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HOPI 

nyatta ati nal Hospital is the largest hospital in nya. It i ituat d 

about three kil m t r fr m au· bi city cent r, n the western ide f airobi. It 

i built on approximately 4 a r of land. It \ a started in 19 l when it was 

known a the ati ve i il Hospital and later as King Georg 's I ospital until 1964 

when it b came K nyatta National Hospital. In 19 7 it gained Parastatal status and 

now ha it's own management board headed by the hainnan. It has a capacity of 

about 1920 bed . 

he hospital caters for the population of airobi and its environs. It is also the 

national refen·al hospital. Occasionally it also receives patients from th 

neighboring countries for specialized treatment. It s rves as training centres for 

both undergraduate and post-graduation students of the college of Health ciences 

of the University of airobi. It also offers training for the students of Medical 

Training ollege, airobi. 

• The ultra-modern ten-storey block which houses the main in-patient facilities 

operating theatres arious pharmacies physiotherapy and occupational therapy 

departments. 

• The reno ated old hospital complex which hou es the radiotherapy department 

dental and pharmacy departments, department of diagnostic radiotherapy, 

paediatric oncology wards male and female adult observation ward the 

administration department, a section of Kenya Medical Research Institute and 

some ffices for the centre for Research in Reproduction. 
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• h ut-pati nl d partm nt whi h mpri s the a ualty anou utpatient 

lini including a famil welfar lini and th -ra ' departm nt. Re entl 

th rairobi h pic air bi fi r th t rminal care ntr was added. 

Per onnel drawn from the Ministly of Health and the nt ersity of airobi run the 

ho pita!. 

OB T TRIC G CO LOGY IT 

This unit was commissioned in 1965. Initially it cat red for about 15 deliveries 

annually but now it caters for 7000 d liveries yearly. 

The outpatient services are offered at clinic 18 for antenatal care ad le cent 

clinic post-natal care general gynecology infertility and one logy clinics), family 

welfare clinic (No. 66) for famjly planning services and laparoscopy services and 

the ca ual ty for emergency services. 

in-patient serv1ces are offered in labour ward, six lying-in wards (3 maternity 

wards, 'cold' gynecology ward and acute gynecology wards amenity wards and 

maternit a neonatal unit and a mothers' hostel (for the mothers whose babies are 

admitt d to the neonatal unit Patients are also re iewed in other wards on 

consultation. 

The department is di ided into three firms, each headed by two senior consultant 

obstetricians/gynecologists with a backup team of senior registrars registrars 

interns nurses and paramedical staff. The staff that serves the niversity 

Departments of the Obstetrics and gynecology also helps the unit. The niversity 

Departments of OB and G offer the following services: radio immunoassay 

2 



h milumine n , emen analy i exfoliati yt l g urfactant bubble te t 

glu e t leranc test bilirubin p trophot m try and chr mosomal analysis. Th 

unit a) had an ultra- ound rna hin install d in lab ur ward. n- mergen 

ob t tric and all gyne logic canning is don in the -ra department by a 

consultant radiol gist. 

TH LT DEPARTM T 

In this section of the hospital there is a recei ing area for all gynecological and 

obstetri patients not already booked at the clinic. A medical offi er screens all 

these patients and adrruts those requiring emergency admission and treatment or 

tr ats tho e he can and discharges them hom . orne are given referral consultati n 

papers to the clinic 18 (Gynae ology outpatient clini ). 

OB T TRI NIT 

b tetric services at KNH ar provided at th ant natal clinic, casualty, labour 

ward the three maternity and the postnatal clinics. 

TE ATAL ARE C) 

Only high-risk patients are booked for antenatal car at KNH. The booking clinics 

are held every Monday by the thr firms in rotation and each eek about fifty 

(50) high risk patients ar booked fi r follow up. The patients are first interviewed 

by the midwives who re ord the personal history medical and obst tric history. 

xt their height weight and blood pressure are measured and urinalysis don . 

FinaU a senior registrar reviews all the patients and selects those who are high 

risk for follow-up in the ANC. orne of the criteria for booking are: 
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• Primigravida: h ingl teenage primigra ida are all booked t a sp cial 

nt antenatal clinic run n nda aftern n. h thers are elder! r 

h rt primigra idae b l 145 min height. 

• r nd multiparity: Para 5 and ab ve. 

• Bad obstetric history: Including recuiTent aborti n pr ious stil lbirths 

neonatal deaths and premature deli eries. 

• Pr ious op rati deli ri s: esarean section acuum xtraction. 

• Pre ious obstetric complications: bstructed lab ur pr natal deaths 

postpartum haemorrhage uterine rupture and obstetric fistulae. 

• edical conditions compli ating pregnancy: Anaemia diab tes 

hypert nsion psycruatri illnes and thyroid disease. 

• isc llaneous: uspect d multiple gestation previous infi rtility and o ulation 

induction. 

nee a patient is b oked her personal past obstetric gynec logic m dical and 

surgical histories are taken· blood pressure and urinalysis r sults are recorded n 

the antenatal card. he patient is then examined by the registrar, who notes the 

gestational age, uterine size, fetal lie and presentation and fetal hea1i sounds on the 

antenatal chart. Blood test for haemoglobin estimat Venereal disease research 

laborat01 RL blood group and Rhesus factor ar requested. urrently 

screening for HIV -1 by has been introduced. th r tests such as random 

blood sugar coombs tests, urea and electrolyte and uric acid glucose tolerance 

tests or ultrasound may be requested depending on indi idual patients. The patients 

who are not booked are advised to attend various peripheral health units closest to 

their homes for their NC. 
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Th u sday \i edn day and Thur da in th mommg p riod n 

Fl 1 ba i o ca ionally b fore the clinic b gins. Th pati n ar gi en ant natal 

du ati n n per onal hygi ne e' rcis . diet reast care lab ur and are of th 

newb m nd gr up counseling for te ting by th midwiv . ub equ nt visit 

ar [i ur weekly up to 2 weeks gestation tw -. e kl u t 36 we k and then 

weeki until d li ery. However some pati nts may be seen more frequently 

d pending on the inctividual needs. 

During ea h visit the following are done: 

• Ph ical measurements exc pt height are repeated. 

• bd minal palpation is done to determine fetal lie presentati n stze and fetal 

h art sounds are calculated. 

• urine specimen is examined for protein in particu lar. 

• The patient is questioned regarding symptoms and igns f any disease. 

• Treatment is then started changed or c nditioned d pending on the findings on 

e amining the patient. 

At thirty-six weeks clinical assessment is carried out on all primigravida. 

clinical and radiological pelvimetry is done for those with one pr vious cesarean 

ecti n r with breech pr sentation to decide on the mode of delivery. n erect 

lat raJ pelvimetry if the true conjugate is less than 1 O.Scm repeat cesar an is 

planned fi r those with one scar and if the true conjugate is less than ll.Scm or 

more then irginal delivery is allowed. At thirty-seven weeks amniocentesis lung 

maturity is done in-patient plarmed for electi e induction of labour or delivery by 
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cti n. Pati ms ' ith mplicati n ar admitted t lh matemit \ ard 

[i r b ervati n. in stigations and treatment. 

TI I 

Thi d ne for: 

• urfactant test to assess fetal lung maturity in-patients scheduled for elective 

cesarean section delivery or induction oflabour. his is done at 37 completed 

weeks. 

• Bilirubin spectro-photometric measurement m cases of rhesus tso

immunization. 

• lpha- fetaprotein measurement in cases f suspected neural tube defects. 

Full a eptic teclmique is necessary. The skin is cleaned with m thylated spirit or 

any other antiseptic lotion and draped and the operator scrubs and puts on sterile 

glo es. In the majority of patients, a 21- gauge needle is long enough and local 

anesthesia is not required. 

The patient empties her bladder and lies on a couch. The suprapubic area is cleaned 

after ausculating the fetal heart tone and noting th rate and regularity. By gentle 

manipulati n, the presenting part is displaced out from the p lvi and held with one 

hand. Without moving this anchoring hand the needle is plunged into the utetus 

and about 5ml of liquor aspirated. The fetal heart rate is checked again. he patient 

then lies on the left lateral side and the fetal rate is checked agajn. The patient then 

lies on the left lateral side and the fetal heatt rate is checked e ery fifteen minutes 

for two h urs. 
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hi done in th Lab ratory in lab ur ard . ne militr f amni tic fluid and an 

equ1 alent am unt of 95% th I alcohol ar add d to th t st tube ; .Sml f 

amni ti fluid and .5ml of n rmal saline and 1 ml [ eth I ar a ded t test tub 

Both tub ar vigorously shak n for 15 sec nds and left to stand in 0 d light D r 

ab ut 15 minut . Th p rsistence f an intact ring of bubbl s at the air-liquid 

int rface is a positive te t. 

TE IT 

This comprises of the labour ward three antenatal r lying in wards and the 

newborn unit and pri ate maternity cum lab ur ward. The labour ward and two 

antenatal wards are on the ground f1 or f th tower block while the third 

ant natal ard private maternity cum labour ward and newborn unit ar on the 

first floor. 

M AGEMENT OF LABO R 

Acti e management of labour is uni ersally practiced in this unit. n admission 

the patient is fust seen by the midwife and the houseman, then by the registrar. A 

full history is taken the antenatal card is re iewed (if available) and a thorough 

examinati n conducted. 

FIR T GEOFLABO R 

In the fust stage the patient is reviewed b the registrar on duty. If the patient is in 

acti e labour a partogram would have been started by the houseman. The patient s 

perineum may be shaved and soap water enema is given for those in early labour r 

those for induction of labour. septic digital examination is perfmmed if the 

patient is in labour except where history of antepartum haemorrhage or premature 
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rupture f m mbran s is pr nt \ h n a terile and g ntl spe ulum aminati n 

i d n. 

p 10 

Th patient is explained the nece sity of th examinati n and i then asked t lie 

comfortabl on the bed with her l gs flexed and abducted after em tying her 

bladder. vul a-vaginal toilet is don with a swab s dipp d in antis pti solution. 

he ulva is cleansed above downward and a way from the introitus. V ul a folds 

ar arefully cleansed and as a swab pass s ov r th anal regi n it is discarded. 

fter this the examiner gloved left thumb and index finger are us d to separate 

th labia widely to expose the initroitus while the index and middle fingers f the 

right hand are introduced in to the vagina-first one then both. The [! ll wmg are 

parti ularly noted: 

• Ce1 ix: a sess softn ss l ngth/effacement dilatation position and relation 

to the presenting part. 

• Mem brane : a se s whether intact or ruptured 

• Cord: presentation r prolapse 

• Pre enting part: nature position station pr sence of caput and/or 

moulding 

• linical pelvimetry: adequacy of pelvic is judged from th diagonal 

conjugate by d fining the sacral promontory estimating the depth of the 

sacral concavity by hecking on the prominence of the ischial spines and 

pelvic walls stimating the sub-publ ic angle intertuberous diameter. 

• Vaginal and perineum: dist nsibilit and moistness presence of any 

di scharg . 

If the cervix is 3-4cm dilated and th membranes are bulging amniotomy is done. 
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M 

Don wh n the pati ntis in th acti e phase f labour r is for induction of labour. 

\Vhen th pr enting part i not engaged· an assi tant is ask d to stabilize it into the 

pel ic a ity. aseptic' aginal examination i don t rule out cord presentation 

and to eep the membranes free from the lower uterine s gment. The index and 

middl finger f the right hand are introduced in to the cervical os to ensure that 

the cervi is not traumatized. Using he left hand a straight Kocher s forceps is 

used to nip the fetal membranes after which the liquor is allow d to drain out under 

ontrol. Th lower s gment is then sw pt after ensuring that the ord has not 

prolapsed and th portion of the presenting pati is d fined. The presence of 

meconium is noted. 

Repeat pel vic examinations are performed very 4 hours or more often a th 

circumstances dictate and the pati nt is encouraged to lie on the left lateral 

position. A partogram is utilized to record th progress of labour as well as 

maternal and fetal behaviour in labour. The following are recorded on a partogram: 

• The patient s particulars and in-patient number 

• Date and time of each examination and procedure 

• Blood pressure pulse rate, respiratmy rate and temperature 

• Duration and frequency of uterine contra tions 

• Fetal heart rate and rhythm 

• Descent of the presenting part into pelvis in fifth) 

• ervical dilatation 

• tate of membranes - time and method of rupture, colour of liquor 

• Degree of caput and molding 
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• Medication adrninistrati n do ag and time 

• rine e amination 

Th part gram observation are made half hourl . lert and acti n line are drawn 

fr m th time acti e labour start at a cervical diJatati~:>n of 3 em in primigravidae 

and 4-Scm for multigravidae to a gradient of 1 em c rvical dilatation 4 hours a 

part. ing the partogram abnormalities of labour such as maternal or fetal 

di tress, poor progress cephalopel ic disproportion impending ut rine rupture 

can be detected and timely action taken. Analgesia is gi en in th first stag . 

