the uterus and grasped a foot. This leg was gently pulled out. The
\.

other leg followed and was eased out. Traction was applied to both legs

until the scapulae appeared through the incision. One arm then another

were hooked out. The head was del.ivered by Barnes' method. The mouth,

nose and eyes were wiped with a sterile gauze as they appeared through

the incision. The male baby weighed 2900 grams and had an Apgar Score

of 8 at 1 minute and 10 at 5 minutes.

5 units of syntocinon were given intravenously after the birth of

.the baby. The placenta and membranes were manually removed; they were

camplete and weighed 500 grams. The uterus was then closed in layers.

Both ovaries and tubes appeared grossly normal. The abdomen was then

closed in layers after correct swabs' and instruments count. To taI

blood loss was about 500 mls.

POST-OPERATIVE CARE

Roucine post-operative ~are was instituted. On the se ond post-
,.

operative day the patient had passed flatus and the bowel sounds were

present. She was started on oral sips of water, intravenous fluids

were discontinued and she was gradually mobilised.

Post-operative haemoglobin estimation was done on the third day

and showed a haemoglobin concentration of 13.1 gm/dl. She made unevent-

ful recovery. Alternate and all stitches were removed on the sixth and

seventh post-operaLive days respectively. The mother and her baby were

discharged in good condition after this.
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VISIT

the post natal clinic after six weeks. She had no

menstruation. Systemic and pelvic
.

as normal. The baby had rec-eived the appropriate

She wa-s discharged through the family planning clinic

on contraception.

"



The incidence of breech presentation is between 3-4% in singleton

pregnancies (1,2). In comparison to cephalic delivery, breech delivery

-has specific characteristics, del ivery patterns and comp.Lfc.az.Lons

resulting in increased perinatal morbidity and mortal ity (2~3 ,4).

Causes of breech presentation are prematurity, growth retardation,

multiple preghancies, po lyhydrarnnious, fe tal abnormal ities, uterine

malformations, contracted pelvis, placenta praevia and pelvic tumours

(1,2). Comp lLcat Lons associated with breech presentation and vaginal

breech delivery include cord prolapse, fetal distress and trauma (1,5).

Tank and associates (5) found that the most frequently injured organs

during vaginal breech delivery were the brain, spinal cord, liver,

adrenal glands and the spleen in that order. The brain is injured

primarily from tentorial tears due to rapid compression and decompres-

sian of the head, and seco~darily from hypoxia due to cord compression

by the shoulder or the after-corning head. Morbidity is therefore

immediate or lon~-term in form of brain damage.

Because of the overall poor prognosis in breech del ivery, these

cases should be assessed and delivered at the main hospital which has

the necessary skill sand facil Lt Les. Brenner (1) and Rovinsky and

associates (3) outlined indications for vaginal breech de Li.very ,

"
Leading among these is accurate measurements of the pelvis. In our

unit vaginal breech delivery is allowed only if the true conjugate is

11.5 em. or more in the presence of an average-sized fetus. Apart

from pelvic measurements, the patient shoul d not have adverse medical.

or obstetric conditions, and progress of labour should be satisfactory

with no fetal distress or uterine dysfunction.

82
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Zatuchni and Andros (6) devised prognostic scoring index for

It is bassed on parity, gestational age, fetal weight,

evious breech delivery, cervical dilatation and station of the breech,

e scoring is weighed'against a primigravid'a "With a big baby beyond

gestation. They reconnnended c ae.sarean section for patients

with low score. This patient apart from having a contracted pelvis

also hadmt Ld 'pre-eclampsia and premature labour. With these added

complications, it was considered best to del iver her by caesarian.

section.

External cephalic version (E.C.V.) as a prophylactic measure

against breech delivery is shrouded with controversies. Ranney (7)

showed that E.C.V. reduced the incidence of breech delivery to 0.6%·

Conversely, Brenner (1) found that E_C.V. does not lower perinatal

mortal'ity although it may decrease the incidence of breech delivery.

This patient was not o f f er ed E~C.V. during her antenatal period.

,.
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CASE NO.9

* * * *

TOTAL PLACENTA PRAEVIA EMERGENCY CAESAREAN

SECTION - LIVE BABY

j
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TOTAL PLACENTA PRAEVIA: EMERGENCY CAESAREAN

SECTION LIVE BABY

~ M.A.O. (Mrs. ) L.M.P. 28.12.1983

UNIT NO. 637309 E.D.D. 4.10.1984

AGE 32 Years ADMISSION 30.7.1984

TRIBE Luo DELIVERY 22.8.1984
\.

PARIlY 4+0 DISCHARGE . 29.8.19844

PRESENTING HISTORY

The patient was admitted through casualty on 30.7.1984, at 31

weeks maturity, with a history of painless vaginal bleeding for tl.-1()

hours. She had changed vaginal pads three times and the fourth pad

was moderately soaked when she was examined. She did not give any

history of labour pains or draining liquor.

ANTENATAL CARE

This was in a private cl inic in town but she did not bring any

documents from there.

PAST OBSTETRIC AND GYNAECOLOGIC HISTORY

Menarche occured at the age of 14 years. Her mens.trual periods

were regular; the cycle was 28 days and the duration 3 days •
•She was para 4 + O. All these deliveries were une ve-rti f ul, and

"
the children were alive and well. She had used intrauter::'.necontra-

ceptive devices in-between the pregnancies.

PAST MEDICAL AND SURGICAL HISTORY

This was non-contributory.

SOCIAL A~D FAMILY HISTORY

She was married and worked as a typist. Her husband was a sales

representative. The couple and their children lived in Nairobi.

There was no family history of twins, hypertension or diabetes mellitus.



PHYSICAL EXAMINATION

Her general condition was good. She was a cheerful lady of good

status and average height. She had no pallor, jaundice,

p~ripheral oedema. Her blood pressure was 120/70 mmHg.,

pulse was 78 per minute r~gular with full volume, and temperature was
o36.2 C.

\.

Her cardiovascular, respiratory and central nervous systems were

~ssentially normal.

ABDOMINAL EXAMINATION

The abdomen was synnnetrically distended. It was soft and not tender.

Uterine size corresponded to 32 weeks gestation. A single fetus in

transverse lie was palpable. Fetal heart rate was 136 per minute regular.

She was not having any uterine contractions. The liver and spleen were

not palpable.

SPECULUM EXAMINATION

The vulva and vagina were covered with blood. The cervix appeared

healthy and closed. Slight blood was oozing through the as.

DIAGNOSIS A.."!i!D MANAGEMENT

A diagnosis of anterpartum haemorrhage most likely see ndary to

placenta praevia was made. 'Blood was taken for urgent grou oi.ng and
I'

crossmatching. An intravenous line of 5% dextrose Has then established.

She was admitted in labour ward on sedation and was given a fresh pad

to assess the amount of vaginal bleeding.

While in labour ward the amount of bleeding gradually ceased over

an eight-hour period. She was then transferred to Ward 2 for conservative

management and investigations.



~ 88
Conservative management involved bed r8st and mild sedation

(with phenobarbitone tablets : 30 mg three times daily). She wa s

also given prophylactic ferrous sulphate (200 mg three times daily)

and folic acid (5 -mg once daily).. .She was reviewed every day to

ascertain'whether she had had any vaginal bleeding; and if so, how

much.

"RESULTS OF THE INVESTIGATIONS

12.1 gm/ dl1. Haemoglobin

2. Haemazo cr it

3. VDRL

4. Blood Group

5. M~S.S.U.

6. Pap Smear

7~~ in trasono gr aphy

(on 20.8.1984)

36.4%

Negative

"A" Rh (D ) Po sit ive

No growth on culture

Class II. Non-specific inflammatory changes.

Single fetus, cephalic presentation. Bi-

parietal diameter of 8.0 em. - this corres-

ponds to 34 weeks maturity. The placenta

is in the lower uterine segment and covers

the internal os. Fetal movements and

cardiac activity demonstrated.

She remained in good condition while in th€ ward. The couple
•

declded and signed forms for tubal ligation. She did pot expe r Le nce

any vaginal bleeding until on 22.8.1984 at 34 v:eeks gestati •..n whe n

she suddenly woke up at 2.00 a.m. and found herself in a pool of blood.

She was quickly rushed to labour ward and an intravenous line established.

Blood was taken for urgent crossmatching and four units requested for.

She was then expeditiously prepared for emergency caesarean section

as described in the introduction.
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AND BILATERAL TUBAL LIGATION

Because of the heavy vaginal bleeding and also bearing in mind

the ultrasound report, it was pr u dent.Ly decided to omit the examination

under anaesthesia and to proceed straight away with the caesarean

section·. This vas per£ormedas described in the introduction. It

was necessary to cut through the placenta in order to extract the

baby. Abab~ weighing 2960 grams was delivered who had an Apgar

score of 7 at 1 minute and 10 at 5 minutes

0..5 mg o f intravenous er gometzr Lne was given after the birth of

the baby. The placenta was then manually removed; it was complete

and weighed 550 grams. The uterus was now closed in layers as

described in the introduction.

Both tubes and ovaries appeared healthy on inspection. Bilateral

tubal lLg at.Lo n was now done using the modified Pomeroy's method. After'

a correct swabs' and instruments' count the abdomen was closed in

layers as described in the introduction. All in a I l, the patient

lost about 1700.mls. of blood. She was transfused with three units

of blood.

POST-OPERATIVECARE

She received routine post-operative care as described in the

•
introduction. Her post-operative haemoglobin done on the third day
. "

was 10.5 gram/dl. She had an uneventful recovery and was discharged

in good condition on the seventh post-operative day after removal of

all stitches.

POSTNATALREVIEW

She attended the postnatal clinic on 5.10.1984. She had no

complaints and had not resumed her menstruation. The abdomen was

soft and the scar well heaLed. Pelvic examination revealed a

completely involuted· uterus and clear adnexae.

The baby had received the necessary irrrrnunizations and was ga in ing

weight weLL •
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One of the important causes of antepartum haemorrhage (APH) is

praevia; which may be defined as partial or complete

localization 0-£ ,the pl acenta in the lover uterine segment. The

nasons for this are not known , but several' factors are conunonly

associated with placenta praevia. These include: multiparity and
\.

advanced age, unsatisfactory nidation envirornnent, scarred uterus,

large placental surfaces and previous pregnancy loses (1,2,3). This

patient was 32 years old and was para 4 + 0; both factors which

would have predispo sed her to development of placenta pr aev i a, She,

however, did not have a sc'arred uterus, multiple pregnancy or other

causes of large placentas.

The incidence of placenta praevia is quoted to range from 0.3%

to 0.6% (1,2). In Kenyatta National Hospital, Ojwang (4) found an

incidence of 0.25% of the-deliveries.

The most constant symptom of placenta praevia is spontaneous

painless vaginal" bleeding,' which in most instances occurs upwards

from the 32nd week of gsst at.Lon , Crenshaw and associates (2) showe d

that patients with major degrees of placenta praevia, as was in this

case, apart from experiencing the initial bleeding earlier in pregnancy
•

als~ had shorter durations of pregnancy.

Other clinical findings which are suggestive of placenta praevia

are: a soft non-tender uterus, malpresentation of the fetus (breech,

transverse or oblique lie) or a high head at term. This patient had

a soft non-tender uterus and transverse lie; further strengthening

the clinical impression of placenta praevia.

Early and accurate diagnosis of placenta praevia is imperative

in the management of patients who present with APH. Because patients

with placenta praevia require close observations, accurate diagnosis

will spare those patients with other causes of APH the economic,

emotional and social expenses of intensive and extensive programme

of conservative care.
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cental localiSation, therefore, plays the most crucial role in

management of patients who present with APH. In this hospital,

tw current methods of placental localisation are ultrasonography

displacement:placentogr.aphy.; with .z.heLat.ter me.thod .used only if

former is not available. Ultrasonic localisation of the placenta

is the most apt as it is very accurate and is non-invasive. Bowie et

al (5) reconde d an accuracy of 93% in their series.

Definitive diagnosis of placenta praevia is only made by pelvie

examination. This examination is never permissible unless the patient

is in an operating room with all preparations for caesarean section,

for even the gentlest examination of this sort can cause torrential

haemorrhage. Furthermore, such an examination is only done if delivery

is contemplated or inevitable. Examination under anaesthesia was

decidedly.omitted in this case because of the heavy bleeding - lest•
a bad situation was made worse - in the face of the ultrasound report.

In general, management of patients with placenta praevia depends

on the individual case bearing in mind maternal and fetal welfare.

With the availability of blood transfusion and ready recourse to

caesarean section, maternal mortality from placenta praevia has been

reduced to acceptable levels (1,2,3,6). What has not, however, been

accomplished with .the same' dexterity is the reduction of erinatal
,.

mortality. Guided by three ob serva t tons-r Ls e s+f L) the initial haemorr-

hage in placenta praevia is rarely, if ever, fatal; (ii) vaginal or

rectal examination often precipilates severe haemorrhage; and

(iii) the major cause of perinatal loss in placenta praevia is

prematurily - Macafee (6) and Johnson (7) independently propounded

the philosophy of "conservative expectant management".
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prolonging the intrauterine development, this conservative manage-

nt aims to reduce prematurity and thence perinatal mortality.

wever, severe haemorrhage, as occured in this case, onset of labour,

~rauterine fetal death, and unequivocal evidence of a badly malformed

again-st this tempori·zi:ng management and termination

of pregnancy is then -expediated.

Modeof- delivery in patients with placenta praevia depends on

manyfactors (3). In our unit we are principally guided by the

f indi.ngs at examination under anaesthesia. The policy is to deliver

abdominally all patients with type II posterior, type III and type IV

placenta praevia. In those patients with type I and type II anterior

placenta praevia vaginal delivery is advocated because the tampona-

ding action of the presenting part controls further bleeding.

,.



REFERENCES

1. Brenner, W.E., Eleclrnan,D.A. and Hendrick, C.H.

Characteristics of Placenta Praevia and Results

of "Expectant Management".

Am. J.• Ob ste.t , Cynaecol. 132 180, 1978.

2. Crenshaw~ C., Jones, D.E.D. and Parker, R.T.
\.

Placenta Praevia.: A Survey of Twenty Years

Experience with improved Perinatal Survival by

Expectant Therapy and Caesarian Delivery.

Obstet. Cynaecol. Sur. 28: 461, 1973.

3. Pritchard, J.A. and MacDonald, P.C.

Placenta Praevia. In Williams Obstetrics.

16th Edition, Page 508•

.Apple~on-Century-Crofts/New York. 1980.

4. Ojwang, S.B.D.

Antepartum Haemorrhage.

M.Med. Thesis, 1974.

5. Bowie, J.A.,Rochester, D., and Cedkin, A.

Accuracy of Placental Localisation by Ultrasound.
,.

Radiology 128: 177, 1978.

6. Macafee, C.H.C.

Placenta Praevia - A Study of 174 Cases.

J. Obstet. Gynaecol. Brit. Emp. 52: 313, 1945.

7. Johnson, H.W.

The Conservative Management of Some Varieties

of Placenta Praevia.

Am. J. Obst ct , Cy naeco l, SO 248, lY':"S.



94

CASE NO. 10.

* * * * * *

OBSTRUCTED LABOUR AND FETAL DISTRESS:

EHERGENCY CAESAREAN SECTION - LIVE BABY.
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OBSTRUCTED 'LABOUR AND FETAL DISTRESS:
EMERGENCY CAESARIAN SECTION - LIVE BABY

NAME M.W.K. (Mrs.) LMP 10.4.1982

UNIT NO.: 534003 EDD 17.1. 1983

AGE 18 Years ADMISSION 10.1.1983
TRIBE Kikuyu GESTATION 39 Weeks

\.

PARITY 0+0 DELIVERY 10.1.1983

PRESENTING HISTORY :

The patient was admitted in labour ward on 10.1.1983 as a referral from

Kiambu District Hospital. She had been in labour for about 24 hours and had

not made any progress. Signs of fetal distress had also intervened -i.e.-

irregular fetal heart rate and meconium straining in the .liquor. MaLurity

at admission was 39 weeks.

ANTENATAL CARE:

She had not had any antenatal care.

PAST OBSTETRIC &~P GYNAECOLOGIC HISTORY:

Menarche occurred at the age of 15 years. Her menstrual periods were

regul:arwith a cycle of 26 days and .a duration of 4 days. She was Para 0 + 0

and had not used any contraception.

PAST MEDICAL SURGICAL HISTORY

This was not relevant.

SOCIAL AND FAMILY RTSTORY :

She was married and lived with her husband~ a small-scale farmer~ In

Kiambu. She neither consumed alcoholic drinks nor smoked cigarettes. There

was no family history of twins or chronic medical diseases.

PHYSICAL EXAHINATION:

GENERAL EXAND1ATI0)1
She r.,ras a young tcoman of short: st:at:urc n nd gcner,'llly poor physique. She?

was restless, apprehensive and groaning in pain. She t.'; as raode r a t t' I y dchy drat ed

with a hot dry skin, dry tongue and cracked lips.
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There was no pallor, jaundice, cyanos~s or leg oedema. Urine examination

showed Ketone bodies ++, but no sugar or proteins.

VITAL SIGNS :

Blood Pressure 100/60 mmHg.

Pulse 102 per minute regular with good volume

Respiratory Rate 38 per minute

Temperature o37.8 C

RESPIRATORY AND CARDIOVASCUL\R SYSTEHS

Both were essentially normal.

ABDOMINAL EXAHINATION :

The abdomen was uniformly distended. The uterine s~ze was consistent

wi th a term pregnancy. A single fetus was palpable; the lie was. longitudinal

and the presentation cephalic with 4/5 of the head above the pelvic brim. There

was second degree overlap between the fetal head and the pelvic brim. Fetal

heart rate was 120 per minute. and irregular with late decelerations. She was

getting 4 uterine contractions ~n 10 minutes each lasting 40 seconds.

VAGINAL EXAHINATION.:

The vulva was normal on inspection. The cerv~x was oedematous and the

as was 6 cm. dilated. She was draining foul-smelling meconi~stained liquor.

There was pelvic caput formation and third degree moulding. he sacral promon-

tory could easily be reached with the examining fingers; clinically the true..
conjugate was estimated to be 8-9 cm. Because of caput formation it was not

easy to ascertain the position of the presenting part.

DIAGNOSIS P.u~D MANAGE}lliNT

A diagnosis of a young primigravida with obstructed labour and fetal

distress due to cephalopelvic disproportation was made. Decision to do an

emergency caesarian section was taken. Blood was taken from her for urgent

lateral side and oxygen.was given co her by mask.advised to lie on her left
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The patient was prepared for caesarlan operation In the usual way. She

was premedicated with 0.6 mg intramuscular atropine sulphate half an hour

before being wheeled to theatre.

EMERGENCY Lm-JER UTERINE SEGMENT CAESARIAN SECTION :

In theatre the patient was catheterised aseptically and the catheter

left in-situ. Anaesthesia was induced with sodium thiopentone and scoline
"-

and maintained with oxygen, nitrous oxide and halothane through a cuffed

endotracheal tube.

The abdomen was swabbed and draped in the usual way. Routine lower

uterine segment caesarian section was performed as described in the introduction

A female baby bathed in thick foul-smelling meconium-stained liquor was

delivered ~ephalic. The baby weighed 3530 gr~ms and had an Apgar Sco~e of

5 at 1 minute and 10 at 5 minutes. A diagnosis of acute intrauterine hypoxia

was made but she showed dramatic improvement after suction, oxygen by mask and

external stimulation.

0.5 mg of intravenous ergometrine was given after the birth of the

baby. The placenta was delivered by cord traction; it was complete, grossly

normal and weighed 650 grams. Because of foul-smelling liquor the patient

was also given 2 grams of ampicillin intravenously.

The uterus then abdomen were closed in layers as described in the,
introduction. Both ovaries and tubes were grossly no~al. Che.urethral

folley's catheter was draining clear urine and 1fas inflated ind left in-situ.

Anaesthesia was then reversed. Total blood loss was estimated to be 650 mls.

POST-OPERATIVE CARE :

Routine post-operative care was accorded to the patiertt. She had, in

addition, continuous bladder drainage for ]0 days as prophylaxis against

urinary fistulae.
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The patient made uneventful recovery. OIL the second post-operative day

she had bowel sounds. She was thus started on oral sips of water and was

mobilized from bed. The haemogram done on the third post-operative day

showed a haemoglobin of 12.2 gm per dl. and a PCV of 34.2Z. Alternate and all

stitches were removed on the sixth and seventh post-operative days respectively.

The wound was cle~ned and hac healed by first intention.
\.

The catheter drained clear urine continuously. Catheter specimens of

ur~ne was taken for culture on the fifth and tenth post-operative days.

Results showed no bacterial growth on both occass~ons. The catheter was

removed on the tenth day. She was kept ~n the ward for one more day and did

not develop urinary incontinuence. The mother and the baby were discharged in

good condition on the eleventh post-operative day.

POSTNATAL FOLLOH UP :

The patient was seen ~n the post natal clinic after s~x weeks. She had

not resumed her menstruation and had no complaints. Her vital signs were

within normal limits· and she was not anaemic clinically. The abdominal scar

was well healed and the abdomen was soft with no abnormal masses. Pelvic

examination revealed a healthy cervix, a completely involuted axial uterus

and clear adnexae. She was given family planning advice but she declined to

adopt any contraceptive method. She was urged to attend Kiambu District

hospit"al for antenatal care when she next became pregnant.

The baby was healthy and breast feeding well. She hac' received all the

necessary immunizations.
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COMMENT :

Obstructed labour 1S due to mechanical factors, not to disturbances of

uterine physiology; and 1S an absolute not a relative condition.(l). The

commonest cause of obstructed labour, as was the case in this patient, is

cephalopelvic disproportion due to a generally contracted pelvis caused by

childhood malnutrition (1,2). The incidence of obstructed labour is, therefore,

related to the\incidence of cephalopelvic disproportion in the community and

to the availability and quality of antepartum and intrapartum care (1,3).

Philpott (3) also observed that in some parts of the developing count ri.es

women are in a stage of transition. During their childhood and formative

years poor nutrition led to poor pelvic growth. In their reproductive years

there may have been improvement 1n socio-economic conditions in their

community and fetal growth has been optimal. This, indeed, seems to have been

the case with this patient. She was of short small stature with a contracted

pelvis but her baby was a gqo d+s ized 3530 gram infant.

Lawson (1) and Philpott (3) outlined clinical fe~tures exhibited by

primigravidae with obstructed labour. In summary there is maternal and fetal

distress/death. These clinical features were present, in varying degrees, in

the patient presented here. Treatment at this stage involves rapid resusci-

tation and prompt relieve of obstruction. ~nere the fetus is alive, as 1n

this case, emergency caesarian section 1S the best method of delivery. Other..
operations to relieve obstruction when the fetus is dead include craniotom:,;r,

cleidotomy and decapitation (1).

Because obstructed labour 1S due to mechanical factors, modern obstetric

practice aims at prevention not treatment of obstructed labour. Cephalopelvic

disproportion 1S more likely in women with short stature (less than 5 feet i~

height), small shoe S1ze (less than 5), deformities of the lower limbs or sp1ne,

prev10us di£ficult deliveries, and non-engagement of the fetal head 1ll the

last 4 weeks of pregnancy (1,3,4).
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In our obstetric unit clinical pelvic assessment LS done on all primigravidae

at 36 weeks gestation.

Even with all these precautions, the ultimate method of assessLng

cephalopelvic disproportion is a carefully conducted trial of labour. Prudent

use of simple partogram with clear guidelines to help in recognition of slow

progress of labour is invaluable in predicting and detecting problems in
\.

labour (3).

This patient also showed features of fetal distress. Kublin et al (5)

showed that the majority of fetuses with truly compromised respiratory situation

during labour will exhibit some abnormalities of fetal heart rate pattern.

St ewar t and Philpott (6) studied the fetal response of cephalopelvic

.d.i.sp.ropor.ti.on , They showed that initially the fetal heart rate exhibited

early and prolonged fetal heart rate decelerations which were more pr~nounced

the greater the disproportion and the longer the duration of labour. As

labour progressed further the late decelerations and the falling PH typical

of hypoxia develop. They also showed that other unequivocal signs of fetal

distress include: -moulding to a maximum score of 6 together with arrested descen

of fetal head, and passage of meconium for the first time in labour.

This patient had foul-smelling meconium-stained liquor. The fetal head

'showed coris i.derab Le moulding and remained 4/5 above the pe Lvi,c brim after 24

hours,.of active labour. The fetal heart rate was irregular vith late

decelerations. From all these considerations, even without facilities for doing

continuous fetal heart rate monitoring or fetal scalp blood PH, it was obvious

that the fetus was under distress. This was borne out after delivery when the

baby showed features of acute intrauterine hypoxia.

Obstructed labour has a high perinatal mortality and morbidity. Maternal

mortality is also high mainly as a consequence of ruptured uterus or sepBis.

vaginal or recto-vaginal fistulae (1).

patient before these catastrophic complications occurred.

Obstructed labour was relieved in this

Continuolls bladder

d - - taine d as prophylaxis against urinary fistulae f orraa t icn.raLnage was maLn ~
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ANAEMIA IN PREGNANCY : SUCCESSFUL MANAGEMENT

AND TERM DELIVERY - LIVE BABY

NAME B. R. K. (Mrs.) L.M. P. 1.2.1983

IP/NO. }499/83 E.D.D. 8.11. 1983

AGE 14 years ADMISSION 20.9.1983

TRIBE Giriama RE-ADM ISSION 3i!.10.1983

rARITY 0+0 DELIVERY 31.10.1983

PRESENTING HISTORY:

This patient first presented to Lady Grigg Maternity Hospital

(LGMH), Mombasa on 20.9.1983. She gave a two-week progressively

worsening history of weakness, easy fatigability, palpitations and

dyspnoea on exertion. She gave no history of labour pains, draining

liquor or vaginal bleeding. Maturity was 33 weeks.

ANTENATAL CARE:

This was at Utange Mun icipa I Clinic. She had attended twice,

and at each visit her observations were recorded as within normal

limits.

PAST OBSTETRIC AND GYNAECOLOGY HISTORY:
•

Menarche occured on 1.2.1983, which also hap-pened to be her

last m~nstrtral period. The mens t rua I flow was moderate with a

duration of 4 days. She was Para 0+0.

PAST MEDICAL AND SURGICAL HISTORY:

This was non-contributory.

SOCIAL AND FAMILY HISTORY:

Her formal education ended in standard 7. She was married and
the couple lived in Utange, Mombasa. Her husband was an apprentice
tailor in an Asian shop. The couple l.e.da modest 1ife and their

average daily diet was composed of mainly carbohydrates.

-------------.~.-~---------------~
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There was no family history of twins, diabet~s mellitus,

hypertension or tuberculosis.

PHYSICAL EXAMINATION

She was a young lady of fair general condition. She had marked

pallor of the mucous membranes) finger nails and ~alms of the hands.
There was a tinge of jaudice but no ayanosis , peripheral oedema or

lympadenopathy.

Her blood pressure was 130/80 mmHg, pulse was 90 per minute .

regular and bounding, and temperature was 370C. Urinalysis was normal.

Respiratory, and central nervous systems were essentially normal.

CARDIOVASCULAR SYSTEM:

The apex beat was in the 4th intercostal space within the mid-

clavicular line. First and second heart sounds were heard, there was

an ejection systolic murmur heard best in the aortic area.

ABDOMINAL EXAMINATION:

The uterine size corresponded to 34 weeks gestation. A single

fetus in longitudinal lie and cephalic present<:.tioHwas palpable.

Fetal heart rate was 136 per minute regular. There were no contractions .
•The spleen was tipped on deep inspiration (Grade : splenomegaly

on the Hackett classification). The liver was not palpable.

DIAGNOSIS AND MANAGEMENT

A diagnosis of a young primigravida with severe anaemia in

pregnancy was made. She was admitted in the antenatal ward and

several investigations were dOlle before she was started on treFitment.
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RESULTS OF INVESTIGATIONS:

1. flAEHOCRA#:IIAEmCl08IN; 4.2 gm/d I .

PCV 12%

MCHC 35%

FILM Marked anisocytosis with both microcytes

and macrocytes prevailing. Moderate

poikilocytosis with few target cells.
Slight p olychr oma sia with n(JflOOtbba.s~s

seen. Marked hypochromia.

4. SERUM BILIRUBIN: TOTAL 4.5 mg%

2. BLOOD SLIDES: Numerous ring forms of £alciparum malaria seen.

3. SICKLING TEST: Negative

INDIRECT: 4.1 mg%

DIRECT 0.4 mg%
5. STOOL Ova of hookworms seen. 10 eggs per high power film·

6. BLOOD GROUP "0" Rhesus (D) positive.

7. VORL Negative

3. Folic acid tablets 5mg once daily.

From these results a definitive diagnosis of malaria causing
•severe haemolytic anaemia superimposed on a microcytic and macrocytic

anaemia was made.

,Her· treatment was along the following lines:
1. She was transfused with 4 units of compatible packed cells over

a period of 7 days. Each unit was transfused slowly and was given

with 40 mg of lasix intravenously.

2. Ferrous sulphate tablets 200mg three times daily.

/"
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4. Chloroquine tablets

5. Alcopar sachets

600mg stat, 300mg after 6 hours, 300mg

once daily for 3 days, then 300mg weekly.

5gm. once daily for 3 days.

She made satisfactory improvement on above treatment. on·,'

the 10th day in hospital her haemoglobin concentration was 9.6gm/dl

with a PCV of 29%. The stool had no ova and cysts and serum

bilirubin had come down to 0.7mg%. Blood slide was negative for

malaria parasites and the spleen was no longer palpable on deep

inspiration.

She was discharged on 'haemattin~§ and chloroquine and was

booked in the antenatal clinic of Coast Province General Hospital

for fOllow-up.

ANTENATAL FOLLOW-UP:

She attended the antenatal clinic on 18.10J1983 at 37 weeks

gestation and on 25.10.1983 at 38 weeks gestation. On both occassions

she had no complaints, was not anaemic, and her observations of

blood pressure, urinalysis and uterine size were within normal limits.

LABOUR AND DELIVERY:

The patient was re-adnfitted to LGMH on 3'1.10.1983 at 11.00a.m.

with an 8-hour history intermittent abdominal pains. She gave no

history of draining liquor or vaginal bleeding.
Her general condition was satisfactory. She had no pallor,

jaundice or peripheral oedema. Her blood pressure was 120/80 mmHg,

pulse was 84 per minute, and temperature was 36.70C .. Urinalysis

'"

was normal.

Uterine size was consistant with a term pregnancy. The lie

was longitudinal and the presentation cephalic with 3/5 of the head

above the pelvic brim. Fetal heart rate was 142 per minute and

regular. She was getting 3 uterine contractions in 10 minutes e~ch
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lasting 30 ,seconds. Liver and spleen were not palpable.

Vaginal examination revealed a normal vulva and a cervix

which was fully .e'ffacedand Scm dilated. The pelvis was clinically

adequate. Membranes were bulging and artificial rupture of

membranes was performed. Clear liquor drained out slowly and

there was no cord prolapse. Position was right occipital anterior

and there was no caput formation and minimal moulding.

A diagnosis of active phase of labour was made. Labour progress

was charted on the partogram and she was given 100mg of pethilorphan

intramuscularly.

She had good progress of labour and at 3.30y.m., 4~ hours

after admission, she had the urge to bear down. The head was not

palpable abdominally and the cervix was fully dilated. She was

transfered to the delivery couch and encouraged to bear down with

each contraction.

A left medio-lateral episiotomy was performed when the head

crowned. A male baby was then delivered. The baby wcighed 2650 grams

and had an Apgar score of 10 at 1 minute and 10 at 5 minutes. She

was given Iml. of syntometrine intramuscularly after the bjrth of,
the baby. The placenta was then delivered by controlled cord traction.

It was complete and weighed 450 grams. Estimated blood 10.s was
"

150 mls. The episiotomy was repaired in layers as described in the

introduction.

The mother and the baby were discharged in excellent condition

24 hours after delivery. She was discharged on haematinics and

chloroquine for 6 weeks.
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This,patient-was, -<Jbstetrically - speaking, very young and had

hardly entered her womanhood before she got pregnant. Young age,

mij ikenda tribe and poor so~iO-economic status were shown to have a
bearing on the genesis of anaemia in pregnancy at the Coast (3).

All these factors were quite evident in this patient.

Malaria is holoendemic at-the Coast. Immunity to malaria

develops over the early years of life, but tends to decline under

conditions of stress such as pregnancy (1). Malaria in pregnancy

may cause premature onset of labour, stillbirths and anaemia. The

anaemia is pr~marily haemolytic, but repeated haemolyses may lead

to secondary folic acid deficiency (1,2). Mati 'and associates (2)
showed that the commonest type of an:::.emiaof pre£nancy in Nairobi was

megaloblastic anaemia. They further showed that nearly half of the

cases of megaloblastic anaemia were associated with malaria with strong

evidence of haemolysis. These cases were primarily haemolytic anaemia

with secondary megaloblastic changes due to folic acid deficiency. At

the Coast, with most people having marginal iron deficiency (4,5) , the

picture is not as straight-forward as that in Nairobi. Thus}we showed

that the high prevalence o~ dimorphic anaemia in pregnancy at the Coast

was due to repeated malarial haemolys'es causing secondary megaloblastic

changes in women who had marginal iron deficiency (3). The patient
presented in this paper falls into this category.

Treatment of patients who present with severe anaemia in pregnancy

should be prompt and vigorous to avoid these patients going into

congestive cardiac failure. Blood transfusion is mandatory, not whole

blood but packed cells together with a rapid acting diuretic - c.g.

Lasix. Lawson (1) has advocated exchange transfusion in these patients.
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To arrest t.he..haemo Iyt i.cprocess,. ant i vmaIar-i aI treatment shou ld also

be instituted. This patient was transfused with 4 units of compatible

packed cells over a period of 7 days. She was also given chloroquine,
haema t Ini.es and alcopar (for the intestinal hookworms reported in

her stool sample). She made satisfactory response and was discharged

on naematini.c~ and weekly chloroquine as prophylaxis against another

attack of malaria.

Until these is adequate impvovement in Gocio-economic status,

the ravages of anaemia in pregnancy will continue to be felt in the

the only feasible way of checking the dangers of anaemia in pregnancy.

poor developing countries. For now, chemoprophylaxis seems to be

The type of prophylaxis will depend on the pattern of anaemia in the

area concerned. At the coast of Kenya, this should include: Iron,

folic acid anti-malarials and anti-aPkylostomiasis.
)

•
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CARDIAC GRADE IV DISEASE IN PREGNANCY SUCCESSFUL
MANAGEMENT AND ELECTIVE VACUUM EXTRACTION LIVE BABY

NAME A.C.N. (Mrs) L.M.P. 5.1.:982

UNIT NO. 259524 E.D.D. 12.10.1982

AGE 23 Years ADMISSION 31.8.1982

·TRIBE Kalenjin DELIVERY 8.10.1982

PARITY I + 0 DISCHARGE 18.10.1982

PRESENTING HISTORY

Mrs. A.C.N. was referred from Eldoret District Hospital on

31.8.1982 because of deteriorating cardiac disease in pregnancy. She

gave a 4-month history of palpitations, weakness, easy fatigability

and dyspnoea. All the symptoms were progressively getting worse and
•at the time of admission she was experiencing palpitations and

dyspnoea at rest.

She did not give any history of labour pains, draining of liquor

or vaginal bleeding. Maturity by dates was 34 weeks.

HISTORY OF PRESENT PREGNANCY

She attended Eldoret District Hospital for antenatal care.

Her first clinic visit was on 15.4.82 at 16 weeks maturity. From her

history and cardiovascular examination an impression of caraiac disease

ln pregnancy was made. She was started on digoxin, lasix aId slow-K.

She was subsequently seen 9 more times. In all these times the

uterine size, urinalysis and vital signs remained within normal

levels. However, her cardiac condition progressively deteriorated

necessitating her transfer to Kenyatta National Hospital (KNH).
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PAST OBSTETRIC AND GYNAECOLOGIC HISTORY

Menarche occurred at 14 years. She had regular menstrual periods

with a cycle of 30 days and a duration of 4 days.

She was para 1 + O. This delivery was in KNH l.n 1979 after a

closely-supervised full-term pregnancy. The second stage of labour

was assisted with vacuum extraction, and a male baby weighing 4000

grams was delivered who is alive and well. The puerperium was

uneventfuL She did not use any contraception after this delivery.

PAST MEDICAL AND SURGICAL HISTORY

In 1978 the patient was seen In the cardiac clinic of KNH and

found to have tight Mitral Stenosis due to Rheumatic heard disease.

She also had in association pulmonary hypertension. She was admitted

in the medical wards but suffered repeated incidences of cardiac

failure while on medical treatment. Because of this it was considered

that she could benefit from closed mitral commissurotomy. She under-

went the operation that same year but she subsequently developed

Mitral incompetence and residual stenosis.

SOCIAL AND FAMILY HISTORY

She was married and worked as a clerk in the post office. Her

husband was a school teacher and the couple lived in Eldoret. There

was no family history of heart disease, hypertension, diabetes

mellitus or multiple pregnancy.

PHYSICAL EXAMINATION

She appeared weak but was well nourished and of average height.

She had no pallor, jaundice or cyanos1.s. She had moderate bilateral

pitting leg oedema. The temperature was 36.1oC and urinalysis was
normal.
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CARDIOVASCULAR AND RESPIRATORY SYSTEMS

The blood pressure was 110/70 lrrmHgand pulse was 90 per minute

regular with good volume. The jugular venous pressure was not elevated.

The apex beat was in the 5th intercostal space within the mid-clavicular

line. There was no parasternal heave or cardiac thrill. First and

second heart sounds were heard; there was a mid-diastolic murmur and

a pansystolic murmur which were both best heard in the mitral area.

The pansystolic murmur radiated towards the left axilla.

There was a left thoracotomy scar. Good a~r entry was auscultated

bilaterally with no crepitations or rhonchi.

ABDOMINAL EXANINATION

The uterine size corresponded to 34 weeks gestation. A single

fetus ~n longitudinal lie and cephalic presentation was palpable.

Fetal heart rate was 140 per minute regular. The liver and spleen

were not palpable and the hepato-jugular reflex was negative.

DIAGNOSIS AND NANAGEMENT

A diagnosis of cardiac grade IV disease ~n pregnancy was made.

The cardiac lesions were mitral stenosis and incontinence and the

patient was not ~n congestive cardiac failure (CCF).

She has admitted to Ward 2 and was managed as follows:-

1. Bed rest in a propped-up position.

2. Digoxin Tablets 0.25 mg once daily.

3. Lasix Tablets 40 mg once daily.

4. Slow-K Tablets 2 once daily.
5. Ferrous Sulphate Tablets 200 mg three times daily.

6. Folic Acid Tablets 5 mg once dai ly.
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The patient's condition improved greatly and she remained ~n a

stable condition while in the Ward. She was reviewed daily by the

Obstetricians and weekly by the Cardiologists. Several investigations

were done and the results are shown in the table below :-

RESULTS OF INVESTIGATIONS

~

esults 31.8.1982 8.9.1982 16.9.1982 4.10.1982
Investigations

Haemoglobin 8.0 gm/dl 9.7 gm/dl 10.3 gm/dl 12.3 gm/dl

PCV 27. 1% 33% 33.4% 36%

Blood Group "A" Rh (D) - - -
positive

VDRL Negative - - -
Sodium 131 nnuol/l 133 mmol/l 138 mmol/l 142 mmol/l

Potassium 4.4 mmol/l 4.6 mmol/l 4.8 mmol/l 4.4 mmol/l

Blood Urea 1.7 .mmo 1/1 2.3 nuuol/l mmol/l 3.2 mmol/lNitrogen 1.9

Createnine 57 umol/l - - 69 umol/l

MSSU No Growth - No Growth No Growth

Stool No Ova and - - -
Cysts

Malaria NegativeParasites - - -

Chest X-Ray Slight - - -
Cardiomegally.
Lung Fields
Clear

Echo-Cardiogram - - - Features
Consistent
with MS
and MI .

.
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The patient did not develop any untoward complications except on
20.9.1982, at 37 weeks gestation when she developed persistent vomiting.

Her pulse was 72 per minute and her cardiac status was stable. She was

reviewed by the cardiologist who recommended that her dose of digoxin

be reduced to 0.125 mg daily. This was done and the vomiting gradually

ceased. Her condition remained stable until on the 8.10.82 at 39+

weeks gestation when she went into spontaneous labour. She was

transfered to labour ward at 12.30 p.m.

~~NAGEMENT OF LABOUR

The pulse was 70 per minute regular and the blood pressure was

120/70 wm{g. The lung fields were clear and there was good air entry

bilaterally. She was not in CCF.

The uterine s~ze was consistent with a term pregnancy. The lie

was longitudinal and the presentation cephalic with 3/5 of the head

above the pelvic brim. FHR was 140 per minute and regular. She was

getting 3 uterine contractions in 10 minutes each lasting between

20-40 seconds.

Vaginal examination revealed a cerv~x which was 4 c~ dilated,

soft and 75% effaced. The pelvis was adequate. Artificial rupture

of membranes was performed and clear liquor allowed to drain slowly.

There was no cord prolapse. The position was left occipital anterior

(L.O.A.) and there was no caput formation or moulding.

A diagnosis of active phase of labour was made. She was nursed

~n a propped-up position, and half-hourly observations of pulse,

contractions and FHR were charted on the partogram. She was given

15 mg of Morphin sulphate intramuscularly for analgesia and was

started on oxygen by mask. Digoxin, lasix and Slow Kwere continued
as before.
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She was reviewed 4 hours later. She was still getting 3 contractions

in 10 minutes. Fetal head was 2/5 above the pelvic brim. FHR was 148

per minute and regular. The chest was clear and the cardiac status stable.

The cervix was 8 em. dilated and fully effaced. There was no caput forma-

tion or moulding.

One hour later, at 7.30 p.m., the patient had the urge to bear down.

She was wheeled to the delivery couch for elective vacuum extraction.

ELECTIVE VACUUM EXTRACTION

Still in propped-up position, the patient was put in lithotomy

position. The surgeon scrubbed and downed a sterile gown and gloves.

Vaginal and perineal toilet was done using savlon solution, then the

area was draped with sterile towels. The perineum was infilterated

with 20 cc . of 1.% lignocaine. Repeat vaginal examination revealed a

fully dilated cervix and a L.O.A. position. A Malmstrom's vacuum

extractor was assembled with a 60 mm. cup. Vacuum extraction was then

done as described in Case No. ~.

A female baby weighing 2850 grams who had an Apgar Score of 10 at

1 minute and 10 at 5 minutes was delivered easily, 10 minutes later.

Ergometrine was not given to the mother as routinely clone in normal

cases. The placenta was delivered by controlled cord traction; it was

complete and weighed 740 grams. 40 mg. of Lasix was given intravenously

after the third stage. Inspection revealed no cervical, vag Lnal or

perineal injuries. The episiotomy was then repaired in layers as

described in the introduction. Total blood loss was estimated to be 200 mls.

POSTPARTUM CARE

For the first 48 hours of the postpartum period the patient was

managed in labour ward. She had 4-hourly observations of her vital signs

and was continued on anti-failure medicines 'as before. She was in

addition started on ampiclox capsules (500 mg. 6-hourly for 10 dav s) ,

Her cardia-respiratory status was evaluated twice daily.



/ 119
She remained in a stable condition and was transferred to Ward 2

on the third postpartum day. On this same day blood for haemoglobin

estimation and a mid-stream specimen of urine for culture were obtained

from her and submitted to the laboratory. Results showed a haemog~obin

concentration of 12.1 gm/dl., and the urine had no bacterial growth.

While in the ward methods of contraception were discussed with her

and her husband. The couple declined to accept tubal ligation but

agreed to consider the barrier methods, depo-provera or the Oestroge~-

free pill.

The patient was discharged in satisfactory condition on 18.10.1982.

She was referred back to Eldoret District Hospital where she was to

attend her postnatal and cardiac clinics.
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COMMENT

A varying incidence of cardiac disease in pregnancy has been reported

in the literature. Ueland (1) in his review found the highest incidence

in U.S.A. (1.2-3.7%) and the lowest in Germany (0.12-0.4%). No country-

wide survey has been done in Kenya, but studies done at Kenyatta National

Hospital give an incidence of between 0.5-0.66% (2,3).

The incidence of Rheumatic heart disease (RHD) has fallen drama-

tically in the western more affluent countries. And because of newer

surgical techniques and better medical care, more girls with congenital

heart diseases (CHO) in these countries live to child-bearing age (4).

The consequences of this is the reduction of the ration of RHD to CHD

from 10:1 a decade ago to 3:1 to 2:1 now (4). In the socially and

economically developing countries the incidence of RHD is still very high

(2,3,5). In all cases of RHD, however, the mitral vulva is by far the

most commonly involved (1,2,3,4,5).

This patient had mitral stenosis and mitral incompetence that occurred

as a sequel to mitral commissurotomy in 1978. Ngotho (3) and Batambuze

et al (5) found that most of the patients in their series were below 30

yea~s of age and· were also of low parity. This patient was 23 years

old and was Para 1 + O.

Heart disease is a debilitating conditio which usually deteriorates

in pregnancy because of the haemodynamic changes which take place.

Although Ueland and associates (6) mowed that in patients with heart

disease cardiac output and stroke volume do not increase as much as in

normal women in response to demands of pregnancy (and light exercise);

nonetheless the added load, albeit of lower magnitude, is a big strain

to the diseased heart. In this connection, pregnant women with heart

disease need meticulous ca t e r.o avoid additional strain to the already

strained heart. An t enatal c are aims to avoid anaemia, undue physical

activity, excessive weight gain, hypertension, and any intercurrent

infection all which will cause an additional burden to the heart.

u

--------------------------------------~
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This patient was managed with bed rest in hospital, haematinics,

di.gox fn and diuretics. Her haemoglobin concentration was checked for t--

nightly and she was examined physically everyday. On admission her

haemoglobin concentration was 8.0 gm/ dI, but this was built up to 12.3 gm/ dl,

at the time of ·delivery. Her condition remained stable throughout, "exce pt

the one time at 37 weeks gestation when she had troublesome vomiting. This

could have been related to the amount of digoxin that she was receiving

because it ceased after reduction of the dose of digoxin. However, there

were no other signs of digoxin toxicity.

Ngotho (3) found that most of the patient·sin his series presented

late in pregnancy. This patient, on the other hand, presented first to

Eldoret District Hospital at 16 weeks gestation. This is the time when

she should have been admitted to hospital and maybe her condition would not

have deteriorated to the extent requiring her transfer to KNH. It is the

practice in our unit, like in other centres (4), to admit to hospital for

the duration of the pregnancy all patients with grade III and IV cardiac

disease in pregnancy.

Close co-operation between obstetrician and cardiologist, as was done

in this case, has reduced morbidity and mortality from heart disease in

pregnancy. Whitfield (4) quotes a maternal mortality rate of 0.5% in

western countries; with grade III and IV patients contributing the bulk

of the deaths. In KNH, Ngotho (3) found a maternal. mo rt alLty rate of

3.2% (compared to a rate of 0.7% in the control group). It has been

shown that mortal ity and morbidity from cardiac disease occurs commonly

in patients who did not seek medical advice early or those who were

first seen in labour (2,4). Pregnancy following heart surgery, as was

the case in this patient, was shown by Ueland (1) to be associated with

fewer instances of heart failure.
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The management of labour in a patient with heart di.sease involves

propping up the patient in a most comfortable position, administration

of oxygen continuously or intermittently, and liberal use of analgesia to

relieve pain, anxiety and discomfort. Progress of labour should be

monitored on the partogram to avoid prolonged labour. Indeed, it has been

suggested that cardiac patients have shorter and easier labours, but this

is only because of the meticulous care that these patients receive.

The second stage of labour is normally expediated by vacuum extraction

or forceps delivery. Hith the abrupt and rapid haemodynamic changes that

occur immediately after the third stage of labour most maternal deaths

occur during this period (J,4). Ergometrine with its vasoconstLictive

and direct myometrial action is contraindicated. It is also the policy

in our unit to give a rapid-acting diuretic (e.g. Frusemide) after the

third stage of labour. \{e also recommend use of prophylactic antibiotics

inthe early puerperium, although this measure is 9: ill contraversial (4).

Contraception of cardiac patients is problematic. Whitfield (4) and

Batambuze et al (5) are of the opinion that pregnancy is a temporary

complication in a heart disease that does not make the hearL condition

worse', All the same, to avoid caring for a yound child while pregnant,

family planning is advocated. And because of the intensive Cind extensive

management, economically, socially and emotionalLy, invo Lve d in the care

of cardiac patients in pregnancy, small families are encouraged,

This patient decl ined s t e rj ji.z at Lon which was recommended to her.

The only safe methods, which the couple promised to consider, are barrier

methods, depo-provera and oestrogen-free pills.
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CASE NO. 13

* * * *

SEVERE PRE-ECLAMPSIA AND POOR BISHOP'S

SCORE EMERGENCY CAESAREAN SECTION - LIVE BABY



125
SEVERE PRE-ECLAMPS IA WITH POOR BISHOP'S

SCORE : EMERGENCY CAESAREAN SECTION - LIVE BABY

NAME

UNIT NO.

AGE

TRIBE

PARITY

E.W.M. (Mrs.)

514651

24 Years

Kikuyu

0+0

LoM. P.

E.O.O.

ADMISSION

MATURITY

DELIVERY

11.1.1982

18.10.1982

13.9.1982

35 Weeks

13.9.1982

PRESENTING HISTORY

The patient was referred from Aga Khan Hospital on 13.9.1982 because

of financial constraints. She gave a two-week history of generalised

swelling of the body, nausea, vomiting and dysponea, and a one-day history

of frontal headache and pains in the right hypochondrium. She gave no

history of labour pains, drainage of liquor or antepartum haemorrhage.

HISTORY OF PRESENT PREGNANCY

She attended Aga Khan Hospital for antenatal care. She was admitted

to Aga Khan Hospital on 1.9.1982, with a diagnosis of pre-eclampsia.

While in the hospital her blood pressure ranged between 1£.0/90-160/110 mmHg.

and proteinuria was between 2+-3+. Urea and uric acid levels were within

normal limits. She was treated with bed rest, phenobarbitone tablets

(30mg. TDS) and aldomet tablets (500 mg. TDS) without any appreciable

control of her condition.

On 13.9.1982 at 35 weeks gestation she complained of frontal headache

and pain in the right hypochondrium of one day's duration. Because of

these omnious symptoms coupled with the poor response to medical treatment,

a decision to terminate the pregnancy was taken. This could not, however,

be done at Aga Khan Hospital because of financial constraints.
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PAST OBSTETRIC AND GYNAECOLOGICAL HISTORY

Menarche occurred at the age of 14 years. She had regular menstrual

periods with a cycle of 30 days and a duration of 5 days. She was a

primigravida and had not used any contraceptives. Her last menstrual period

was on 11.1.1982.
PAST MEDICAL AND SURGICAL HISTORY

This was non-contributory.

SOCIAL AND FAMILY HISTORY

Her formal education ended in form IV. She was married and the couple

lived in Kijabe. She was employed as a secretary and her husband was a

school teacher. She gave no family history of twins or chronic medical

diseases.

PHYSICAL EXAMINATION

GENERAL EXAMINATION

She was clinically drowsy (she had been given 10 mg. of valium

intravenously and 20 mg. of hydrallazine intravenously in casualty).

Otherwise she had good nutritional status and was of average height. She

had puffiness of the face and generalized oedema, but had no pallor,

jaundice or cyanos~s.

VITAL SIGNS

Blood Pressure

Pulse

190/110 mmHg.

Temperature

Respiration

78 per minute regular

360C

24 per minute.

URINALYSIS

Sugar

Ketones

500 mls.

3+

Nil

Nil

Volume

Proteins
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RESPIRATORY AND CARDIOVASCULAR SYSTEMS

Both were essentially normal.

ABDOMINAL EXAMINATION

The uterine S1ze corresponded to 36 weeks gestation. The lie was

longitudinal and the presentation cephalic with 5/5 of the head above the

pelvic brim. Fetal heart rate was 136 per minute and regular. There were

no uterine contractions. Liver and spleen were not palpable.

VAGINAL EXAMINATION

The vulva was normal. The cervix soft, centrally pointing, not effaced,

and the internal os was closed (The Bishop's score was 3). The pelvis was

clinically adequate.

DIAGNOSIS AND MANAGE~ffiNT

A diagnosis of a primigrava with severe pre-eclampsia at 35 weeks

gestation and a Bishop's score of 3 was made. Her immediate management was

started along the following lines .-

I. She was nursed in a quiet side-room.

2. Her vital signs were charted half hourly.

3. She was catheterised aseptically and the catheter left in-situ 1n order

to maintain an accurate urine output.

4. Blood specimens were obtained for urgent urea and electrolytes and for

grouping and cross-matching.

5. 40 mg. of hydrallazine was mixed 1n 500 mls. of 5% dextrose; this was

titrated against blood pressure readings - with the a1m of maintaining

diastolic blood pressure around 100 mnilig.

Four hours after admission there was no appreciable change in her

condition. A decision to terminate the pregnancy was taken. Because of the

poor Bishop's score it was decided that she would be best delivered

abdominally. She was prepared as described in the introduction.

~
j

j
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LOWER UTERINE SEGMENT CAESAREAN SECTION (L.U.S.C.S.)

Routine L.U.S.C.S. under general anaesthesia was performed as

described in the introduction. A female baby was delivered who

weighed 2190 grams and had an Apgar Score of 6 at 1 minute and 10 at

5 minutes. The baby was estimated to be 36 weeks maturity and had no

overt congenit~l malformations.

Five units of syntocinon was given intravenously after the birth

of the baby. The placenta was manually removed; it was complete,

weighed 680 grams and had multiple infarcts. The uterus was then

sutured in layers as described in the introduction. Both ovaries and

tubes appeared grossly normal. The abdomen was then closed in three

layers as described in the introduction. The catheter was draining

clear urine and was left in-situ. Total blood loss was about 400 m1s.

POST-OPERATIVE MANAGEMENT

The patient was managed in a quiet side-room in labour ward during

the initial post-operative period. In addition to the routine post-

operative care, she was also managed with hydra11azine in titrations as

before) and had a strict in-put/output record.

By the second post-operative day her condition was satisfactory. ~(

She was afebrile and was passing adequate amounts of urine. Her blood

pressure ranged between 140/90-160/100 mmHg. and proteinuria had

decreased from 3+t02+. She had passed flatus and bowel s)unds were

present. Intravenous fluids were stopped and she was started on oral

sips of water. Her medication was changed to oral - i.e. ampic10x

capsules (500 mg. QID for 5 days), hydra11azine tablets (25 mg. TDS)

and Phenobarbitone tablets (30 mg. TDS).

On the third post-operative day the catheter was removed and a

catheter specimen of urine was taken for culture. Blood specimens

were taken for haemoglobin estimation, urea and electrolytes and

VORL. She was transfered from labour ward to ward 2.
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RESULTS OF INVESTIGATIONS

/
PRE-OPERATIVE POST-OPERATIVE

1. Urea 30 mg/dl 25 mg/ dl.

2. Sodium 150 mmol/l. 140 mmol/l.

3. Potassium 4.2 nunol/l. 4.1 nunol/1.

4. Haemoglobin 11.4 gm/dl

5. Packed Cell Volume 34.7%

6. VDRL Negative

7. Blood Group "A" Rh (D) Negative

8. Urine Culture Negative

On the 5th post-operative day the blood pressure was steady at

120/80 nunHg and proteinuria was "Trace". Hydrallazine tablets were

discontinued. Alternate and all stitches were removed on the sixth and

seventh post-operative days respectively. The wound was clean and had

healed by primary intention. The baby's condition was also satisfactory.

She w~s discharged through the renal clinic.

POSTNATAL VISIT

She attended the postnatal clinic after 6 weeks. Her blood pressure

was 120/&0 nunHg and ur i.na Lys is was normal. The abdomen was soft and the

scar well healed. Pelvic examination revealed a completely involuted axial

uterus and clear adnexae. She had no desire for contraception.

The baby had received the necessary immunisations and was breast

feeding and gaining weight well.
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COMMENT

(
Pree-e cLamp si.a is defined as the development of hypertension with

proteinuria, and oedema, or both induced by pregnancy after the 20th

week of gestation, and "sometimes earlier when there is extensive

hydatidiform changes in the chorionic villi (1). The clinical

syndrome of hypertensive disease in pregnancy includes pre-eclampsia,

eclampsia, chronic hypertension (of whatever origin), superimposed

pre-eclampsia and gestational hypertension (1).

The incidence of hypertensive disease in pregnancy is variable.

Mati (2) found an incidence of between 1.5-9% in various parts of

Kenya. Hhenever it occurs, however, hypertensive disease in pregnancy

is an important cause of maternal mortality (3,4) and perinatal

mortality (5).

The aetiology of pre-eclampsia is not known. It is a disease of

young and elderly primigravidae. In multigravidae it frequently occurs

in association with hydatidiform mole, multiple pregnancy, diabetes

mellitus, hydrops fetalis, or underlying vascular disease (1).

Pre-eclampsia may be classified as mild to moderate or severe.

Gant and associates (6) defined severe pre-eclampsia as the presence

of one of the following : Blood pressure of equal to or greater than

160/110 mmllg , oliguria (urine output of less than 600 ruls , in 24 hours)

cyanosis or pulmonary oedema, visual disturbances, epigastric or right

hypochondrial pain, or proteinuria of 3+to4+ or of over 5 grams in a

24-hour collection of urine. This patient had a blood pressure of

190/110 nunHg and proteinuria of 3+ on admission. She also complained
•

of frontal headache and right hypochondrial pain. From all these

considerations she had severe pre-eclampsia.
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Management of the pregnancy complicated by pre-eclampsia is based~

upon considerations of both maternal and fetal well-being. In severe

pre-eclampsia both the mother and the fetus are jeopardised; the mother

from dangers of eclampsia, cerebral vascular accidents, renal and cardiac

failure, and the fetus from intrauterine death (6). Intrauterine death

occurs primarily because of decreased uteroplacental perfusion, but

could also occur from abruptio placentae.

In severe pre-eclampsia, therefore, maternal and fetal interests

are best served by termination of pregnancy regardless of fetal maturity.

Luckily, pre-eclampsia has been shown to accelerate fetal lung maturity

(1,6). Termination of pregnancy is also indicated when and if eclampsia

supervines or if there is unequivocal evidence of fetal growth retarda-

tion or iuuninent fetal demise (6). Mati (2) al soe showe d that there was

poor fetal prognosis if serum urea was 15 mg% or more.

Expeditious termination of pregnancy was decided upon in this

patient not only because she had severe pre-eclampEia but also because

her serum urea was 30 mg% and conservative medical treat:ment at Aga Khan

Hospital for two weeks had not brought about any amelioration of the

condition.

When considering termination of pregnancy the best method is one

that will not further aggrevate the already precarious condi.t Lo n of

the mother or the unborn baby. In practice, the choice lies between

caesarean section and induction of labour. In our obstetric unit we

are guided by the Bishop's Score (7), gestation, and intercurrent

medical and obstetric conditions or 'complications. With a poor Bishop's

Score, as was the case in this patient, caesarean section is decidedly

superior to induction of labour.
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Prevention of convulsions and control of blood pressure are other

measures to be taken in consideration in severe pre-eclampsia (6).

Control of blood pressure should not, however, compromise uteroplacental

perfusion. In our unit, chlormethiozole (Heminevrin) or Diazepam

(Valium)are used in the prevention or control of convulsions. Hy dralla-

sine (Apresoline) in titrations is used to control blood pressure. These

measures were instituted. in this patient.

Early detection and proper management of mild to moderate pre-

eclampsia will largely prevent severe pre-eclampsia (and eclampsia).

This is possible only if the patient avails herself for antenatal care

early in pregnancy; then it behoves the doctors and the midwives to check

for signs and warning signs of this condition (1,4,6). Increased sensiti-

vity for exogenous angiotensin II and the simple non-invasive "roll-over"

test are two screening tests for pre-eclampsia which have recently been

described (6). Both these tests are not done in our unit.

Management of mild and moderate pre-eclampsia has the aim of preventing

severe pre-eclampsia and eclampsia. Admission to hospital is mandatory.

Bed rest aided by mild sedation lowers blood pressure and improves

uteroplacental blood flow. Salt restriction and use of anti-hypertensives

and diuretics are deprecated (1,6). While in hospital weight gain, blood

pressure, renal function tests, and tests and procedures t assess fetal

growth and fetal well-being are evaluated according to the policy of every

centre and unit (6). The overall goal of antepartum care 1S to obtain a

healthy baby who will survive andmvelop normally, but not at the expense

of the mother and her well-being.

This patient was managed conservatively at Aga Khan Hospital for

two weeks. Later this was considered extraneous when her condition

deteriorated with development of frontal headache and pain in the right

hypochondrium. At delivery, although the liquor was clear, the placenta

had multiple infarcts - a sign of its compromised state.
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CASE NO. 14.

* * * * * *

RHESUS DISEASE EMERGENCY CAESAREAN SECTION AT

35+ WEEKS GESTATION - EARLY NEONATAL DEATH.
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RHESUS DISEASE EMERGENCY CAESAREAN SECTION AT

35+WEEKS GESTATION EARLY NEONATAL DEATH

NAME M.W.M. (Mrs)

UNIT NO.: .513394

AGE 32 Years-

TRIBE Kikuyu

PARITY 7 + 0

·L.M~P.

·E~D~D.

ADMISSION

DELIVERY

MATURITY

25.2.1982

3.12.1982

21.10.1982

30.10.1982

35+ Weeks

PRESENTING HISTORY

The patient was admitted from the antenatal clinic on 21.10.1982 for

amniotic fluid studies because of deteriorating indirect coombs test titres.

She did not give any history of labour pains, drainage of liquor or vaginal

bleeding.

ANTENATAL CARE

She was booked ~n our antenatal clinic because of two previous scars and

a bad obstetric history due to Rhesus incompatibility. Her first clinic

attendance was on 30.8.1982 at 27+ weeks gestation. Her height was 5ft. 2in.

and her blood pressure was 120/80 mmHg. Urinalysis was normal aud the uteri;}

size corresponded to 26 weeks gestation. Blood specimens were taken from her

for routine antenatal investigations and indirect coombs test, and her husban

blood was taken for grouping and Rhesus typing.

She made three further visits to the clinic. Her la;,tvisit was on 21.1

at 34 weeks maturity. Her antibody titres at 27+ weeks maturity was 1/64 and

34 weeks it had deteriorated to 1/1024. Because of this, she was admitted to

Ward 3 for spectrophotometry and surfactant test.

RESULTS OF INVESTIGATIONS

Haemoglobin 13.4 gm/dl.

Haematocrit 38.1%

VDRL Negative

Blood Group "AB" Rh (D) Negative

Rh-Genotype d~e/d~e
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RESULTS Cont'd

Indirect Coombs Test Positive

Antibody Titres 1/64 (on 30.8.1982, at 27+ weeks gestation)

1/1024 ( on 21.10.1982, at 34 weeks gestation)

Husband's Blood Gro4P "0" Rh (D) positive

Rh-Genotype

PAST OBSTETRIC AND GYNAECOLOGIC HISTORY

Menarche occurred at the age of 16 years. Her menstrual periods were

regular- the cycle was 30 days and the duration 4-5 days. She was Para 7 +
Her obstetric history ~s summarized below:-

IDURATION
YEAR PLACE MATURITY OF DELIVERY WEIGHT SEX FATE PUERPERIUM

LABOUR

1970 P.M.H 37 Weeks 6 hours F.D. 5! lb. F Died after Uneventful
8 months Anti-D not

given.

1972 P ..M.H Term 8 hours S.V.D. n lb. F A/W " " "
1974 P.M.H Term 4 hours S.V.D. 7! lb. M Jau.ndiced. " " "Late NND

----'
1976 K.N.H Term 8 hours S.V.D. n lb. F Exchange " " "

Transfusion
A/vJ

1978 K.N.H Term 8 Hours S.V.D. 2700gm. M HSB " " "

1979 K.N.H 37 weeks 12 Hours Emergency 2400gm. F Jauno iced. " " "cis Ea r I» NND.

1980 K.N.H 36 weeks Elective 2100gm. H Exchange " " "-
cis Transfusion

A/W

KEY:--
P.H.H - Pumwani Maternity Hospital M - Male

K.N.H. - Kenyatta National Hospital F - Female

F.D. - Forceps Delivery A/W - Alive and \<lell

S.V.D. - Spontaneous Vertex Delivery HSB - Haceratcd Stil1-Bir

CIS - Caesarean Section NND - Necna t.aI Dear.h

j'
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MEDICAL AND SURGICAL HISTORY

This was non-contributory. She had never had blood transfusion.