Pethidine given in earl stage or those in false labour. Morphine is used in ardiac 

patients and si klers. 

In case of inadequate uterine contractions and in the absenc f c phalopelvic 

disprop rtion labour can be augmented with oxytocin yntocinin) infusion. 

Routine induction of labor is achieved usually by amniotomy and oxytocin 

infusion. Prostaglandin vaginal pessaries/swabs may be inserted the day before to 

ripen the cervix where indicated. xtra-amniotic pr staglandin is preferred £ r 

cases with intrauterine fetal deaths. 

PE EXAMI ATIO 

This is performed in cases of antepartwn haemorrhage or rupture of membranes. 

The patients is placed in lithotomy position on a delivery couch the vulva is 

cleans d with antiseptic solution and draped with sterile towels. The labia majora 

are separated by the thumb and index finger of the gloved left hand and the 

usco s speculum is gently insetted in to the vagina with the blade horizontal and 

the valves lowly opened. Using a good light source the cervix is visualized and 

inspected closely for dilatation, bleeding drainage of liquor any local lesion 
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n e f dis harge. The vaginal \ ails are also insp t d 

g ntly withdrawn in the arne manner as it was insert d. 

c OFLABO 

th peculum 

This trut from th tim of full cervical dilatation to the complet deli ery of the 

bab . n the patient is c nfirmed to be in second stage f lab ur as per 

abdominal and vaginal examination and has the urg to b ar down, she is 

transferred to the delivery room and placed on a deli ery couch. M st normal 

deliveries are conducted by midwives or student midwive and medical stud nts 

under uper ision. Cases such as multiple gestation, br ech presentation and 

pr mature d liveries these are onducted by the registrar with the pediatrics 

registrar in attendance. 

The doctors or midwife performing the delivery scrubs then a dons a sterile g wn 

and gloves. An assi tant then places the patient in supine position with the flexed 

and abducted. The perineum is cleaned with antiseptic solution and draped with 

sterile towels. A digital examination is done t confirm full dilatation of cervix and 

to establish the station and position of the presenting part. The patient is 

encouraged to bear down with each contraction and to relax in betwe n. The fetal 

heart rate is monitored e er five minutes. 

When indicated by a tight perineum or premature baby an episiotomy is made as 

the head crowns. The perineum is infiltrated with 1Om! of 1% procaine or 1% 

lignocaine hydrochloride and once the perineum is distended by the presenting 

part, then a mediolateral episiotomy is made by starting at the midline and weering 

to the left side. When the fetal head distends the perineum the latter is suppmted 

by a sterile pad in the right hand and the left hand is u ed to maintain flexion of the 
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he d. h head i d li er d slow! and steadily with ea h uterin ntra ti n. 

th h ad is delivered mucus is \ ip d from them uth and n stril with gauz 

and finger is pa d round the n ck t rul ut the pre nc f the c rd and if foun I 

and not tight it is slipped er the head to free it if tight it is doubl lamp d and 

di ided. By downward and forward traction th anteri r shoulder is deliv red and 

then p terior sh ulder. Intramuscular erg m trine .5 r synt metrine n ial is 

gi en with the delivery of the anterior should r in normal uncomplicated 

deli eries. Ergometrin is not given to cardiac hypertension anemic, sickle cell 

disease and multiple gestation patients. In-patient with multiple gestations 

ergometrine is only given after delivery f the last baby. 

The rest of the body is deli ered by gentle traction and maternal ffort. If not 

alread done the cord is divided between two clamp the baby is shown to Lhe 

mother and then handed over to the assistant who xtracts the Jnucus, r sus itates 

th baby if n cessary labels the baby does pgar sc ring examines for congenital 

abn rmalities and then weighs the baby. The normal duration of sec nd tage i 

half an hour. 

OP RATIVEVAG ALDELIVERY: V E TRACTION 

Vacuum extraction is used to assist in the second stage. Indications fi r its use 

include poor maternal efforts fetal distress and to shmten the second stage of 

labour in cardiac disease hypertensi e disease sickJe cell disease and severely 

anemic patients. It is either an elective or an emergency procedure. 

The patient IS placed in lithotomy position external genitalia cleaned with 

antiseptic solution and the patient draped with sterile towels with only the ulva 

exposed. Aseptic catheterisation to bladder is done and a repeat aginal 
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aminati n to rule ut an~ c ntraindicati ns t 

phalop l ic disprop rtion rnalpre ntation etc. 

a va uum d I i ry such a 

he biggest ventouse cup that 

~ ill lip into th agina and thr ugh the cer ix which must be v r em is th n 

applied onto the fetal head as close to the cciput as possible and av iding the 

B ntan Is. 

Any aginal or cer ical tissue between the cup and fetal head is s pt off to a oid 

an trauma. A vacuum negative pressure is built up sl wl and gently at rate of 0.1 

kg/ m2 e ery minute up to 0.5kg/cm2 and should not xceed 0. kg/ cnl allo ing 

an artificial chignon to form within the ventouse cup and ntinuou ly ensuring not 

to traumatize maternal tissue . raction is then appli d with each contraction with 

n hand pr ssing the cup onto the fetal head at right angles to the line of tracti n. 

An epi iotomy is required to all w the posterior pull needed by a vacuum 

extractor. nee the baby s head has been delivered as for any delivery. 

THIRD T GE OF LABOUR 

A kidney-dish is placed against the patient's perineum to receive the blood and the 

placenta. nee the signs of the placenta separation (firm contracti n uterus 

lengthening of the umbilical cord or a gush of blood vaginally appear the 

placenta is then deli ered by controlled cord traction. 

The left hand is applied to the uterine fundus pushing it upwards while the right 

hand pulls gently but firmly on the umbilical cord with antero-posterior 

movements. The third stage should be completed in half an hour. On e delivered, 

the placenta is examined for completeness, infarcts and abnormalities and is then 

weighed. he total blood loss is estimate .. The uterus is palpated to make sure it is 

well contracted. The perineum vagina and cervix are inspected for injury which if 
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pre nt, an be repair d at th arne time a th p1 t m but if xt n i e then 

under gen raJ anesth si a. 

R P IR 0 

The patient is plac d in lithotomy position. The episiot m wound is e posed b 

pa king terile gauze high in the vagina and retracting th p sterior vaginal waU 

towards the perineum with the index and middle fingers . The repair is carried out 

in three layer using number 0 chromic catgut. The repair is statted at the apex of 

the aginal inci ion- the mucosa is repaired fust in a continuous sutur whj]e the 

rnus le layer is next approximated with inteiTupted sutures. The skin then repaired 

last with int rrupted sutw·es burying the knots to reduce po t-op rative pain. The 

vaginal pack is re1noved and the repair is inspected especially at the apex to make 

sur it is properly done. A sterile sanitary pad is then placed on th vulva. he 

patient is observed for two hours in labour ward and if ital signs are stable, h is 

then trans£ ned to be postnatal ward with the baby after the midwife has notified 

the· birth of the baby. 

THEI DIAT P RP RIUM 

The patient is kept in labour ward for two hours during which the uterus is 

evaluated frequently to a oid post partum haemorrhage resulting fr m uterine 

relaxation. At the slightest sign of relaxation the fundus is massaged. h vulva 

and perineum are also inspected frequently to allow prompt identification of any 

excessive bleeding. The patient is then transferred to the lying in ward when her 

general condition and vital signs are stable. In the ward the patient is observed four 

hourly for vital signs and lochia loss. Early ambulation is encouraged and postnatal 

exercise and episiotomy care is taught. If there is no cmnplication, both mother and 
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ba di harg d h m after 2 h ur t be r wed in the p tnatal lini aft r 

OB T RI OP TIO 

The ommon operati e pr edur s include amm tomy manual 

remo al f the plac nta, r pair f c r ical tear vacuum tra ti n rvi al 

er lag postpartum tubal ligation and cesarean section. om f these are 

pro edure are discussed else here in the intr duction while others are pres nted 

under appropriate case records. 

E E TIO 

The l wer uterine segment cesar an ection 1s th comm ne t maJ r bstetric 

operation performed. It is done ither electi el or as an em rgen y. lassical 

sections are rarely p rformed. 

PRE-OPE TIVE MA AGEMENT 

Those undergoing the elective operations are tarved for six hours priors to the 

operation. The haemoglobin estimation and the blood grouping and cr ss matching 

will have been done earlier in the word. Informed consent for the operation and 

general an sthesia is obtained. T units of compati le bl od are obtained. The 

abd minal wall vulva and perineum are sha ed lean. Pre-medication with 

intramuscular atropine sulphate 0.6mg is gi n half an hour before the patient g es 

to theatre. For cardiac patients 0.4 mg hyoscine is used instead. 
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. H I 

In theatr , the patient is placed in a supine position nd an intra enous infusi n if 

not already up is started through a larg b re intrav n us annula. Th patient s 

legs are then flexed and abducted and the vul a- aginal toilet done with antiseptic 

~ lution. septic catheterization is carried out and all the urine is drained and the 

ath ter retained. The legs are then straightened out. Th surge n an assistant and 

n in trurnent nurse then scrub up and put on sterile gowns and glo es. The 

patient s anterior abdominal walls is then cl ansed with antiseptic solution and 

methylated spirit or iodine before being draped with sterile draped exposing only 

an area bounded by the mons pubis below to 4cm so ab ve the umbilicus and £ r 

2cm on each side of the mid lin . 

For five minutes the patient is pre-oxygenated with 100% ygen. General 

anesthesia is then induced with intravenous thiopetone sodium 2 0-300mg 

dep nding n the patient and a short acting neuromuscular blocking agent-

uxamethonium 1 OOmg. Endotracheal intubation is then done and anesthesia is 

maintained with nitr us oxid and oxygen in a ratio of 1: 1 befor the baby is born 

and ratio of 2:1 after delivery of the baby. total of 6-8 litres per minute is used 

depending on the circuit used. 

Throughout halothane 0.5% is used to maintain unawareness. When the effects of 

u amethonium wears off usually after pancuronium bromide 0.08mg/kg a non

depolarization neuro-muscular agent, is used for muscle relaxation. urare, also a 

long-acting muscle relaxant if used is only after delivery of the baby in a dose of 

0.5 mg/kg. 
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h a m n is then p n d in lay rs thr ugh a midlin s ub-umbilical in i ion 

and rar ly thr ugh a pfannest il r param dian incisi n. he incision is de p ned 

thr ugh lh sub utaneous fat to the r tus heath with a cl an knife. Th sheath is 

then opened longitudinally with UI d Ma o sc1ssor . ne sid f the di ided 

r ctu heath is elevat d with two artery forcep and the rectus abdominis mu cles 

are separated from their attachment to it using a surgical blade then drawn t one 

sid exp s the peritoneum. The latter is picked at its upper thirds between two 

pencer-w lis forceps 2cm a part and with a scissors aft r insp tion and palpati n 

is done t ensure that the bowel and bladder are safi . It is opened and the incision 

extended up and down to the incision limits. The uteru is then identifi d and any 

marked dextr -ration is corrected. Wet st rile warm abd minal packs are placed on 

either ide f the utems to prevent spilling of bJ d and liqu r in lo the general 

peritoneal ca ity. 

A Do en' retractor is then used to reflect the bladder d wnwards as well as to 

exp se th utero-vesicle fold of peritoneum. sing a non-toothed dissecting 

forceps the peritoneum over the lower uterine segment is picked up incised with 

cur ed scissors in an elliptical mann r. The peritoneum is th n stripp d off the 

lower uterine with a mounted swabs. The Do en s retractor is shifted to include the 

lower part of the peritoneal fold in retraction of the bladder away from th lower 

uterine segment. 

The lower uterine segment is then incis d in the middle about 2cm below the 

uterine attachment of the utero-vesicle peritoneal fold. Once the membranes are 

reached th incision is extended laterally on either side in elliptical manner using 

curved deli ery of the head and trunk. The retractor is removed. The membranes 

are then ruptur d and then either the left or right hand is slipped in to the uterus 
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bet\: nth fetal head and the mph si pubis and the tal head i lift d \J ith lhe 

fing r and paJms through the inci ion while modest fundal pressur i applied. 

ft r d li ery of the head the no triJ and mouth are cleaned the sh uld rs ar then 

deliver d using gentle traction plus fundal pressure and the trunk follow readily. 

soon as the shoulders are deli red the anesth tist giv s th intraven us 

rgometrine 0.5mg. The cord is then clamped and di ided and th baby handed 

o er to an assistant for resuscitation if necessary. The placenta and membranes are 

deli ered manually by controlled cord traction. Green Armytage uterine clamps are 

used to hold he cut edges of the uterus especially the lateral angles to control 

bleeding and the uterine cavity is cleaned of blood clots. If the cervix was not 

dilated in labour it is now dilated with a swab on a sponge h !ding forceps to 

allow postpartum lochia drainage. dequate hemostasis is ensur d fr m the 

placenta bed before closure. The Doy n s retractor is re-applied. 

he uterus may be lifted out through the abdominal incision. The ut rine incision 

is then closed in two layers with number 2 chronic catgut a continuous stitch for 

both Jayers, the second layer burying the fist one and extending bey nd its lateral 

edges. The utero-vesicle p ritoneum is then closed with number ne chronic catgut 

also in a continuous stitch. 