SOCIAL AND FAMILY HISTORY

Her formal education ended in Form II. She was a married housewife

and the couple lived in Timboroa. Her husband was a businessman. There was

no family history of twins or chronic medical diseases.

PHYSICAL EXAMINATION

The patient appeared in good general condition. She had no pallor,

jaundice, cyanos~s, or peripheral oedema. Her vital signs, respiratory and

cardiovascular systems were essentially normal. Urinalysis was normal.

ABDOMINAL EXAMINATION

The abdomen was symmetrically distended and had a midline subumbilical

scar. Uterine size was consistent with 34 weeks gestation. A single feLUS

in longitudinal lie and cephalic presentation was palpable. Fetal heart

rate was 140 per minute and regular. She was not having any contractions.

The liver and spleen were not palpable.

VAGINAL EXAMINATION

This was not done.

DIAGNOSIS AND MANAGEMENT

A diagnosis of a grandmultipara with two caesarean s ction scars and

Rhesus isoimmunization was made. She was admitted for amn~otic fluid studies.

Amniocentesis was done on 30.10.1982 - the procedure is described in

the introduction. Xanthrochromic liquor was obtained suprapubically and

submitted to the laboratory for bilirubin spectrophotometry and surfactant te31

RESULTS

Surfactant Test

Spectrophotometry

1:1 Negative ~; 1:2 Negative.

Optical density difference of 0.45. This according to

Liley's prediction curves indicates a fetus in grave

condition who needs innnediate delivery tl.enexchange

transfusion, or intrauterine transfusion.
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She was thus prepared for emergency caesarean section as described 1n

the introductipn. Two units of compatible Group '0' Rh CD) Negative

blood were made available for exchange transfusion. The paediatric

registrar on duty at ~he time was appraised of the problem at hand.

EMERGENCY CAESAREAN SECTION

Routine lower uterine segment caesarean section under general anaes-

thesia was performed as described in the introduction. A female baby in

poor condition was delivered and, after clamping and cutting the corci,was

handed over to the paediatric registrar who was in attendance.

After g1v1ng 0.5. mg. of intravenous ergometrine the placenta was

manually removed. It was complete and weighed 500 grms. Cord blood was now

taken for haemogram, serum bilirubin, direct coombs test, and grouping and

Rhesus typing.

Both ovaries and tubes appeared grossly normal. The uterus then

abdomen were closed in layers. Total blood loss was about 500 mls.

THE BABY

The baby weighed 2100 grams and had an Apgar score of 5 at 1 minutes

and 6 at 5 minutes. The baby was appropriate for gestational age and had no

overt congenital malformations. The baby was, howeve r, clinically jaundiced

and anaemic, and the liver was palpable 4 cm. elow the cOftal margin. A

diagnosis of a premature baby with congestive cardiac failure due to Rhesus

-d isease was made.

After initial resuscitation 1n theatre, the baby was quickly rushed to

nursery for exchange transfusion. This was done using group 'a' Rh CD)

ne~ative blood. The baby had two cardio-pulmonary arrests during the

procedure which were successfully controlled by a calcium gluconate, sodiurr.

bicarbonate and adrenaline. After exchange transfusion blood was taken from

the baby for haemogram and serum bilirubin, and then was managed by

phototherapy and intravenous 10% dextrose.



139
RESULTS OF THE BABY'S INVESTIGATIONS

CORD BLOOD AFTER EXCHANGE TRANS.

Blood Group 'A' Rh (D) Positive

Direct Coombs Test Positive

Haemoglobin 10.7 gm/dl.

Haematocrit 30%

Bilirubin : Total 8.5 mg%

Direct 2.0 mg%

Indirect 6.5 mg%

12.5 gm/dl.

33.5%

5.8 mg%
1.0 mg%

4.8 mg%

The baby's condition remained poor. She was weak and still deeply

jaundiced. Repeat exchange transfusion was done on 2. II. 1982, but the baby

suffered an irreversible cardio-pulmonary arrest during the procedure and

died.

POST-OPERATIVE CARE

The mother received routine post-operative care as described in the

introduction. Post-operative haemoglobin done on the third day was 12.7 gm/d

She was not given anti-D immune globulins.

She made uneventful recovery and was discharged in good condition on th
seventh post-operative day after removal of all stitches.

POSTNATAL REVIEW AND LATER EVENTS

The patient was seen in the postnatal clinic after 6 weeks. She was WE

and had no complaints. The abdominal scar was well healed, and the abdolnen

was soft and not tender. Pelvic examination revealed a completely involuted

axial uterus and clean adnexae.

Because of her bad obstetric history and bleak obstetric future,

interval tubal ligation was strongly recommended to her but she declined- to

accept the recommendation.

She subsequently became pregnant 1n 1983, but the fetus died 1n utero

30 weeks gestation. She_underwent hysterotomy and bilateral tuhal ligation

on 9.11. 1983. A macerated still-birth weighing 1010 grams was delivered .
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COMMENT:

The patient presented in this paper was a 32 year old para 7 + 0 lady

who had two previous uterine scars and a bad obstetric history due to Rhesus

(Rh) isoimrnu~ization. In discussing this case, therefore, her two obstetric

conditions will be handled separately.

TWO PREVIOUS CAESAREAN SECTION SCARS:

The dictum in vogue now is : "Twice a caesarean, always a caesarean".

Patients with two previous uterine scars do not fulfill the criteria laid

down by Walton (1) for trial of scar and are sectioned eLec t i.ve Iy:

In the absence of her other more pressing obstetric condition, her

delivery this time would have been a planned one after a positive surfactant
test.

RHESUS ISOIMMUNIZATION:

This is one of the important causes of bad obstetric history. The

essential underlying pathology in this condition ~s an active haemolysis of

fetal red cells before, at or shortly after birth, and the three conditions

of hydrops fetal is, icterus gravis neonatorum and haemolytic anaemia in the

new-born are now recognized to differ only in degree and to be related to

the same disease process.

Because of the stringent precautions taken in group~ng and crossrnatching

of blood before transfusion, Rh-isoimmunization now cdmrnonly, if not

exclusively, occurs when an Rh-negative woman is pregnant wi th Rho-positive

fetus. Fetal red cells cross to the maternal circulation and, being foreign,

induce production of antibodies. These can then cross the placenta and cause

haemolysis of fetal red cells of that Rh-positive fetus or, as it co~~only

occurs, the red cells of subsequent Rh-positive fetuses - with the likelihood

and severity of Rh-disease increasing with higher parities.
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The patient under discussion classically exemplifies this trend. She was

Para 7 + O. Her first delivery was in 1970; the baby died 8 months later.

This death was not related to Rh-incompatibi1ity. Her second delivery was 1n

1972 to a baby who 1S alive and well. Her third delivery was 1n 1974 to a

baby who developed jaundice and succumbed 1n the late neonatal period. From

then onwards her obstetric history progressively soured, and the only

babies who survived - in 1976 and 1980 -w.ere those who had exchange transfusion.

Maturity at delivery also progressively decreased from 1979; with the aim

of preventing intrauterine death. Earlier delivery could have possibly

prevented the fetus dying in utero in 1978.

Whitfield (2) in reviewing the literature so far showed that there are

four factors which will determine whether or not an "at risk" Rh-negative

woman becomes Rh-immunized - these are:-

(I). Her in-born ability to respond to Rh-antigenic stimulus; about two-thirds

of Rh-negative women are responsive.

(2) ABO incompatibility between the fetus and the mother. This reduces

the incidence of Rh-immunization to about one-tenth.

(3) Variations in the strength of the Rh-antigenic stimulus, depending on

the Rh-genotype of fetal red cells.

(4) The volume of fetal blood entering the maternal cir~u1ation, with 0.25 mls

representing the critical sensitizing volume; and with the likelihood

and severity of sensitization increasing with greater volumes.

Woodrow and Finn (3) showed that labour 1S a very important event 1n the

induction of primary Rh-immunization. After an abortion the risk of

Rh-immunization is between 3-5%. ~-litha full-term delivery this risk 1.S

about 12%; but 1S somewhat higher 1n caesarean section deliveries, manual

removal of the placenta, pregnancies complicated by hypertension and antepartum

haemorrhage, and in pregnancies where external cephalic version or allL.'l.:to-

centesis are done (2).
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Since the independent and remarkable studies by Freda and his associates

.from J960 (4) and Finn and his colleagues also from 1960 (5) Rh-immune

gLohulins (anti-D 19G) have revolutionized the management of Rh-disease. It

I:: 1)')11.' ut.nndar d practice in virtually all centres to give anti +D to 1111

Rh-negative non-immunized women after they deliver an Rh-positive infant or

:11. t l'r all abortion or ectopic pregnancy of two months maturity or above. In
I

centres where an estimation of the amount of fetal blood that has entered

tile maternal circulation can be done (using the Kleinhauer acid-elution

t cchnique ) a precise dose of anti-D is given .. In other centres, the

recommended dose of anti-D is 300 micrograms given within 72 hours of delivery,

:111(1 about half of this dose after an abortion or an ectopic pregnancy.

This patient was not given anti-D. after her initial deliveries. From hl:r
,history it appears that she became s-~sitized af t er her :second' deiiv~ry'
and t.he sensitization became wor se with subsequent deliveries'.' - " ..

'I'he risk of the current fetus being affected by Rh-disease was certainly reaL

The indirect coombs test was positive at 27+ weeks gestation and the titres

wcre very high. Amniotic fluid bilirubin concentration as determined by

spectrophotometry, whi.ch is a better predictor of fetal weLl+be i.ng and

outcome (6), \'73S not done at this time because of the limitations in our

('entre in handling Rh-disease. in early gestations. In early gestations,

i lit rau t er ine transfusion (7) or plasmapheresis (8) are the r ecornmend ed modes

or marrag ement - neither of which are done in our centre. The onl y alternative

open in severely affected fetuses in this unit, as was done in this case, lS

premature delivery after 34 weeks gestation followed immediately by exchange

transfusion.

Rh-disease 1.S difficult to treat and the best way to deal with it 18

prevention. Health education 18 important to mobilize public awareness HI

rhe problems inherent in an Rh-negative womenmarrying an Rh-positive man.

Homenwho are Rh-negative are advised to inform their doctors of this fact

Illlf'IlC'VCY they are pregnant, have an abortion or undergo l.apar a t omy for

"l' [ )11 ic pregnancy.
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PRF~VIOUS lJTEH 1:-JE SCAR : SCAR DEHI SC G"lC E

TN LABOUR - UNEVF:NTl rut OUTCOME

NAME EoN.M. (Miss) L.M.P. 5.4.1984---
UNIT NO. : 650761 E.D.D 12.1.198::;---- ---
AGE 24 years ADMISSION 25.10.1984------_.
TRIBE Meru DELIVERY 29.12.1984-- ----
PARITY 1+0 DISCHARGE 9.1.1985

---'--

PRESENTING HISTORY:

Miss E.N.M. was admitted to the labour ward from her hostel on

25.10.1984 with a history of intermittent a l.domi.na I pains for 2 hours.

She did not give any history of draining liquor or vaginal bleec.ling.

Maturity by datos was 28+ wecks.

PAST OBSTETRIC AND GYNAECOLOGIC HISTORY:

Menarche occured at 13~ years. She had regular menstrual periods

oc curing every 30 days and lasting for 4 days. She had never used any

of the modern contraceptives.

She was Para 1+(\. This delivery was in 1981 at Thika District

Hospital and it was by emergency caesarean section clue to obstructed

labour. A male fresh s t i I lbirth was delivered \~ho'leighed 3800grams.

She developed puerperal sepsis which wa s contained i,), antibiotics.

llISTORY OF PRESENTPRI:;GN/V~CY:

She was booked in 'our antenatal clinic because of one previou~

scar. l ler fi r s t clinic attendance was 011 20.8.]984 at 19 weeks

matur i ty. Her height was SEt. 3in. Routine antenatal investigations

were done. She was subsequently r eviewed 4 more times in the clinic.

Observations of blood pressure, urinalysis illld uterine size were

within normal limits during all the antenatal visits.
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ANTENATAL INVESTIGATIONS:

Haemoglobin 13.6gm/dl

I-laematocrit 41.1%

Blood Group "0" Rh (D) Positive

VORL Negative

PAST MEDICAL AND SURGICAL HISTORY:

She gave no relevant past medical and surgical history.

FAMILY AND SOCIAL HISTORY:

She was single and was a student nurse in Med ical Training

Centre. She neither smoked nor consumed alcoholic drinks. There

was no family history of twins or chronic medical diseases.

PIIYSICAL EXMHNATION

Her general condition was satisfactory. She had no pallor,

jaundice or leg oedema. Her blood pressure was llO/70mmHg., pu lse

was 84/rnin. The cardiovascular, respiratory and central nervous

systems were essentially normal.

i\BDO~IINi\L EXAt,lINATIO~:

The abdomen was uniformly distended. She had a midline sub-

umbilical scar. A single fetus in longitudinal 'lie and cephalic

presentation was palpable. Uterine size was consistant with 30 weeks

gestation. Fetal heart rate was 140 per minute and !'egular. She

was getting 2 uterine contractions in 10 minutes each lasting about

15 seconds.

VAGINAL EXAMINAT ION:

The vulva and vagina were normal. The cervix was 500
0 eff s.c ed

and 2cm. dilated. The membranes were intact and she was not having

any draina~e of lioour.• . ~7 •
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DIAGNOSIS AND ~~NAGEMENT

A diagnosis of premature onset of labour in a patient with one

previous caesarean section scar was made. She was given'lOOlllgof

pethidine stat and was started on 2.smg of ventolin in sOOmls. of

5% dextrose drip. The infusion rate was 10 drop per minute for

30 minutes and this was escalated by 10 drop every 30 minutes until

40 drops per minute at which rate the contractions ceased. The

maternal pulse was observed every IS minutes and at no time did it

go above 120 beats per minute.

She was maintained on the ventolin infusion for a further 6

hours. She had no recurence of uterine contractions and the

observations of pulse and blood pressure were within satisfactory

levels. After this she was transfered to the maternity ward on oral

ventolin (4mg 8-hourly).

Her stay 1n the ward was characterised by occassional contrac-

tions which were always controlled by ventolin infusion. Because

of a previous scar radiological pelvimetry was done on 11.12.1984

at 36 weeks gestation. This showed a true conjugate of 10.3crn,

mi.dcavity of 1l.2clI1.and outlet of 11.7clIJ. Due to a true con j ugat e

of less than 10.scm, the plan was to deliver her ,by elective caesarean

section after a posi tive surfactant test at 38 weeks [',estation.

Anuniocentesis for surfactacant test was not, however, done because

on 29.12.1984 at 9.20a,lll.she went into spontaneous labour.

She was transfered to labour ward. Her gffileralcondition was

good and she was getting 2 uterine contractions every 10 minutes

each lasting between 20-40 seconds. She was prepared for emergffi!cy

caesarean section but this could not be done until 1.30p.m. r.ecause

of other emergency operations.

as per partogram.

In the ruean t ime she was mon itorcd
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At 1.lSp.m. she was getting 3 contractions 1n 10 minutes each lasting

20-30 seconds. Her pulse rose to no beats per minute and she started

experiencing vaginal bleeding. With these added signs no delay was taken.

EMERGENCY CEASAREAN SECTION:

In theatre she was catherised aseptically and clean urine obtained.

The catheter was left in place. Abdominal toilet was done and the area

draped. Anaesthesia was induced smoothly uS1ng sodium thiopentone and

scoline and maintained by oxygen, nitrous oxide and Halothane.

The old scar was excised and the abdomen opened in layers. Dense

adhesions were encountered on entering the abdomen. These were partially

separated using blunt finger dissection in order to expose the lower

uterine segment. The peritonemu was reflected and this exposed a 3cm.

dehiscence of the previous uterine scar. The area around the dehiscence

was oedematous. Using curved dissecting SC1ssors the dehiscence was

continued laterally on both sides. The membranes were then ruptured and

a male baby delivered cephalic. The baby weighed 27S0grams and had an

Apgar score of 8 at I minute and 10 at 5 minutes. O.Smg of ergometrine

was given intravenously and the placenta delivered by cord traction.

It was complete and weighed 650 grams.

The uterus was now repaired in anatomical layers as escribed in

the introduction. Both tubes and ovaries appeared healthy and normal.

After a correct swabs and instruments count the abdomen was closed in

layers.

Vulvogaginal toilet was now done. The catheter was draining clear

urine. It was inflated and left in place for continous bladder drainage.

Total blood loss was about l600mls and the patient was transfused with

two units of whole blood.
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POST-OPERATIVE CARE:

Routine post-operative care was accorded to the patient as

described in thcintroductioll. In add i t ion she had conti nous

bladder drainage for 10 days. She made uneventiful recovery. She

was mobilized from bed and started on oral sips of water from the

second postoperative day. On the third day haemoglobin estimation

was done and this showed a haemoglobin concentration of 1l.3gm/dl.

Catheter specimen of urine was taken on the 5th and lath post-operative

days and in both occassions no bacteria were grown on culture.

Alternate and all abdominal stitches were removed on the 6th and

7th post-operative days respectively. The would was clean. The

urethral catheter was removed on the lath day. She was kept 1n

hospital for 2 more days and did not develop any incontinence of urine.

The mother and her baby were then discharged in good condition on

the 12th post-operative day.

POSTNATAL REVIEW:

She attended the postnatal clinic on 15.121985. Her L.M.P. had

been on 9.2.1985. She was well and had no complaints. Her blood

pressure was 110/70mmHg. and urinalysis was normal. The abdomen

was soft and the scar.well healed. The uterus was cnnpletcly

involuted and wa s retroverted.

The baby had received the necessary i.nunun i sat ions and was

breastfeeding and gaining weight satisfactorily.

She wanted to use natural methods of contraception and this was

explained to her in details.
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COMMENT:

Dehiscence of a previous uterine scar is different from

rupture of the scar. In dehiscence, the separation does not involve

the whole of the previous uterine scar, the fetal membranes are

intact, and bleeding is absent or only minimal. In contrast, rupture

refers, at the mininmm, to complete separation of the previous scar

with rupture of the fetal membranes, and bleeding is often massive (1).

The fetus is more often than not extruded, in part or in whole, into

the peritoneal cavity after rupture of the uterus. The fetus and the

mother, therefore, fare that much better in dehiscence than in rupture

of the scar (1,2). The scparat iou of the previous scar in this case

conformed to that of dehiscence and the prognosis to the mother and

the baby ",as, as expected, good.

Ruptured uterus is an infrequent obstetric emergency in the

westr~rn more developed countries, and then, it frequently occurs in a

scarred uterus (1). In contrast, ruptured uterus is still a major

obstetric emergency 1n developing countries (3,4,5,6). This is

mainly due to inadequate antenatal and intrapartun care, and to poor

comlllunication.

Although obstructed labour is still consi.dered t c be the ma in

cause of ruptured uterus in developing co.mt.ries , rupt rre of previous

caesarean section scar is acquiring unparalleled significance and

has emerged as the leading aetiologic factor in some areas (3,4,5).

For example, in a IO-year review of ruptured uterus 'seen at Kenyatta

National IIospital, Webala (3) found that spontaneous uterine rupture

occured in 42.7% of the cases while rupture of a scarreJ uterus occured

in 54.9~ of the patients. In this series, as in Walton's study (5) no
}

distinction wa s made between scar dehiscence and frank rupture. It

was the cont errt ion of Lawson and 1\j abor (<'1) that comp Iete rupture of '-'
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previous scar is usually proceeded by formation of a "window" in the scaT.

Certain conditions are known to lead to "suspect scars" which aTe

liable to dehisce or rupture in subsequent pregnancies. LeaJing amongst

this is a classical scar. In an extensive review of the literature,

Lavin and associates (7) showeJ that not only is a classical scar more

likely to rupture, but also if it does the rupture is more likely to

be con~lete with grave consequences to the fetus and, to a lesser extent,

to"the mother. They also found that the classical scar can rupture at

any time before and during labour, unlike a lower uterine scar which

rarely rup t ures before labour.

Puerperal sepsis, as had occured after the first section in this

patient, is claimed by some (6,8) and refutcd by others (2,7) In

leading to a weaker scar. Certainly, proper approximation of the

uterine layers is an important prerequisite to a stronger scar (9).

In the words of PedolVitz and Schwartz (9), "most dehiscences are

conceived in the operating room when the uterus is repaired and they

develop during the puerperium. The ensuring pregnancy merely accentuates

the pre-existing defect".

Elective caesarean sections, previous caesarean sections, increased

intrauterine volWlles are other instances wlich may 12a\e a weaker scar

(6,7).

An indication that the scar had, at least, dehisced in this patient

was the sudden elevation of the maternal pulse and the development of

vaginal bleeding. Walton (5) and Armon (6) ~npasized the diagnostic

value of the premonitory value of these signs.

Rise of caesarean section rate is a matter of concern to

obstetricians all over the world. In Kenyatta National llospi tal the

rate has reached 17.890 - the majority being repeat sect ionsr j n) .
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The modern trend is to reverse th:is undue rise in caesarean birth rate.

Morewood and co-workers (2) and Lavin and associates (7) have shown

that vaginal delivery after caesarean section is relatively safe. In

Lavin and associates (7) extensive review, an incidence of uterine

rupture of 1.7% was recorded. The perinatal mortality was 0.93% and

trial of labour succeeded in 66.7% of the cases.

All the workers, however, stress the importance of proper selectio

of patients for trial of scar. In our unit, we are guided by the crite

laid down by Walton (5).

This patient had radiological pelvimetry at 36 weeks gestation

and the true conj ug ntc W;ISf ouud to be lO.3clIl. She was not , t hcrcf orc,

to be given a trial of scar. She went into spontaneous labour before

surfactant test could be done. She sustained scar dehiscence while

awaiting for ceasarean section.

bladder drainage for 10 days.

incase she had bladder injury.

After the operation, she had continual!!

This was a purely prophylactic measure
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ANAEMIA IN PREGNANCY AT COAST PROVINCE

GENERAL HOSPITAL (CPGH), MOMBASA:

A DESCRIPTIVE STUDY.

INTRUDUCTION:

Nutritional anaem1.a 1.Sdefined by W.H.O. as, "A condition in

which the haemoglobin concentration of blood is below the accepted

normal value, due to a deficiency of one or more nutrients essential

for erythropoiesis, regardless of the cause of the deficiency" (I).

The materials essential for erythropoiesis, deficiencies of which

are responsible for anaemia in pregnancy anywhere in the world, are,

broadly iron and folic ~cid, and occasionally vitamin B12 (2).

The importance of anaemia as a leading cause of morbidity and

mortality at the coastal regions of Kenya has been well documented

(3-8). Malaria (9) and hookworm infection (10) being endemic in these

areas, would undoubtedly playa major role in the aetiology of anaemia

in pregnancy. This study was undertaken to evaluate the part played by

these two parasites plus other determinants of anaemia in pregnancy

at the coast.

OBJECTIVES:

This study had the following objectives:

1. To define the incidence of anaemia in pregnancy at CPGH.

2. To define the individual importance of the different types of

nutritional anaemias - e.g. - microcytic hypochromic anaem1.a,

macrocytic anaemia, dimorphic anaem1.a, haemolytic anaemia, etc.

3. To define the determinants or possible determinants of the

anaemia.
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4. To look at the management of the patients and the consequences

of the anaemia to the patients and their pregnancies.

5. To advance possible solutions regarding future care of pregnant.

women in this area vis-a-vis anaemia in pregnancy.

MATERIALS AND METHODS:

This study was done at Lady Grigg Maternity Hospital (LGMH), the

maternity unit of CPGH. LGMH is reputed to be the second busiest

maternity hospital in Kenya - second only to Pumwani maternity hospital.

It serves patients mainly from Mombasa district, and referrals from

district hospitals and health centres in Coast Province.

Mombasa has a hot and humid climate with an annual rainful rang~ng

from 40 to 50 inches. It is the second biggest town ~n Kenya and its

principal port. Mombasa ~s a cosmopolitan town and almost all the tribes

of Kenya are represented there.

This study took 10 weeks from the 14th September, 1983 to

23rd November, 1983. During this period all women who attended LGMH

with a haemoglobin concentration of less than 9.0gm/dl. were included

in this study. Each of these patients was assessed and investigated as

follows:

1. Gave answers to the questions detailed in the proforma (Index 1).

2. Had a thorough physical examination with special attention to Pallor,

Jaundice, Oedema, Blood pressure, Temperature, Respiratory system,

Cardiovascular system and Abdominal system.

3. 2cc. of venous blood were taken in a sequestrine bottle and sent

to the Laboratory of CPGH for haemoglobin concentration, peripherd1

blood film, sickling test plus or minus haemoglobin concentration.
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3.1. Haemoglobin concentration was done us~ng the Coulter Machine

3.2 Peripheral blood films were stained with standard Leishman's

't'>t..a\.."'C\.'t'>a"'C\.i\ t..\\~"'C\. ~"y"a\.\\\.."'C\.~i\ \.1;)1: '-\\1;)1:})\\I;)\.I;)'b'j I;)\. 1:eo. ano. 'W'n~'Le. '01.000.

cells.

3.3 Sickling test was done us~ng freshly prepared sodium metabisuphite

Haemoglobin electrophoresis was done only on specimens with

positive sickling test.

3.4 Haematocrit was done using the microhaematocrit centrifuge

method.

4. Scc of venous blood was taken in a plain bottle and sent to the

Laboratory for total bilirubin estimation using the Lathe and

Ruthven method.

5. Thick blood smears, two for each patient, were stained with field's

stains and examined for malaria parasites.

6. A Stool specimen was collected in plastic stool containers and

analysed for ova and cysts using the formol - ether concentration

method.

7. Finally the management of these patients was 'crutinised, Lnd the

outcome of the pregnancies complicated by anaemia was looked into.

DEFINITION:

For purposes of this study, anaem~a ~n pregnancy was defined as:

A PREGNANT WOMAN WITH A HAEMOGLOBIN CONCENTRATION OF LESS THAN 9.0 GM/DL.
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RES U L T S

I. INCIDENCE OF N~AEMIA IN PREGNANCY IN CPGH:

During the 10 weeks of study, 142 patients were admitted to

LGMH with a haemoglobin concentratioll of less than 9.0gm/dl. Rec~use

of occasional lack of specimen bottles and other constraints,

lIB patients were studied in detail. All these 118 patiens were

interviewed and examined by the author who at the same time took the

necessary specimens from them.

In the same period, there were 1670 deliveries in the

Obstetric Unit. The incidence of anaemia in pregnancy was, therefore,

B.S per 100 deliveries.

2. POINT PREVALENCE OF DISEASES IN ANTENATAL WARDS:

On 19.10. 1983 (the mid point of the study period) all patients

1n the Antenatal wards were scrutinised and their principal diagnoses

are shown in TABLE I.

•

Thus, __about two out of every five beds i the Antenatal wards

were occupied by patients with anaemia in pregnancy.
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TABLE 1:

POINT PREVALENCE OF DISEASES IN ANTENATAL WARDS:

DIAGNOSIS NO. %

1. ANAEMIA IN PREGNANCY 38 43.7

2. HYPERTENSIVE DISEASE IN PREGNANCY 12 13 .8

3. BAD OBSTETRIC HISTORY 10 11.5

4. MALARIA IN PREGNANCY 5 5.7

5. PREVIOUS UTERINE SCAR(S) 4 4.6

6. FALSE/LATENT LABOUR 4 4.6

7 MULTIPLE PREGNANCY 3 3.4

8. ANTEPARTUM HAEMORRHAGE 3 3.4

9~·• CARDIAC DISEASE IN PREGNANCY 2 2.3

O. POST-DATISM 2 2.3

1. MEDICAL DISEASE 2 2.3

2. INTRA UTERINE DEATH 1 1.1

3. BREECH PRESENTATION 1 1.1
f---'

TOTAL 87 100

I
I
I
j
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3. HAEMOGLOBIN, P C V AND M C R C CHARACTERISTICS:

3.1 HAEMOGLOBIN CONCENTRATION

118 patients were studied in detail. Their haemoglobin

concentrations ranged from 2.2gm/dl. to 8.9gm/dl., with a mean of

5.7gm/dl. The haemoglobin concentrations were further grouped into

4 arbitrary classes and the results are shown in TABLE 2.

As can be seen, 28.8% of the patients studied were either

"severely" or livery severely" anaem~c. These were patients who

needed urgent and prompt attention. 80.5% of the patients had haemoglobin

concentration of less than 7.0gm/dl.

3.2 PACKED CELL VOLUME (PCV):

This ranged from 6% to 31% with further breakdo"m shown ~n

TABLE 3.

3.3 M C R C

This was calculated fJ;.Omthe haemoglobin concentration and

the pev using the standard formula: MCRC = HB x 100
PCV'

The results obtained were put into three categories - i.e. - below

32gm%, 32-36gm% and above 36gm%. This was an attempt to classify the

anaemias into hypochromic microcytic, normochromic normocytic, and

normochromic macrocytic respectively. It should be pointed out here

that the results of the MCRC were, more often than not, at complete

var~ance with the peripheral blood pictures. Possible reasons for

this discrepancy will be mentioned in the discussion.

The results of the MCRC are shown ~n TABLE 4.
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HAEMOGLOBIN CONCENTRATION
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HB. CONCENTRATION CLINICAL PICTURE NO. %

LESS THAN 3.0gm/d1. VERY SEVERE ANAEMIA 6 5.1
3.0 - 4.9 gm/ d1. SEVERE ANAEMIA 28 23.7
5.0 - 6.9 gm/ d1. MODERATE ANAEMIA 61 51.7

7.0 - 8.9 gm/ d1. MILD ANAEMIA 23 19.5
TOTAL ll8 100

TABLE 3

P C V

P C V RANGE NO. %
- -

0 - 9% 9 7.6

10 - 19% 64 54.3

20 - 29% 43 36.4

30% AND ABOVE 2 1.7
1---

TOTAL .\18 100

TABLE 4

M C H C \.

M C H C xo , "L
.0

118

BELOW 32 gm% 58 49.2

32 - 36 gm% 32

ABOVE 36gm% 28

TOTAL

27.1 !
t

23."J i--I
100 _ I
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4. SOME POSSIBLE DETERMINANTS OF ANAEMIA IN
PREGNANCY IN crGII:

~.l. AGE DISTRIBUTION:

TABLE 5 shows the age distribution of the 118 patients with

anaemia in pregnancy when compared to all the mothers who delivered ~n

LGMH during the period of this study.

More than half of the patients with anaem~a ~n pregnancy were

aged 20 years or less, while 36% of the mothers who delivered during the sam

period were aged 20 years or less. This difference is statistically

significant (Z = 3.3 : P,O.Ol). Thus, anaemia in pregnancy is

predominantly a disease of younger women.

4.2. PARITY DISTRIBUTION

This is shown in TABLE 6 with compsri.s on figures drawn from the total

number of mothers who delivered during the same perioG.

33.1% of anaem~c mothers were primigravidae compared to a

slightly lower figure of 28.5% all the moth rs. The dif:erence, however,

was not statistically significant. The rest-of the parity groups were fairl

well comparable.
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TABLE 5

AGE DISTRIBUTION:

AGE ANAEMIC PATIENTS ALL MOTHERS

NO. % NO. %

15 YEARS AND BELOW 2 1.7 21 1.3,
*16 - 20 YEARS 59 50.0 580 34.7)

21 - 25 YEARS 33 28.0 627 37.5
26 - 30 YEARS 16 13.6 339 20.3
31 - 35 YEARS 5 4.2 77 4.6
36 YEARS AND ABOVE 3 2.5 26 1.6

TOTAL 118 100 1670 100

*STA'l.'ISTICALLYSIGNIFICANT DIFFERENCE
(P<O.Ol)

TABLE 6

PARITY DISTRIBUTION: (ABORTION IGNORED)

PARITY ANAEMIC ATIENTS ALL M)THERS.
NO. % NO. %

0 + 0 39 33.1 475. 28.5
1 + 0 26 22.0 355' 21.3
2 + 0 18 15.3 298' 17.8
3 + 0 14 11.9 184 11.0
4 + 0 7 5.9 127 7.6
5 + 0 4 3.4 89 5.3
6 + 0 AND ABOVE 10 8.5 142 8.8

TOTAL 118 100 1670 100
~



4.3 TRIBAL DISTRIBUTION:

This is shown in TABLE 7; again drawing comparisons between

all the mothers delivered during that peri.od ,

The Mijikenda tribes, nine in total, are grouped together

because they share very similar social and cultural values and beliefs.