The abdominal packs are removed, the abdominal ca ity cleaned and the pelvic 

viscera then inspected for any abnormality. Instruments and swabs are counted and 

if reported conect the abdomen is then closed in layers- the peritoneum with 

continuous number one chromic catgut, the rectus sheath with continuous number 

2 chromic catgut subcutaneous fat layer with interrupted number 2-0 chromic 

catgut and the skin with intenupted number two silk or nylon. 
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Th w und is cl an d with antisepti solution dried with gauze then dr s d with 

st rile gauze. The bladder cath ter is removed and the col ur f the urine n ted. 

Th ut ru is mas aged and any bl od expressed and acuat d from th agma 

and a lean anitary pad applied. 

eneral anesth ia is reversed with 1.2mg intra enous atr pme ulphate and 2.5mg 

n ostigimine. Extubation is done and the oropharynx sucked to r move 

e rections. Total blood loss is estimated and recorded and the patient transfen·ed 

from the theatre into th labour ward after establishing that initial post-operative 

vital observations are stable. 

PO T AREA ECTIO C RE 

he pulse, temperature, blood pressure and r spiratory rate are obs rved half 

ho urly until the patient is fully awake, then four hourly. or analgesia, pethidine is 

used. Intra enous 5% Dextrose and normal saline are given alternately ea h 

lOOOm ls every 8hours until the bowel movements are re-e tablish d. Oral sip are 

then introduced followed gradually by the diet. Bl od transfusion is rarely 

necessar after esarean section. Prophylactic antibiotics ar given routinely to all 

pati nts. Initially the patient is observed in labor ward. If her general condition 

rema ins stable and satisfactory she is transferred to the lying in ward. 

On the third post-operative day the hemoglobin level is checked and the urine 

pecim n cultured. h patient is regularly attended by a physiotherapist and early 

ambulation is encouraged. On the third day the dressing is opened and wound is 

inspected. After inspection the wound is dressed . If there are no complications the 

titches are remo ed on the seventh post-operative day. If patient is doing well she 

i di , harged on the fourth or fifth day. The patient is discharged with a case 

19 



ummary. B for di harge patient are e plain d the natur and po ible 

consequ nces f th p ration. he is also advised on the nece sit t pac her 

next pr gnanc to all w adequate scar healing. h is al o advi ed to tak th baby 

to the child welfare clini in two we ks and to attend the ostnatal clini in si 

we ks. 

CARE OF THE WBORN 

onnal babies are allowed to stay with their mothers unless the mother is v ry sick 

in whi h case the bab i admitted t the nurse1y. All babies with pro lem are 

admitted to the nursery and the premature ones are managed th re till they acquire 

the weight of 1800g. All babies are immunized with B G before discharge. The 

mothers who themselves are well but have babies in nursery are I dged in the 

mothers hostel. 

P T ATA LINIC 

This is held e ery riday morning and is conducted by the registrars of each firm 

in rotation. The mothers who attend it are those who have operative delivery or had 

problems such as pre-eclampsia, chronic hypertension, cardiac dis ase, etc. The 

blood pressure and body weight is ch eked and urinalysis is don . A physical 

examination is canied out to heck for anemia, uterine involution abdominal 

tenderness or mas and for any breast pr blems. 

Resumption of m nstruation and lactation is enquired. The health f th baby and 

brea t- feeding is also reviewed. The patient is counseled on contra eption and 

anticipated problems in future pregnancies. For conh·aception patients are referred 

to the family welfare clinic. 
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H 

ut patient clinic o. 1 the two frunil planning linics on 

ituated \ ithin th gynecol g clinic and th second n th ·amily lfar 

lini situated near the casualty the three gyne ological wards ward 6 

for emerg ncy gynecol gical admission and ward 4 for non-emergenc c nditions 

and casualty. Emergency and non- emergency gynecol gy theaters are among the 

ten operating theatres. 

TH y COLOGY CLI IC 

h re are out patient clinics sessions on Tuesday Wedne day and Thursdays in the 

aft moon for each of the three firms. The consultants senior registrars man these 

general clinics and each of the patients seen here are either refetTed from other 

hospitals health centers or casualty and post-operative patients discharged after 

gynecologic surgery. In the clinic, history is taken thorough physical examination 

is conducted and most of the investigations are carried out in readiness for the 

surgery when indicated. The specialized clinics held are: 

• he infertility clinic on Monday aftemoon. The infertility couples are seen and 

investigations commenced. 

• The gynecology oncol gy clinic held on Friday m rnmg LS for patients 

discharged from ward 6 with oncology problem. 

• senior registrar runs the colposcopy clinic every Friday morning. Patients 

are refened to this clinic from all over the country. 
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1 

Thi is th emerg ncy gynecology ard having 33 b ds. n average of 25-30 

ati nts i admitted daily and most of the e ar ab rti n ca admitted 1a 

asualt . II patients are first examined b the interns then revi w d b the 

registrar and then th seniors registrar ifth need arises. 

The thr e fums are responsible for the running of ward 6 alternate! n weekly 

ba i . The cases admitted are all the complications, which are related to abortion 

pel ic inflammatory disease ectopic pregnancy pelvic abscess, bartholins 

ab ess/cyst abdominal uterine bleeding carcinoma of the cer ix etc. 

Uncomplicated cases of incomplete abortion undergo uterin e acuation usmg 

Karman's canular in the procedure room within the ward. The patient are 

discharged home the same day. The single patients admitted with incomplete 

abortion ar counseled before discharg . Patients who ha e undergone laparotomy 

which is usually performed within 24 hours of admission are discharged home 

after between 4-7 days then t be followed up to the gynecol gy clinic. 

WARD4(1B 

The e are the non-emergency ward with 32 beds ach and are shared by three 

firms. Patients are admitted via the clinic or are transferred from the mergency 

gynecology ward. These patients usually with established diagn sis and adequate 

work up undergo only basic routine investigations (hemogram blood group and 

cross -matching urea and electrolytes pap smear, HIV screening, occasionally 

liver function tests or intravenous urography) on preparation for scheduled 

operations on specify theatre days. Appropriate chemotherapy is administered to 

pecific patients with specific conditions (choriocarcinoma ovarian malignancies). 
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faj rir f the pati nt in these ard has ut rin fibr id unnary and rectal 

fi tulae and infettility and all awaiting surg ry. 

T TRE 

his is ituated within the radiotherapy department. n uesday rnornmg 

e ·aminati n und r anesthesia, staging and biopsy of all malignancies especiall 

cer ical cancer is done b the registrar. At the same time the intra-cavity ce ium 

in ertion on cervical carcinoma patients is done by the radiotherapist. 

THE TRE F UL TIE 

Each 1rm has one specify day non-emerg nc operations such as hysterectomies, 

tubal surgery and r pair of vaginal fistulae tc. All the firms use theatre 7 within 

the main theatre complex. In addition each firm on the rotational basis operates on 

Fridays. econd theatre is available everyday for emergency procedures such as 

laparotomies for ectopic pregnancy, pel ic abscess and others such as fractional 

curettage marsupialization of Bartholin's · abscess, remo al of displaced 

intrauterine devices etc. 

AMILY WELFARE CLINIC (CLINIC 66 

This offers family planning services and operates out f the two areas the Family 

Welfare Units clinic 66) near the casualty and the small amily Planning Jinic in 

clinic 1 . It is mostly run by especially trained nurs s. One registrar is posted to the 

clinic every week mainly to re iew patients with complications and insert or 

remov rplant implants or intrauterine devices. 
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OB I 

OB RI 

p RGE 10 

B.M. IP .. 0 7 2 

24 AR D. .. 16.7.2 2 

p RlTY: 0+0 GRA ID 1 D. .. 20.7.2002 

HI OR OF PRE E TI G IL 

he pre ented in labour ward a a r fenal from a ity h alth clinic where they had 

d ne artificial ruptur of membranes and got a pulsating cord henc r fi rT d for 

em rgency caesarean section. 

HI TOR OF PRESE PREG ANCY 

Her LMP was on 13 111 Decemb r 2001 therefore making th ge tati nal age 3 plus 

we k . h was a primigravida and had attended clinic at t. Johns H alth linic 

from a g station of 16 weeks till delivery. No antenatal profile was done. 

PA TOB TETRICAL/G AE OLOGI ALID TORY 

he attained menarche at 13 years. The flow was regular c ming very 2 days 

and lasting ver 2-3 days. he had not cit d any meth d of contracepti n. 

P T EDICAL HI TOR 

This was not significant. 
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R 

h wa a house\ i£4 and li ed with husband in Kari bangi. h did n t moke 

n r drink al ohol. Her husband ' as a casual w rk r. Th rewa n family hi tory 

of hroni illness. 

PH 

Her general condition was good afebrile and she was not pale and did not have 

oedema or jaundice. Vital signs: BP 100/60 mm.Hg pulse 50 beats p r minute, 

respiratory rate was 80 per minute and the temperature was 36.4° . 

BD MIN E MIN TIO 

It wa e enl distended with no area f tenderness· th fundal height corresp nded 

to term. The foetus was in l ngitudinal lie cephalic presentation and 2/5 f the 

presenting part was palpabl abdominally. he foetal heart was heard and was 

irr gular ranging from 120- I 00 beat p r minut . he had 2 contractions ery 1 

minutes each lasting about 40 seconds. 

I L EXAMI ATIO 

he ext mal genitalia was normal the pad she had was soaked with liquor, which 

was green. n digital vaginal xamination the cervix was well effa ed em 

dilated the membranes were intact. The true conjugate was estimated at 10 ems 

the Ischial spines were prominent the pelvi sidewalls were converg nt The 

ubpubic angl could admit on and a half fingers. The pelvis was therefore 

considered inadequate by clinical valuation. A cord was palpable whi h was 

pulsating· the liquor was meconium stained grade 1. 
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H R 

The respiratory cardio as ular and nervous yst ms r all found to n rmal. 

Dl 

diagno is of cord prolapse in a primigravida at term wa mad . 

I E TIG TIO 

Haemoglobin le el 

VDRL 

Blood group 

MA G T 

12 g/dl 

egati e 

rhesus po itive. 

Th diagnosi and the n ed for em rgenc operation was explained to her and 

consent obtained. Meanwhile she was placed in rendelenburg's positi n xygen 

wa given b mask. n intravenous line was established and blood drawn for 

grouping and cross mat hing. A theatre list wa mad and an intramuscular 

injecti n of 0.6 of Atropine was given before the operation. 

LBO R DELIV RY 

An mergency caesarean section was performed as de cribed ab . Th outc me 

was fresh stillbirth emale weight 3000 gm. h liquor was meconium stained 

grade I. Placenta was fundal and was deli ered by controlled cord traction it 

weighed 400 gm no abnormality was noted on th placenta membranes or cord. 

The estimated blood loss was 300- 400ml. 
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p I 

The general care was as describ d in the introducti n. nan intr nou 

infusi n f 500ml f n rmal alin alternating ith 5 r 1 % d tr e ry four 

hours for the first 24 hours. During that period she was to taken thing rally and 

h wa n prophylactic antibiotics cty talline p ni illin 2 mg e ery si hour 

and g ntam in 80mg e ery 12 h urs intra enou ly. .. r analg sic P thidine wa 

g1 en intramuscular] at 50 mg e ery six hours. fter the b wei sounds were 

noted she was allowed oral sips and started on Am xicillin 500mg e ry eight 

hours and paracetamol I gm every eight hours. In forty-eight hours she was 

allowed a light di t and then a normal diet by the third postoperativ day. he was 

put n bromo riptine 2.5mg twice daily for one w ek t suppress lactati n. 

he did well postoperati ely and on the seventh post-operati e day the stitches 

wer removed and she was discharged home. Th m ther was ad ised to c me for 

re iew in the post-natal clinic at 61
h week postpartum. 

F LOW P 

h was een in the postnatal clinic after si weeks, she had no c mplaints. Th 

wound had healed well. he was discharged from th clinic and advised to come 

to h spital next time when pregnant for follow-up. 
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The pati nt pr sent d was a primigrivada who was done artificial rupture f 

m mbran while being e, arnined and was noted to have cord pr laps 

d li ered succ ssfuLJ by emergenc casearean secti n. 

he was 

Cord prolapse is defined as descent f the umbilical c rd int the I wer segment 

-v here it may lie adjacent to or below the presenting part 1. rd prolaps an be 

de ribed as occult when the cord is adjacent to the presenting part overt - when 

the cord can be seen or felt and funic - when the cord lies between the membranes 

and the pre nting part. l 2 . his patient most likely had funic c rd prolapse 

which bee me overt after the membranes ruptured. 