Not only do they live in extreme poverty but they also still ardently

believe in traditional norms of doing things; pertinant1y here,

traditional medical care. They will only, therfore, seek modern

medical care if progressive symptoms have shown the futility of the

traditional medicines. It is hence not surprising that although the

Mijikenda tribes are indigenious at the Coast, only 24.2% of them

delivered at LGMH; at the same time they consituted 62.7% of all the

anaemic patients. This difference is highly statistically significant

(z = 8.4 : P{O.OOJ).

4.4 ANTENATAL CARE AND LEVEL OF EDUCATION:

These variables are shown in TABLE 8 (a + b).

83.9% of the patients studied had no formal or only rudimentary

(STD. 1 - 4) education. Therefore, although 94.9% had· some form of /

1 1- • 1 1 f ··1· I· . f 1- /antenata care, t ne i.r eve 0 assi nu at i ng what 1S requ i.r e.i a t tiem

is questiona1be. Furthermore, because of the perennial shortages and

the ever-increasing over-crowding, the care offered in most of the

antenatal clinics is, to say the least, inadequate.

166
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TABLE 7

TRIBAL DISTRIBUTION:

TRIBE ANAEMIC PATIENTS ALL MOTHERS
NO. % NO. %

MIJIKENDA 74 62.7 403 24.2
TAITA 12 10.2 156 9.3
KAMBA 10 8.5 303 18.2
LUO 10 8.5 332 19.9
LUHYA 5 4.2 201 12.0
KIKUYU 3 2.5 126 7.5
OTHERS 4 3.Lf 149 8.9

TOTAL 118 100 1670 100

,'(THE DIFFERENCE IS HIGHLY STATISTICALLY
SIGNIFICANT (Z = 8.4 P<O.OOl)

IrABLE 8(a): LEVEL OF EDUCATION:

LEVEL OF EDUCATION NO. %

NONE 5!f 45.8
LOWER PRIMARY (STD. 1 - 4) 45 38.1

UPPER PRIMARY (STD. 5 - 7) 6 5.1

LOWER SECONDARY (FORM 1 - 2) 7 5.9

UPPER SECONDARY (FORM 3 - 4) 6 5.1

TOTAL ll8 100

TABLE 8(b) ANTENATAL CARE

I

ANTENATAL CARE NO. I~

SOME CARE 112 94.9

NO CARE 6 5._~

TOTAL 118 laC !
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4.5. MARITAL STATUS AND OCCUPATION:

Of the 118 patients studied, 106 (89.8%) of them were married.

9 were single and 3 were divorced. The significance of this in the

aetiology of anaemia in pregnancy is not clear, but could be related

to the sudden responsibility required of these young women in running a

home and raising a family. This, however, lS only conjectural.

The majority of the patients studied were grouped under that

ubiquitous occupation of "house-wife" (108 = 9l.5%). 3 were doing

salaried work, 3 were peasant farmers, 2 were self-employed and 2.were

casual workers.

The occupations of their husbands or fathers (for those who were

not married) is shown In TABLE 9. The divisions are arbitrary;

nevertheless, it IS hoped that they give a rough picture of the family

lncome.

Only 31.3% of these patients' supporters did reason~bly-paying

work (moderate and high-salaried work). The income of the rest was

precarlous.

4.6 AVERAGE DAILY DIET

The patients studied were each asked by the author what they "normally"

eat for breakfast, lunch and supper. The responses given were then categorised

into 4 groups - i.e. - MAINLY CARBOHYDRATES, CARBOHYDRATES AND SOME GREEN

VEGETABLES, CARBOHYDRATES AND SOME PROTEINS, and BALANCED DIET. The results

obtained are given in TABLE 10. These categories are arbitrary. 64.4% of

the cases in this study had a diet composed of mainly carbohydrates and,

carbohydrates and some green vegetables. This was considered an inadequate

diet. 35.6% ate what was considered an adequate diet - i.v e , - a dis t composed c

carbohydrates and some proteins, and a balanced diet.
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TABLE 9

HUSBANDS'/FATHERS' OCCUPATION

OCCUPATION NO. %

l. NONE 6 ).1

2. CASUAL WORK 16 13.6

3. SMALL BUSINESS (e.g. Hawker, E'isherman )"

Magician, Peasant Farmer, Mason, etc. ) 30 25.4

4 LOW -SALAR IED (e.g. Cook, Attendant, waiter,
watchman etc.) 29 24.6

5. MODERATE - SALARIED (e.g. Seaman, clerk,

Mechanic etc.) 18 15.3

6. HIGH-SALARIED (e.g. Teacher, Accountant,

Salesman etc.) 19 16.0

TOTAL 118 100

TABLE 10

AVERAGE DAILY DIET

DIET NO. ·1
10

MAINLY CARBOHYDRATES 10 8.5

.CARBOHYDRATES AND SOME GREENS 66 55.9

CARBOHYDRATES AND SOME PROTEINS 21 17.8

BALANCED DIET 21 17 ,8
I

!total 118

I
100

I
I

i

~.
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5. PHYSICAL EXAMINATION

The results obtained are su~nerised in TABLE 11. Clinically,

all patients studied were pale, with varying degrees of pallor.

38.1% of the patients were clinically jaundiced and 43.2% had varying

grades of splenomegaly. From these clinical findings, haemolysis

seems to be an important cause of anaemia 1n pregnancy. This haemolysis

1S presumed to be caused by malaria.

11 patients were 1n congestive cardiac failure (CCF) or in

imminent CCF. These patients were treated promptly and vigorously.

6. LABORATORY RESULTS:

These are given 1n TABLE 12.

63.6% of the patients had positive smears for malaria parasites.

73.7% had serum bilirubin levels of over 0.8mg%. These results-...•
further strengthen the impression of the importance of malarial

haemolysis in the causation of anaemia in pregnancy in this area.

43.2% of the patients had Hookworm ova in stool, and 18.6%.....,

had ova of Trichuris trichura.

16 patients had positive sickling tests; all exc~pt one had HBAS.

Dimorphic picture was.the commonest peripheral blood picture (70

patients), followed by Iron deficiency anaemia picture (43 patients).

The difference between these two was statistically different

(Z = 3.6 : P<O.OOl).

The picture of dimorphic anaem1a shows both features of Iron

deficiency anaemia (Hypochromia and microcytosis) and features of

macrocytic anaemia (macrocytosis, normochromia, varying degrees of

anisocytosis and poikilocytosis, plus or minus hypersegmented neutrophils:

" d " dd"t" n features of haemolysis~L~~t aLL the~e ~at~ents showe , 1n a 1 10 ,

( po Iychr omas ia )



TABLE
11:

PHYSICAL
EXAMINATION:

CCF
OR

SIGN
PALLOR

JAUNDICE
PYREXIA

SPLENOMEGALLY
HEPATOMEGALY

IMMINENT
CCF

+VE
-

VE
+VE

-VE
+

VE
-

VE
+

VE
-

VE
+

VE
-

VE
+

VE
-

VE

NO.
118

0
45

73
15

105
51

67
24

94
11

107

%
100

0
38.1

61.9
12.7

87.3
43.2

56.8
20.3

79.7
9.3

90.7

TABLE
12-

LABORATORY
RESTJLTS

SERUM
PERIPHERAL

STOOL
TEST

MPs
B!LIRUBIN

BLOOD
PICTURE

.
EXAMINATION

SICKLING
TEST

-
+VE

-VE
0.8mg%

0.8mg%
I.D.A.

D.P.
M.P.

H.P.
H.W.

T.T.
+VE

VE
-

+VE
-VE

+VE
-VE

HBAS
HBSS

.
NO.

75
43

31
87

43
70

2
3

51
67

22
96

15
1

102

%
63.6

36.4
26.3

73.7
36.4

59.3
1.7

2.3
43.2

57.8
18.6

81.4
12.7

0.8
86.4

<
,,<

~

KEY:
HPs

=
~~LARIA

PARASITES
H.W.

=
HOOKWORMS

T.T.
:=

TRICHURIS
TRICHURA

l.D.A.=
IRON

DEFICIE~CY
ANAEMIA

PICTURE

D.P.
=

DIHORPHIC
ANAEMIA

PICTURE
M.P.

=
MACROCYTIC

PICTURE
H.P.

=
HAEMOLYT.IC

PICTURE
<>;'<

=
STATISTICALLY

SIGNIFICANT
DIFFERENCE

•••••
-..:z
•••••
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.MA.TERNALAND FETAL OUTCOME

There was one maternal death which, most likely, was due to anaem1.a

1.npregnancy. This was a 19- year old patient who had just delivered a

set of twins at home .then collapsed. She was rushed to hospital but

before any resuscitatory lueasures could be instituted her weakened heart

stopped beating.

Relevant history from accompanying relatives was that she was married

and had had antenatal care in a municipal council clinic. Her labour had

been short and uneventiful and she was delivered by a traditional midwife.

She had not bled much postpartum.

On examination, there WdS paper-white pallor, tinge of jaundice and

grade 1 splenomegaly. The uterus was well contracted. Relatives declined

to have post mortem done on the deceased.

The rest of the patients were managed with blood transfusion (102

patients; a total of 255 pints) ferrous sulphate, folic acid and chloroquine

(all patients). Alcopar was only given to patients with hookworm ova in

stool.

All the studied patients spent a total of 1356 days 1.nhospital (Range:

3 - 51 day; Average: 11.5 days).

Of the ~18 patients studied, only 56 eventually deliv'red 1.nLGMH.

There were 4 stillbirths (One was macerated, and 3 were fresh), and 52

babies were born alive - 12 of these died in .the first week of life. The

perinatal mortality rate of this group was, therefore, 285.7 per 1,000.

This compares to a perinatal mortality of the unit during the period of

study of 172 per 1,000.

Out of the 56 babies delivered in LGMH, 25 were below 2,500 grama and

31 were above or equal to 2,500 grams. The low birth weight rate W3S

thus 44.6%.
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DISCUSSION

A. INCIDENCE AND PREVALENCE OF ANAEMIA IN PREGNANCY IN CPGH:

An incidence of anaemia in pregnancy of 8.5 per 100 deliveries
was recorded in this st~dy. Anaemia in pregnancy was the leading reason
for admission to the antenatal wards - with a figure similar to that
recorded by Mtimavalye et al in Dar-es-Salaam (12). These figures in
themselves bring out the undisputed importance of anaenlia ~n pregnancy ~n this
region; but remembering that only about ~ -5% of patients ~n East Africa
seek medical attention (13), the true prevalence of anaemia in pregnancy

in this region must be a collosal, staggering and frightening problem.

These results concur well with the observations of Lawson (2)

and with the WHO Division of Family Health Report of 1979 (14). This

report states, inter alia "At any point in time every sixth woman

aged 15 to 45 years living in a developing country, excluding China, is

pregnant, compared to one in seventeen such women in developed countries.

From the information collected it would seem that about half the non-pregnant

women and nearly two thirds of the pregnant women have haemoglobin concentration

below those laid down by WHO as indicative of anaemia; making a total

of some 230 million "anaemic women."

Watson and Murray in 1969 (15) studied 187 women attending antenatal

clinic at Kenyatta National Hospital (KNH) for the first time, and found

that C)~~ of them had haemoglobin concentration of less than 10g01%. Mati and

associates in 1971 (16) showed that one out of every 23 admissions to the

Obstetric Unit of KNH had a haemoglobin concentration of less than 10gm%.

More recently, Fomulu (17) recorded an incidence of 5.4% in the sanle unit.

Turner, 1962(6) reviewed medical records of CPGH of 1960 and found that 21%

of the admissions had severe anaemia with a haemoglobin concentration of less than

7.4gm%. Macgregor in 1961 (5) in Mombasa found an incidence of 29.6% with a

haemoglobin concentration of less than 9gm%.
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It would appear, therefore,that-anaemia 1S more prevalent 1n CPGH

than in KNH, and, on a more encouraging note, things seem to be

improving S1nce the early days of Turner and Macgregor.

B. DETERMINANTS OF 'ANAEMIA IN PREGNANCY IN CPGH:

1. AGE:

Anaemia in pregnancy 1n this area is-a disease of relatively young

Women (more than half of the patients with anaemia 1n pregnancy were aged

20 years or less as compared to 36% of the mothers who delivered in LGMH

during the period of this study). This determinant~ per se could be an

indirect reflection of the importance of malaria as the main cause of

anaemia in pregnancy in this area (2, 16).

2. PARITY:

Anaemia 1n pregnancy 1n this region does not show any predilection

to any parity group. This finding contrasts with that of Ong, 1974 (18)

who showed that high parity was a major contributing factor in the aetiology

of anaemia 1n pregnancy due to a repeated drainage of 1ron reserves

1n the body.

3. TRIBAL DISTRIBUTION:

This was the strongest single determinant of anaemia 1n pregnancy

at CPGH. 62.7% of the patients with anaem1a came from the Mijikenda tribes

a conglomeration of nine tribes indigenous at the Coast who have similar

social and cultural values and beliefs. This compares to 37.3~ of all the

other tribes, although these tribes contributed 75.8% of all the mothers

who delivered during the period of study.

This observation is most likely a surrogate variable to poor

socio-economic status.



Lack of adequate formal education (83.9% of patients with anaemia
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4. SOCIO-ECONOMIC FACTORS:

~n pregnancy had nor or only rudimentary education), poor socio-economic

st~tus (68.7% of the patients' supporters had no means of income or only

marginal ITleanSof income), and poor diet (64.4% of the patients with

anaemia in pregnancy ate a diet composed of mainly carbohydrates or

carbohydrates with some greens) all seem to work in concert to create

an atmosphere conducive to the genesis of anaemia in pregnancy. Their

individual importance is, however, difficult to gauge.

Levy in his study (8) noted that diet may vary amonth the tribes

studied but could not be correlated specifically with haemoglobin values,

and no dietary difference was noted among anaem~c and non-anaem~c members

of the same tribe. Latham et al (II) showed that many of the roadworkers

~n Kwale District of Coast Province had evidence of undernutrition as

judged by anthropometry.

parity group (2).

The position of poverty ~n the aetiology of anaem~a can be looked at in

the broader sence of diseases in developing countries. Maurice King (19)

pointed out that the main determinants of the pattern of medical care ~n

developing countries ~s poverty, rather than a warm climate.

5. MALARIA:

Malaria is holoendemic at the Coastal region of Kenya. (9). People

living in these areas are re-infected repeatedly throughout their lives.

If they survive their first few years of life they develop a steadily

increasing immunity (2.9). This acquired immunity (called premunition)

is nevertheless precarious and tends to decline under conditions of

stress such as pregnancy. This breakdown in immunity is more marked in
fir~t pregnancies for reasons which are as yet obscure (2J. The decLine

10 1~ljoicy occurs also inparovs women but with less severity in higher
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In this study, 63.6% of the patients had posititive thick blood

smears for malaria parasites. Other evidence of the importance of malaria

as the major cause of anaemia ~s pregnancy ~n this area are:

1. Evidence of haemolysis (38.1% of the patients were clinically

jaundiced and 73.7% had serum bilirubin of 0.8mg% or more), and

2. Splenomegaly in 43.2% of the patients studied.

In pregnancy, malaria may cause the following complications:

Premature onset of labour, stillbirths and anaemia; apart from the other

known complications of malaria. Anaemia is primarily of haemolytic

type, but repeated haemolyses may lead to secondary folic acid deficiency

and thence megaloblastic anaemia (2, 16, 20).

Finally, it has been observed that malaria disturbs ~ron

metabolism ~n the body (21).

6. INTESTINAL HELMINTHS:

Most of--the work done at the coast of East Africa h~s demonstrated

that the commonest type of anaemia is iron deficiency anaemia (3, 5, 6,

7, 8, 22, 23, 24). The central thesis from these studies has been that

this anaemia is caused by hookworm infestation.

That hookworm cause chronic loss of blood from the gut is an undisputable

fact; the amount of blood loss has been estimated to be in the region of

0.03-0.05 mls. per worm per day, with Ankylostoma duodenale causing

somewhat more blood loss than Necator Amercianus (2,22, 25). What

has, however, not been established with the same certainty is the

significant worm load. Working in Msambweni and using radio-isotopo

studies, Foy and Kondi (22) demonstrated that hookworm loads greater than

1000 worms were associated with significant iron deficiency.
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Lyrisse and Roche (26) in a review of literature found that a relationship existl

between hookworm load of over 2,000 eggs per gram of faeces and aron

deficiency anaemia. To resolve this~ontroversy Lawson (2) emphasized the

point that the hookworm load that· would cause 1ron deficiency anaemia would,

to a large extent depend on iron stores in the body. If the iron stores are

precarious then even a small worm load would precipitate iron deficiency

anaemia.

Miller, (10) found that the prevalence of hookworm infestation in

parts of East Africa varies seasonally. The highest prevalence 1S 1n

rainy seasons with 16 - 85% parasitization. Other workers have recorded

different prevalence values: Levy ~8), 35%; Latham et aI, 69%; and

Waruingi et aI, 51%. In this study the prevalence was 43.2%.

Trichuris trichura was the second commonest intestinal herminth

isolated in this study (18.6%). This worm also causes chronic blood loss

from the gut, although the amount is about 30 times less than that caused

by hookworm (25).

7. HAEMOGLOBINOPATHIES:

Kasili (27) working in Western Kenya found that the commonest cause

of anaemia there was sickle cell disease. This was not the ;:inding in this stud

of the patients studied, 15 had HBAS and only one had BBSS.

C.TYPES OF ANAEMIA (FROM PERIPHERAI/ BLOOD PICTURE):

This section will be discussed with some caution. and reservations

simply because a peripheral blood film ~s a poor index of the type of

anaemia (28).



All the same, it is rather surprising that the results we obtained

~n this study are at complete variance with the findings of earlier

workers (3,4,5,6,7,8,22,23,24), who all showed that the commonest

type of anaemia is dimorphic anaemia (59.3%) followed by iron deficiency

anaemia (36.4%), haemolytic anaemia, and lastly macrocytic anaemia.

1. DIMORPHIC ANAEMIA:

This type of anaemia shows both features of iron deficiency anaem~a

and macrocytic anaemia. It is exceedingly difficult to make a di?gnosis

of dimorphic anaemia from a peripheral blood film. Apart from a peripheral

film being a poor index of the type of anaemia, ingestion of haematinics

can modify a macrocytic picture, iron deficiency picture or haemolytic

picture to that of dimorphic anaemia (28).

All constraints aside, however, if this observation is true, it

will perhaps not be so sruprising considering the many and varied factors

involved in the pathogenesis of anaemia in pregnancy in this area. In

my "CENTRAL THESIS" I will also try to logically justify this finding.

2. IRON DEFICIENCY ANAEMIA

This is assumed to be caused independently Or interdependently,

by hookworm infestation, poor dietary contents of iron, sweating, and

failure to absorb iron from. the gut due to a variety of reasons some of

which are related to the high contents of phytates in the di.et (29).

3.HAEMOLYTIC AND MACROCYTIC ANAEMIA:

It is interesting that only 5 patients ~n this study showed evidence

of pure haemolytic and pure macrocytic anaemia. In an area holoendemic

for malaria, this figure would have been expected to be higher. In the

study done by Mati and associates in 1971 (16) it was found that the

commonest type of anaemia of pregnancy in Nairobi was Megaloblastic

anaemia followed by iron deficiency anaemia, dimorphic anaemia and

haemolytic anaemia in that order.
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'fheyalso showed that nearly half of the casesof megaloblastic anaemLa

w('re associated with malaria with strong evidence of haemolysis. These cases

W<"'rc pr~ll1;3rilyhaemolytic anaemia with secondary megaloblastic changes due

to consumption of folic acid.

Na ybc the low incidence of macrocytic anaemia this study could be

explained by the findings of Foster (7). Foster studied 216 cases of severe

:111:1<'1111" in ~lombasa in 1962 1963. Of these, 43 had megaloblastic anaemia

fr01ll bone marrow studies - 40 were females and 3 males. He showed that

IIIl'g:liubLJsticanaemia had seasonal variations with the highest incidence in

the months of November through to April, thereafter the·incidence fell

pn-,gres:~ive~YuntilAugust, and the lowest incidence was in August, September

and October, then-:started rising. The highest incidence corresponded to

the dry season with low rains and therefore no vegetables. This study

was in September, Octoper an~ part of November - Foster's season of low

incidence of megaloblastic anaemia.

In my "CENTRAL THESIS" I will bring in another aspect to account for

the low recorded 'incidence 'of mi~rocytic anaemia in this study.

D. MATERNAL AND FETAL OUTCOME

There was one maternal death most certainly caused b~ anaEmia 1n

pregnancy. Mtimavalye et al (12) found that anaemia in pregnanLy was the

third leading cause of maternal mortality in Dar-es-Salaam. That no

mother died once she had arrived in LGMH even in CCF is highly commendable.

Due credit, must, therefore, go tlJ the doctors, nurses and all the medical

staff who worked tirelessly and diligently to make this possible.

)

------ --
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Maternal morbidity was difficult to gauge. Anaemia 1n pregnancy

however, exerts a considerable strain on this hospital in terms of bed

occupancy (Roughly two out of every five beds 1n antenatal wards are

occupied by patients with anaemia in pregnancy) blood cop.sumption (the 118. )

patients with anaemia in pregnancy used a total of 255 pints of blood),

and hospital stay (the average stay of each 8naemic patient was 11.5

days) This, of course, does not include medical) investigational and other

related amenities.

Fetal outcome was as expected with high fetal and neonatal wastage (the

perinatal mortality of this group was 285.7 per 1000 compared to the unit~

perinatal mortality of 172 per 1000 recorded during the ?eriod of study).

Most of the babies with low bith weight were premature.

E. "CENTRAL THESIS":

I will discuss this part by drawing on the findings from earlier stud ies

done 1n this area then relating them to what is known aboub anaem1a 1n

pregnancy and finally and logically try to justify our findi gs in this

study.

Studies done at the Coast from as early as 1935 to as i.ate as 1980 are

all in agreement that the commonest type of ana cnu.a in this area 1S 1ron

deficiency anaemia (4 - 8, 22 - 24). Most of these studies, except the one

by Waruingi et al (24) were conducted on the general population - i.e. - they

were not specific for pregnant women.

Malaria 1S known to cause haemolysis and if this goes unchecked

could lead to folic acid depletion; transforming a haemolytic type of anaemia

to a megaloblastic type.
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Malaria is holoendemic at the coast, and because of the known phenomenon

of decline in immunity during pregnancy, malaria was expected, and was

eventually shown, to be an important determinant of anaemia in pregnancy

in this area.

From the two facts outlined above, I propose that most women enter pregr.

with marginal or borderline anaemia mainly due to iron deficiency. Once

pregnant and with the breakdown of immunity, malarial haemolysis and

consequent folic acid depletion then supervene transforming a predominantly

iron deficiency anaemia into a dimorphic type picture. This, . .1n my V1ew,

1S the basic reason why the majority of the patients 1n this study exhibited

a dimorphic type of anaem1a.

F. RECOMMENDATIONS:

This study has hrought out three pertinent aspects of anaem1a 1n

pregnancy 1n this ares - viz:

1. The high prevalence of the condition, and more so 1n the younger

members of the community who are married and are, therefore, expected

to shoulder substantial responsibilities in running their own homes.

2. The severity of the condition

3. The multiplicity of its aetiological factors.

To combat this menace the approach must, therefore, be a multi-pronged

attack. The old cliche of prevention being better than cure will repeatedly

be emphasized in the following recommendations:-

1. There should be an increased awareness that anaem1a 1n pregnancy 1S

prevalent at the Coast and its magnitude 1S collosal. Anaemia in

pregnancy must, therefore, be looked for 1n all patients. In this

connection, it is encouraging to note that the majority of patients

admitted to LGMH had had some form of ANC.



182

These antenatal clinics should be strengthened so that they are

in a position to do haemoglobin concentration on all patients

and not on only those who are clinically pale, as 1S the common

prati ce , TIlis has its short - connngs, of course: over-crowding,

shortage of staff, shortage of equipment, shortage of money. But

in peripheral clinics a simple method like the use of Talquist

papers or Spencer haemoglobinometer could be adopted.

Improvement of socio-economic conditions: This 1S the ultimate goal.

Being a slow process, it would be quite a while before its benefits

can be realised.

Health and Nutritional education~ This should be given the emphasis

it deserves.

Public Health measures, like personal hygiene, wearing of shoes and

use of latrine should be emphasized. Other measures like control

of mosquitoes also take rather a long time to accomplish.

Fami ly Planning: We have shown i.n this study that anaenna i n

pregnancy 1S a problem of young women of relatively low pacity.

Family Planning would be pertinent here in postponing the age at

which the first child 1S born and subsequently in spacing of the
ochildren.

Chemoprophylaxis: For now, chemoprophylaxis, although of short-term

value, seems to be the only feasible way of checking the ravages

of anaemia in pregnancy.
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6.1. Iron and Folic Acid: These should be taken from as

early in pregnancy as possible and then throughout

pregnancy and the puerperium. Because this population

is composed of women with no or only marginal educational

status, it is our contention that a combined tablet taken

once a day could greater improve compliance.

6.2 Anti -malar i.a Is: Should also be t{\\(e.n throughout pregnancy

and the puerperium. This period is short and there should

be no fear of loss of premunition (2,9). Reports of

chloroquine-resistant malaria should be appreciated by

medical personel and appropriate alternatives used.

6.3 Antihelminthics: Should be g1ven to all pregnant women

as early in pregnancy as possible, and then repeated towards the

end of pregnancy. In this connection, it is noteworthy that

alcopar (Bephenium hydroxymaphthoate) is inferior to ve rrnox.

CMebendarole) in the treatment of Necator americanus, the'

commoner and more ubiquitous worm in this area (30).

6.4 Fortification of commonly eaten foods by 1ron and folic acid.

This has been tried with varying degrees of suc ces.s t.n o thor

countries (14). This is recommended because certainly anaem1a

in pregnancy 1S a reflection of low haematinic stores in the

whole population of this area.
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APPENDIX (PROFORMA)

ANAEMIA IN PREGNANCY AT CPGH, MOMBASA

NAl-'1E

HOSP. NO.

STUDY NO.

GENERAL INFORMATION:

I. AGE ....•........ 2. TRIBE .......•........ 3. PARITy .

4. OCCUPATION........... ...... 5. EDUCATION .

6. MARITAL STATUS .............•

7. llUSBAND'S/FATllER'SOCCUPATION ..............•..............

8. AVERAGE DAILY DIET ..•......•..............................

PHYSICAL EXAHINATlON:

I. PALLOR. .......... 2. JAUNDICE ........... 3. OEDEMA .

4. TEMPERATURE 5. CHEST ........•... 6. SPLENOMEGAL .

7. HEPATOMEGALy ...•...8. PATIENTIN CCF? ..•....•....................

INVESTIGATIONS:

I. lIB 2. I'Cv •.•.••..•.•. 3. MellC •••••••••••••••••

4. PERIPHERAL FILM .

5. SICKLING TEST ...•.................

HB. ELECTOPHORESIS .

6. SERUM BILIRUBIN

7. STOOL EXAMINATION
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MANAGEMENT AND OUTCOME

I. MANAGEMENT

................ " .

2. OUTCOME (PATIENT AND PREGNANCY) •••••••••••••••••••••••••

G
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CASE NO.1

* * * *
INCOMPLETE ABORTION EVACUATION OF THE UTERUS
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INCOMPLETE ABORTION EVACUATION OF THE UTERUS

NAME G. W. G. (Mrs. ) L.M.P. 1.9.1982
UNIT NO. 530277 ADMISSION 7.12.1982
AGE 28 years AMENORRIIOEA 14 weeks--
TRIBE Kikuyu EVACUATION 8.12.1982
PARITY 2+0

PRESENTING HISTORY:

The patient was admitted to ward 6 through casualty on 7.12.1982

with a one-day history of profuse vaginal bleeding and lower abdominal

pains. Her last mensturdl period was on 1.9.1982; therefore, the

period of amenorrhoea was 14 weeks.

PAST OBSTETRIC AND GYNAECOLOGIC HISTORY:

Menarche occured at 16 years. She had regular menstural periods.

The cycle was 26 days and the duration 5 days.

She was l' 2+0. Her first delivery was 1n 1971 and second in

1973. Both .were full-term vaginal deliveries. She had used an

intrauterine contraceptive device since her last delivery until

Mid 1982.

PAST MED ICAL AND SURGICAL HISTORY:

This was not relevant.

FAMILY AND SOCIAL HISTOl(Y:

She was a married house-wife. Her husband was a shop-keeper in

Muranga town. There was no family history of chronic medical diseases.

PHYSICAL EXAMINATION

Her general condition was satisfactory. She was not pale and

had no jaundice cyanosis or peripheral oedema. Her vital signs were

within normal limits.
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Cardiovascular, respiratory and central nervous systems were

essentially normal. Abdominal examination revealed a funda.I- height of

14 weeks. The abdomen was soft and slightly tender.

VAGINAL EXAMINATION:

The vulva was normal. The cervix was 2cm. dilated and products

of conception could be felt through the os. The uterus was 14 weeks

size and the adnexa-e were free.

A diagnosis of incomplete abortion was made. She was prepared for

evacuation of the uterus under general anaesthesia as described in the

introduction.

EVACUATION OF THE UTERUS:

General anaesthesia was induced and maintained as described in the

introduction. The patient was placed in l~thotomy position. The vulva,

vagina and per i.neum.was swabbed with hibitane solution then the area

was draped and she was catheterised.

Examination under anaesthesia confirmed the findings described

above. Bulky products of conception were now digitally removed. An

Auvard's speculum was then inserted into the vagina to expose the cervix

whose arlterior lip was held with a volsellum for c.eps . Gentle sharp

curettage was then carried out until the uterus was. empt ,, Ergometrine

O.Smg. was given intravenously. Total blood loss was ab~.t 200mls.

POST-OPERATIVE CARE: .

Routine post-operative observations were taken. She was started

on tetracycline capsules (SoOmg 6-hourly for 7 days). Six hours after

the evacuation she was fully awake and was up and about. She was

discharged to continue her medication at home.



195
COMMENT:

Aggarwal and Mati (1) reported that the leading indication for

admission to the acute gynaecological ward in Kenyatta National Hospital

was abortions, the majority of these being incomplete abortions. They

also showcl:dthat the number was increasing over the years. Incomplete

abortion is a clinical category of abortions where some products of

conception, usually the fetus, have been expelled and others, cownonly

the placenta and/or the membranes are retained in utero (2). The uterus

is then not well contracted and haemorrhage can be quite severe. Another

important complication of incomplete abortion is sepsis. The organisms

involved are Escherichia coli, anaerobic streptococci, haemolytic

streptococci, staphylococci, clostridia welchii and clostridium tetani (2).

In the acute stage, sepsis can head to endot.ox.ic shock and maternal

mortality (3,4). According to Makokha (4))43.4% of the maternal mortality

at Kenyatta National Hospital during the period 1972-1977 were due to

sepsis, and half of these were post-abortal. Even in developed countries,

septic abortion is a major cause of maternal mortality (2).

Long term complications of septic abortion are chronic pelvic

inflammatory disease leading to secondary inferti lity and ectopic

pregnancy, and pelvic abscess (3). Habitual abortions and premature

deliveries may also follow incomplete abor t ion especially if the

abortion was induced (2).

To avoid these debilitating sequelae"of incomplete abortion, this

condition should be treated vigorously. The treatment involves aseptic

evacuation of the uterus as was done in this case. In our unit~

evacuation of the uterus is then followed by a course of broad-spectrum

antibiotics.
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CASE NO.2

* * * *
RIGHT BARTHOLIN'S GLAND ABSCESS MARSUPIALIZATION



RIGHT BARTHOLIN'S GLAND ABSCESS MARSUPIALIZATION

NAME M.W.M. (Miss)

UNIT NO. _531006

AGE 20 years

TRIBE Kikuyu
\.

PRESENTING HISTORY

PARITY 1+0

L.M.P. 24.11.1982

ADMISSION 11.12.1982

OPERATION 13.12.1982

The patient presented ~n casualty on 11.12.1982 with a two-day

history of a painful vulval swelling.. She gave no history of vaginal

bleeding. Her last menstrual period was on 24.11.1982.