Wh n the cord prolapses it gets exp sed to intermittent compression between the 

presenting part and the pelvic inlet, c rvix or vaginal canal. his ompromises the 

foetal circulation and depending on the severity may l ad to foetal hypoxia brain 

damage and death. In overt cord prolapse th exposure to air results in cooling 

and irritation of the cord vessels resulting in vasospasm. 1 

The incidence of cord prolapse in cephalic presentation frank breech and complete 

br ech is 0.5% in footling breech it is 15% and transverse lie it is 2 %. The 

incidence of occult cord prolaps is difficult to establish. Of patient 50% with 

foetal heart irregularities were monitored by continuous cardiac monitor have 

featw-es of cord compression. 1 In Kenya the incidence of cord prolapse was 

found to b 1/125 in the airobi birth surve 3 . Ochiel ( 4) in his study found an 

incidence of 11175 deliveries at KNH. In a teaching hospital in igeria Dare -

F0(5) found an incidence of 1/240 deliveries. The incidence was observed to be 

higher among the tmbooked patients. The conditions that predispose to cord 
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pr lap in lude prematurit abn rmal pre entations .g . br h pelvi tum ur 

pia enta previa cephalopelvic disproportion multipl gestations polyhydramnio 

and premature rupture of membran s. 1 2 5). Th pati nt pre ent d wa at a 

ge tation of 36 weeks. ord prolapse has also b en asso iat d with high parit due 

to de layed engagement of the pres nting part.6. How ver chiel 4 bs rved that 

the mean parity was 3 with 73% of his cases being bel w para 4. He also [! und a 

mean age of 24.7 years with 76% of his cases being below 30 years of age. The 

atient presented was 24 year old and a primigravida at 36 weeks gestation. 

t onset of labour, the diagnosis of cord pr lapse can be made by use of an 

ultrasound scan. During labour the diagnosi s of occult cord prolapse is made from 

foetal cardiac monitoring which shows variable decelerati ns. vert cord 

prolapse is diagnosed by vaginal examinations to tl el the cord in th vagina. In 

funic presentation the diagnosis i mad clinically. he cervix is dilated with 

intact membranes; the cord is felt to lie between the membranes and the presenting 

pa11 ( l 2). In this patient the foetal heart had be n noted to be irregular and pelvic 

examination during which the membranes ruptured with resultant occult cord 

prolapse. 

The management of cord prolapse d pends on the foetal iability and cer i al 

di latation. In funic presentation the patient is delivered by primary caesar an 

"ect ion. In occult prolapse) the patient is placed in lateral or renelenburg's 

position in an attempt to relieve the cord compr ssion and oxygen should be given. 

If the foetal heart remains in·egular or develops bradycardia, then emergency 

caesarean section should be performed 1 ). 
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In O\'ert c rd prolapse with a iabl fi etus the manag ment will dep nd on the 

ervical dilatation. It the cervix is not full dilated the patient should b placed in 

knee chest position. The examiner should apply ntinu us upward pr ure on 

the presenting part to relieve cord compression whil awaiting theatre to b ready. 

The patient should be given oxygen while theatre is prepared. ttempts to replace 

the ord are impractical and ineffectuaL If the cervix if full dilated with no 

features of cephalopelvic disproportion vaginal delivery rna be allowed. This can 

be hastened by vacuum extraction. 1 2) The patient presented was a primigravida 

at ern dilatation with features of an inadequate pelvis and emergency caesarean 

se tion was prefened. The possibility of cephalopelvic disproportion may explain 

the cord prolapse despite the head being 3/5 in the pelvis. 

The complications of cord prolapse include foetal hyp xia brain damage, foetal 

death, and high risk of abdominal delivery. The perinatal morbidity and mortality 

is quite high. Delay in delivery by caesarean section and the perinatal m rtality 

wa 19 .2/1000. 4) Foetal prognosis depends on the duration of cord compression. 

[f the occlusion is less than 5 minutes the prognosis is g od. Prematurity and birth 

trauma also affect the prognosis (1). Complete compression of the cord for more 

than 5 minutes may result in foetal death or brain damage. 1 The patient presented 

delivered a fresh stillbirth that weighed 3000grn. 
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I 

The patient was admitted at 3.30 p.m. as a referral from Provide International 

lini with a history of foetal distress with poor progress of labour. he had been 

admitted there the previous night at 8.00 p.m. in latent lab ur. he had d veloped 

an irregular foetal herui during monitoring of labour and was refened for further 

management. 

HI TORY OF PRE ENT PREG Y 

IIer LMP was on 21.10.01 making her gestati n of 40 weeks by dates. he 

attend d her antenatal clinic at Nairobi City Council, Dandora linic, from 26 

weeks and had attended six times. The antenatal period was uneventful. 

Her haemoglobin level was 8 g/dl VORL negative. Other investigations of the 

antenatal pr file had n t been perform d. 

P T OB T RIC/GYNAECOLO I AL HI TORY 

he was a para 3+0 151 delivery was in 1987 VD male infant weight 3 kg 1988 

VD female weight n t given and 1999 VD breech weight not gi en. 

Her menarche was at 18 years f age· her flow lasted 3 days and occurred every 28 

days. Had used oral contracepti es for 9 years. 
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P. T HI OR 

his ':va not significant. 

L I HI ORY 

h was a second born in a farnil of fi e siblings. he wa marri d and Ji es m 

Voi. he was staying with a si ter at Dandora. he was a housewife. h did not 

moke igarettes nor drink alcohol. There was no family history f chronic illness 

in the famil . 

PH LEXAMI TIO 

he was in good general condition not pale and was afebrile. h did not have 

jaundice or oedema but was mildly to moderately dehydrated . 

ita] signs: BP 120/70 mHg emperature 36.3°c, respirator rate 2 /minute, puls 

6 beat per minute. 

BDO LE TIO 

The abdomen was e enly distended, there was not areas of tendernes . he fundal 

height as term the foetus was longitudinal lie c phalic presentati n, the 

pre enting part was 3/5 abov the pelvic brim. The tal heart wa h ard with 

late decel rations and a rat ranging from 140 to 16 beats per minut . he had 3 

strong contractions every 10 minutes. 

Gl ALE MIN 10 

The external genital ia was normal there was n per vaginal bleeding or discharge. 

he was draining meconium stained ligour grade III. The cervix was central 
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and w ll applied to the presenting patt the os was m di lated. "h r wa 

fir t-degre moulding and a small caput. The sacral puJm ntory ' as not tipp d. 

0 H R 

There piratory cardia ascular and nervous s stems wer all found to be n rmal. 

DI G 0 I 

A diagnosis of severe foetal distress was made and a d cisi n to deli er her 

urgentl b emergency caesarean secti n was reached. 

I E IGATIO 

Haemoglobin level 14 gldl 

Blo d group 0 rhesus positive 

odium 137 mm/l 

Pota ium 3. mm/1 

Blood urea 3.0 mm/1 

M GEME T 

The condition and the need for an peration if treatment failed was expla ined to the 

patient. Blood was drawn for grouping and cross matching an intrav n us line 

was established and 10% dextrose put up the abdomen and vul a w re sha ed. 

Meanwhile she was placed in the left lateral po ition and put on an oxygen mask 

as she waited to go to theatre. Observati n of the foetal heart o er 30 minutes 

while on the above treatment did not show any improvement on the foetal heart 

rate. The need of urgent delivery of the baby b an operation was confirmed to the 

patient and informed consent obtained. A theatre list was made and handed to 

theatre. 
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. B R 

. n em rgency caesarean section v as performed as described ab e. Th out m 

wa a li e male infant in cephalic presentation and in right cipital transv rs 

po ition was deli ered. The infant scored 7 at one minute, at five minutes and 

' eighed 2500 gm. The liquor was scanty with thick meconium staining and not 

foul sm lling. The placenta was fundal anterior and was d I i ered by manual 

e traction complete with membranes. It was noted to have multiple infarcts. The 

cord wa centrally inserted and had the three normal vessels. The uterus, ovaries 

and tubes were normal. The liver gall bladder spleen and kidne were palpat d 

and felt normal. The rest ofth operation was as described earlier. The estimated 

blood l ss was 600ml. 

The infant was observed in the newborn unit and was not found to hav any 

abnormal ity or complication. He was di scharged to join the mother after 24 hours 

in good ondition. 

PO T OPERATIVE 

he was gi en the standard care as described in the text above. he did well post

operatively and was discharged on the five postoperative day on ral Amoxicillin 

and Paracetamol and advised to have the stitches remo ed at the near st health 

facility to her home on the seventh post operative day. he was to come again for 

re iew in two weeks in the post-natal clinic. 
BDJCAL LIBRAR Y 

IV I OF AIRO I 

FOLLOW- P 

he did not return to the clinic for review as appointed. 
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0 

he patient presented was admitted with se er foetal distr ss in labour. he wa 

d livered of a live male infant. 

Foetal di tr ss is defined as a complex of sign which indicate a critical resp ns 

to stress. It implies metabolic derangement's especially h p xia and acido is that 

affect the functions of the vital organs t the point of temporary or permanent 

injury or ev n death may occur cunningham et al, 1994. In K.NH mecoruum 

stained liquor has been found in 7 of all deliveries. ong h 1984 . Mec nium 

stained liquor i one of the suggestive signs of fetal distres . 

etiology of foetal distress is varied. Some factors include subnutrition in the 

uterus due to placental inadequacy from a variety f causes including partial 

separation f the placenta mechanical stresses in labor intra uterine infection and 

drugs. etal causes include mu ltiple gestations postmaturity congenital anomalies 

congenital infections and erythroblastost6sis fetalis. Maternal causes include 

decreased uterine blood flow decreased blood oxygenation and uterine hyert nia. 

Placenta and cord problems include abruptio plac nta placenta praevia umbilical 

cord compression knots prolapse or entanglement lack of sufficient placenta 

reserve to tolerate labor and ruptured vas praevia Herrera and pernell 1987. 

The incidence of foetal distress is not known but skilful monitoring will pick some 

degree of fetal distress in at least 20% of all obstetric patient1
. Foetal distress may 

be divided into two phases - acute and chronic. Chronic distress implied an 

interval of sublethal foetal deprivation that affects growth and development that 

may be caused by a reduction in placental perfusion, by a placental abnormalit or 

by deficient foetal metabolism ' hile acute foetal distress is a shorter reflection of 
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th di tr in labour when th stress of uterine c ntra tion is add d to a chronic 

Ia k of transfer of nutrients and/or oxygen2
. ur pati nt had multipl placental 

infarct and thi probably predisposed to acute foetal distress at th on t f labour. 

FHR m nit ring as a means of assessing welJ-being has b en the ubj ct of orne 

controversy. Clinical and laboratory studies d monstrated that fo tal hypoxia 

reliably pr duces changes in FHR patterns, however these changes in FHR may 

also occur in the ab ence of foetaJ distress. The reason it is still imp01tant to detect 

a compromised foetus is because cunent estimates indicate that about 20% of 

stillbirths 20-40% of cases of se ere mental r tardation arise fr m intrapartum 

events leading to asphyxia 3. 

FHR monitoring can be effected using either auscultatory monitoring or electronic 

monitoring. The electronic monitors can be external or internal. The auscaltatory 

method is the most widely used method of monitoring HR in labour worldwide. 

ll is subject to considerable human error and must be used with considerable are. 

The foetal heart tones should ideally be recorded fi r 30 seconds immediately after 

a ut rine contraction 3,4 at least every 30 minutes during the first stage every 15 

minutes during the second stage and every 10 minutes in the delivery room. This 

method requires an adequate number of fully trained personnel at th bedside3
. 

Ideally if an abnormal FHR pattem is detected, direct .. HR monitoring should be 

instituted. In our setup the auscaltatory method is the principal method used with 

each patient assigned a prjmary nurse. lectronic foetal heart monitoring is rarely 

used duet poor servicing of the only available machine. 

Electronic monitoring should be considered only as a screemng tool for 

intrapartum foetal distress. It is not specifically diagnosticHen·era and pernoll, 
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19 . h external I ctronic monitors includ the oppl r ultra und dir ct 

fo tal electronic ardiography and phonocardiograph he last t\! o are more 

diffi uJt technically especially for routine use ther fi r th ppl r has enj ed 

wid popularity. The int rnal FHR monitor provides the m st accurate 

information as the electrode is directly attached to the fo tal pre enting part. 3 se 

of electronic Flffi.. monitors during labour a c mpared with intermittent 

au caltation have shown a doubling of caesarean section for foetal di tress when 

ompl imented by selective foetal blood sampling and a four times in rease when it 

was not. There is no evidence that FHR monitoring during uncomplicated labour 

improves neonatal outcome.5 

ontinuous electronic monitoring can be r served for the fi ll wing circumstance: 

• Variation in the foetal heart rate detected by auscaltation for which 

immediate deliver is not considered necessar 

• Meconium in amniotic fluid 

• Induction or augmentation of labour with Oxyto m 

• Previous ceasarean delivery 

• Increased likelihood of uteroplacental insufficiency or compromised foetus 

(a) Hype11ension 

(b) Bleeding 

c) Pre term and post-term pregnancies 

d) mall foetus probably growth retarded 

e) Abnormal presentation 

(f) Previous unexplained stillbitth 

(g) ickle cell haemoglobinopathies 
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h) Haemolytic di ease f th tu 

i) Diabetes. 

l HR an b di ided into several rhythms with diffi r nt interpretati n: 

Basal foetal heart rate. The nonnal rat is 120-1 0 r minut and 

mall rapid rhythmic fluctuation referred to as beat t beat ariati n . Th y 

indicate good autonomic interpla in the foetal h art regulat r m chani m. 

oetal hypoxia and acidosis may lead to flattening a can drug injecti n. 

f ran itory changes 

a. Decelerations. d celerati n is transient fall in HR. in r lati n to a 

uterine contraction. There are three t pes. 

I. Early deceleration. uall due to ut nn ontraction appl ing 

pressw·e on the [i tal skull and eliciting r Oex bradycardia. It 

o curs at the beginning of a contracti n pha e and r turn 

normal when the contraction ends. 

2. Late deceleration. A transitory decrea m I ffi that cur 

after the contraction begins. hese chang s ar re um d to b 

caused by any of the factors that r due uter placental ga 

exchange. 

3. Variable decel rati n . Usually due to cord c mpre si n. 

b. ccelerations. sually reassuring but may a sign f fi tal distre 

ifsu tain d and as ciated ith lack ofvariability or de el pm nt f 

late decelerations. 

u tained changes. This faJI into three categories 

a) Beat to beat variation is normal but its absence in the pre ence of an 

unmedicated foetus. 
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h Ha molytic di ase th 

iab tes. 

tu 

The HR can b di id d into se eral rhythms with diffl r nt interpr tati n: 

I. a al [i etal heart rate. h normal rate is 12 -1 per minut and h ws 

small rapid rhythmic fluctuations refen d to a b at t beat ariati n . hey 

indicate good autonomic interplay in the foetal heart regulatory mechani m. 

Foetal hypoxia and acidosis may lead to flattening as can drug inj ction. 

Transitory changes 

a. Decelerations. A deceleration is transient fall in FHR. in r lation to a 

uterine contraction. There are three types. 

l. Early deceleration. uall due t uterine contracti n ap I ing 

pressure on he foetal skull and el iciting reflex bradycardia. It 

occurs at the beginning of a contraction phase and r turn to 

n rmal when the c ntra tion end . 

2 . Lat deceleration. A transitory decreas in FHR that oc urs 

after the contraction begins. These changes are presumed to be 

caused by any of the factor that reduce uteroplacental gas 

exchange. 

3. Variable decelerations. sually due to cord compressi n. 

b. Accelerations. Usuall reassu ring but may be a sign of foetal distress 

if sustained and associated with lack of variability or developm nt of 

late decelerations. 

3. ustained changes. This fall into three categories 

a) Beat to beat variation is normal but its absence in the presence of an 

unmedicated foetus. 

39 



b) ach cardia. May be associated with mat mal r or 

hyp rth roidism drugs foetal hypo ol mia etc. In n und rlying 

path log 1s found a foetal cardia tach ran·hymia mu t b 

consid red. 

) Bradycardia. oc ur with maternal hyp thermia [ tablocker 

drug therapy. It ma reflect congenital cardiac nducti n defect . 

d) inusoidal pattem. Has been report d with extreme fi eta) jeopardy 

especially in association rhesus isoimmunisati n and fi eta! anaemia 

but is als seen after administration of narc tics. 

Th diagnosis of foetal distress is present wh n th re is absence of any abnormality 

of D eta! heat1 rate HR or rhythm and no resp nse l ut rine contraction other 

than earl deceleration. 1
•
2
·
6

. o tal calp blood sampling can also b used in 

as sing foetal distress. If the pH is over 7.25 th fo tus is pr bably n rmal· if 

the pH is between 7.20 and 7.24 the foetus i somewhat compromised· and if it is 

I s than 7.2 serious foetal distress exists.3
•
7 "' Oetal calp pH sampling is not 

practiced in our unit and with the curr nt prevalence of human immunodeficiency 

\ irus infi ction it will probably never be used. 

Hypoxia has been implicated in the evacuation of meconium from the large bowel 

of the foetus into the amniotic fluid. This mechanism may result fr m the release 

of arginine vasopressin A P from the foetal pituitary secondary to hypoxia. The 

VP thus relea ed stimulates smooth muscle of the colon to contract resulting in 

intraamniotic defecation.8 Meconium staining of amniotic fluid is not synonymous 

to foetal distress. It is identified in 19o/o of mothers during labour or at delivery.9 

In K at least 7% of all deliveries have some meconium staining3 Meconium 

may be passed during episodes of asphyxia, but unfortunately, this does not 
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rit n r the time of occurr n e. 1 pt 1% ng h I 4 

patient with meconium staining of liquor had normal deli ry with good Apgar 

ores.10 The risk to the foetus is in inhalation of thick m c nium stained liquor 

\ hich may lead to e er morbidity and mortality r :fl rTed to a th meconium 

aspirati n s ndrome. Pre ention of fut1her aspiration b ucti ning is what is 

recomm nded. 11 The presence of meconium in th amnioti fluid should th refore 

be considered only as an indicator of perinatal risk. 

Fo tal di tress certain! exists if tachycardia lack of HR. short-te1m variability 

and late FHR deceleration occur and are conftrmed as an ensemble charact ristic 

of the uterine contraction and FHR. patterns. Another exc edingly critical 

ombination is severe and prol ng d variable deceleration and development f late 

deceleration. If severe variable deceleration persists for 30 minute or more or if 

an degree of late deceleration persists despite attempt d therapy foetal distress is 

pre ent. Concomitantly the foetal scalp pH will probably be 7.20 r less and 

meconium m st likely will be passed.1 The patient presented had mecon1um 

taining of I iquor with an irregular FHR.. 

Management of foetal distress or possible foetal distress involves several steps; 

The mothers position should be changed, this may reUeve pressure on the umbilical 

cord and also uterine pressure on the inferior vena-cava thereby improving uterin 

blood flow with increased oxygen supply and carbon dioxide removal; Maternal 

hypotension should be corrected the change in position will probably correct 

supine hypotension but additional measures include ele ation of the legs 

application of lastic leg bandages and rapid administrati n of fluids. This helps 

restore arterial pressure and increase the blood flow in the intervillous space· steps 

taken to decrease uterine actively by stopping the administration of Oxyto in 
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d r a d uL rin a ti ity permits better placental p rfusi n and r due the tres 

f vi I nt contraction· Administration of oxygen at th rat of 6-7 L/min fa e 

ma kin reases th maternal-foetal ox gen concentrati n gradient and will in r a e 

mat mal-foetal oxygen transfer If maternal acidosis is th cause f fo tal di tress, 

the a id-base balance should be corrected by giving odium bi arb nate; and 

intra enous hypertonic glucose usually 50g) may be administered wh n there is 

maternal depri ation acidosis or hypoglycemia.! Despit all the ab v being 

arried in our patient the foetal distress did not show any signs of change. 

If the igns of foetal distress per i t £ r 30 minutes or if th re is fo tal distress 

de pite conservati e treatment, immediate deli ery is mandatory. The mode of 

deli ery should be dictated by obstetric judgment by considering the pr entation 

tation position cervical dilatation and presumed foetal state. 1 ur pati nt was at 

6 em dilatation and was therefore delivered by emergency caesarean section. Th 

infant was mild! depressed with an Apgar score of 7 at one minute but the or 

f at five minutes indicat d a good chance of long-term outcome.12 
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D.W 

10. -o.: 0816295 

. G : 24 rs 

PARITY: 0+ 0 

PRE E T GID TORY 

OB 

DOA: 1 .6.2002 

DOD: 23.6.2 02 

LMP: 9.9.01 

EDD: 16.6.02 

he was admitted through the antenatal clinic where she had been b ok d for 

Rhesus n gative blood gr up. he was 4 weeks f ge tati n . 

. T T LffiSTOR 

he was booked in the antenatal clinic at 40 weeks gestati n. Initially she as 

attending mbakasi City Council clini . o records available. Her blo d wa A 

negati e Haemoglobin was 11.8 g/dl VDRL was negative. She made a t tal of 

two visits. Indirect coombs test was not done. 

At 40 weeks gestation she was admitted to labour ward for labour inducti n. 

p OB T TRIC AND GYNAECOLOGICAL ID TORY 

he was para + 0. o history of any abnormal or blood transfusions. 

Her menarche was at 16 ears 21- 30 regular 
3 - 4 

Had used oral contraceptives before she conceived. 
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The w re not significant. 

F i\IIL 0 IAL HISTORY 

he was a manied housewife and stayed with the husband in air bi. h did not 

drink nor moke. There was no history of any chr nic illness in her family. 

E ATIO 

he was in good general condition. he was not pale no leg dema and no 

I) mphadenopath she was afebrile. H r pulse was 80/min regular and f good 

volume. The blood pressure was 120/80 mmHg and the respiratory rate was 20 per 

minute. 

Central nervous respiratory and cardiovascular systems: these w re essentially 

normal. 

BDO AL EXAMINATIO 

The abdomen was uniformly distended. The liver and the spleen were not 

palpable. The fundal height was corresponding to a term gestation. he foetus 

was in longitudinal lie cephlalic pres ntation and the head was 31
5 up. The fo tal 

heart tones were heard at 138 beats/minute and were regular. here w re no uterine 

contra tions. 

PEL IC EXAMIN TIO S 

he had normal external genitalia. The vagina was soft and moist. The cervix was 

long and soft, the os was admitting tip of finger. The pelvis felt borderline. There 

was n discharge or blood on examining finger. 
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I TIG TO 

l. Ha moglobin 

- · Blood group 

., VDRL 

- Urinalysis 

Indirect coombs test 

11. gldl 

Rhesus 'D n gati e 

egati e 

AD 

not done 

Rhesus negative mother at 40 weeks gestation. 

The condition wa explained to the patient. he was adntitted for in uction. h 

was bishop scored at score of 4 out of 10 prostaglandin E2 pe ary was inserted at 

the po terior fornix patient was advised to rest in bed and to alert the nurse in the 

ward if she gets any contractions. he as review d aft r hrs and the ishop 

score was still at 4 out 10 A second prostaglandin pessary was inserted. After four 

she progressed and was taken to labour ward. Cervix had dilated to about 4cm and 

effaced. Artificial rupture of membrane was done and clear liquor realised. he 

was started on syntocinon 5iu to run in 10 drops per minute and to increase every 

half hourl till 60 drops p r minute or three strong contractions. he progre sed 

well and before the next review she delivered normally. he outcom was live 

female infant Apgar score was 9
/ 1 

10
/ - weight was 3300gm. ord blood for 

haemoglobin, bilirubin direct coombs test blood group was taken. Mother was 

given anti-D 300 mg stat before the results were obtained. 
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he was discharged to be seen in post-natal clinic after six w ks. 

FOL 0 

he \ as een on the appointed date. he was in good gen ral condition. The 

breasts were lactating and were normal. The uterus was full in luted. he baby 

\as also well. Contra eption was discussed and patient wi hed £ r a r versible 

method as she felt she needed another child. he opted for the oral pill and was 

referred to the family clinic. 

0 E T 

The case presented is of 24 year old para 0+0 who was blo d group 0 rhesus 'D' 

negative. he had a spontaneous ertex delivery and got a li e bab wh did not 

develop a haemolytic condition. 

Accordi ng to Ballantyne 1892) Isoimmunization and its concomitant syndrome, 

hyrops fetalis, was d scribed as early as 400BC by Hippocrates 1). In 1940 

Landsteiner and Weiner discovered the rhesus factor. While Levine and 

Associates (1941) confirmed that erythroblastosis fetalis was due to maternal 

isoimmunization with paternally inherited fetal factors (1 2). pproximately 45 of 

rhesus positive individuals are homozygous for D antigen hile th other 55 are 

heterozygous. 

Isoimmunization against rhesus antigen, which may result in haemolytic disease of 

the fetus and the newborn, was once a major cause of perinatal mortality neonatal 

morbidity and long-term disability and mental handicap. The condition is rare 

nowadays (3). The incidence of rhesus negativity is ariabJe according to race and 
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=eographi al reg1on. Bascque population hav th high st in idenc [ Rh -

1egari ely at 30- 35% the Caucasian population in general ha e 15-16% 

Ameri an blacks have a rate of 8%. The rate among t ongol id ra e i nil 1 4 ). 