PAST OBSTETRIC AND GYNAECOLOGIC HISTORY

Menarche occurred at 15 years. Her menstrual periods were regular

occurring every 28 days for 3 days. She was para 1 + O. This delivery

was in 1981 but. the baby died one month later due to protracted diarrhoea

and vomiting. She had never used any contraceptives.

PAST MEDICAL AND SURGICAL HISTORY

This was non-contributory.

SOCIAL AND FAMILY HISTORY

She was single and unemployed. She lived with her mother ~n Nairobi.

PHYSI~L EXAMINATION
"

Her general condition was fair. She had no pallor, jaJndice, peripheral

oedema or lympadenopathy. Her blood pressure was 110/60 mmHg., pulse was
o84 per minute, and temperature was 36.4 C.

The cardiovascular, respiratory and abdominal systems were essentially

normal. Vulval inspection revealed an inflammed, tender and cystic

swelling on the right postero~lateral aspect of the vulva. The swelling

measured about 4cm. by 3 em, in size and distended the right lahia ma j us

and minus.
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A diagnosis of a right Bartholin's gland abscess was made. She was

to be treated by Marsupialization under general anaesthesia.

MARSUPIALIZATION

The vulva was shaved and she was premedicated with 0.6 mg. of atropine

sulphate. General anaesthesia was induced and maintained as described in

the introduction.
\.

The patient was placed in lithotomy position. The vulva, vagina and

perineum were cleaned with savlon solution and the area draped with sterile

towels. Vulval examination confirmed the findings described above. The

cervix was firm and closed, and the uterus was normal s~ze. Both adnexae

were free.

A curved incision along the whole length of the abscess was made with a

sca LpeI through the labial skin just outside the hymenal ring. The incision

was deepened into the abscess cavity and foul-smelling pus drained out. Some

o£ the pus was collected on a serum swab for culture. A finger was inserted

into the abscess cavity to break up the loculi and ascertain that all the

pus had drained out. The abscess cavity was then irrigated with warm

saline.

The walls of the abscess were now everted and stitched to the incised

vulval skin with interrupted, sutures of No.OO chromic catgut on an

atra~~atic needle. There was minimal bleeding. A sufratulLe gauze was

left in-situ.

POST-OPERATIVE CARE

Her vital signs were observed half-hourly until she was fully awake.

She was given tetracycline capsules; 500 mg. 6-hourly foi seven days. The

sufratulle gauze was removed after 24 hours. She was advised on perineal

toilet with warm saline solution twice daily and to keep the perineum clean

and dry. She was then discharged for follow up in the gynaecology clinic

after 6 weeks. She did not, however, turn up for review in the clinic.

PUS SwAB (AEROBIC CULTURE)

This did not grow any bacteria on culture.
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COMMENT

The Bartholin's glands, also known as the major vestibular glands, are

a pair of compound racemose glands situated on either side of the vaginal

orifice. They secrete a mucoid alkaline fluid during sexual excitation

for lubrication. The duct on either side opens in the vestibule between

the labia minus and the hymenal ring.

The lestbns of these glands are either inflammatory or neoplastic;

the former extremely common, the latter rare (1). Inflammatory conditions

cause blockage of the duct, usually near its opening, with consequent

accumulation of fluid in the duct and the gland. Although such blockage

often results from infection, scarring due to trauma may also be an

aetiological factor. In repair of a medio-lateral episiotomy or perineal

tear and in posterior colporrhaphy sutures may injure or even ligate the

duct (2).

Historically, gonococcus has been incriminated as the commonest

organism causing acute Bartholinitis and Bartholin's gland abscess because

this is one of the areas in the genital tract specifically affected by this

organism. Studies, however, have shown that this is not so. Oliphant afid

associated (2) isolated N. gonorrhoeae in only 3w5% of tlleir p~tients,

while in Lee et aI's study (3) this figure was 11.8%. The commonest

organisms from both these studies were Gram negative bacilli. The pus..
swab from this patient did not grow any bacteria on culture; but this

may be because anaerobic culture and culture for N. gonorrhoeae were not:

done.

The treatment of acute Bartholinitis in its initial stage is anti-

b· t· 1· d bed rest But once an abscess has formed then1.0 1.CS., ana ge si.cs an •

surgery is mandatory. Simple incision and drainage has very high

recurrence rates (2). Harsupialization, first described by .Jacob.son (4).

is a technically simple procedure which has low recurrence rates. The

objective of this operation is to create a new meatus for the s2crp.tions

of the Bartholin's gland.
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Oliphant and associates (2) listed the following advantages of

Marsupialization:-

(i) Mucous secretion ~s maintained.

(ii) The -procedure is technically simple with -minimal blood loss and

no injury to surrounding tissue.

(iii) Has no 'br minimal pos~-operative discomfort and morbidity, therefore,

hospital stay is short.

.As was _done in this paz.ient.,..mar.snp.ia.Li.z.ar.i on is the operation of

choice in our unit. This ~s then followed by a comt'Se of broad-spectrum

antibiotics.

"
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CASE NO.3

* * * *
CONCEPTION WITH AN INTRA-UTERINE DEVICE IN-SITU:

RIGHT TUBAL PREGNANCY - LAPARATOHY AND RIGHT

SALPINGECTOHY
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CONCEPTION WITH AN INTRAUTERINE DEVICE IN-SITU

RIGHT TUBAL PREGNANCY LAPARATOMY AND
RIGHT SALPINGECTOMY

NAME T.N.H. (Miss) L.M.P. 25.11.1982

UNIT NO. 492036 ADMISSION 19.2.1983

AGE 23 years AMENORRHOEA 12+ Weeks

TRIBE Kikuyu OPERATION 20.2.1983

PARITY 2 + 0 DISCHARGE 27.2.1983

PRESENTING HISTORY

The patient was admitted through casualty to the gynaecological

emergency ward on 19.2.1983. She gave a two-month history of vaginal

spotting and lower abdominal pa~ns. Her last normal menstrual period was

on 25.11.9182; therefore, the period of amenorrhoea was 12+ weeks.

PAST OBSTETRIC AND GYNAECOLOGIC HISTORY

Menarche occurred at the age of 14 years. She had regular menstrual

periods coming every 30 days and lasting for 4 days.

She was para 2 + O. Both her deliveries, ~n 1978 and 1980, were

uncomplicated vaginal deliveries. After her last delivery, she started usinl

an intrauterine contraceptive device which was ren~ved on 29th January 1983,

because of the symptoms mentioned above.

PAST HEDICAL AND SURGICAL HISTORY

She had bronchial asthma for which she was attending th~ medical clinic.

FAMILY AND SOCIAL HISTORY

She was divorced and lived with her children ~n Ngong town. She owned

a small business in this town.

PHYSICAL EXAMINATION

Her general condition was satisfactory. She had no pallor, oedema or

jaundice. Her vital signs were within normal levels.
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The chest was clear and the cardiovascular system was normal. The abdomen

was not distended. There was slight tenderness and guarding in the

hypogastrium. There were no palpable abdominal masses and shifting dullness

and fluid thrill signs were negative.

2

VAGINAL EXAMINATION

The vulva was normal. The cervix was firm and closed. The uterus was

normal size and was pushed to the left by a soft very tender right adnexal

mass. The mass measured about 6 cm. by 6 cm. Excitation sign was positive,

more so on moving the cervix to the right.

An impression of a right tubo-ovarian mass was made. A decision to do

a laparatomy was taken and the patient was appropriately prepared as

described in the introduction. Two units of compatible blood were booked and

made ready.

LAPARATOHY AND RIGHT SALPINGECTONY

She was premedicated with 0.6 mg of atropine sulphate and 50 mg of

pethidine intramuscularly half an hour before the operation. In theatre

general anaesthesia was induced and maintained as described in the introduction.

She was then catheterised aseptically.

Examination under anaesthesia confirmed the pelvic findings described

above. The abdomen was now swabbed with hibitane solution followed by spirit

and the area draped with sterile towels. Through a mid-line subumbilical

incision the abdomen was opned in layers as described iu the introduction.

There were no pelvic adhesions. The uteruo was normal 1ize. There was

a round slightly bleeding ectopic gestation occupying the ampullary region

of the right fallopian tube. The left tube and both ovar~es appeared healthy

and normal. There was haemoperitoneum of clotted blood estimated to be 300 mle.

Using two curved artery forceps the proximal end of the right tube was

clamped and divided. The mesosalpinx was now clamped ~n a series of bites

parallel to the tube and cut between the clamps until the fimbrial ene. The

tube with the ectopic gestation was removed and submitted to the lahocatory

for histopathology. The mesosalpinx and the tube were now transfixed with

No. J chromic catgut.
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Blood clots were evacuated from the peritoneal cavity. After

ascertaining that haemostasis had been achieved, the abdomen was closed 1n

layers as described 1n the introduction. Total blood loss was about 500 mls.

2:

POST-OPERATIVE CARE

The patient made uneventful recovery from anaesthesia. She received

routine post-operative care as described in the introduction. Post-operative

haemoglobin concentration was 11.5 gm/dl. She was discharged in good

condition on 27.2.1983 after removal of all stitches.

HISTOLOGY REPORT (NO.1152):

Histology shows extensive haemorrhage with necrOS1S and degenerating

chorionic villi with the fallopian tube. These features are those

of tubal pregnancy.

FOLLOH-UP

She was seen 1n the gynaecology clinic on 24.3.1983. She had no

complaints and was not anaemic. The abdominal scar was well healed and the

abdomen was soft and not tender. Pelvic examination revealed ananteverted

freely mobile uterus and clear non-tender adnexae.

She was again seen on 4.8.1983 with an amenorrhoea of 9 weeks. Pelvic

examination and ultrasonography confirmed an intrauterine pregnancy. She was

hence referred to the antenatal clinic for follow-up.

,
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COMMENT

Presented ~n this paper is a 23 year old para 2 + 0 lady who conceived

with an intrauterine contraceptive device (IUeD) in-situ. The ovum implanted

~n the ampulla of the right tube. About one month after her last normal

menstrual period she developed vaginal spotting and lower abdominal paine:;.

These symptoms persisted for two months before the definative diagnosis

was made. In the meantime the rUeD was removed, thinking it was the cause

of her symptoms, without any relief.

In some tropical countries, ruptured tubal pregnancy ~s the commonest

surgical emergency among women. (I). In Kenyatta National Hospital,

Makokha (2) found that ectopic pregnancy was an important cause of maternal

mortality; with a rate similar to those in the western'more affluent

countries (3,4).

There are certain factors which are known to predispose to ectopic

gestation. Leading among these ~s pelvic inflammatory disease (PID) caused

by either gonorrhoea, puerperal or post abortal seps~s, tuberculosis, or

appendicitis (I,J,4). Treatment of PID on the other hand may mean that

pregnancy could subsequently occur in tubes wh i.chwould otherwise have been

totally blocked (1;4). Other predisposing factors include operations on the

tubes or any other pelvic surgery, endometriosis, late fertilization,

transperitoneal migration of the ovum, and presence of an IUeD.

At laparatomy, the pelvic cavity of this patient was, clea without any

evidence of PID. The left tube appeared healthy md normal. l.t; is probable,

therefore, that conc.eption wi th an HlCl) in-si tu predisposed to the ectopic

pregnancy in this case.

Lehfeldt et al (5) ~n estimation of the probable nuuJer of fertilized ova

among women we ari.ng IUeDs, suggested that the devices reduces uterine

implantation by about 99.5%. tubal implantation by 95% and ovarian implar;.tation

not at all. These workers concluded that IUeDs do not cause e2topic

pregnancy ~n general or ovar1an pregnancy in particular.
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This patient had a slowly leaking ectopic pregnancy - the so-called

"chronic ectopic". The diagnosis of a slowly leaking ectopic pregnancy 1.S

puzzling and is frequently missed, often being mistaken for a chronic pelvic

abscess or an adnexal tumour (1). Here the symptoms differ from the sudden,

dramatic and crippling symptoms of an acute ruptured ectopic pregnancy.

The most constant features, as were exhibited in this case, are chronic pelvic

pain and irregular uterine bleeding (1). Pelvic tenderness 1.Snot very marked

and a mass mayor may not be palpable (1). This patient had a tender right

adnexal mass.

Once the diagnosis of ectopic pregnancy 1.Smade surgery is the treat-

ment of choice. This should not be delayed especially 1.n the life-threatening

acute ruptured variety. Stewart (I) succinctly summerised the management of

ectopic pregnancy: "open quickly, clamp quickly, transfuse quickly, remove

the tube and get out quickly.

Whether salpingectomy or salpingo-oophrectomy should be done is still

contraver5ial (4). In our unit, salpingectomy is the surgical treatment that

1.S almost exclusively employed. In areas with shortage of blood, auto-

transfusion is life saving (I).
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CASE NO.4.
* * * * * *

TORTION OF RIGHT SEROUS CYSTADENOMA AND LEFT DERMOID CYST:

BILATERAL OOPHORECTOMY.
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TORSION OF RIGHT SEROUS CYSTADENOMA AND
LEFT DERMOID CYST : BILATERAL ()nl'II()Rl~CTmlY

NAME B.T.M. (Mrs.) L.M.P. 22.12.1984
UNIT NO. : 661093 ADHISSION 27.12.1984
AGE 26 years OPERATION 3.2.1985
TRIBE Luhya DISClIARGE 11.2.1985
PARITY 2+1

PRESENTING HISTORY:

The patient was admitted to the non-emergency gynaecological ward on

27.12.1984 as a referral from the gynaecology clinic. She gave a 6-month

history of progressive abdominal swelling, dull abdominal pains and low

backache.

PAST OBSTETRIC AND GYNAECOLOGIC HISTORY:

Menarche occured at the age of 14! years. She had regular menstrual

periods - the cycle was 26-28 days and the duration 3 days. Her last

menstrual periods was on 22.12.1984

She was Para 2+1. Both deliveries were full-term spontaneous vaginal

deliveries and the children were alive and well. ller last delivery was i.n

1983. The abortion was in 1981 at 4 months gestation. Evacuation of the

uterus was not done. She had never used any modern methods of contraception.

PAST HEDICAL AND SURGICAL HISTORY:

This was non-contributory.

FAt-iILYAND SOCIAL HISTORY:

She vJaS a married housewife who neither smoked norconSllmed alcohol.

The couple and their children lived in an estate in Nairobi. There was no

relevant family history.
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PHYSICAL E~lINATION

She was in a satisfactory general condition. She had no pallor,

jaundice, oedema or peripheral Lympaclenopathy. The vital signs were within

normal levels. Her cardiovascular, respiratory and central nervous ~ystems

were essentially nor~l.

ABDOMINAL EXAMINATION:

DIAGNOSIS AND MANAGEMENT

The abdomen was unifo rmly distended with a tense non-tender mass which

corresponded to a 30-weeks uterine pregnancy. The mass was smooth, cyctic,

mobile, dull to percussion, and arose from the pelvis. The liver and spleen

were not palpable.

PELVIC EXAMINATION:

The vulva and vag1na were normal. The cervix was firm, parous and

closed. The uterus was normal size, anteverted and mobile. The mass

described above had its origin from the right adnexa. The left adnexa had

a soft non-tender mass measuring about 8 cm. in diameter.

A diagnosis of bilateral ovarian cysts was ~ntertained. Several 1nves-

tigations were done and the results are shown below

RESULTS OF THE INVESTIGATIONS:

Haemoglobin

Haematocrit

Sodium

Potassium

B.U.N

M.S.S.U.

Pap Smear

Ultrasound

10.7 gm/dl

29.2%

132 mmol/l

4.7 mmo L'.L

6.6 mmol/l

No Bacterial growth on culture.

Class I

There 1S a large cystic mass arising from the pelvis

This is most likely an ovarian cyst.
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A laparatomy was planned for her but due to var~ous constraints this

could not be done as soon as planned On the night of 2nd-3rd February,

1985 she complained of sudden onset of acute lower abdominal pains. This was

associated with nausea and vomiting. On examination, she was found to be

in a distressed condition. Her pulse was 110 per minute and temperature was

37.SoC. The abdominal mass was now 34 weeks size, tense and tender. An

impression of torsion of the pedicle was made. She was given 100mg of intra-

muscular pethidine for analgesia and an intravenous drip of 5% dextrcse was set

up. Blood for grouping and crossmatching was taken then she was prepared for

emergency laparatomy as described ~n the introduction.

LAPARATOMY:

In theatre general anaesthesia was induced and maintained as described

~n the introduction. The bladder ~as catheterised aseptically. Examination

under anaesthesia confirmed the findings described above.

The abdomen was now cleaned with hibitane and draped. Through a right

paramedia n incision the abdomen was opened in layers as described rn the

introduction. A huge right ovar~an cyst was found which measured about 30cm.

~n diameter and which was freely mobile. It had a long pedicle which had

twisted three times. The surface of the cyst was smooth and the fluid under-

neath was serous.. There was an oval mass ~n the left ,ovar) measur~ng about

8cm. in its biggest diameter. It had cystic ani firm areas. Both tubes

appeared healthy and the uterus was normal size.

without untwisting the pedicle of the right ovar~an cyst, the cyst was

delivered through the abdominal incision. The pedicle was then doubly clamped

with two curved artery forceps then cut between the forceps. The proximal

stump of the pedicle was then .transf i.xedwith No.2 chromic catgu t.

The left ovarian mass was now lifted from the pelvis. The :i..n_findib_ulo.-

pelvic ligament together with the ovar i.an ligament were doubly cLamped w i th Koch

clamps. Both ligaments were then divided between the clamps and transf i.xed

with No.2 chromic catgut. The ovar~an mass was removed and on bisecting it
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yellow greasy material oozed out. There were also hairs and what looked

like cartilage in the cyst. An operative diagnosis of right serous cyst and

left dermoid cyst was made. Both specimens were submitted to the laboratory

for histological examination.

After ensuring haemostasis the abdomen was closed ~n l,qyers. Total

blood loss was about 300mls.

POST-OPERATIVE CARE:

The patient's vital s~gns were observed half-hourly until she was fully

recovered from anaesthesia. She was maintained on intravenous fluids for

the fi~st 24 post-operative hours. Pethidine lOOmg was given every 6 hours

for analgesia for 48 hours.

Recovery from anaesthesia was smooth and uneventiful. On the second

post-operative day she had passed flatus and bowel sounds were established.

She was thus started on oral sips of water and was mobilized from bed. Post-

operative haemoglobin estimation done on the third day showed a haemoglobin

concentration of 8.9gm/dl. Because of this, she was transfused with two units

of compatible blood. Alternate and all abdominal stitches were removed on the

sixth and seventh post-operative days respect i.ve Iy , The wound was clean and well

healed. She was then discharged to be reviewed in the gynaeco1ogy clinic in

6-weeks time.

GYNAECOLOGICAL REVIEW:

She attended the clinic on 28.3.1985. She complained of weakness,

insomnia and hot flushes. Exarnination showed mild pallor. Her vital signs

were within normal limits. The abdomen was soft and the scar well healed.

Pelvic examination revealed a uterus which was normal siz8 and clear adnexae.

The nature of her disease, the operation which was done and the

consequences thereof were explained to her in detai1~ She was given

haemat ini.cs and diazepam and will be reviewed aga i.n rn 3 months.
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HISTOLOGY REPORT - NO. 1390.

Two specimens received. One shows partially infarcted unilocular

cyst whose histology 1S 1n keeping with serous cystadenoma of the ovary.

The second speC1men is a bissected mass containing whitish gelatinous

material and hair. Histology shows ovarian tissue containing hair,

cartilage, bone and smooth muscles. This is a benign cystic teratoma.
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COI>frllNT:

This patient presented with two of the most common tumours of the ovary

i.e. serous cystadenoma and benign cystic teratoma (dermoid cyst). From

literature, serous cystadenomaJ
_
S said to comprise 20-40% of all benign ovarian
1\

neoplasms and dermoid cysts consititute 10-15% of ovarian tumours (1,2). In

Kenyatta National Hospital, Ojwang (3) found that 45.1% and 21.1% of all

ovarian tumours were serous cystadenomas and dermoid cysts respectively.

While Grech and Lewis (4) studying ovarian tumours in Ugandan Africans found

that the commonest tumours were dermoid cysts (23.2%), and serous cytadenomas

occured in only 9.2% of the 387 cases that they analysed.

As was exemplified in this case, benign tumours of the ovary commonly

present with a cystic pelvic or abdominal mass and/or abdominal pains (1,2,3).

Most of these cystic masses are, however, physiological rather than pathological

especially if they are small and are found in awoman who is in the reproductive

period of her life (1,2). The two commonest nonneoplastic cysts of the ovary

are Follicular cysts and corpus luteum cysts (1,2). These are important differen

diagnoses of benign neoplastic ovarian cysts. Marked ascites may simulate a large

ovarian cyst. Percussion is importantto differentiate between the two. An ovar~

cyst is characteristically dull to percussion anteriorly ar~ resonant in the

flanks. The reverse is the case with ascites. Other conditions which may mimic

an ovarian cyst, or vice versa, are pregnancy, tl~berculous pecitonitis, uterine

fibroids and obesity (1,2). Ultrasound, as was one in 'tbis case, and

laparascopy may be indicated in doubtful cases.

Once the diagnosis of "Ovarian cyst" has been made the next question will

be whether or not to operate. If one suspects that one is dealing with a

nonneoplastic cyst, then a period of expectant observation is justified because

the majority of the functional cysts regress spontaneously (1,2). Benign

neoplastic cysts rarely regress spontaneously; infact they tend to 1ncrease 1n

size. This, together with the ever-present risk of torsion of the pedicle as

well as the more serious risk of malignant change negate procrast:i.natiof'(1,2).
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In this patient, both cysts were of considerable s~ze; with the serous

cystadenoma corresponding to 30 weeks gestational size of a uterus and the

dermoid cyst measuring about Bcm. in diameter. She also gave a 6-month history

of progressive abdominal swelling. Clinically, therefore, both cysts in this

case were thought to be pathological and she was scheduled for operation.

While waiting for the elective surgery the larger of the two cysts underwent

torsion of its pedicle. Torsion of the pedicle is the commonest complication

of an ovarian cyst (1,2). As occured in this case, this complication is

associated with severe pain, nausea and vomiting, tense rigidity in the lower

abdomen, tachycardia and. moderate pyrexia. All these features are consistent

with acute appendicitis, and not infrequently this is the preoperative

diagnosis (2). In this patient, the diagnosis of torsion of the pedicle was

strongly suspected. As was done ~n this case, once the diagnosis of torsion

of the pedicle is made then surgery should not be delayed to avoid the cyst

becoming gangrenous.During surgery for torsion of an ovarian cyst,care must

be taken not to untwist the pedicle before dl.amping it in order to prevent

toxic matter entering the circulation.

Other complications of ovar~an cysts include: Rupture of the cyst.,

suppuration, haemorrhage into the cyst, and malignant change (1,2). Malignant

change is said to complicate about 25% of serous cysts and less than 3% of

dermoid cysts (1,2). Benign serous cysts exhi it a wide s ectrum of gross

external appearance - from simple unilocular cysts to multilocular cysts with

papillamatous or solid ingrowths. Clinically, the latter are not unlike

malignant tUnPurs. Surgery for unilocular cystomas, as was the case in this

patient, involves unilateral cystectomy or Oophr6ctomy with conservation af th,

uterus and the uninvolved ovary (2). In the presence of extensive papillomata·

growths and in the case of any neoplastic cyst occuring in a postmenopausal

woman, the safer and wiser operation is total hysterectomy and bilateral

salpingo-oophorectomy (2). In this patient the other ovary could not 1:;e

preserved because it had a dermoid cyst.
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Histogenetically, serous cystadenomas ar~se from the surface epithelium

of the ovary (2). The origin of dermoid cysts is still controversial. Benign

cystic teratomas are composed of mature histologic structures of ectodermal,

mesodermal and endodermal origin. Using cytogenetic and biochemical studies,

Linder and associates (5)canvincinzlx showed that benign cystic teratomas are

parthenogenic tumours that ar~se from a single germ cell after the first

meiotic division.

Sometimes a cystic teratoma contains tissuesfllTom specialized glcmds.

Considerable amounts of thyroid tissue (struma ovarii) may occur caus~ng

thyrotoxicosis or thyroid malignant degeration. Another example ~s

argentaffinoma caus~ng the carcinoid syndrome which is characterised by

flushing, cyanosis and abdominal cramps due to high levels of circulating
serotonin.

•
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CASE NO.5
* * * *

SCHISTOSOMIASIS OF THE CERVIX MEDICAL TREATMENT
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SCHISTOSOMIASIS OF THE CERVIX MEDICAL TREATMENT

NAME Z.Z.A (Mrs.) PARITY 0+0

UNIT NO. 5D8672 L.M.P. 2.8.1982

AGE 16 Years ADMISSION 3.8.1982

TRIBE Pokomo DISCHARGE 14.8.1982

PRESENTING HtsTORY

This patient was referred from Garissa Provincial Hospital on

1.8.1982 because of a susp~c~on of cervical carc~noma. She gave a two-year

history of abdominal pains, and a two-month history of a sensation of a

vaginal mass.

PAST OBSTETRIC AND GYNAECOLOGIC HISTORY

Menarche occurred at 14 years. Sbe menstruated regularly for 3 days

every month. Her last menstrual period was on 2.8.1982. She was nulliparous

) and had not used any contraceptives.

PAST MEDICAL &~ SURGICAL HISTORY

She did not give any relevant past medical 2nd surgical history.

SOCIAl AND FAMILY HISTORY

She was married. Her husband was a hawker. The couple lived along

the banks of Tana River. There was no family history of chronic medical

diseases.,.
PHYSICAL EXAMINATION

She was a young lady of satisfactory general condition. She had no

pallor, jaundice, peripheral oedema or lymphadenopathy.

Her cardiovascular, respiratory and central nervous systems were

essentially normal. The abdomen was soft with no ascitis or hepato-
splenomegally.

----------------------_&_.~
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VAGINAL EXAMINATION

The vulva and vagina appeared healthy and normal. Speculum examination

revealed the cervix which had multiple pale polypoidal growths all around

it . .Each of thes.e growths was about 2-3 cms , long and abour 0.3 em, in

diameter, and they were firm on touch. The.uterus was axial and normal

size, and the parametria were clear on bimanual examination.

An impre~sion of chronic granulomatous cervicitis was made. Using an

artery forceps one of the cervical growths was twisted and removed then

.submitIed to the laboratory for histopathology. While awaiting the results

of the histology several investigations were done.

RESULTS OF THE INVESTIGATIONS

B.D.N.

Stool

12.9 gm/dl.

40.5%
4.6 Mmol/l.

Haemoglobin

Haematocrit

,.

No ova-or cysts seen.

No ova of S. haematobium seen.

Friable fragments received. Microscopy reveals marked

pseudo-epitheliomatous hyperplasia. Numerous schistosome

ova and adult worms seen. Features are consistant with

schistosomal infestation of the cervix. No evidence of

malignancy.

Urine

Cervical Biopsy

(No.1315/82)

After recelvlng the histology report the patient was commenced on

oxaminiquin (vansil) tablets (1.5 mg per Kg. body weight in two divided

doses). She was then referred back to Garissa hospital for follow-up



223
COMMENT

Schistosomiasis may produce a variety of lesions in any part of the

female genital tract, from the vulva to the ovary. These may simulate

cancer, ve-nereal diseases or tuberculosis and so demand accurate diagnosis (1,2)

The -main species which infect man are schistosome haematobium,

S. mansoni and S. japonicum. S. haematobium and S. mansoni are endemic 1n
\.

-Kenyawith S. haematobium being far more prevalent and widely distributed (3).

This patient lived along Tana River, one of the highly endemic areas in

Kenya (3).

The adult worms of the S. haematobium species lives in the venous

plexus around the bladder and S. mansoni in the mesenteric Ve.1llS. There

1S anastomosis between vaginal and vesical plexus and between vaginal and

haemorrhoidal plexus. By this means ova or worms get lodged .1n the vagina.

The uterine plexus anastomoses -with ovarian plexus above and the vaginal

plexus below. Through these anastomotic channels the ova or worms can

spread to the uterus and adnexae. In the pre-pubertal age group genital

schistosomiasis is mainly confined to the vulva and lower part of the vagina,

while in the adult the commonest sites of involvement are the cervix, vulva,

vagina, ovaries, fallopian tubes and corpus uteri in that order (1,2,4,5).

Cervical schistosomiasis causes multiple papillomatou sessile or

pedum~ulated growths which ulcerate easily leading to puru_ent _discharge

and contact bleeding (1,2). Other symptoms are those of pE~lvic inflammatory

disease, infertility, and those of urinary and intestinal schistosomiasis (1).

This patient presented with a two-year history of lower abdominal pains and

a two-month history of a sensation of a mass in the vagina. She did not give

any history of vaginal discharge or contact bleeding. With this h.istory

and the pelvic findings as were shown in this patient, definative diagnosis

can only be made by histopathological findings.
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That ur~nary and genital schistosomiasis are precancerous is still very

much controversial. In Egypt, where extensive work has been done in this

regard, schistosomiasis has been strongly associated with carcinoma of the

bladder, vulva, vag~na and cervix (1,2). In other areas the position is

still equivocal (4).

The management of genital schistosomiasis involves administration of
\.

anti-schistosomal drugs. This eradicates active schistosomiasis. Chronic

ulceration of the cervix usually requires cauterization. This patient

r-eceived anti-s.chistosomal treatment but w.as not; caUterize.d. It would have

been advisable to review her later - say SlX to twelve months after the

treatment, but this was not feasable because of the distance from G~rissa

to Nairobi.

This case emphasizes the importance of cervical·biopsy before commencing

treatment ~n any patient who presents with a cervical growth. It is also

interesting as a differential diagnosis of cervical lesion.

Medical treatment of schistosomiasis ~n patients who come from

endemic areas perhaps serves only a limited and short-term purpose. The

ultimate goal is the eradication of the spread of schistosomiasis; as

detailed by Magdi (2).

,.
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CASE NO.6
* * * *

RUPTURED TUBO-OVARIAN ABSCESS:

LAPARATOMY AND LEFT SALPING-OOPHORECTOMY
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RUPTURED TUBO-OVARIAN ABSCESS ,. LAPARATOMY

AND LEFTSALPINGO~02PHRECTOMY

NAME F .B •L • (Miss) PARITY a + a
UNIT NO.: 539940 L.M.P. 23.1.1983

AGE 20 Years ADMISSION 2.2.1983

TRIBE Mganda-----"l OPERATION 2.2.1983

PRESENTING HISTORY

The patient was admitted to the gynaecological emergency ward on

2.2.1983 with a history of severe abdominal pains for two days. The pains

initially started in the left iliac fossa but had now spread to the whole

abdomen. There was no history of vaginal bleeding and her last menstrual

period was on 23.1.1983 for four days.

PAST OBSTETRIC AND GYNAECOLOGIC HISTORY

Menarche occurred at the age of 13 years. She menstruated regularly

for 4 days after every 24 days. She was nulliparous and had not used any

contraceptives. She gave no history of sexually transmitted diseases.

PAST MEDICAL AND SURGICAL HISTORY

This was non-contributory.

FAMILY AND SOCIAL HISTORY

She was single, unemployed and Lived wich friends ~n Pumwani Majengo - a

slum area of Nairobi.

PHYSICAL EXAMINATION

Her general condition was poor. She was sick-looking, weak, febrile

and dehydrated. She, however, had no pallor, cyanosis, jaundice or peripheral

oedema.

VITAL SIGNS

Blood Pressure 100/80 mmHg

Pulse Rate 120 per minute regular with small volume

Temperature 38.50C

Respiration 22 per minute.
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Ci\RDIOVASCULAR AND RESPIRATORY SYSTEMS

Both were essentially normal.

i\BDOMINAL EXAMINATION

The abdomen was not distended. There was generalized abdominal tpnderness,

guarding, rigidity anll rebound tenderness. The liver and spleen were not

palpable.

Paracentesis was negative.

VAGINAL EXAMINATION

The vulva was normal. The cerViX was· firm nulliparous and closed.

The pouch of Douglas was full and very tender. There was bilateral adnexal

tenderness and the excitation sign was positive bilaterally. It was

impossible to define pelvic organs because of the exquisite tenderness.

An impression of a pelvic abscess with a differential diagnosis of a

ruptured ectopic pregnancy was made. The patient was quickly prepared for

emergency laparatomy as described in the introduction. Intravenous 5% dextrose

was started and a blood specimen was taken for urgent grouping and crossmatching.