In Taifobi the incidence of 5% of all patients attending antenatal I inics 5 \ bile 

in Kenyaua ati nal Hospital it is 4.1% 

Previous ly rhesus isoimmunization was th ught to aris where a rh sus negative 

mother carries a rhesus positive foetus l ). Isoimmunizati n may o cur by two 

mechanisms following incompatible blood transfusions, or following fl tal 

maternal haemorrhage etween rhesus negativ mother and rhes us positive fetus 

1.2 4 . It has been suggested that a rhesus negative fetus may be sensitized by a 

maternal fetal tranfusion of rhesus positive cells transfusion of rh sus positive 

cells the so called 'grand mother theory' (4 7,8 . A Rh sus n gative woman 

deli ered of a rhesus positive ABO-compatible baby has a 16% I ikel ihood of 

becoming Rh immunized as a result of her pregnancy. A total f 2% will be 

overtly immuniz d by the time they are delivered. Another 7% will have 

demonstrated Rh immunization within months after delivery. The remaining 7% 

will first show that they were Rh immunized by mounting a secondary Rh immune 

response on their next Rh -positive pregnancy (8). ABO incompatibility confers 

partial protection against Rh immunization (1 2 4 . The Rh- P sitive ABO woman 

'i rho is delivered of a Rh-positi e ABO incompatible baby is at 2% risk by 6 

months after deli ery (8). This patient had negative indirect coombs test I T) at 

the first antenatal visit and subsequent tests were negative. At 37 weeks of 

gestation, she had a slightly positive IC this is lik ly to have been a false 

positive since subsequent tests were negative, e en 6 weeks postpartum. The 

baby's blo d group was 'B' Rhesus positive against the mothers '0' Rh negative. 
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his cenario is likely to ha e mitigated up n th risk r Rh - immunizati n and 

h nee the favourable maternal - fetal outcome. 

Fetal-matemal haemorrhage may occur during pr gnancy r at eli very (I 4 . 

\\ ith no apparent pre-disposing factors fetal r d ceJ ls have been det cted in 

maternal blood in 6.7% of women dw·ing the first trimester 15% in the s cond 

rrimester and 28.9% in the third trimest r ( 4 . he predisposing factors to fetal 

maternal haemoiThage include abortion amnio entesis, abdominal trauma 

placenta praevia abruptio placentae fetal death multiple pr gnancy manual 

remo a! of placenta and ceasarean secti n 4 8). . 

It ha also been noted that 30% of Rh negative per ons nev r become sensitized 

when given Rh positivie blood and are referred to as non responders 4). 

The initial maternal immune response to Rh sensitizati n is low level of Igm. 

Within 6 weeks to 6 m.onths lgG antibodies become detectable. IgG antibodies 

are capable of crossing the placental barrier and destr ying fetal rhesus positive 

cells 4 . Iaemolytic disease of the newborn occurs when the maternal antibodies 

destroy the Rh-positive fetal red blood cells. Fetal haemolytic anaemia develops 

leading to the condition of erythromblastosis fetalis. This pati nt did not get 

immunized and h nee haemolytic disease of the newborn was n t a subject of 

discussion. 

The reduction in the frequency of Rhesus isoimmunisation is sometimes credited 

entirely to modem programmes of immuno protection. It should not be forgotten 

however that a large part of this reduction is the result of increased awareness of 

the need for a small family following appropriate counseling and family planning 
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Rb sus immune globin houl alwa s b u ....... ~~~ nting R.h 

immunization if it i giv n b for Rh immunization has b gun and if it i gi en in 

uffi ient dose 

Ther is no treatment for the mother who is alr ady s n itiz d and a fmther 

regnan of a rhesus positive baby only sensitizes h r furth r 2 . 

Pre ention of Rhesus immunization is the mainstay of managem nt f rhesus 

negative woman. 

n the 1 Sl antenatal visit all pregnant women should b s re ned B r the AB 

blood groups and th Rh group. Those who are negative ar further done indirect 

Comb test for antibod creening. Testing paternal - and Rh bl d group 

rna be useful if the woman is Rh negative 4 . Thi pati nt had ABO and rhesus 

blood group done as is routine antenatal-profile in our lini . Th husbands' blood 

group v as also d termined. Routine antenatal anti-D immun globulin, giv n at 28 

and 34 weeks ha e b en advocated and can contribute t decrease the number of 

new sensitizations (9). Due to co t and unavailability antenatal prophylaxis is not 

routinely done in ur unit. 

The recommendation is to use anti-D immunoglubulin when appropriate during 

pregnane for exampl after amniocentesis antepartum haemorrhage and external 

cephalic version (1,4 8,9). 

\\'here antepartum pr phylaxis is to be gi en antibody screening is performed at 28 

weeks 4 9). etal maternal haemorrhage is thought to be greatest at delivery (2,3) . 

fter deli ery 300 micrograms of anti-D is given preferably within 72 hours. 

(2 6,8 . There are a number of studies to determine if fetomatemal haemoiThage 

has occurred and the amount of blood exchanged for example the KJeuhaeur Betke 
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.e t howe er th are not common! empl yed a s re ning te ts be aus f th 

rarit) of the circumstan es where massive fi tornat rnal ha morrhag oc ur 4 . 

This patient rec i ed 300 micrograms anti-D after deli ery. t the p st-partum 

\ i it, anti ody screening should be repeated if negati e and th ba 's blo d gr up 

i rh u positive another dose of anti-0 should be administered 4, 9). his was 

not done for our patient citing unavailability of anti-D. 

When sensitization is d te ted patients are followed up with antibody titres until a 

designated critical titre is reached (2,4 10). After the critical titr is reached 

patients underg serial amniocentesis and ultrasound evaluations to rule out signs 

of hydrops. The amniotic fluid is tested for absorbanc of light in the yellow 

portion of the spectrum for semi quantification of the bilirubin content of the fluid . 

Increasing optical densities indirectly reflects the degrees of fetal haemolysis ( l 0 . 

These results are interpreted clin ically by gestational specific curves, the Lil y 

Chart (1 . The Liley chart sets an inter ention criterion according to th fi tal 

affliction. The mildly affected fetus has arnocentesis r peated every 2 we ks and 

delivery should be after the fetus has achi ved lung maturity. The moderately 

affected fetus will have aminocentesis repeated e ery 1- 2 weeks. nhancement of 

lung maturity may be necessary and the fetus is d livered ass on as long maturity 

is reached. In the severely affected fetus interventi n is usually needed. 

Amniocentesis will be repeated weekly and ultrasound is used to search tl r fetal 

ascites or oedema 84). Intra-uterine transfusion early deli ery and exchange 

transfusion may be the only hope for the severely affected fetus (1 4,10 11). 

Perinatal mortality and morbidity remains high amongst the isoirnmunised women. 

In a study of rhesus isoimmunization at Kenyatta ational Hospital, a perinatal 

mortal ity of 600: lOOO was reported (12) . 
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OB 4 

EPH LOP LVI DI PROPORT 0 I - I 

B B ' 

.W. PARI Y: 0+ 

GE: 2 yrs. oA: 22.6.02 

TD o.: 0657575 DoD: 2.7. 2 

PRE GCOMPL T 

he was admitted with complaints of labour pains for two h urs. 

HI TORY OF PRE E TING ILL E AND PRE y 

he was well unti l 2 hours prior to adlnission when he started experi ncing lower 

abdominal pains that was intermittent and increasing in intensity. his was shortly 

folJ owed by draining clear liquor. Her last menses peri d wa on 15.9.01 and 

hence her expecting date of delivery was 22.6.02. the gestation was 38 weeks. 

Her antenatal are was at Kenyatta National ospital since 34 weeks and was 

une entful. 

P TOB T TRICA GYNECOLOGICAL HI TORY 

he was para 0+0. he attain d menarche at 16 y ars of age. Her periods had 

been regular occurring e ery 28 days and lasting 3-4 days. he had no history of 

contraceptive us . 

P T 1 Dl ALAND URGICAL ill TORY 

This was not significant. 
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LID TRY 

he was married hou ewife for two years. he liv d with h r hu band in airobi 

\ho is a econd clothes dealer. he did not smoke nor take alcoh l. Th r was no 

history of any chronic illness in the family. 

E TIO 

Genera l 

he was in good general condition not pale a[i brile not jaundiced and had no 

edema. There was no peripheral lymphad nopathy. Her pulse wa 80/min and 

her blood pressure was ll0/70 mmHg. 

E RAL RVO , RE PIRATORY AND ARDIOV L R 

TEM 

These were essentially normal. 

L XAMINATIO 

The abdomen was symmetrically distended and moved with respiration. here 

were no areas of tenderness. The liver and spleen were not palpable. The uterine 

size corresponded to term gestation the fetus was in longitudinal lie, cephalic 

presentation and the head was 4
/ 5 up. he fetal herut was heard at 138/minute and 

\ ·as regular. he was having two moderate! strong contractions in 10 minut s. 
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P LVI 0 

he had normal e 'ternal genitalia. The agma as m ist and warm. h 

'a 7 % effae d and the os was 4 em dilated. he was draining I ar liquor. h 

position was left occiput anterior. The pelvis felt linically adequate. 

IMPRE 10 

An impression of primigravida in 1 51 stage of lab ur was made. 

T GATIO S 

The results from the ant natal el inic were as follows:-

I. Haemoglobin -

Blood group 

3. V.D.R.L. 

Urinalysis 

~ G MET 

12gldl 

0 Rhesus positive 

Negative 

PI 5 

ugar - il 

Protein - il 

he as admitted to the first stage room in labour where she was started on a 

partogram and her vital signs were monitored half hourly and recorded on the 

partogram sheet. She was reviewed after 4 hours and found t still have two 

moderate contractions. 

A repeat vaginal examination showed that the cervix was only 5 em, there was no 

caput or moulding on the fetal head. She was draining clear liquor and the fetal 

heart was heard and regular. A decision to augment labour was made and a vene 

puncture to establish an intravenous line was done. Blood was taken for grouping 

and cross matching. Five units of syntocinon was put in 500 mls of 50% dextrose 

and allowed to run at 10 drops per minute and increased every 30 minutes by 10 
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op . The drip was to run unto 6 drops p r minute wa achi d and he had 

ong contractions in ten minutes. he was placed in th left lat ral p sition and 

artogram continu d. 

he was reviewed again after four hours. he was having 3 contracti ns in ten 

minutes the head was 3
/- up and the fetal heart was heard it was irregular with !at 

decelerations. A vaginal examination revealed a moderate caput and s cond 

degree moulding of the fetal skull. The cervix was 6 em dilated. An impressi n of 

cephalopelvic distroportion was made. The syntoci.non drip was topped and 

patient was put on plain dextrose infusion. he was explained ab ut the condition 

and the need for operative intervention. he gave an informed nsent for 

aesarian section. he was premedicated with atropine sulphate 0.6 mg 

intramu cularly and two units of blood were ordered. 

theatre. 

he was then wheel d to 

In theatre she was aseptically catheterized. The abdomen as cleaned with savlon 

lotion and draped. Anaesthesic was induced with thiopentone and succinyl 

choline. he was intubated and anaesthesia maintained with nitrous oxide, oxygen 

and halothane. 

Through a midline sub-umbilical incision, the abdomen was opened in layers. The 

lower uterine segment was identified and an elliptical transverse incision was 

made. A female baby was delivered scoring 8 and 10 in one and five minutes 

respectively and weighed 3.300 gms. The placenta was delivered manually. he 

uterus was repaired in layers achieving hemostastis. The uterine tubes and ovaries 

w re inspected and were grossly normal. The abdomen was closed in layers often 

ascertaining correct count of swabs and instruments. 
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·ulv -\aginal toilet was done e timated bl od los was 60 mi. 1a th sia ' a 

reversed and patient wheeled to labour ward for observati n till full awak . 

TIVE MET 

\'ital igns were observed half hourly till she was fully awake then Ii ur houri 

he \ as put on intra enous fluid of normal salin alt mating with 5% dextr e 

amounting to 2 SOOml/24 hrs. Pethidine 100 mg eight hourly and rystalline 

penicillin 2 mv six hourly was given intramascually for 24 hours. n second 

postoperative day she was started on oral feeds and oral amoxycillin 500 mg eight 

hourly. On third post operative day check haemogl bin was found to be I 0.6 g/dl. 

The p stoperati e period remained un ventful. On sev nth postoperati day all 

stitche were removed and the wound was noted to have a form of inti cti n. he 

wound was cleaned and dr sed twice daily for another thre da s a t r which it 

was noted to be clean and dry. The patient was discharg d to att nd the well child 

linic and attend a post-natal clinic in six weeks. 

FO OW- P 

he attended the postnatal clinic on 16.7.02. he had no complaints the uterus 

was fully involuted and th in ision wound well h aled. he was counseled on 

contracepti es and opted to use the oral contraceptives pill. h as re[i rred to the 

fami l planning clinic. 
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T 

The patient presented was a primigravida who cam in lab ur. he was closely 

monitored for vaginal delivery but an intrapartum diagno i of cephal p !vic 

disproportion was made and an emergency caesarean section d ne. 

Cephalopelvic disprop01tion refers to disparity in size betwe n the fetal head and 

the maternal pelvis. It may be defined as lack of engagement of th fetal h ad 

'Nhen the cervix is fully dilated and the membranes are ruptured (1 2 3 . The latt r 

definition applies when effective uterine contractions ar present while the former 

may be determined antenatally. 

The o erall incidence of dystocia in women in labour is difficult to defin · perhaps 

because of unclear generally applied definitions 3 7). Dy tocia which is defined 

as difficult labour malpresentation and uterine dysfunction. Dystocia is said to 

a count for 30% of the total caesarean sections per£ nn din Am rica (2 3). 

ephalopelvic disproportion is one of the common causes of dystocia 2,3). Pelvic 

contraction of varying degree is the principal cause. However excessive size of 

the foetus particularly of the head and shoulders in itself may produce dystocia. 

1ore often minor degrees of pelvic contraction combined with a large foetus ma 

result in mechanical dystocia (2). 

Cephalopelvic disproportion can be anticipated durjng the antenatal period and 

should be diagnosed in the early part of labour. The relationship between stature 

and pel ic size has been recognized for many years (I). Height should be 

measured at antenatal clinics and women who are abnormally short, are 

considered a high risk for cephalopelvic disproportion (1,4). Women whose height 
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i 1 ~ m or greater will rarel manifest dispr p rtion 1 . 

rthopaedic deformity and history of pel ic fracture will requir 

m n with 

ast ob t trical history gi e valuable information. linical aluati n and 

'11 asurement of the fetal weight may be don by abd rninal palpati n ut ailure 

of engagement of the fetal head at term amongst th egr populati n is not 

ignificant 4). A small woman is likely to have a small pelvis but at the same 

ime she is more likely to have a small infant. Impression of the foetal head into 

the pel is by applying Mu!Jers impression method may be a useful linical 

evaluation 2). Clinical pelvimetry should be performed at 36 eeks and it 

provides accurate information about possible pelvic contracti n 1 6). 

If as a result of clinical assessment b fore or during labour cephal p lvic 

disproportion is suspected and then radiological pelvimetry will avail accurate 

information about the pelvic dimension 1 6). Appropriately monitor d lab ur 

however remains of the fetal head is aid to produce a diminution f 0.5 em or so 

concurrent pelvic relaxation a woman pre iously labeled as having cephalopel tc 

disproportion may just accomplish save vaginal delivery 1 5 . 

Intrapartum cephalopelvic disprop rtion will be suggested by the head remaining 

three fifths high or above, the latent phase may be prolonged the active phase of 

dilatation is retarded and progress of dilatation may cease at betw en 7 - 9 em 

excessive head moulding is likely to become apparent and foetal heart rate 

de eleration during contraction tend to occur ( 1 ). This patient pres nted in labour 

and aginal delivery was anticipated. he developed protracted active phase 

dilation and descent with foetal heart decelerations. 
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In the management of cephalopel ic disproportion it 1 ne ry t onsid r 

rimigra idae and parous women separately because th pattern of their labour is 

uite different (1 . h patient pr sented was a primigra ida. h ut rus of a 

rimigra ida reacts to mechanical difficulty with redu ed c ntractility· there is 

often the de elopment of an ominous sign for emin nt rupture of the uterus by 

formation of the Bandls retraction ring. H nee the undamag d r un carred 

rimigravida uterus therefore can be relied on not to ruptur spontaneous! . In the 

e of mild or moderate pelvic contraction in a primigravida trial of labour 

should always be attempted (1 2 5). Trial of labour implies that the outcome of 

labour is uncertain because of mechanical difficulty and that particularly vigilant 

m nitoring of progress and foetal well-being are requir d (1 . If uterine activity is 

in coordinate or dysfunctional oxytocin augmentati n rna b initiated 1 2). 

hould there be protracted labour or foetal distress ccurs caesarean section 

h uld be performed (1 2). This patient as stated above d veloped sign f labour 

protraction and foetal distress and casesarean section was performed. 

) mphysiotomy has been shown in many parts of the world to provid a safer 

alternative than caesarean section for appropriat ly sele ted cases ( 1 5). 

Complications of cephalopelvic disproportion include obstructed lab ur uterine 

rupture and other associated obstetric trauma there is increased perinatal mortality 

and morbidity and maternal outcom is also compromi d 1 6). 
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OB 5 

PREG CY - PR 0 I B 

A. Do A: 19 .. 20 2 

ID: 0817566 DoD: 25.6.2002 

E: 2 yrs p Y: 1+0 

PRE T G COMPLAINT 

The patient was admitted from labour ward with complaints of abd minal pains 

headaches fever joint pains general malai e and diarrh ea for three we ks. 

R OF PRE E TI G ILL E 

Patient was well until about three weeks pn r to admission. h de el ped 

abdominal pains not associated with frequency r dysuria. he later d el ped 

j int pains, general malaise fe er with alt mating with chills. he went to a 

pri ate clinic where she was treated ith amodiaquin and haematinics. 

OB T TRICAL AND G NAECOLOGI AL HI TORY 

he was a para 1 +0. Her last delivery was by a normal vaginal route. Her 

menarche was at 13 years. he had used oral contraceptives pills for three m nths, 

prior to her pregnancy. 

H TOR OFPRE E PREGNANC 

Her LMP 28.10.02 DD 8.8.02 GBD 34 weeks . She had not started any antena,tal 

follow-up. 
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T . DI 

e was a married hous wife. he did not sm ke and did n t drink al h I. h r 

\as no history of major illness in the famil 

TIO 

he was ill-looking. She wa febrile with a temperatur had mild 

pallor. The pulse was 120 per minute regular and of g d volum . h bl d 

ressure was 120
/ 80 mHg and the respiratory rate was 36 per minute. 

RVOU AD 

The e were essentially normal. 

R PIRATIO Y TEM 

he was tachypnoeic with features of respiratory distr s. n au cultati n it wa 

dear. 

BDOMI AL EXAMINATIO 

The abdomen was uniformly distended and moved with re pirati n. Th li rand 

spleen were not palpable. The fundal height cotTesponded to a 34 weeks gestation. 

The foetus was in longitudinal lie with cephalic presentation. The head was 5 

fifths above the pelvic brim. The fetal heart sounds w re heard at 13 per minute 

and were regular. There were no uterine contractions. 

\ G LEXAMINATIO 

he had normal external genitalia. The vagina was moist and soft. The cet ix was 

soft and long. The external os was parous but the internal os was firmly closed. 

The pel i felt adequate. There was no draining of liqour and no vaginal bleeding. 
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f IPRE 10 

1mpr ion of malaria in pregnane was made. 

GEME 

he was admitted to the antenatal ward befi re comm ncing treatm nt a bl d slid 

was taken for malaria parasites and sample of blood for full ha mogram taken. 

he was started on arternam injection intramuscularly 160mg stat fi ll wed b 

Omg once daily for 4 days. Other investigations were carried ut to include bl od 

gr up urinalysis urea and electrolytes liver function tests and VORL. 

RE ULT OF INVESTIGATION 

I. 

3. 

4. 

6. 

8. 

Blood slide 

Haemogram 

tool 

Ultrasonography 

Blood group 

VDRL 

Urinalysis 

Urea and electrolytes 

Positive for malaria parasites 

There was no report n degree of 

parasitaemia 

Haemoglobin - 6.9 gJdl 

RB - Anisocytosis moderate 

polychromasia 

RB - 14.34109
/ 1 

No ova and cysts 

ingle live foetus fetal cardiac 

activity demonstrated. Th BPD was 8.4 em 

conesponding t 34 weeks placenta was 

fundo-posterior no abnormalities detected. 

Rhesus 'D positive 

Negative 

AD 

odium- 13 5 mrnJJ 
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Potas ium - 4. 7 mm/1 

B - 3.-

fter 3 da s f treatment the fe er seemed t a bat . h was start d on ranD ron 

rablets, three days later the patient started complaining f 1 w r abdominal pain 

and on re iew she was found to in labor and was tran -6 rred t Jab ur ward. In 

labour ward she was start don LV. drip of 5% d xtr se she was put on oxygen b 

mask and nursed on the left lateral position. The part gram was stricti observed. 

Th 1st stage of labour progr sed une entfully and after hour she was 

rran ferred to delivery room wh re a vacuum extractor had been assembled. he 

\ ·as placed in semi-recumbent position and instructed not to bear down. An arl 

assisted vacuum delivery was achieved. A female baby was delivered with an 

pgar score of 9 at one minut and 10 at 5 minutes weight 2700 gms. The baby 

did not sh w an signs of cong nital malarial but was ne ertheless admitted t 

nursery for observation. he placenta and m mbranes w re deli er d by 

controlled cord traction. It wa complete and weighed 500gms. he estimated 

blood loss was 150 mls. The check haemoglobin was fi und to be 8 gldl after 1 0 

days postpartum . he was discharged on paludrin 10 mg daily and haematinics 

until 6 weeks postpartum. She was to be seen in the postnatal clinic in 6 weeks. 
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is was a 28 year old para 1 + 0 lady who presented with alaria in pr gnan m 

third trimester. The infection was complicated b ana mia and she w nt on t 

ba e pret rm delivery and other complications. 

talaria is an infection characterized by relapsing fev r ngors splen megaly and 

anaemia. It is caused by either of four plasmodium species transmitt d from 

human to human by the bite of female anopheles m squitoes. These species 

include plasmodium falciparum malaria vi ax and ovale. The patient presented 

had typical clinical presentation of malaria with fever headaches rigors and 

anaemta. he was infected with plasmodium falciparum. Plasmodium falcipaurm 

i the commonest malaria infection in pregnancy. It causes an acute life 

threatening disease (1 ,8,9). Other symptoms and sign are likely t be those of 

complications ( 1 2 . 

Malaria is an endemic disease in many parts of tropical and subtropical Africa 

Asia and Central and outh America where envirorunental features including 

temperature, humidity, bodies of water and agriculture support the bleeding of the 

mosquito vectors and encourage frequent contact between mosquitoes and man. 

In malarious areas infection first occurs in earl childhood. Persitence of the 

parasite and repeated inoculation of parasites produce humoral and cell mediated 

immune responses. After 5 to 10 years of residence in an endemic area sufficient 

immunity to reduce the severity and duration of repetitive attacks has developed . 

Disruption of host parasite balance by 1nalnutrition pregnancy or introduction of 

new strains of parasite may precipitate recrudescent or more severe clinical attack 

1.8,9 . This patient immunity is likely to have been disrupted by the pregnancy 

and probably explained the severe disease thereto. 
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·orldwide. it is reported that o er 92 million pe pl are m ted with malaria 

~ ery year 3). The prevalence of malaria in pregnancy arie rom plac to place 

· pending on the pidemicit of the disease. In a study in th ast Pr vince of 

nya Rukaria found prevalence of 21% among pregnant women ( 4 . This is 

pposed to the fmding of a prevalence of 42% in Western Kenya by t k t e 5) 

hi le inei et al reported a prevalence of 33% in pregnant worn n in a rural area of 

Eastern Kenya (6 . Rukaria repmted that 45.9% of malaria infl ti ns were 

re istant to chloroquine in ivo with levels RI Rll and Rlii being 36.1% .2% and 

1.6% respectively 4). The patient presented had chloroquine resistant strain by in 

\ ivo e aluation having been treated prior to admission and on admis ion and then 

getting recrudescence. 

There is increased propensity to severe malaria in pregnancy 4 . The erity is 

modified by maternal parity in semi-immune women living in end rnic areas 2 . 

Young women of low parity ar at an increased risk for malaria with the 

primigravida at greatest risk (2 4). teketee report d that a woman is more 

usceptible to malaria infection in her first malarial exposed pr gnancy. He 

observed a higher prevalence of parasitaemia and higher parasit density in 

primigravid compared to multiparous women (5). Rukaria study concuned with 

this find ing and further reported increased severity amongst primigravida 4 . 

her studies have reported to be more severe in primigravidas and diminishing 

severity with higher parity (6 7). 

The morphology of the parasite in the infected er throcyte is characteristic and 

helpful in identification of the infecting species. Diagnosis of the activ infection 

depends on careful examination of thick and thin blood films for the parasite. 

erologic tests are of help in chronically infected patients with unexplained fever 

1 ). 
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ne ev rity of the clinical attack is related in part t the I l of parasita mia 

The mez ites of plasmodium falciparum ' ill in ade rythr cytes of any 

ge. It i apabte of in r asing th cone ntration f para iti ed erythrocyt s, 

rapidl. and to high concentrations. There is increa d deformability of the 

parasitised red blood cells. High parasite concentrations and diminish d red blood 

ells compliance producer duction in capillary flow with re ulting tis u h pox_ia. 