She was premedicated as described in the introduction.

LAPARATOMY AND LEFT SALPINGO-OOPHERECTOMY

In theatre general anaesthesia was induced and maintained as described

in the introduction. She was then catheterised aseptically. Examination under

anaesthesia revealed a nulliparous closed cervix, ormal - S:lZI.:l uterus and a

left adnexal soft boggy mass measuring about 4 cm. in diameter. The pouch of

Douglas was full.

The abdomen was swabbed with hibitane solution then draped. Through a

midline subumbilical incision the abdomen was opened in layers. The pelvic

cavity had dense moderate adhesions. The uterus was normal size. There was

a left tubo-ovarian abscess which had ruptured ~eleasing about 600 mls. of pus

in the peritoneal cavity, mainly in the pouch of Douglas. The r.ight tube was

thickned and blocked terminally, but the right ovary appeared grossly normal.
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Using a syringe and needle same o f the peritane.al pus was aspirated.

After expelling air fram the syringe, the needle was bent dauble an itself.

This was submitted to. the labaratary far anaerabic culture. The left tube

was naw daubly clamped with curved artery forceps near its cornual end and

divided. The mesasalpinx was then daubly clamped parallel to. the tube and

cut between the clamps. The infindibulo-pelvic ligament was also. daubly

clamped and divided. The tuba-avarian abscess was naw remaved in-tata and

sent far histapathalagy.

The infindibula-pelvic ligament was transfixed with Na.2 chramic catgut

and the mesasalpinx tagether with the stamp af the tube were ligated with

No.1 chramic catgut. Haemostasis was achieved.

The pelvic adhesians were gently released by blunt finger dissectian ••

Peritaneal wash-aut was naw done using 500 mg af Rifacin in warm saline.

A corrugated drain was left in-situ and passed aut af the peritoneal cavity

thraugh an incisian 1n the left iliac fassa. It was secured to. the skin with

a silk stitch and a safety p1n. The abdomen was then clased 1n layers as

described in the intraductian.

POST-OPERATIVE CARE

:)

Recovery from anaesthesia was uneventiful. She received intravenous

fluids for 48 haurs. She was given intravenous ampicillin (one gram

6-haurly) and metranidazale (500 mg 6-haurly) f r 48 haurs. After this she

was cantinued an aral ampicillin (500 mg 6-haurly) and Flagy:l (400 mg

6-haurly) far seven days. Intramuscular pethidine (100 mg .6-haurly) was

given for 48 haurs far analgesia.

By the $ecand post-aperative day her general conditio.n was satisfactory.

She was afebrile, not pale and had bawel saunds. Intravenaus fluids were

discantinued and she was started an aral sips, af water and was gradually

mabilized fram bed. The drain was shartened and eventually remaved an the

faurth day.
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Her post-operative haemoglobin concentration was 10.5 gm/dl. and the

9W.B.C. count was 8.3 x 10 /L. She made steady and satisfactory recovery.

Alternate and all abdominal stitches were removed on the sixth and seventh

post-operative days respectively. She was then discharged to be revi~wed

in the gynaecology clinic after 6 weeks.

PUS CULTURE (Anaerobic Isolate)

Bacteroides species isolated. Sensitive to Metronidazole

(among other drugs).

HISTOLOGY (NO. 787/83)

Histology shows a thickened fallopian tube with necrotic material ~n

the lumen. There is transmural acute inflammatory cell infilterate of the

tube. The ovary shows acute and chronic inflammatory cell infillerate.

These features are in keeping with tubo-ovarian abscess.

GYNAECOLOGICAL FOLLOW-UP

She was seen in the clinic on 23.4.1983. Her general condition was good.

The abdomen was soft, non-tender, and the scar was well healed. Pelvic

examination revealed a retroverted normal-sized uterus and clean adnexae.
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COMMENT

Acute and chronic pelvic inflammatory disease (P.I.D.) is one of the

three leading causes of admission to Kenyatta National Hospital (1). A

similar situation is found in most parts of the tropics (2). This is partly

due to poor care and hygiene during and following delivery and abortion, and

partly due to the high prevalence of venereal diseases (2). Gonorrhoea,

puerperal sepsis and post-abortal sepsis are the commonest causes of P.I.D.

'(3). The other causes are appendicitis and tuberculosis, and the use of the

intrauterine contraceptive device is a known predisposing factor (3).

All these conditions properly and adequately treated in their acute

stages should prevent their disabling complications. Unfortunately, chemo-

therapy is seldom used in the right way, at the right stage of the disease,

and in the right dosage; chronic pelvic infection then becomes an inevitable

sequelae (2,3). Once the chronic stage is reached, other organisms, mainly

anaerobes then invade the diseased pelvic organs (2,3,4). If the disease

is left unchecked large pyosalpinges and tubo-ovarian and pelvic abscesses

will develop.

This patient was admitted with a left tubo-ovarian abscess. She was

nulliparous and denied any history of sexually transmitted diseases. But

from her socio-economic background, the initial infection can be assumed to

be gonococcal or post-abortal.

Once the diagnosis of tubo-ovarian or pelvic abscess ~s made then

surgery is the treatment of choice (5). Initially, if the patient's condition

is not very bad, this can be proceeded by a course of parentral broad-

spectrum antimicrobials - for 24 to 48 hours (2,3). But if the patient ~s

critically ill or if the abscess has ruptured, as had occurred in this case,

then tel~orizing is uncalled for (3,5).
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Although most authorities recommend radical surgery to avoid recurrences

(2,3), the extent of the surgery should nevertheless be individualised.

Mickal and associates (5) found that drainage and antibiotics alone had very

high mortality rate. The performed total hysterectomy and bilateral

salpingo-oophrectomy for the majority of their patients, but in a few cases

they did the quick and more conservative unilateral salpingo-oophrectomy.

This latter operation was reserved for the critically ill patients, for

the young patients, and for the patients of low parity who desired more

children. This patient who critically ill, was young and was nulliparous;

thus the decision to do unilateral salpingo-oophrectomy.

At the stage of chronic P.I.D. with abscess formation, polymicrobial

~s the status quo. These patients should, therefore be treated with broad-

spectrum antiulicrobials. Fomulu (4) found that Tetracychries alone or in

combination with Metronidazole or Gentamycin was the suitable treatment at

this stage. This patient was treated with ampicillin and Metronidazole and

did very well. The anaerobin pus culture taken during the operation grew

bacteroides sensitive to Metronidazole.

Chronic pelvic infection is an important cause of chronic pelvic pain,

with dysparaunia and secondary dysmenorrhoea, of infertility due to tubal

obstruction, and of menstrual upsets usually in the form of menorrhagia and

polymenorrhoea (3). These patients overcroud out+p atien t and gynaecological

clinics, while others present with diverse psychosomatic diclrders. The

immediate problem is the proper management of pelvic infection at whatever

stage it presents. The'ultiulate goal is prevention, by better obstetric

care and by control of the social and epidemiological factors which favour

the spread of infections especially venereal diseases.
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CASE NO.7
7< ~~ * *

VESICa-VAGINAL FISTULA SUCCESSFUL REPAIR

.•
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VESICO-VAGINAL FISTULA SUCCESSFUL REPAIR

NAME L.C.S. (Miss) L.M.P. 23.4.1982

UNIT NO. 417451 ADNISSIO;J J . .s.1982

AGE 23 Years REPAIR 10. o . ; 07)-

TRIBE Kalenjin DISCHARGE 2.7.]982---
PARITY I + 0

FRESENTING HISTORY

The patient was admitted to ward 4 on 3.5.1982 with a history of

incontinence of urine since her last delivery in 1980.

PAST OBSTETRIC AND GYNAECOLOGIC HISTORY

Menarche occured at the age of 16 years. She menstruated regularly;

the cycle was 26 days and the dur~tion 3 days. Her last menstrual

period was on 23.4.1982.

Sh~ was para 1+0. This delivery was ~n 1980 at Nakuru General

Hospital. She was in labour for about 48 hours after which a difficult

vacuum extraction was done and a female fresh still birth weighing 6 Kg.

was delivered. Incontinence of urine developed 5 days after delivery.

She was then referred to Kenyatta National Hospital where a diagnosis of

a large circumferential vesico-vaginal fistula was made. he underwent

repair on 6.3.1981 but 8 days later she was noticed to beeaking ur~ne

although much less than before. Post-operative examinatio:. under

anaesthesia (E.U.A.)showed a small residual fistula in the left angle of

th~ vaginal vault.

PAST MEDICAL AND SURGICAL HISTORY

This was not relevant.
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SOCIAL AND FAMILY HISTORY

She was single and lived with her parents in Eldoret. Her forw~l

education ended in form IV and sne was undergoing a secretarial training

when she became pregnant in 1979.

PHYSICAL EXF~INATION

She was an obese lady whose general condition was good. She was

not clinically anaemic or jaundiced. Her vital signs were within

normal limits and her respiratory, cardiovascular and abdominal systems

were essentially normal.

VAGINAL EXAMINATION

There was slight excoriation 'of the vulval and perineal skin.

Urine was observed leaking per vaginam. On speculum examination the

vagina and cervix looked healthy and normal. The urine. was leaking

from a fistula high on the anterior vaginal wall. Bimanual examination

revealed a normal sized uterus which was axial. Both adnexae was free

and non-tender. The vagina was of good capacity and there was minimum

fibrosis at the site of the fistula.

DIAGNOSIS AND MANAGEMENT

A diagnosis of residual vesico-vaginal fistula (V.V.F.) was made.

She was admitted for work-up before pre-operative E.U.A. aLd subsequent

repair.

RESULTS OF INVESTIGATIONS

Haemoglobin 14.7 gm/dl.

Haematocrit 42.8%

Potassium

15 mg%

144 mmol/l.

4.6 mmol/l.

Urea

Sodium

M.S.S.U. No growth obtained on culture.

Pap Smear Class I.
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PRE-OPERATIVE E.U.A.

L

This was done on 21.5.1982. She was prepared and premedicated as

described in the introduction. Anaesthesia was induced with thiopentone

sodium and maintained with oxygen and nitrous oxide.

The patient was placed in lithotomy position. The vulva and vaglna

were cleaned with 1% hibitane solution and the area draped. Examination

showed a high V.V.F. at the vault. The V.V.F. was about 1 cm. in

diameter and there was a lot of free tissue around with minimum fibrosis.

The vagina was about 2! cm. long and was of good capacity.

Methylene blue dye was instilled through the urethral catheter and

it was visualized leaking through the fistula. No other fistulae were

seen. A decision was taken to repair the fistula vaginally in lithotomy

position.

REPAIR OF THE V.V.F.

The repair was done on 10.6.1982. Two units of compatible group

"A" CRh) D positive blood we re obtained. In theatre anaesthesia was

induced and maintained as described in the introduction.

The patient was placed in lithotomy position. The vulva and

vagina were cleaned with 1% hibitane solution and the area draped. The

labia were retracted and fixed wide open with stitches to ~he thighs.

The bladder was catheterised with a Nelaton's catheter which was left

In place.

Inspection confirmed the findings at E.U.A. Saucerization was done

by paring and excising the avascular margins of the fistula obliquely,

stopping short of the bladder mucosa. The area was kept dry intermittent

suction and mopping with a swab soaked In ]:]000 adrenaline. Good

dissection was achieved. The fistula was now repaired in three layers:

The bladder wall using two layers of interrupted No.2 "0" extra-chromic

catgut, the vaginal skin using interrupted No.2 "0" chromic catgut.

Haemostasis was achieved.
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Methylene blue dye was instilled into the bl~dder and inspection of the

repaired areas showed no leakage. The •.elaton's catheter was now stitched

in place with a silk stitch to the labia majora.

POST-OPERATIVE CARE

Recovery from anaesthesia was unevencful. Intravenous fluids

comprising normal saline and 5% dextrose were given alternately - 500 mls

4-hourly for the first 24 hours. Thereafter she was asked to take plenty

of oral fluids. Analgesia was provided with 100 mg. of intramuscular

pethidine 6-hourly for the first 24 hours. The catheter was connected

to a urine bag which was emptied 4-hourly to ensure adequate urine output

and that the catheter was not blocked. Continuous bladder drainage was

maintained for 14 days. She was given septin (2 tablets twice daily)

for 14 days.

The patient was reviewed daily. She was continent of urlne and

the catheter was not blocked at any time. Her recovery was uneventful.

Post-operative haemoglobin was 12.5 gm/dl. and catheter specimen of

urine on three oc cas i.oris did 'no t grow any bacteria on cuIture.

POST-OPERATIVE E.U.A.

This was done on 1.7.1982, the 22nd day after repalr. The E.U.A.

revealed an intact repair site with no leakage of methylene blue

instilled in the bladder. This was, therefore, considered a successful

fistula repair.

She was discharged on 2.7..1982 with strong advice to avoid sexual

intercourse for at least 3 months. She was glven an appointment to be

reviewed in the gynaecology clinic In 3 months.

FOLLOH-UP

She was seen In the clinic on 28.9.1982. She had no leakage and

her general condition was good. She was discharged from the clinic and

told that her next delivery must be by elective caesarean seccion.
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COMMENT

Acquired vesica-vaginal and allied fistulae are still a common

occurrence in gynaecological practice in developing countries (1,2,3).

The true incidence is difficult to as~ess, but Gunaratne and ~ati (3)

reviewed 245 cases dealt with in five years in Kenyatta ~ational Hospital.

Unrelieved obstructed labour is the usual cause of V.V.F. ~n developing

countries (1,2,3). This has been shown to occur commonly ~n young women

of low parity who have received no or m~n~mum antenatal and intrapartum

care. Other causes of genital fistulae in developing countries include

direct trauma during operative vaginal deliveries, rupture of the uterus,

caesarean section, abdominal or vaginal hysterectomy, Manchester repair

pr colporrhaphy, radiation and infections - for example lymphogranuloma

venerum (1). In contrast, fistul~e in developed countries result from

pelvic surgery or following irradiation (4).

During labour, the bladder is displaced upwards in the abdomen; the

bladder base and the urethra being compressed by the presenting part and

the posterior surface of the symphysis pubis. Unrelieved obstructed

labour causes the soft tissues to be devitalised by ischa.emia. These

tissues then slough ofito create the fistula (1). This patient had

obstructed labour and delivery was achieved by a difficult vacuum

extraction. The baby who was delivered weighed 6 Kg. (a big size by any

standards!) and was a fresh still birth - the usual OutCOITlE(2,3). That

this patient dev~loped a large circumferential fistula could be related

to the fact that she had a difficult vacuum extraction in the presence of

already devitalized tissues.

VVF is preventable, but only if the maternity serv~ces are improved

as a short term measure and childhood malnutrition eliminated 3S 3 long

term measure (5). For cases which arrive in hospital alreadY ~n obstructed

labour, this should be relieved immediately by the most appropriate method

for the particular case.
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Continuous bladder drainage is then recornrne!.!.r:ledfor a period of upto

ten days (1). This, coupled with antibiotics, has been shown to effect

closure of some fistulae and to reduce the Slze of others (1). These

prophylactic measures were not accorded to this patient.

If the patient lS still incontinent of urine despite these measures

she then needs surgical repair of the fistula. An interim period of

at least three months is advocated to improve the nutritional status of

the patient, treat any intercurrent illnesses, and to allow for complete

revitalization of the tissues (1,2). Planning for the repair then

follows. In our unit preliminary E.U.A., as was done in this patient,

lS performed to ascertain size, site and number of fistula(e), laxity

of surrounding tissues, presence of fibrosis and fixity to nearby

structures, and the best positio~ for repair.

The patient presented had a small residual fistula at the vault of

the vagina. The surrounding tissues were lax and there was mlnlmum

fibrosis. The lithotomy position was chosen as the best position for

repair. The principles of repair are adequate exposure of the fistula,

wide excision of the avascular margins of the fistula and accurate

closure without tension. Because of previous surgery In the area In this

case, saucerization was chosen as the best technique for repair.

Successful VVF repair does not depend only on the S ',zeami type of the

VVF or on the experience of the surgeon, but more so on 1Jleticulouspost-

operative care (1,2,3,). As was demonstrated in this case, these patients

need adequate hydration, continuous bladder drainage for 14 days, prophy-

lactic antibiotics, and daily review by the doctors. After this, if there

is no leakage of urine then the patient should abstain from sexual int~rcours

for at least 3 months and her next delivery must be by elective caesarean

section.
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CASE NO.8
* * * *

MULTIPLE UTERINE FIBROIDS:

TOTAL ABDOMINAL HYSTERECTOMY
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MULTIPLE UTERINE FIBROIDS :
TOTAL ABDOMINAL HYSTERECTOHY

NAME G.I-1. H. (Miss.) PARITY 0+0

UNIT :--lO.: -: 452707 L. >1. P.

AGE 35 Years AmlISSION 13.9.1982

TRIBE Kikuyu OPERATION 29.9.1982

PRESENTING HISTORY

Miss. G.W.W. was referred from the gynaecology clinic to the non-

emergency gynaecological ward on 13.9.1982 for myomectomy or failing

which, for total abdominal hysterectomy. She gave a two-year history of

progressive abdominal. swelling, menorrhagia and primary infertility

PAST OBSTETRIC AND GYNAECOLOGIC HISTORY

Menarche occurred at the age of 15 years. Her menstrual periods

were regular but very heavy. The menstrual cycle was 30 days and the

duration 7-8 days. She was nulliparous and had never used any contraceptives,

She gave no history of sexually transmitted diseases.

She had been followed up in the gynaecology clinic s~nce December
,

1981, because of the above-mentioned symptoms. While In the clinic the

following investigations were done:-

RESULTS OF THE INVESTIGATIONS

Pap Smear Class I.

Hysterosalpingogram Uterine cavity ~s dilated near the internal os

and a filling defect ~s also seen consistant

with a fibroid. Both ucerine tubes are not

demonstrated.

PAST HEDICAL AND SURGICAL HISTORY

This was not relevant.
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SOCIAL AND F~~ILY HISTORY

She was single and worked as Prison!s Warden at L&ngata Women!s

Prison.

PHYSICAL EXAi'1INATID:l

She was In a satisfac tory general condit ion. SnC' 'lad. no pallor,

jaundice, cyanosis or peripheral oedema. Her vital signs were w i thin

normal limits. Her cardiovascular, respiratory and central nervous

systems were all essentially normal.

ABDOMINAL EXAMINATION

The abdomen was enlarged with multiple, firm, non-tender masses

arising from the pelvis which were equivalent to 20 weeks gestation.

Th~ was no ascities, and liver and spleen were not palpable.

PELVIC EXAMINATION

The vulva and v?gina were normal. The cerVlX was nulliparous, firm

and· closed.· The uterus was enlarged to 20 weeks size and was firm, ir-

regular and mobile. The pouch of Douglas and both adnexae were free and

not tender.

DIAGNOSIS AND MANAGEMENT

A diagnosis of multiple uterine fibroids was made. Myomectomy was

decided upon as the treatment of choice because she was anxious to have

children. If this could not, technically or otherwi~e, b! done then

total abdominal hysterectomy would be perf or-ned , The pa t i.en t was informed

of the decision and she gave her consent.

PR~-OPERATIVE RESULTS OF INVESTIGATIONS

Haemoglobin 11.5 gm/dl.

Haematocrit 35.8%

M.S.S.U. No bacterial gr ow t h on c u l t u r e ,

Urea 15 mg/dl.

Sodium 145 Hmol/l.

Potassium 4.4 ~lmo1/1.
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TOTAL ABDO~INAL HYSTERECTOMY

Because of shortage of blood the operation was delayed until on

29.9.1982. On this day two units of compatible blood were obtained for

her. She was prepayed and premedicated as described in the introduction.

In theatre, general anaesthesia ~as induced and ~~intaire~ as

described in the introduction. She was catheterised aseptically and the

catheter left in-situ. Examination under anaesthesia confirmed the earlier

findings. The vagina was now thoroughly swabbed with hibitane solution

then painted with Bonney's blue solution.

Abdo~inal toilet was then done and after draping the abdomen was

opened in layers through a midline sub-umbilical incision. The pelvis was

found to have flimsy adhesions. The uterus had numerous fibroids. Both

tubes were thickened and blocked terminally but the ovaries a1Peared

healthy and normal:

Because of these pelvic findings it was consideredJutile to attempt

myomectomy then tuboplasty. A decision was taken to proceed straight away

with hysterectomy. Using two tagged abdominal packs the intestines were

pushed well away from the operating area. The uterus was then delivered

through the abdominal incision. The right round ligament was now doubly

clamped and divided. The distal stamp was ligated with No.1 chromic

catgut. This procedure was repeated on the left side. Tlis opened the

two leaves of the broad ligament. The anterior leaf was i.ncised and

the bladder bluntly separated from the uterus and pushed down.

The tube and the ovarian ligament of both sides were doubly clamped,

divided and transfixed ,vith No.2 chromic catgut. The posterior leaf of

the broad ligament was then incised and dissected bluntly downwa rds w i t h

a swab on a finger. The uterine vessels of both sirles were now doubly

clamped using angled Kochers and straight clamps and then excised with a

scalpel. The vessels were then doubly transfixed with No.2 chromic

catgut. The cardinal ligaments on either sides were then clamped,

divided and ligated.
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Amputation across the vaginal vault, as close to the cerv~x as possible,

was now done. The four quadrants of the vaginal vault were held with

straight clamps. The vault was then closed with figure - of - eight SU[tlres.

Haemostasis was achieved. The pelvic peritoneum was closed over the vaginal

vault with continuous ~0.0 chromic catgut, carefully burying the rouu~ ;ir~

cardinal ligaments and suspending the vault.

Inspection of the abdominal viscera revealed no abnormalities. The

abdomen was closed in layers as described in the introduction. Total blood

loss was about 500 mls. She was transfused with 2 units of whole blood.

Before being sent for histopathology the uterus and some of the larger

fibroids were opened. The uterine cavity had a few submucous fibroids but

looked, otherwise, healthy and normal. The fibroids were firm, had the

whorl-like arrangements of the muscle, and were pinkish-white and

glistering in colour.

POST-OPERATIVE CARE

The patient's vital signs were observed half-hourly until she was fully

awake. She made uneventiful recovery from anaesthesia. After blood

transfusion she was kept on intravenous fluids until bowel movements were

established. She was given 100 mg. of intramuscular pethidine six-hourly

for 48 hours.

She made satisfactory and smooth recover. Post-oper ltive'haemoglobin

.concentration was 14.2 gm/dl. Alternate and all abdominal stitches were

removed on the sixth and seventh post-operative days respectively. She

was then discharged to be reviewed in the clinic after s~x weeks.

HISTOLOGY REPORT

The fibroids show typical features of leiomyomata. The eGdome[riu~

~s proliferative type and the endocervix exhibits non-spec]=~c inIlaclffiD.tion.
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GYNAECOLOGIC REVIHI

She attended the gynaecology clinic after s~x weeks. She was well and

had no complaints. Her abdomen was soft and the scar had healed well.

The vaginal vault was intact.

She was explained about the operation and advised to adope children

if she so desired. She was then discharged from the clinic.
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COMMENT

Uterine fibroids are the commonest tumours of the uterus in particular

and female pelvis in general (1,2,3). Wanjala (6) showed that two-thirds

of all the hysterectomies done at Kenyaita National Hospital were due to

f ibroids . Fibroids are benign tumours of smooth muscles w i t h a variable

amount of fibrous tissue, and are therefore more accurately described as

fibroleiomyoma (1,2).

The true incidence of uterine fibroids is by and large unknown

because many are symptomless and remain undiagnosed. Novak, Jones and

Jones Jr. (I) estimated that about 20% of women over the age of 35 years

have fibroids, while at postmortem examination an incidence of 50% ~s

frequently quoted (3).

Fibroids are more common a n t-he later half of the reproductive life,

~n black women where they tend to occur earlier, and ~n nulliparous or

relative\y infertile women (1,2,3). Their growth is said to be oestrogen

dependant, although this view is contested by others (2).

In our environment, as was exemplified by this patient, there is a

strong association between fibroids, infertility and pelvic inflammatory

disease (4). The exact mechanism of this association is largely unknown

and remains in the relms of the riddle of "the hen and the egg".

The symptoms of uterine fibroids depend on their numb er , sLz e , location

and presence or absence of complications. The common syn:p:oms include

abdominal swelling, menorrhagia"and/or other menstrual upsets, infertility,

pre~sure symptoms, vaginal discharge, and pain (1,2). This patient had

abdominal swelling, infertility and menorrhagia.

Uterine fibroids have a number of complications, none of which occurred

in this patient. These are :

(i) various types of degeneration; hyaline, cystic, red, fatty, calca-

neous and malignant. Red degeneration occurs commonly in pregnancy,

and malignant or sarcomatous degeneration is a rarity - occurr~ng

in about 0.3-0.5% of the cases (1,2,3).
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(ii) Infection and necros~s.

(iii) Impaction; which may cause ur~nary retention.

(iv) Intra-peritoneal haernorrhage following a r~Dture of c veln on

th~ tumour surface.

(v) Torsion of a pedunculated fibroid.

(vi) During pregnancy fibroids may cause abortion or premature labour,

undergo red degeneration, cause obstruction of labour or postpartum

haemorrhage due to uterine atony.

Small symptomless fibroids need no treatment apart from close and

expectant follow-up. Large fibroids and those with symptoms need treatment.

In practical terms the choice lies between hysterectomy and myomectomy.

Myomectomy is reserved for young patients who desire children and where

other causes of infertility have been carefully ruled out. At laparatomy

this patient was found to have thickened and blocked tubes and it was

considered far-fetched desperation to attempt myomectomy and tuboplasty

although she desired to have children. Both ovaries appeared healthy

and were preserved.
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CASE NO.9.

PRIMARY INFERTILITY INVESTIGATIONS AND

TUBAL SURGERY.



252
PRIMARY INFERTILITY : INVESTIGATIONS AND

TUBAL SURGERY

NAME

UNIT NO.

AGE

TRIBE

H.N.N. (Mrs.)

577855

PARITY

L.M.P.

ADMISSION

SURGERY

0+0

11.12.1984

6.1.1985

4.2.1985

30 years

Kikuyu

PRESENTING HISTORY:

This patient was admitted to the non-acute gynaeco1ogica1 ward on

6.1.1985. She was referred from the gynaecology clinic for tubal surgery

because of pr~mary infertility caused by tubal factors.

PAST MEDICAL AND SURGICAL HISTORY:

She did not give any relevant past medical and surgical history.

PAST OBSTETRIC AND GYNAECOLOGIC HISTORY:

Her menarche occured at 13 years. She had regular menstrual periods;

the cycle was 28-30 days, the duration 5-6 days and the flow moderate.

She had been followed up in the gynaecology clinic since 13.10.1983

because of inability to conceive since she married in 1981. The couple lived

together and their sex-life was reported to be normal.

Physical examination on that first day in the clinic revea led normal

systemic findings. Several investigations were then ordered and the results

are shown below:

Haemoglobin

Haematocrit

13.2gm/d1.

39.7%

Semenalysis

Class I

Uterine cavity ~s normal. Both tubes outlined and

show term~nal locu1ations possibly due to

adhesions.

Volume - 1 ..5 mls.
Count - 79 million/lrun3.
Anpearance - Majority are normal.

Pap Smear

Hysterosalpingogram



Laparascopy Fimbrial occlusion noted bilaterally w]

no hydrosalpinx. Dye flowed easily un,

pressure. Flimsy peritubular adhesion!

·present. Uterus and both ovaries

clinically normal with a corpus luteum

noted on the left ovary. Tubal surger:

recommended.

Moderate pale currettings show secreto:

phase endometrium.

Mycobacterium tuberculosis not isolate.

Endometrial Histology

TB Culture

After obtaining all these results the patient was referred to the

gynaecology ward for tubal surgery.

PHYSICAL EXAMJNATION

Her general condition was good. She was afebrile and was not clinically

anaemic. The vital signs were within normal limits.

RESPIRATORY AND CARDIOVASCULAR SYSTEMS:

Both were essentially normal.

ABDmnNAL EXAMINATION:

The abdomen was soft and non-tender. There were nc· a)normal masses.

The liver and spleen were not palpable.

VAGINAL EXAMINATION:

The vulva and vagina were normal. The cerv~x was nulliparous and closed.

The uterus was normal size, pnteverted with moderate mobility. Both adnexat

were free and not tender.
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DIAGNOSIS AND MANAGEMENT

A diagnosis of primary intertility due to tubal factors was made.

Blood samples were taken for haemogram and urea and electrolytes, and a

mid-stream specimen of uring (M.S.S.U) was taken for culture and sensitivity.

RESULTS OF THE INVESTIGATIONS:

Haemoglobin

Sodium

Potassium

15.7gm/dl

135 rrnuol/l

4.3 rrnuol/l

3.6 rrnuol/lB.U.N.

M.S.S.U. No growth on culture.

Because of var10US constraints the operation was not done until

4.2.1985. With two units of compati?le blood ready for her, whe was

prepared and premedicated as outlined in the introduction.

LAPARATOMY : SALPINGOSTOMY AND SALPINGOLYSIS:

In theatre general anaesthesia was induced and maintained as outlined

1n the introduction. She was then catheterised aseptically and the catheter

left in place. Examination under anaesthesia confirmed the findings stated

above.

Abdominal toilet was now done and the area draped with ste~ile towels.

Through a Pfannenstiel incision the abdomen was opened in Layer s . The uterus

was normal S1ze. Both tubes were found to be blocked terminally and the left

tube had a terminal hydrosalphinx. There were flimsy peri tubular adhesions

mainly anteriorly. Both ovaries were,however, normal.

The peritubular adhesions were gently lysed with scissors until both tubes

were freed from the surrounding structures. The fimbrial end of the right

tube was now opened, the edges everted and the mucosa stitched to the peritoneum

with interrupted No. 6"0" nylon sutures. This procedure, termed cuff '.>alpingo-

stomy, was repeated on the right tube. Any bleeding points were carefully

understitched with figures-of-eight sutures until haemostasis was achieved.
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Passing a probe revealed that both tubes were now patent. This was confirmed

by hydrotubation.

Peri toneal wash-out was now done using warm normaI saline. The abdomen

was then closed in layers as described in the introduction. Total blood loss

was estimated to be about 400mls.

POST-OPERATIVE CARE:

The patient's vital s~gns were observed half-hourly until she was fully

awake from anaesthesia, then they were charted 4-hour1y. She was maintained

on intravenous fluids for 24 hours, and was started on intramuscular ampiclox

which was changed to oral ampic10x once she started taking oral fluids. She

was g~ven pethidine for analgesia for the first 48 post-operative hours.

Her post-operative recovery was uneventifu1. She remained ".afebrile

throughout. Eer post-operative haemoglobin concentration was 13.4gm/dl with a

haematocrit of 38.9%. The sub-cuticular skin suture was removed on the 7th

post-operative day. The wound was clean and had healed by primary intention.

She was then discharged to be followed up in the gynaecology clinic after

6 weeks.

FOLLOW UP:

She was reviewed in the clinic on 18.3.1985. She \·JaS well and had no

complaints. She had menstruated normally on 8.3.1985.' The abdominal wound was

well healed. She was advised about having sex during the fertile days of

her cycle and will be reviewed again after 6 months.
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COMMENT:

It i s ironical in a country with one of the highest birth rates in the worl

LLke Kenya that infertility would pose such a major gynaecological problem.

But this is the case; for example it has been estimated that about two-thirds

of the gynaecology clinic time in Kenyatta National Hospital (KNH) is spent on

seeing cases of infertility (1).

Causes of infertility are many, but these can be broadly classified into:

Male factors, cervical factors, tubal factors, defects of ovulation, ap-ddefects

~n implantation (2). In developing countries, the commonest cause of infertilit)

~s tubal blockage caused by pelvic inflammatory disease (1,3,4). The three

leading causes of Pelvic inflammatory disease (PIn) are gonorrhoea, post-abortal

sepsis and puerperal sepsis (4). Mati and associates in 1973 (1) showed that

73.1% of women with primary infertility had tubal occlusion. In 1981 the

situation was no better (3).

As was stressed by Mathews et aI (3) routine infertility investigations

should involve both partners. The minimal investigation ~n the male, after

history and physical examination, should be examination of a semen specimen.

In this case semen analysis was considered normal.

In the female, investigations should include tests to a sess patency of the

tubes and tests for ovulation. In our unit hysterosalpingog~aphy and/or

laparascopy are used to demonstrate the patency of the tubes ,.and premenstrual

endometrial currettage is used to document ovulation. In this patient, ovulatic

was presumed from the regularity of her periods and confirmed by seeing a corpUE

lutem at laparascopy and finding -secretory endometrium on histology of the

endometrium. llysterosalpingogram (HSG) demonstrated tubal pathology which was

confirmed at laparascopy - the much more accurate investigation (5).

Mati and associates (1) suggested the following criteria for Selection

of cases that might benefit from tubal surgery:

1. Minimal involvement of tubes with no masses.

2. Few peri tubular adhesions showing kinking of tubes.
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This patient satisfied the above criteria and tubal surgery was

recommended for her. This was carried out with restoration of the pater.~y

of the tubes. Success at tubal surgery is reported to be 25-30% (2). With

badly damaged tubes, however, the success is very poor (1, 3,4). The only

hope in these cases is in-vitro fertilization.

The management of an infertile couple presents a challenging problem

always, a disappointing one often and a rewarding one sometirnes. Prevention

of PID offers the only long term solution in this country (3). This should

be directed towards prevention and adequate treatment of sexually transmitted

diseases, improvements of obstetric care and prevention of abortions

especially septic abortions.
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CASE NO. 10

* * * *
GRANDMULTIPARITY : LAPARASCOPIC FALOPE

RING TUBAL LIGATION
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GRANDMULTIPARITY : LAPARASCOPIC FALOPE

RING TUBAL LIGATION

NAME R.G.K. (MRS.) PARITY 6+0
UNIT NO.: 479338 L.M.P. 29.6.1982
AGE 36 Years ADMISSION 22.7.1982
TRIBE Kikuyu DISCHARGE 22.7.1982

PRESENTING HISTORY:

The patient was admitted to the Laparascopic ward on 22.7.1982 for

tubal ligation because the couple did not desire to have more children.

PAST OBSTETRIC AND GYNAECOLOGIC HISTORY:

Menarche occured at 16 years. She had regular menstrual periods

coming every 25 days and lasting for 4 days.

She was Para 6+0. All her deliveries of5 girls and 1 boy were

full-term spontaneous vaginal deliveries and the children were alive and

well. Her last delivery was on 22.2.1982. She used an intrauterine

contraceptive device shortly after this delivery until the time she had

tubal ligation.

She was reviewed in the T.L. (Tubal Li.gat ion ) clinic on 25.6.1982

where the couple requested for permanent sterilization .. Adequate explanation
was given

about the operation and the fact that it was irreversibl~ ant the couple signed

an informed consent. Blood for haemogram estimation was taken and a cervical

smear for cervical cytology obtained.

RESULTS OF THE INVESTIGATIONS:

Haematocrit

12.8gm/d1

36.8%

Haemoglobin

Pap smear Class I



SOCIAL AND FAMILY HI STORY:

She was a married housewife. The couple with their children lived ~n

Rironi. There was no family history of chronic medical diseases.

PHYSICAL EXAMINATION

Her general condition was satisfactory. She was afebrile and was not

clinically anaemic. Her vital signs, respiratory and cardiovascular systems

were essentially normal. Her abdomen was soft and not tender. Liver and spleen

were not palpable.

Vaginal examination revealed normal vulva and vagina. The Cervix was

firm, parous and the internal os was closed. The uterus was normal size,

anterverted and freely mobile. Both adnexae were clear and not tender.

DIAGNOSIS AND MANAGEMENT

A diagnosis of Grandmu1tiparity was made. She was admitted and prepared

for abdominal operation under general anaesthesia, as described in the

introduction.

In theatre general anaesthesia was induced and maintained as described

in the introduction. The patient was now placed in Trande1enburg tilt and

her legs supported on padded supports. Simultaneous vulvo-vagi a1 and

abdominal cleaning was done. Draping was then done. The bladder was emptied

using a metal catheter. Pelvic examination confirmed the earlier findings.

The intra-uterine contraceptive device was removed and a uterine elevator

inserted through the cervical os.

A stab incision was made just below the umbilicus. This was deepened

to below the rectus sheath. A verres needle, already tested for patency, was

now inserted through the stab incision by lifting up the abdominal skin

between the thumb and the forefinger. The direction of insertion was oblique
t:o t:he abdomxna.l r.'a.l.l The need1e was connect::ed t::oa carbon dioxide supply

source and the gas introduced until a pneumoperitoneum of 2~ 1itres was achieved.

After this the verres needle was removed. The incision was enlarged sl~ght1y
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and a trocar and cannula introduced into the peritoneal cavity at an angle of

45°. To facilitate insertion the abdominal wall was held on either side by the

surgeon and his assistant. The trocar was now removed and a Laprocator

Laparascope already loaded with one falope ring introduced through the cannula.

A cold light source was connected to the laparascope and a good view of the

pelvis was obtained. The uterus,fallQpian tubes and ovaries all appeared

clinically normal. There were no pelvic adhesions and both tubes could be

visualized upto the fimbrial ends.

By manipulating the uterus usmg the uterine elevator the right tube

was brought into good view. This tube was grasped with the tongs of the

laparascope about 3cm. from the cornu. A knuckle of the tube was pulled into

the li&pp-.rascopetube and the falope ring slipped over it. On releasing the

tongs the loop of the tube blanched white as the blood supply was cut off.

The laparascope was now removed and a second falope ring installed. The same

was repeated on the left tube.

After occluding both tubes, the abdominal and pelvic. organs were inspected

and found to be free of any injuries. The laparascope was now removed. The

pnemoperitoneum was released. The trocar was reinserted and then withdrawn

with the cannula. The abdominal incision was then closed with two Hichell:!

clips.

POST-OPERATIVE CARE:

General anaesthesia was reversed and the patient wheeled dom:! to the

recovery ward for routine post-operative observations. Her vital signs relnained

stable and 5 hours later she was discharged home accompanied by her sister.

She was asked to attend the T.L. clinic after 7 days for removal of the clips.

She had no complaints and the clips were removed on the 7th post-,
operative day. She was reviewed again after 3 months, on 9.9.1982. She had

no complaints. Her periods were regular as before with no dysmonor~hoea.

Her L.M.P. was on 10.8.1982. Pelvic examination revealed no rmaL pelvic organ s.

She was very happy about the sterilization and was hence discharged
from the clinic.
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COMMENT:

Voluntary sterilization is a surgical operation for permanent contra-

ception. In women, the sterilization operation involving ligating and/or cutting

both fallopian tubes (1). Tubal ligation, which hasemerged as one of the most

popular methods of contraception, can be performed immediately after delivery,

after an abortion or at any point between pregnancies (interval tubal ligation).

At present there are a vast array of techniques for tubal ligation. The

approach may be abdominally (through a laparatomy or more commonly a mini-

1aparatomy or 1aparascopy), vaginally (colpotomy or culdoscopy) or trans-

cervically utilizing hysteroscopy (2). Occlusion of the tubes may be

accomplished by ligation and division - the Pomeroy and Parkland procedures;

ligation, division and burying the medical stump - the Irving procedure; Kroener

fimbriectomy technique;electrocauterization of a segment of the tube; and

mechanical occlusion using clips, bands or rings (1,2).

From all these methods, minilaparatomy and laparascopy have had the

widest appeal worldwide. Aubert et al (3) reviewed a Large number of sterili·-

z.ations done worldwide and showed that 38% were by interval minilaparatomy,

35% were by laparascopy, and 18% were by postpartum minilaparatomy. The major

advantages of these two approaches are (1,4):

1. The procedures can be done on an outpatient bas's and hospitization is

seldom necessary. This is very important in areas like ourB where hospital

beds are in high demand.

2. Both procedures can be done under local anaesthesia thus minimizing the

risks inherent in general anaestheisa.

3. The procedures are short and complications are few. In thepast electro-

cautery was used but this has since been abandoned in most centres because

of the dangers of burns to the viscus.

Tubal ligation in general should be considered permanent and irreversible.

It is, therefore, the best form of contraception for couples who do not desir~

more children or for couples who, for medical reasons, should not have more

-------J
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children. In the case presented, the couple considered their family complete

and did not want any more children. Tubal ligation has several advantages that

add to its popularity (1):
1. It 1S more effective than any other method of contraception. Failure rates

are quoted as less than 1 per 100 womal1 years.

2. The operation 1S easy to perform and carries only a one-time-risk of

compHcat Lonj vas opposed to the ongoing risks of other methods of contra-

ception.

3. It is relatively safe with low mortality rate - infact much lower than that

of pregnancy.

The ~mportant complications which are associated with tubal ligation

are: anaesthetic complications, burns of viscus, pulmonary embolism, haemorrhage,

and predisposition to ectopic gestations. None of these complications occured

in this patient.

Sterilization must be considered permanent and irrevesible. In our unit,

the couple desiring a permanent method of contraception, which ::'nvariablymeans

tubal ligation, are counselled thorough by the medical personnel, specifically

regarding the irreversibility of the procedure, then both husband and wife

sign a consent. If unforeseen circumstances develop then reversaI of the tubal

ligation can be attempted. Even under the best of hands using llicrosurgical

techniques success rate at reversal is no more than 50-70%; Thin is not to

mention that these reversal operations require speciazed training and expensive

equipment, and developing countries can ill-afford them (1). Therefore, there

is no substitute for thorough, clear and complete councelling of the couple

before the procedure is contemplated.
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CASE NO. 11
* * * *

GENITAL PROLAPSE : MANCHESTER REPAIR OPERATION
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GENITAL PROLAPSE MANCHESTER REPAIR OPERATION

NAME

UNIT NO.

AGE

TRIBE

A.Y.M. (Mrs.)

481375

L.M.P.

ADMISSION

OPERATION

DISCHARGE

20. 1.1983

25.1.1983

10.2.1983

18.2.1983

32 Years

Mkamba

PARITY 3 + 0

PRESENTING HISTORY

The patient was admitted to the non-emergency gynaecological ward

on 25.1.1983 with a three-year history of a mass coming down and out of

the vagina. She also complained of dragging lower abdominal pains and

low back pains.

PAST OBSTETRIC AND GYNAECOLOGIC HISTORY

Menarche occurred at 16 years. Her menstrual periods were regular. The

cycle was 30 days, the duration 3-4 days and the flow waS moderate.

She was para 3 + O. All these deliveries, in 1971, 1975 and 1979, were

full-term vaginal deliveries. The children, two girls and one boy, were

alive and well. She had never used any contraceptives.

PAST MEDICAL AND SURGICAL HISTORY

She had a laparatomy in December, 1981 because of intestinal

obstruction. She did not give any history of chronic chest or other

medical diseases.

SOCIAL AND FAMILY HISTORY

She was a married housewife with no formal education. He~ husband was

a peasant farmer and the couple lived l.nMachakos.

PHYSICAL EXAMINATION

She was a middle-aged slim lady who had ,no pallor, jaundice, cyanosis

or peripheral oedema. Her blood pressure was 110/60 mmHg., pulse rate was

80 per minute regular, and temperature was 36.2oC.



Her cardiovascular, respiratory and central nervous systems were

essentially normal. The abdomen had a left paramedial scar, it was soft

and not tender. The liver and spleen were not palpable.

VAGINAL EXAMINATION

The vulva was normal. There was uterine prolapse with the cerv~x and

healthy with no evidence of infection. On straining a cystocoele and a

rectocoele were demonstrable.

DIAGNOSIS AND NANAGEHENT

A diagnosis of 'third degree uterine prolapse with a cystocoele and a

rectocoele was made. Several investigations were done pre-operatively.

RESULTS OF THE INVESTIGATIONS

Haemoglobin 14 .1_gm/ d1.

Haematocrit 41.1%

Blood Urea Nitrogen 4.2 Nmol/l

Sodium 136 Hmol/l

Potassium 4.0 Nmol/l

H.S.S.U. No bacterial growth.

Pap Smear Class II with non-specific Lnf Lammat ory changes.

Manchester repair operation was decided upon as the treatment of choice.

The patient was informed about the decision and s'e gave ,her c)nsent. Two

units of blood were obtained and she was prepared for the opeIltion as

described in the introduction.

MANCHESTER REPAIR OPERATION

The patient was premedicated with 0.6 mg. of atropine sulphate and 50 mg
,

of pethidine intramuscularly half an hour before the operation. In theatre
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general anaesthesia was induced and maintain'ed as described in the introduction.
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She was placed in lithotomy position and vulvo-vaginal and perineal toilet

done. The area was then draped with sterile towels and she was catheterised

and the catheter left in-situ.

Examination under anaesthesia confirmed the earlier findings. Standard

dilatation was done upto Hegar dilator No.'8'. Sharp currettage obtained

normal - looking pale currettings which were sent for histopathology.

Four srr~ll Kocher's forceps were placed to the Fothergill's points:

one immediately below the urethral meatus, one posterolateral to the cervix

on both sides, and the fourth in the midline of the posterior fornix .. Using

a scalpel the four points were joined by an incision through the thickness

of the vaginal skin. Starting from the urethral meatus the vaginal skin was

reflected off the bladder from the urethra towards the cervix. This reflection

was extended to the cervicovesical ligament which was divided. The bladder

was now dislocated upwards until the uterovesical pouch was identified. The

incised vaginal skin was mobilized upwards to expose the cardinal ligaments.

These were clamped in angled Kocher's forceps and tx·ansected then transfixed

with No.1 chromic catgut. Amputation of the cervix was now done at the

level of the internal os. The Fothergill's suture was now inserted starting

from the left lateral Fothergill's point through the vaginal skin, through

the divided cardinal ligament and through the mid-point of the anterior lip

of the amputated cerv i x , from without inwards into the calla1. The needle was

then passed in a reverse direction from within outwards a~i the process

exactly repeated on the right side. This suture of No.2 chromic catgut

anchored the lateral sides of the vagina and the stamps of the cardinal

ligaments in front of the cervix. The amputated cervix was now covered with

vaginal skin us~ng mattress sutures of No.O chromic catgut.

The anterior incised vaginal skin was e~cised. The pubocervicovesical

fascia was tightened by a series of horizontally placed interrupted sutures

of No.O cllromic catgut. The vaginal skin was then u~ited with interrupted

sutures of No.O chromic catgut. This is anterior colporrhaphy,
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The posterior vaginal wall was rPW bluntly separated from the rectum

then a V-shaped redudant tissue excised. The vaginal skin was stitched

using interrupted No.O chromic catgut. The levator ani muscles were appro-

ximated by four stitches of interrupted No.1 chromic catgut firmly tied. The

superficial perineal muscles were then sutured together to cover the united

levators. Finally, the skin was restored with interrupted No.O chromic

catgut sutures. This is posterior colpoperineorrhaphy.

After the operation the vagina could accommodate two fingers. The

catheter was left in place. Total blood loss was minimal.

POST-OPERATIVE CARE

Recovery from anesthesia was uneventful. She was put on intravenous

fluids of normal saline alternating with 5% dextrose for 24 hours. She was

started on septrin prophylactically and was instructed on perineal toilet

uS1ng warm saline twice daily and after opening bowels. The urethral

catheter was removed after 24 hours.

She had a smooth post-operative period. She remained afebrile throughout

and had no problems in passing ur1ne. Post-operative haemoglobin concentra-

tion was 13.4 gm/dl. and urine culture on two occaS10ns grew no bacteria.

She was discharged in good condition on 18.2.1983.

HISTOLOGY OF ENDOMETRIAL CURRETTING AND CERVICAL SPECnmN

These are moderate pale currettings. Histology shows normal secretory

endometrium.

The cervical speC1men shown features of mild chronic c(rvicitis. No

evidence of malignancy.

FOLLOW-UP

The patient was seen 1n the gynaecology clinic after" two months. She

was well and had no complaints. She had menstruated normally once S1nce

discharge from hospital. The vulva, vagina ~nd cervix appeared healthy and
normal. The uterus was anteverted and normal sized, and '-'be. adnexa.., ,..:uo-

clear. She was, therefore discharged from the clinic.
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COMMENT

Genital prolapse ~s rare ~n Africa when compared to Western countries

(1,2). In Kenya, Cox and Webster (1) showed that genital prolapse was common

among the Pokot and rare in Central Kenya. Mwalali (3) found an incidence

of O.lZ for Kenyatta National Hospital (K.N.H.).

Genital prolapse is a consequence of failure of ligamentous supports of

the uterus. The causes of this include congenital tissue abnormality,

child-bearing, menopause with consequent atrophy of the ligamentous supports,

and chronic elevation of intra-abdominal pressure (4). It was the considered

opinion of Cox and Webster (1) that the high incidence of prolapse among the

Pokot is related to their large pelves which allow the head to descend before

full cervical dilatation. Premature bearing down and fundal pressure by

local midwives would then accentuate the strain on the uterine supports.

To support this view they showed that ~n areas with contracted pelves, where

assisted deliveries are common, the prevalence of genital prolapse was low.

In western countries, genital prolapse is a disease of elderly highly

parous patients (4). This 1S not so 1n Africa (1,2). The patient under

discussion bears this out. She was 32 years old and was Para 3 + O. All

these deliveries were at horne. The cause of genital prolapse in this case

was not clear, possibly this was related to circumstances surroun ing her

previous deliveries.

The leading symptom ~n genital prolapse, as was in this' pat' ~nt, 1.S

something com1.ng down (2,3,4). Other symptoms include low back pains,

vaginal discharge (if there is ulceration of the cervix), and var1.OUS

ur1.nary and rectal symptoms (4). On examination, Mwalali (3) found that

40.6% of the patients in KNH/ had third degree prolapse, while 26.6% had
",-",J.....

second degree prolapse. This patient a third degree prolapse wi th a
"

cystocoele and a rectocoele.
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Once the diagnosis of genital prolapse is made and there are symptoms to

warrant intervention then surgery is the mode of treatment. Currently the

choice lies between vaginal hysterectomy and Manchester repair operation.

Controversy still rages on as to which is superior to the other (4).. Scott (4)

was of the opinion that, everything being equal, whichever method is chosen

is irrelevant because the important thing ~s the efficiency with which the

vaginal vault ~s supported by shortening the cardinal and the uterosacral

ligaments. Once this important point ~s realised then the individual surgeon's

preferancewill tilt the balance towards one or the other of the operations.

Nevertheless, there are other considerations which should militate the

surgeon to do either of the operations. These include whether there are

other symptoms (e.g. irregular uterine bleeding due to dysfunctional uterine

bleeding or presence of small fibroids), age and parity of the patient and

whether the patient wants more children (4). Manchester repair operation is

preferred to vaginal hysterectomy in our patients because menstruation is still

so strongly associated with femininity (2). Absence of other symptoms, low

age and parity, and desirability of more children are other considerations in

favour of Manchester repair operation.

All the factors were considered carefully before finally deciding on

Manchester repair in this case.
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CASE NO. 12.

* * * * * * *

CHORIOCARCINOMA CHEMOTHERAPEUTIC MANAGEMENT.
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CHORIOCARCINOMA CHEMOTHERAPEUTIC MANAGEMENT

NAME

UNIT NO.

AGE

TRIBE

N •W.N. (Mrs . )

654382
PARITY
ADMISSION

DISCHARGE

9+1
5.11.1984

12.3.198540 years

Kikuyu

PRESENTING HISTORY:

The patient 'vas admitted to the acute gynaecological ward on 5.11.1984

as a referral from Thika District Hospital. She gave an 8-months history of

intermittent vaginal bleeding, hypogastric pa~ns, nausea and vomiting; and a

3-month history of chest pa~ns, productive cough and haemoptysis. The initial

symptoms followed evacuation of the uterus for incomplete abortion ~n

February, 1984.

PAST OBSTETRIC AND GYNAECOLOGIC HISTORY:

She could not remember the date of her menarche. Her periods were

regular coming every 28 days and lasting for 3 days. She was para 9+1. All

these deliveries were full-term vaginal deliveries at home. The last delivery

was in 1980. In February, 1984 she had spontaneous abortion at 10 weeks

gestation. Evacuation of the uterus was subseque~tly done at Thika District

Hospital a day later. She, however, continued to bleed vagin ...lly and dilata-

tion and curettage was performed two months later at the same hospital. This

had no amelioration on her condition. At one time the vaginal bleeding was

heavy enough necessitating transfusion of two units of blood.

Three months prior to admission to Kenyatta National Hospital she

developed chest pains, productive cough and haemoptysis. She was treated for

chest infection without any appreciable improvement. It was only after a

pregnancy test was done and found to be positive that a diagnosis of

choriocarcinoma following the abortion was entertained. She was then referred

to Kenyatta National Hospital.
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PAST MEDICAL AND SURGICAL HISTORY:

There was no relevant past medical and surgical history •.

SOCIAL AND FAMILY HISTORY:

She was married and lived with her family in Muranga District. There

was no family history of chronic medical diseases.

PHYSICAL EXAMINATION

This was an elderly lady who was in a poor general condition. She was

wasted and had mild pallor. The vital signs were within normal limits. The

abdominal and cardiovascular systems were essentially normal.

RESPIRATORY SYSTEM:

The trachea was central. The chest was symmetrical and moved with

respirat~on. Both lung bases were dull topercussion and had reduced air entry

on .:aseultation. There were, however, no crepitations or rhonchi.

VAGINAL EXAMINATION:

The vulva and vagina were clinically normal. The cerv~x was parous,

firm and closed. The uterus was bulky. Both adnexae and the Pouch of Douglas

were free and not tender. There was no active bleeding per vaginam.

DIAGNOSIS AND MANAGEMENT

An impression of choriocarcinoma with possible pulmonary metastases was

made. Several investigations were done.

RESULTS OF THE INVESTIGATIONS:

1. Haemoglobin lo.lgm/dl

33%

7.1 x 1012/1

2. Haematocrit

3. WEC count

4. Platelet count Adequate

Positive. HCG levels >256 I.U./Nl. but
<: 512 LU ./Ml.

5. Pregnancy Test

6. Chest X-ray Bilateral rounded opacities with left Lowe r
lobe effusion
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7. Sodium 138 mmol/L

8. Potassium 4.4 mmo L'L

9. BUN 3.6 mmol/L

10. Alkaline Phosphatase 25.0 K.A.
11. Albumin. 22 gm/L

12. SGPT 24 K.S.

After getting all these results a definitive diagnosis of chor i.o-:

carcinoma with secondaries to the chest was made. The haematological

parameters, liver and renal function tests were considered within acceptable

levels for commencement of chemotherapy. Because of her age, initial HCG

levels, and the time which had elapsed since the abortion, the patient was

co~~idered to bein a high-risk group.

She was transfc~re/~o the non-acute gynaecological ward and her first

cowrse of chemotherapy was started on 13 .1.1984. This was composed of:

1. Methotrexate 50mg ~n 500mls of 5% dextrose which ran

over 24 hours.

2. Cyclophosphamide

3. 6-Mercaptopurine

l50mg intravenously g~ven once daily for 5 day

200mg - tablets given three times daily

for 5 days.

After her first course of Triple therapy blood specimens were taken

for full haemogram, renal and liver function tests. Urine was submitted for

pregnancy test in dilution and a chest x-ray was done.

All results were normal except the following:

1. Haemoglobin

2. WBC count

7.7 gm/dl
5.8 x 1012/L

3. Chest x-ray Bilateral rounded opacities Gonsistent with

secondaries.

4. Pregnancy test Positive. HCG levels)64 I.U./ml. but
(128 I.U./ml
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She was transfused with two units of blood and a second course of triple

therapy was started on 4.12.1984. After this course the haematological

parameters' were within normal limits. HCG levels were reported to be

> 4 1.Vlml. but (8 I.V. Iml. and the pulmorrar y metastases were reported to be

resolving.

The third course of chemotherapy was started on 18.12.1984. After this

course all the relevant investigations were done. The pregnancy test was

negative and the chest x-ray was repoted as normal. All the other investigations

were normal. Her general condition had also improved drastically and she was

putting on weight adequately.

As is the policy in our unit, the patient was g1ven three more courses

of chemotherapy after the first negative pregnancy test. These were given from

9.1.1985, 11.2.1985, and 27.2.1985. After each course she was investigated

adequately before the next course. The pregnancy test persistently remained

negative. After the last course of chemotherapy she was discharged.

Because of long distances, this patient will be f olLowed up in Hur anga

District Hospital, which is her nearest hospital. This will involve fort-

nightly pregnancy tests for 3 months, monthly upto two years S1nce completion

of treatment. To avoid another pregnancy, she was started on, and was to

continue using contraceptive pills during this period of foll w-up.
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A case of choriocarcinoma following a spontaneous abortion at 10 weeks

gestationin a 40-year old highly parous patient is presented. This extremely

malignantform of trophoblastic neoplasia is a carcinoma of 5hvri~nit epithelium

although in its growth and metastasis it often behaves as a sarcoma (1).

Morphologically an important diagnostic feature of choriocarcinoma, ~n contrast

with hydatidiform mole and invasive mole, is absence of a villous pattern.

What is seen is a core of pleomorphic cytotrophoblast surrounded by a rim of

sync~tium with extensive areas of haemorrhage (2).

Choriocarcinoma can fo1iow normal pregnancy, non-molar abortion,ectopic

pregnancy, or hydatidiform ~G1e (2). In the patient presented, this followed

a non-molar abortion. Although in other areas the incidence of choriocarcinoma

is said to be 1000 times more common after hydatidiform mole than after normal

pregnancy (2), the study by Makokha and Mati (3) found that ~n Kenyatta

National Hospital (KNH) the commonest antecedent pregnancy was non-molar abortion

Choriocarcinoma in particular and all gestational trophoblastic diseases

~n general are reported to be commoner ~n developing countries especially

South East Asia and Latin America than ~n North America and European countries

(2,4). Of the other predisposing factors, Makokha and Mati (3) found high age

and parity to be associated with the develop/~~n6f choriocarclnoma ~n KNH. This

was considered to be related to the overall weakened immunolo,sical re-sponse due

to aging and repeated pregnancies. The concept of increased fetal malformation

with increasing age was another factor that could playa part in the causation

of malignant development.

The patient presented was 40 years old and was para 9+1. These two factors

could have predisposed her to the development of choriocarcinoma.

Clinically, a patient with choriocarcinoma commonly presents with abnormal

bleeding per vaginam(l,3). This could be in associatior. with other syrr;ptom8.

In view of the variety of presentation, a high index of suspicion is needed hy
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the medical practitioner. Thus, Dyspnoea, persistent cough (with or without

haemoptysis), signs of intra-cranial haemorrhage, raised intra-cranial pressure,

hemiparesis or paraplagia, or unusual gastrointestinal symptolns, especially 1n

association with a history of irregular vaginal bleeding or previou~ molar

pregnancy, should suggest the possible diagnosis of choriocarcinoma (5).

This patient presented with features which were very suggestive of

choriocarcinoma. She gave a protracted history of intermittent vaginal

bleeding following an abortion. This was later followed by chest pains,

~rc~~ct~ve cough and haemoptysis as the disease spread to the lungs. With

a high index of suspicion, the proper diagnosis could have been made much

earlier; thus making prospects of cure much more favourable (4,6). This

patient had, in the meantime, uterine curettage. This procedure was considered

futile and gross mismanagement by Makokha and Mati (3).

Makokha and Mati (3) used the following criteria as indicative

of choriocarcinoma:

1. A positive pregnancy test outside pregnancy.

2. A positive pregnancy test with irregular vaginal bleeding not

associated with any type of abortion.

3. Metastases in the chest and/or vagina with or without a positive

pregnancy test.

4. Rising titres of HeG after abortion or hydatidiform mole.

5. Histological reports of biopsies of the endormetrium and/or

vaginal metastases or other areas.

6. Postmortem reports.

Bagshawe and Begent (4) state that evidence for the presence of

trophoblastic tumour more than 6 months following a hydatidiform mole

or more than 2 months after any other pregnancy constitutes prLma f~cie

evidence of choriocarcinoma.

The diagnosis of choriocarcinoma t.n this patient did not pose any

problems. The history of irregular vaginal bleeding and chest symptoms "'3.';



281

highly suggestive, pregnancy test done 8 months after spontaneous abortion was

positive with very high HCG levels, and the chest x-ray sf-owed unequivocal

s~gns of pulmonary metastases.

There are certin factors which influence response to therapy ~n

choriocarcinoma. Most workers, therefore, divide patients either two-way

(high-risk, low-risk) or three-way (high-risk, medium-risk or low-risk)

according to the factors. Those factors which have consistently been shown

to adversely influence response to treatment are (2,4,6):

1. Time interval between antecedent pregnancy and treatment of more than

4 months.
nt

2. Type of anteced~/pregnancy: Full term pregnancy having worse prognos~s

than either a mole or an abortion.

3. Initial RCG levels of greater than 100,000 I.U./l.

4. Metastases to sites other than the lungs and/or the vag~na.

5. PTevious unsuccessful chemotherapy.

6. Age above 39 years.

Other factors like the ABa blood groups of the fema.le and male, largest
tumour size, and number of metastases have also been slJcHm to 1>o."Va 80rno

prognostic significance. The WHO scientific groups on Gestational tropho-

blastic diseases (2) analysed these factors and came out wi, h a scoring

system upon which prognosis can be based.
those

In our unit patients with choriocarcinoma,/who have cne (any) adverse

factor are put in the high-risk category and are treated with triple therapy.

Those with no adverse factor are considered low-risk add are treated with a

single drug (either methotrexate or I.tctinurycin-Dj The patient presented

had 3 adverse factors - i.e. she was 40 years old, she presented 8 months

after the antecedent pregnancy, and the initial RCG levels were above

100, 000 i.u/l. (read as) 256 i.u ./ml and <,512 i.u. /rnl ) .

treated as a high-tj.1ikcase, with three chemotherapeutic agents (Hl2thOE:r.(?,·~ate,

She therefore was

6-mercaptopurine and cylophosphamide).
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Her response was consistent and encouraging, and after three courses the pregnancy

test was negative and the chest metastases had completely resolved. As is the

policy in this unit) she was given three more courses after negative pre~lancy

test.

Monitoring of patients on therapy involves checking the haematological

indices, liver and renal function tests, tests for HCG levels and chest x-rays.

Bagshawe and Begent (4) advise that these should be done twice weekly. However,

in places, like ours, with limited resources, equipment and manpower, and as

was done in bhis case, monitoring these parameters after every course of

chemotherapy 1S adequate. The most important factor in monitoring response

to treatment 1S HCG levels. In our unit we rely more often on measurements

of the pregnancy test in dilution. This 1S a crude and an unreliable method

as has been shown by Sekadde-Kigondu et al (7). Use of Radioimmunoassay

or Radioreceptor aSfay is far superior and more sensitive, especially the

B-HCG. Radioimmunoassay is possible in our unit (7), but during the management

of this patient the relevant kits were not available.
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CASE NO. 13

* * * *

. OVARIAN SEROUS CYSTADENOCARCINOMA - STAGE III:

TOTAL ABDOHINAL HYSTERECTOHY, BILATERAL

SALPINGOOPHORECTOHY AND MONTHLY CHEMOTHERAPY
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OVARIAN SEROUS CYSTADENOCARCINOI'IA STACE .I r l :

TOTAL ABDOMINAL HYSTERECTOMY, 'BILATERAL
SALl'INGOOPhRECTOMY AND' MONTHLY' CHEMOTHERAPY

NAME J.A.J. (Mrs) PARl['Y 2 + 0

UNIT NO.: 401629 L.N.P. 21.10.1981

AGE 22 Years ADMISSION 9.11.1981

TRIBE Luhya OPERATION 20.11.1981

PRESENTING HISTORY

The patient was admitted to the non-emergency gynaecological ward as a

referral from a medical ward on 9.11.1981, She presented with a three month

history of progressive abdominal distension. backache and exertional dyspnoea.

She had been in the medical ward for about five weeks wh ere she was being

managed as a case of tuberculous peritonitis, but progressive symptoms and

non-response to anti-tuberculous treatment neccessitated gynaecological review.

PAST OBSTETRIC AND GYNAECOLOGIC HISTORY

}lenarche occurred at the age of 14 years. She had regular menstrual

periods; the cycle was 28 days and the duratiori 5 days.

She was para 2 + O. Both deliveries, in 1975 and 1977, were term vaginal

deliveries and the children were alive and well. She had neveL used any

contraceptives.

PAST MEDICAL AND SURGICAL HISTORY

This was non-contributory.

SOCIAL AND FAMILY HISTORY

She was married. The couple and their children lived in Nairobi. Her

husband worked as a bus conductor. There was no family history of chronic

diseases.

PHYSICAL EXAMINATION

She had no pallor, jaundice, cyanos~s, leg oedema or peripheral
;

lympadenopathy. She, however, appeared weak and apprehensive but ",as not

wa s ted.
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Her blood pressure was 120/80 ~nHg., pulse was 96/minute, and temperature
owas 36.2 C. Her respiratory, cardiovascular and central nervous systems were

essentially normal.

ABDOMINAL EXANINATION

The abdomen wa~ uniformly distended and tense. There were no surgical

scars or areas of tenderness. Shifting dullness and fluid thrill were

elicited. No intra-abdominal masses were palpable.

VAGINAL EXAMINATION

The vulva and vagina were normal. There was no vaginal discharge or

bleeding. The cerVIX was parous, firm, smooth and the os was closed. The

uterus was difficult to delineate. An irregular mass was felt in the pouch

of Douglas.

RECTO-VAGINAL EXAHINATION

The mass in the pouch of Douglas was better defined: it was firm, irregu-

lar, fixed and not tender.

DIAGNOSIS AND MANAGEMENT

A presumptive diagnosis of ovarIan malignancy was made. Several

investigations were done and the results are shown b elovu+

Haemoglobin

BUN

14.0 gm/dl.

42%

4.4 mmol/L.

J30 mmol/L.

4.2 mmol/l.

Haemotocrit

Sodium

Potassium

M.S.S.U. No growth on culture

Pap Smear Class I.

Ascitic Tap 4 cc. of straw-coloured fluid received. Numerous small

malignant cells are present singly and in clusters.



After receiving all these results a decision to do a laparatomy was

taken. This was done on 20.11.81. She was prepared and premedicated as

described in the introduction. Three units of compatible blood were

obtained for her.

LAPARATO~IT

In theatre anaesthesia was induced and maintained as described in the

introduction. She was catheterised aseptically and the catheter left in

place. Examination under anaesthesia revealed similar findings to those

described above. The vagina was now thoroughly cleaned with 1% hibitane

solution and painted with Bonney's blue solution.

Abdominal toilet was done and after draping the abdomen was opened in

layers through a midline subumbilical incision. About 5 litres of haemorrhagic

ascitic fluid was drained out. Both ovaries had multiple cysts and cauliflower-

type of tumours. The omentum, gut, undersurface of the diaphragm and

peritoneum had extensive tumour seedlings. The liver was, however, smooth

and normal. Both fallopian tubes were thickened and blocked terminally.

The uterus was normal size and had no tumour seedlings.

From these findings a clinical classification of Stage III ovar~an

malignancy was made. Total abdominal hysterectomy, bilateral salpingo-

oophrectomy and partial omentectomy was considered the appropriate extend

of the surgical management.

Using two tagged abdominal packs the intestines were pU.5hed well away

from the pelvis. The uterus an~ its appendages were then delivered through

the abdominal incision. The right then left round ligaments were clamped

and divided. The distal stamps were ligated with No.1 chromic catgut. The

anterior leaf of the broad ligament was incised and the vesico-uterine

peritoneum and the bladder bluntly separated from the uterus and pushed down.

The infidibulo-pelvic ligament of one side was now doubly clamyed and

then divided between the clamps. The ligament and the ovarian vessels

therein was then doubly transfixed with No.2 chromic catgut.
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This procedure was repeated on the opposite side. The posterior leaf of the

broad ligament was now incised from the uterus and bluntly dissected downwards

with a swab on a finger.

Using angled Kochers and a straight clamp the uterine vessels of one

side then the other were doubly clamped and excised with a scalpel. Tbe

vessels were then doubly transfixed with No.2 chromic catgut. The cardinal

ligaments on either side were subsequently clamped, divided and ligated.

Amputation of the vaginal vault was now done. The four quadrants of the

vaginal vault were held with straight clamps. The angles were secured with

mattress sutures of No.1 chromic catgut. The vault was then closed with

mattress sutures. The pelvic peritoneum was now closed over the vaginal vault

with a continuous suture of No.O chromic catgut; carefully burying the stamps

of the round, infindibulo-pelvic and cardinal ligaments, and suspending the

vaul t.

A sizeable amount of the omentum was clamped, excised and ligated. The

uterus with its attached appendages and the omentum were submitted to the

laboratory for histopathology.

The abdomen was closed l.n layers as described in the introduction. The

patient lost about 700 ml.s, of blood and was tranfused w i th two units of

whole blood.

POST-OPERATIVE CARE

The patient's vital signs were observed half-hourly until she was fully

awake from anaesthesia. She was given pethidune 6-hourly for analgesia for

48 hours. Intravenous fluids were maintained until bowel sounds were established.

She also received prophylactic ampicillin for seven days.

She had an uneventiful recovery. Post-operative haemoglobin concentration

was 13.8 gm/dl. All abdominal stitches were removed on the seventh post-

operative day. The wound was clean and had healed well.



On this day she was started on the first course of Melphalan (Alkeran).

The dose was 0.2 mg. per kilogram body weight .~n 500 mls. of 5% dextrose

given over a period of 30 minutes. She tolerated this course very well and

did not develop any adverse reactions. After this she was discharged to be

seen monthly in the ward for subsequent courses of chemotherapy.

HISTOLOGY (NO. 8540):

Both ovaries show presence of serous cystadenocarcinoma. The tumours

have numerous psammoma bodies. The omentum shows large metastatic deposits of

tumour. The fallopian tubes show chronic salpingitis but the uterus ~s

unremarkable.

MONTHLY FOLLOW-UP

The patient was admitted in the ward every month for chemotherapy. In

the ward she would have full physical examination, complete haemogram and liver

functions tests before connnencement of chemotherapy.

Upto the time of writing this paper she has received 18 courses of

intravenous Melphalan, 12 courses of oral Melphalan (I mg/Kg. body weight

given three times daily for 5 days), and 2 courses of intravenous Endoxan

(I gm in 500 mls. of 5% dextrose glven over 30 minutes). She has withstood

her treatment quite well apart from troublesome menopausal symptoms of hot

flushes and palpitations. These are ameliorated by intermittent mild

sedation.

She has had no recurrence of ascitis and has gained weight well. ller

general outlook and moraleare very positive and high.
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COMMENT

Ovarian tumours present a number of problems with regard to aetiology,

classification, diagnosis and treatment. No Other organ in the body produces

such a multiplicity and diversitY'of turnours. Not only are these tumours

distressingly insidious and silent in their development and do not give rise

to early symptoms, but also no early, accurate and mass diagnostic means are

available. All these factors wo rk in concert to make ovarian cancer a major

cause of death in gynaecological oncology allover the world (1-5).

The incidence of ovarian cancer is not known with certainity, but Ojwang

and associates (5) reported on 60 cases seen at Kenyatta National Hospital

over a five-year period. In Western countries, this malignancy occurs less

frequently, b~t with worse prognosis, than cancer of the cervix and body of

the uterus (1-4).

The commonest symptom of ovar~an cancer is abdominal swelling alone or in

combination with pain. At this stage, however, the disease would have spread

outside the ovar~an capsule and in advanced stage (F.I.G.O. Stage III or IV)

rendering cure much less likely (1-5). Apart from the clinical extension of

the disease, other factors which influence patients' survival include histolo-

gical tumour type, degree of differentiation, available treatment modalities,

and the amount of residual tumour after surgery (1,4).

This patient presented with progressive abdominal distenSIon. She was

initially treated a case of tuberculous peritonitis - an important differential

diagnosis (3). At operation she was found to have Stage III serous systadeno-

carcinoma - the commonest finding in most series (1-6). Although serous tumours

have been shown to have poorer prognosis (4) the presence of psammoma bodies, as

was in this, is said to somewhat brighten the outlook (I).

Although no age ~s exempted, ovar~an cancer ~s largely a disease of

pcrimenopausal and postmenopausal women.(1-5). The mean age record~d in our

environment is, however, lower than that in Western countries (5). This p,,-tient.

at 22 years, was not in the usual age bracket; but she was of low parity - an

associated factor that ~s frequently quoted (1-3).
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The mainstay of treatment for this malignancy ~s surgery; which should

be as radical as ~s operationally possible (1-5). At laparatomy as was done

~n this case, the tumour ~s staged according to the F.I.G.O.'s classification

(for the details please see I and 3). In stage I and II surgical treatment

may be curative. Because prognosis ~s related to the residual tumour after

surgery, ~n advanced stages surgery aims to maximally reduce the tumour

burden (1,4). This is then followed by chemotherapy and/or radiotherapy

(1,2,4,5). In our unit, Ojwang and associates (5) showed that Melphalan

(Alkeran) is an appropriate chemotherapentic agent.

The patient under discussion had radical surgery followed by monthly

chemotherapy. Although the amount of residual tumour and the degree of

histologic differentiation were not documented, she has responded to

treatment very well. She has remained symptom-free for about three years

after surgery. Hanson and associates (4) found that younger patients had

lower grade-tumour and, therefore, had better survival.

The latest trend now is to use combined chemotherapy ~n advanced

tumour stages, in poorly differentiated tumours, and if more than two

centimetres of tumour mass has been left after surgical debulking (1,4).

Important questions like which ~s the most appropriate and suitable

chemotherapentic combination, and for how long the chemotherapy should

be continued have not been satisfactorily resolved and unanimously

accepted.

The "second-Look" laparatomy has emerged as an invaluable adjuvant ~n

the management of patients with ovarian cancer (1,3,6). Schwartz and

Smith (6) listed the following advantages of this operati0~:~

(i) It permits chemotherapy to be discontinued in those patients

without evidence of disease. To arr~ve at this conclusion,

peritoneal washings and multiple biopsy spec~mens from abdominal

"--and pelvic peritoneum and from the nodes must be tumour-free.
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(ii) It permits removal of any residual tumour mass if present. Future

managment LS then rationally planned.

(iii) It permits diagnosis of failure to respond.

These authors found that the most significant factors associated with

negative "second-look" operations were : Stage of disease, the amount of

residual tumour after surgery, and the number of courses of chemotherapy -

with twelve or more courses showing optimal response (6). This patient has

been on chemotherapy since 1981. We are currently planning to do the

"second-look" operation.

It is trite but it is true that prevention LS better than cure. As far

ovarian cancer is concerned, not only prevention but even early diagnosis

have remained elusive and non-forthcoming (1,2). Until this stage is reached,

the outcome of patients with this disease will continue to remaLn largely

in the hands of fate, the skill of the surgeon, the acumen of the pathologist

and optimal post-operative therapy.
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CASE NO. 14.

* * * * * *

ENDOCERVICAL CARCINOMA IN-SITU:

EXTENDED HYSTERECTOMY.
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ENDOCERVICAL CARCINOMA IN-SITU:
EXTENDED HYSTERECTOMY

NAHE G.W.M. (Mrs.) L.M.P. 10 years Previous
UNIT NO. : 655248 ADMISSION 9.11.1984

AGE 68 years E.U.A. 9.11.1984

TRIBE Kikuyu HYSTERECTOMY 21.1.1985

PARITY 9+0 DISCHARGE 13.2.1985

PRESENTING HISTORY:

The patient was admitted to the acute gynaecological "lard on 9.11.1984

with a two-day history of postmenopausal bleeding. The bleeding had started

spontaneously and was not heavy.

PAST OBSTETRIC AND GYNAECOLOGIC HISTORY:

She could not remember the age at menarche. She was postmenopausal for

the last 10 years.

She was Para 9+0. All her children were alive and well. Her last

delivery was in 1957.

FAMILY AND SOCIAL HISTORY:

She married at the age of 18 years but her husband died in 1970. She

was presently living with one of her children in Nairobi. She denied any

history of premarital sexual intercourse. There was no history of chronic

medical diseases.

PAST MEDICAL AND SURGICAL HISTORY:

This had no relevance to her present problem.

PHYSICAL EXAMINATION

She was an elderly lady in good general condition. She had ItO pallor,

oedema, cyanosis or peripheral lymphadenopathy. Her vital signs were within

normal limits. Her cardiovascular and respiratory systems were essentia.lly

normal. The abdomen was soft with no abnormal masses. Liver and spleer<

were not palpable.
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SPECULUM EXAMINATION:

The vulva and vagina appeared healthy and normal. The cervix was
/a

atrophic and had/small growth on its posterior lip which bled easily on touch.

Digital examination revealed a normal sized retroverted uterus and clear

adnexae.

DIAGNOSIS AND MANAGEMENT

A presumptive diagnosis of carcinoma of the cervix - Stage I B was made.

A pap smear was taken and tihe vpc.t'i.ent was prepared for examination under

anaesthesia (E.U.A.). During E.U.A. the plan was to take a biopsy from the

cervical growth on the posterior lip followed by fractional curettage.

E.U.A:

This was done on the same day of admission. She was prepared and

premedicated as described in the introduction. In theatre general anaesthesia
as

was induced and maintained/described in the introduction.

The patient was now placed in lithotomy position. The vulva, vagina and

perineum were cleaned with hibitane solution and the area draped with sterile

towels. Inspection revealed healthy vulva and vag~na. The cervix was exposed

with a speculum. The findings described above were confirmed. Digital

examination revealed a normal sized retroverted uterus and clear adnexae.

examination.
. I th the posterior lip was excised.Using a scalpel the cerv~ca grow on

. of No. "00" chromic catgut was appliedA figure-of-eight haemostat~c suture

Us~ng a small sharp curette the cervical canal wasto the bleeding area. L

Standard dilatation was now done upto Hegar dilator No. "7" ..curetted.
Uterine curettage was then done.

. the endocervical curettings, and theThe cervical biopsy spec~men,
/1endometria/curettings were put into separate specimen bottles and sent to the

Anaesthesia was reversed and the patient wlH~ele.dlaboratory for histology.

out of theatre.



Routine post-operative care was accorded -the patient. Recovery from

anaesthesia 'Was unevent~u1.

)
RESULTS OF TffK rtrveSl'IG'AZ'IOlt'S:

1. PAP SMEAR Class II. Cellular changes associated with
atrophy

2. CERVICAL BIOPSY This firm haemorrhagic mass shows smooth muscle
with partial hyaline degeneration. No tumour
seen.

3. CERVICAL CURETTINGS The endocervical epithelium exhibits marked
dysplasia amounting to carcinoma insitu.

4. ENDOMETRIAL CURETTINGS Atrophic endometrium with no abnormality.

After receiving these results a pathological diagnosis of endocervical

carcinoma in-situ was entertained. Because of the discrepancy between the

clinical and the pathological findings a decision to do extended hysterectomy

was taken.

Blood spec1mens were taken from her for haemogram, and urea and

electrolytes. A mid stream specimen of urine was taken for culture. The

results of these investigations are shown below:
1. Haemoglobin 12.7gm/d1

2. Haematocrit 38.3%

3. Sodium 139 nnnol/l

4. Potassium 4.4 nnnol/l

5. B.U.N. 5.3 nnnol/l

6. M.S.S.U. No growth on culture.

EXTENDED HYSTERECTOMY:

This was done on 21.1.1985. Three units of blood were obtained for

her. She was prepared and premedicated as described in the introduction.

In theatre she was put under general anaesthesia as described in the

introduction. She was now:catheterised aseptically and the catheter left

insitu. Examination under anaesthesia confirmed the earlier findings.

The vagina was now pAinted with methylene blue solution.
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The abdomen was cleaned with hibitane solution then draped. Through a

midline subumbilical incision the abdomen was opened in layers. The uterus,

tubes and ovaries appeared healthy and normal. Extended hysterectomy was now

done. The procedure is essentially the same as that described under the case
MULTIPLE UTERINE F1BROIDS but in addition the following extensions were

made:

(i) Both tubes and ovar~es were removed. The infindibulo-pelvic

ligament was then transfixed with No. "2" chromic catgut.

(ii) Hysterectomy was continued down to include a two-centimeter

cuff of the vagina.

The vaginal vault was now closed and peritonization done. The uterine

and cervical cavities of the hysterectomy spec~men were opened. No gross

cervical or endometrial lesions were seen. The whole specimen was then sent

for histology.

The abdomen was nOH closed in three layers as described in the introduction

Total blood loss was about 60Omls. and the patient was transfused with two

units of blood.

POST-OPERATIVE CARE:

The patient received routine post-operative care as described in the

introduction. She was mobilized from bed from the third post-operative day.

Alternate. and all abdominal stitches were removed on the sixth a :1 seventh

post-operative days respectively. Post-operative haemoglobin con~entration

was 13.2 gmJ dl.

HISTOLOGY REPORT:

Uterus and cervix are normal. No tumour detected.

GYNAECOLOGICAL REVIEW:

She was reviewed ~n the clinic on 4.4.1985. She had no complaints. The

abdomen was soft with no areas of tenderness. The vaginal vault was well
healed on speculum examination. A pap smear was taken from the vau~t which

later showed Pap class I.
She will be reviewed again after 3 months.
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COMMENT:

Presented ~n this paper ~s an elderly lady who had endocervical carc~noma

in-situ. She was managed by extended hysterectomy.

Carcinoma in-situ (CIS) is a term applied to a microscopic picture of

surface cervical epithelium ~n which the individual cells have the same

characteristics as those of invasive cancer but are confined and occupy the

full thickness of the epithelial layer (1). The bulk of evidence so f ar

·atte.st.s...to the fact that CIS is a premalignant cervical lesion (1,2). Boyes

et al (2) in a statistical study showed that about 60% of CIS will progress

to invasive cancer in 10-20 years. They also pointed out that the incidence

of invasive cervical cancer is substantially decreased by removal of in-situ

disease from the community.

CIS as well as invasive cervical cancer can be diagnosed by cervical

cytology. The major clinical value of cervical cancer screening is the

detection of the disease in an earlier stage thus making prospects of cure

much more favourable. Cervical screening has a known false negative rate,

which is estimated to be 10-15% (1). This false negative rate is, however,

higher in endocervical lesions which produce fever exfoliated cells (1).

This patient had Pap class lIon cervical cytology, but endocervical

curettings exhibited features of marked dysplasia amounting Lo CIS. Thus,

this patient had false negative results on cervical cytology. To minimize

the false negative rate, it has been suggested that both the eLtocervix and

the endocervix must be sampled (3).

The precise aetiological factor caus~ng cervical cancer is not known.

Because of numerous circumstantial evidence, it now appears that, whatever

its nature, this carcinogen is transmitted by sexual intercourse. It has been

shown that women who begin coitus in their teens or are married before the age

of 20 years are at a higher risk of developing cervical cancer (4,5). Multiple

sexual partners ~s another factor which is closely associated with a higher

incidence of cervical cancer (4). The patient under discussion had no
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premarital sexual experience. She, however, married at 18 years and was,

therefore, exposed to coitus at an early age.

Other risk factors like race, socia-economic status, occupation, education

and venereal diseases may be characteristic of the population from which

women who have early intercourse and multiple sexual partners are drawn and

may not themselves be aetiologically important. High parity, as was the case

in this patient, 1S also closely correlated co early age at first coitus or

marriage.

Abnormal vaginal bleeding is the commonest symptom of carcinoma of the

cervix. The patient under discussion presented with postmenopausal bleeding ..

Clinically a presumptive diagnosis of stage IB carcinoma of the cervix was

made. However, histology of the cervical growth showed a haemorrhagic mass of

smooth muscle with hyaline degeneration. Because of the discrepancy between

the clinical impression and the pathological report, it was thought prudent

to treat her with extended hysterectomy. Treatment of patients with cervical

intraepithelial neoplasia can now be achieved by cauterization, cryosurgery,

laser therapy, cone biopsy or :'·hyterectomy. Hysterectomy is reserved for

patients of high parity and/or advanced age - two factors which were quite

evident in this patient.

Another interesting aspect of this case is the fact that the hyterectomy

specimen showed no histological abnormalities although endocenical curettings

had earlier shown features of severe dysplasia amounting to CIS. It is likely

that the endocervical curettage had removed the intraepithelial neoplasia.

Diagnostic measures have been shown to account for some of the so-called

aisappearing cervical lesions" (1).

Cervical cancer 1S the leading female genital malignancy in this country,

and the majority of the patients present with more advanced dise~se rendering

prospects of cure much less likely (6). Prevention of this dreaded ma Li.gnan.cy

lies in two areas:
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(i) Sex Education : This should stress that delay in beginning sexual

activity and avoidance of promiscuity would result in a lower

frequency of cervical cancer.

(ii) Cervical cancer screening : Established screen~ng programmes have

shown that mortality and morbiJity from cervical cancer ~re drasticall:

reduced in well screened areas (2). Nation-wide screening programmes

are expensive to set up and to maintain, but every opportunity should

be taken to do cervical cytology as part of routine medical care

~n sexually active women.
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CASE NO. 15

* * * * *
PERFiiRATION OF THE UTERUS AND INJURY TO SMALL

INTESTINES COMPLICATING SURGICAL TERMINATION

OF PREGNANCY : UTERINE REPAIR, RESECTION AND

END-TO-END ANASTOMOSIS OF THE GUT
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PERFORATION OF THE UTERUS AND INJURY TO SMALL INTESTINES
COMPLICATING SURGICAt TERMINATION OF PREGNANCY : UTERINE
REPAIR, RESECTION AND END-TO-END ANASTOMOSIS OF THE GUT.

NAME H. H. K. (Mrs.) L.M.P. 27.5.1984
UNIT NO. 630240 +AMENORRHOEA 11 weeks
AGE 28 years ADMISSION 20.8.1984
TRIBE Kikuyu OPERATION 23.8.1984
PARITY 3+0 DISCHARGED 30.8.1984

PRESENTING HISTORY:

This patient was admitted to the emergency gynaeco10gica1 ward on

20.8.1984 for surgical termination of pregnancy on medical grounds. She did

not give any history of abdominal pains or vaginal bleeding. Her last

menstrual periods was on 27.5.1984; therefore, the period of amenorrhoea was

11+ weeks.

l'iEDICALAND PSYCHIATRIC HISTORY:

She was followed in the psychiatric and neurology clinics because of

severe headache. She had several skull x-rays to exclude a brain space -

occupying lesion. In the psychiatric clinic a diagnosis of reactive depression

was made and she was treated wi th Tegretol, valium, serenac e and Imi.p rami.ne .

Al1 these were done in June, 1984 before it was realized th.1t she was pregnant.

In August, 1984 when she had missed two menstrual periods, she was referred

to the gynaeco1ogy clinic for termination of pregnancy on medical grounds.

PAST OBSTETRIC AND GYNAECOLOGIC HISTORY:

Menarche occured at the age of 14 years. Her menstrual periods were

regular; the cycle was 28 days and the duration 3 days.

She was Para 3+0. All were term vaginal deliveries and the children

were alive and well. She used an intrauterine contraceptive device afcer her

last delivery in 1981. The device was removed in April, 1984 because

of menorrhagia.
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SOCIAL AND FAMILY HISTORY:

She was married and lived with her husband in Nairobi. There was no

family history of psychiatric diseases, hypertension or diabetes mellitus.

PHYSICAL EXAMINATION

Her general condition was satisfactory. She had no pallor, cyanosis,

jaundice or peripheral oedema. Her vital signs were within normal limits.

The chest was clear and the cardiovascular system was essentially normal.

CENTRAL NERVOUS SYSTEM

She was fully conscious and was well oriented in time, space and person.

The cranial nerves, reflexes, motor and sensory systems wer e clinically

unimpaired. The patient, however, appeared withdrawn and reticent and was

greatly concerned that she might be carrying a deformed fetus because of the

many x-rays and the medications she had taken in early pregnancy.

ABDOHINAL EXAMINATION:

The abdomen was soft and non-tender. The uterine fundus could just be

palpated above the symphysis pubis. The liver and spleen were not palpable.

PELVIC EXAMINATION:

The vulva and vagina were normal. The cervix was parous, soft and the

internal os was closed. The uterus corresponded to 12 weeks gestation and

both adnexae were clear.

DIAGNOSIS AND MANAGEMENT

A diagnosis reactive depression in early pregnancy for surgical termi-

nation was made. Blood specimens were taken for haemoglobin estimation and

grouping and crossmatching. Results showed a haemoglobin concentration of

13.4gm/dl and a haematocrit of 38.7%.
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TERMINATION·OFPREGNANCY:

This was done on 23.8.1984. Two units of compatible grollp"A"

Rhesus (D) Positive blood were booked for her. She was prepared and

premedicated as described in the introduction. In theatre general

anaesthesia was induced and maintained as described in the introduction.

She was then placed in lithotomy position. Vulvo-yaginal and perineal

toilet was done and the area draped with sterile towels. The bladder was

emptied using a metal catheter. Examination under anaesthesia confirmed

the findings described earlier. An Auvard's speculum was inserted to expose

the cervix. The anterior lip of the cervix was held with avolsellumforceps.

Standard dilatation was now done upto hegar dilator No. "11".

A IOmm suction curette was connected to a vacuum machine v~a a rubbcE.

tubing. The uterus was then gently evacuated by back and forth movements of

the curette. After about IS minutes the uterus was felt to be empty by the

gritty sensation of the endometrium. At this time it was also noticed that

the curette could be inserted further than was previously possible. Uterine

bleeding was also rather brisk. An impression of uterine perforation was

thus entertained. A decision to do a laparatomy was taken.

LAPARATOMY:

The patient was now placed ~n supine position. The abdo~en was cleaned

and draped. Through a midline subumbilical incision the abdomen was opened

~n layers.

About 200mls of haemoperitoneum was found on open~ng the abdomen. The

uterus had a fundal perforation measuring about Zem. in diameter. There

was blunt injury to the small gut near the ileo-caecal junction which had an

extent of approximately 5cm. The mesentary around the injured porLi~n of the

small intestines was devitalized thus leaving that section of the gut: '\oiit.h

questionable viability. Desicion was thus taken to resect off that sectio~l

and perform end-to-end anastomosis of the intestines.
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First, the perforation in the uterus was repaired in three layers us~ng

interrupted sutures of NO. "0" chromic catgut. Haemostasis was achieved.

Next, c~yshing clamps were placed obliquely to the intestines, with the

apex on the mesenteric side. Noncrushing clamps ,,?erethen proximally placed

to control any spill. The devitalized segment of the gut was then resected.off .

Using atraumatic round body needle, continous sutures of No. "00" chromic catgut

were used to approximate the serosal surfaces of the intestines on the posterior

aspect. The posterior mucosal layers were now approximated with No."OO" chromic

catgut suture on atraumatic round body needle. This suture was continued

anteriorly to close the mucosal layers. After this, the anterior serosal

layers were approximated with the same suture. The ·mesenteric defect was closed

with continous No. "00" chromic catgut suture. Any bleeding points were

separately tied with No. "00" chromic catgut until haemostasis was established.

The noncrushing clamps were now removed. Inspection showed no leakage

of intestinal contents through the suture line. There were no other injuries

to the Viscera The peritoneal cavity was now thoroughly cleaned with 500mg.

of Rifocin in 500mls. of warm normal saline. The abdomen was then closed ~n

layers as described in the introduction.

All ~n all, the patient lost about l500mls of blood. She was transfused

with 3 units of whole blood.

POST-OPERATIVE CARE:

The patient's vital s~gns were observed half-hourly until she was fully

tube was introduced and intermittent nasogastric suction was done for the .

recovered from anaesthesia, then they were charted 4-hourly. A nasogastric

first 48 hours. She was maintained on intravenous fluids of normal saline

alternating with 5% dextrose - 500mls 4-hourly - for 48 hours. Analgesia

was provided by pethidine - lOOmg 6-hourly for 48 hours. She was started on
•I.V. Flagyl - 500mg 6-hourly, and I.M.Ampicillin - 19m. 6-hourly for 48 hours.

After this she was continued on oral flagyl - 400mg 8-hourly and oral
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ampicillin - sOOmg 6-hourly for a further 5 days.

Recovery was uneventiful. There was no abdominal distention at any time

in the immediate post-operative period. By the second post~operative period

she had passed flatus and the bowel sounds were heard on auscultation. She

was started on oral sips of water and was encouraged to get out of bed and move

about.

Haemoglobin estimation done on the third post-operative day showed a

haemoglobin concentration of l2.gm/dl. Alternate and all abdominal stitches

were removed on the 6th and 7th post-operative days respectively. The wound

was clean and had healed well. She was discharged to be reviewed in the

gynaecology clinic after 6 weeks.

GYNAECOLOGIC REVIEW:

She attended the clinic after 6 weeks. She was well and had no complaints.

She had, however, not resumed her menstruation yet. The abdomen was soft and

the scar well healed. Pelvic examination revealed normal pelvic organs. She

was advised on contraception and was discharged through the family planning

clinic.
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COMMENT:

Unwanted pregnancy, with its sequelae of criminally induced abortion

and subsequent postabortal sepsis is ~ major cause of maternal morbidity and

mortality in this country (1,2). Kenya's law on termination of pregnancy

is not only very strict but it is also rather ambiguous and vague. The only

allowance for carrying abortion lawfully in this country is found ~n

SECTION 240 of the penal code. This section reads as follows:

"A person H not criminally responsible for performing in good faith

and with reasonable care and skill a surgical operation upon any person

for his or her benefit, or upon an unborn child for the preservation

of the mother's life, if the performance of the operation is reasonable,

having regard to the patient's state at the time and the circumstances

of the case".

In the case of abortion, the law requ~res that two doctors - one a

physician and the other a psychiatrist - certify that the operation is necessary

to preserve a woman's life, and then the termination should be carried out

~n a hospital by a competent doctor. The patient presented had had several

x-rays and medications in very early pregnancy. She was, therefore, quite

concerned that she might be carrying a malformed baby. This deep concern

made her reactive depression, for which she was being treate in the pyschiatric

clinic, worse. The psychiatrist who was looking after her reconrrnendedtermi-

nation of pregnancy. She was reviewed by a consultant gynaecologist who

co~curredwith the views of the psychiatrist. This, therefore, established a

bona fide prerequisite for termination of pregnancy in this case.

For therapeutic termination of pregnancy several methods are ~n use.

In very early pregnancy (less than 8 weeks gestation) the products of conception

may be aspirated using Karman cannula and syringe - a procedure called
"Menstrual regulation" or "Menstrual aspiration". Between 8 and 12 weeks

termination is usually achieved by dilatation of the cervix follo~ed by Qith2r

either intraamniotic

aspiration. After 12 weeks the methods used involve

or extraamniotic inst1lation of abortifacients, or
cur~ttage ' or vacuum
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hysterotomy.

Suction curettage IS associated with a number of complications. One of

these complications occured In this patient - i.e.-uterine perforati0n and

injury to the small intestines. The incidence of perforation of the uterus

varies between 0.5 - 10 per 1,000 procedures (3,4). Because uterine perforation

is a surgical accident which occurs veiled from the observer's eye and because

abortion IS a one-man procedure, it is probably wise to say that the perforations

reported in most series are those which are most obvious and that many remain

unreported either by design or through ignorance.

There are basically two factors which have been associated with

perforation of the uterus - these are:

I. The skill of the surgeon (4.5). This was the likely factor In this case.

2. The position of the uterus; with a retroverted uterus being associated with

a higher risk of uterine perforation (4,5).

About any instrument used In the surgical termination of pregnancy may

cause perforation of the uterus. In this case the putative instrument was not

known with certainty; but from the size of the rent in the uterus and the

devitalization of the segment of the intestines and its adjacent mesentery, this

was assumed to be the suction curette. Perforation by a smalI instrument

like the uterine sound may be managed consevatively. This i.nvo Lves close

observation in hospital plus a course of broad spectrum antiuiotics. Most of

these small perforations are said to heal spontaneously (5). However, if there

is any doubt about the extent of the damage then the best management is

laparatomy and repair of the damage (3,5). This course of action was taken

In this case, and, retrospectively, this was justified.

Orber consequences which may follow elective termination of pregnancy

include maternal mortality, haemorrhage, sepsis, cervical incompetence,

uterine rupture during subsequent pregnancies, and the so-called Asherman

syndrome (5). All these complications are rare - for example, the risk 0.':

death from abortion by dilatation and evacuation performed during the first
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2 months of gestation ~s ~n the reg~on of 0.6 per 100,000 procedures (5).

Legally induced abortion is, therefore, a relatively safe procedure - infact

much safer than criminally induced abortion by "back-street doctors". Health

education, sex education in schools, use of contraceptives and liberalization

of abortion laws will greatly reduce the morbidity, mortality and misery caused

by criminally induced abortion. Elective termination of pregnancy is also a

necessary back-up method to family planning services.
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