The brain kidneys and placenta are pecially vulnerabl . evere hem lysis renal 

failure coma, pulmonary oedema and intrauterine foetal death may be the eventual 

equelae ( 1 2 . 

This patient had maTked haemolys.is as evidenced by th low haemogl bin 

reticulocytosis and hyper-bilirubinaemia. 

ln addition to the typical clinical attack profound anaemta predisp sition to 

erious intercurrent illness intrauterine infection and placental in ufficiency all 

ontribute t intrauterine growth retardation pre-maturity, abortion and stillbirth 

(1.2 4 57 8). This patient had se ere anaemia and went on to deli er prematurely. 

The mechanisms of anaemia causation are multifactorial. This includes hemolysis 

bone marrow dysterythropoiesis and folat deficiency 1 2 . alaria produces 

haemolysis when parasitised erythrocytes rupture and other cells are constantly 

remo ed from circulation by th lymphoid - macrophage system. evertheless 

this may not be sufficient to account for the degree of anaemia seen. Autoimmune 

haemolysis is thought to be responsible for the accelerated haemolysis and 

subsequent anaemia (1 8,9). 
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P asmodium falcipcuum infected pregnant wom n ar at a particular risk for 

developing hypoglycaemia (1 2,9). Falciparum malaria mm nly indu e uterine 

ontractions which may lead to preterm labour or ab rti n. P re ~ ia is implicat d 

in the genesis of the uterine contractions 2 9). ther compli ati ns include 

ulmonary oedema and increased susceptibility to bactet;al in£ tions. This patient 

had haemolytic anae1nia went into preterm labour and had intercurrent bacteria 

infection of respiratory tract. 

The principles of management involve treating the acute infecti n and the 

detection and treatment of the complications of the plasmodium infection. Drug 

resistance in malaria has been defined as the ability of a parasite strain t survive 

and/or multiply despite the administration and absorption of a drug given in doses 

equal to or higher than those initially recommended but within the limit of 

tolerance of the subject (1 0). The levels of resistance R1 Rll, and Rlii based on 

response of a serial parasite to schizonticidal drug 10). Quinin is the tr atment of 

choice where chloroquine resistant infection is encountered. The baby was 

admitted to nur ery and did not develop signs of congenital infection. 
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6 
T BOTHBREEC VID :D I R B 

RG c E ECTIO 

1E: D.W. PARITY: 0 + 

. GE: 21 yrs. Do A: 12.6.2001 

DoD: 26.6.2001 IP umber: 07163 5 

PRE E TING COMPLAINT 

he was admitted from home with history of labour pains and drainag f liquor 

for 2 hours. 

I TOR OF PRESE TING ILLNES 

n admission she had drained liquor for 2 hours. Liqu r was n t smelly. 

Drainage was associated with labour pains. Labour pains were incr asing in 

frequency and intensity. he was getting one contraction in 10 minutes. 

OB TETRI A D G ECOLOGY HISTORY 

he was a primagravida. LMP was on 27/9/2000 and EDD on 4/7/2 01 Maturity 

by dates was 37 weeks. She was attending ANC at KNH. he was put on ventol in 

and bed rest from 34 weeks when she complained of pr ssure in the lower 

abdomen. ANP: blood group A+ ve Hb 10.0 g/dl. VDRL results were not 

available. Fundal height was bigger than dates thoughout the follow up. he had 

obstetrical ultrasound which revealed twin gestation at 31 weeks both in breech 

presentation, no fetal abnormalities were noted. he had nmmal amount of liquor. 
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Her m nar he was at th age of l years. M n es w re r gular\ ith bl ding 

- da s and interval of 28 - 30 days. he had ne er u ed an c ntra pti e 

method. 

P T EDI AL HI TORY 

il contributory. 

Y D OCIAL HISTORY 

he was man-ied. he was working as a seer tary. he does not drink alcohol r 

smoke cigarettes. She was staying with husband who was unemployed. here wa 

no history of twins in the family or hronic illness. 

TIO 

he was in good general condition. he was not pale and did not have jaundice r 

edema. 

entral nervous system respiratory cardiovascular and musculosketal system 

were all normal. 

DOMI AL EXAMINATIO 

Fundal height was term. There wer multiple fetal parts felt. Two fetal hearts w r 

heard both regular. o contractions were palpat d. 

PELVI E MINATIO 

he had normal external genitalia. ervix was 4 em dilated with feet felt in the s. 

Pel is was clinically adequate. 
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working diagnosis of primigra ida with twins b th br h, ith PR wa 

made. 

TRE TME TPLA 

he as planned for delivery by emergenc onsent was btain d. fV I ine 

~·as established; blood for group and cross match was taken. he was pr medicated 

with atropine 0.6 mg 30 minutes before theatr . 

OPERATIO NOTE 

he was brought to theatre 12 hours after onset of drainage. ft r VV and 

catheterisation vaginal examination cervix was em dilated with feet in the 

'agma. cord was felt she had septic wound at the mons pubis. Abd m n wa 

leansed, draped and general anesthesia GA) was induced and maintained. 

bdomen was opened via subumbilical midline incision. Uterus was pened via 

lower uterine elliptical incision after packing ofth perit neal cavity. irst twin 

was delivered by retrie ing feet from the vagina and performing the br ch 

deli ery maneuvers. First twin was male birth weight (Bwt) 2700 gm, score 8/ l 

min 10/5 min. econd twin the membranes were intact. The membranes were 

ruptured. There was clear liquor. Baby was deli ered by breech extracti n. 

econd twin was female infant Bwt 2500 gm score 8/1 min 10/5 min. Placenta 

was manually delivered. There were two amniotic sacs on one placental disc. 

Placenta was complet and healthy. Uterus was cleaned and repaired in 3 layers, 

hemostasi was achie ed. he had sustained a right lateral tear of the uterus not 

in olving the bladder. The tear was repaired before the repair of the uterus. 

Abdomen was repaired in 3 layers. VVT was redone and clots were expelled. 
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E timated blood loss wa 700 mls. Instrument and s b v re c rr ct. wa 

rever ed and une entful. 

PO TOPE TIV RE 

here o red fully for GA and was taken to lab ur ward. ft r he tabili ed he 

\\as taken to post- natal ward. he was put on cr stap n gentamycin an flag I. 

he had a sm oth post-operative recovery. h was sch duled fi r p st-natal lini 

at 6 weeks. 

FOL 0 p 

he came for postnatal clinic as scheduled. he had n c mplaints. ""'Xaminati n 

was normal. he was given contraceptive ad ice and wa referred to clinic fi r 

rhe FP method. 

PO OPERATIVE I VE TIGA TIO 

WBC 13.2 X 109/1 

fUb 7.7 g/dl 

RB 

Polymorphs 

L mphocytes 

Dl IO 

3.29 X 1012/l 

61 

39% 

Twin pregnancy results from fertilisation of two separate va, dLz gotic or fi· m a 

single fertilised o urn that subsequently divides into two, monozygotic. 

The incidence of monozygotic twins is 1 :250 births (Cunningham et al 1993 . 

Race hereditary maternal age parity and fertility drugs influence the incidence of 
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dizygoti twins. he incidence ari s according tog g raphic I r gi n . n 

incidenceof9.1-16.3 per 1000 in urop 10-14 p r I m 9-ll p r l 00 

in India and 29-56 per 1000 in anzania T ngi 19 3 . t an in id nc of 1 

in 5 . deli eries was reported in 1 7 iek l 78 . he incid n e in 

from 2% in the frrst pregnancy to 6. o/o in the sixth r I at r pregnan i . hi al o 

increa es with maternal age zubuik , 19 2 . here i a h reditary fact r m re 

important in the maternal side. 

The diagnosis of multiple pregnancy is based on clinical uspL Jon careful 

palpation and is confmned by X-rays or ultrasonography. 

diagnosis is missed. yieke 1978 reported that corre t diagno is befor term was 

made in 54.1% of the patients. 38% of twins are diagnos d either in labour or after 

the delivery of the first twin. uspicion arises when there is a discrepancy bel\ e n 

gestational age detennined from them nstrual dat sand fundal height. In ur 

patient the fundal height was larger than maturity b dat s. Ultrasonography 

onfirmed twin gestation. 

Twin pregnancy is associated with several complications. hese includ 

discordant fetal growth fetal malformations especially h a11, renal and neural tube 

defects polyhydramnios and premature deli ery. Maternal anaemia also o curs 

due to diminished iron stores and there is megaloblastic erythropoiesis. ur 

patient was put on routin hematinics as part of the standard antenatal car . wm 

pr gnancy is also, associated with a 3-5 risk of hyp rtensiv disease in pregnancy. 

This tends to occur early and it has a fulminate course. Oyieke 1978 reported 

frequenc ofPET as 14 4% PROM, 15.7%, Hydramnios 7.5%, APH 44% and 

anaemia 22.6%. Prematurity is the leading cause of perinatal mortality. It is 5-l 0 

fold more common than in singleton pregnancies Cunningham et al 1993). 
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Pret rm lab ur can b pre nt d b} u 

t ol ti ore n a cervical sutur . 

fh pitali ati n £ r b d r st, use of 

The rol of hospitalisation and bed r st is ontro er ial. me studi s ha e 

ugge ted that linical bed re t in twin pregnancy is nly justifi d in a case f 

a o iated obstetrical problem Van den Pol eta! 19 2 . C nnor 19 I n ted 

that more frequent isit in a special term clini i.e. twice weekly until 28 weeks 

and weekl thereafter and advise on adequate bed rest at home was better in 

le sening occurrences of pre term lab ur than routine admissi n. 

Them de of delivery will d pend on th presentation and positi n f the twins. 

aginal delivery is usually allowed when the first twin is cephalic pres ntation. 

When the first twin is breech major pr blems are most likely to devel p such as 

difficulty in delivery of the after-coming head or the umbilical cord may prolapse. 

Ther may be interlocking of the twins if the first pre ents as breech and ec nd as 

c phal ic. In our patient both twins were breech. The postpartum peri d may be 

compl icated by p stpartum haemorrage. An incidence of24.5o/o ofPPH was 

reported by yieke 1978. fthe 24.5% 79.2% were duet uterine atony and the 

rest were due to cervical or vaginal laceration or due to C 

uneventful postpartum period. 
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OB 7 

DIE PR D I 

D I R - Ll BAB 

ID: 0254975 

G 30 rs. 

PARJTY: 0 + 0 

PRE E T GHI TORY 

Do : 11.6.02 

oD: 28.6.0_ 

MP: 16.12. 1 

DD: 23.9.02 

he patient was refi rred from the cardiac clini and was admitted through th 

antenatal clinic for cardiac assessment and subsequent antenatal care as an in

patient until delivery. She had complaints f dyspnoea on performing ordinary 

domestic chores. he then develop d progressive l w r limbs pain Orthopnoea 

parosxosmal nocturnal dysnoea and she had skipped her usual medication. 

Ob tetric and y naecological Hi tory 

he was a para 0 + 0. Her last menstrual period was on 16.12.01 and henc 

expe ted date of delivery was on 23. 9 02. Her periods had be n regular occuning 

e ery 2 da s and lasting for 3 days. he was at 26 week f gestation on 

admission. he had not previously used any contraceptiv s method. 

Pa t M dical and urgical Hi tory 

he was a known cardiac pati nt ince 1991. Had cardiac surgery in 1994 ( cl sed 

mitral valvotomy due to mitral stenosis). he had been on digixon 0.25g once 

daily wafarin Sg D junior aspirin 80g OD and cardinol 40g. 
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ami l nd cial Hi t 

he " a a married housewife. h did not sm k n r tak ale hoi. here wa n 

famil} hi t ry of any hr nic illne s. 

xamination 

he wa ick looking and had dyspnoea at re t. he wa n t pale n t [i brile and 

had pitting oedema. he did n t ha e jaundice n lymphaden pathy nor finger 

clubbing nor splinter haem01rhage. Her temp rature was 3 .2°c pulse rate 

l 08/min irregular irregular! and of go d volume. Th blood pressure was 11 0
/ 60 

mm g. 

ardiova cular tern 

The pul e was 11 0/min, jrregularly irregular and of g d volum . The jugular 

enous pressure was raised. Th preacordium was acti e. The apex beat was 

a ti e. 

There was normal chest expansion bilaterally. Had bilateral basal crepitati n. 

bdominal xamination 

he abdomen was uniformly djstended and mo ed with respiration. The liver and 

spleen were not palpable. he uterine fundus was corresponding to 30 weeks 

gestation. Fetal heart was heard and was regular. 

Diagno i 

diagn sis of cardiac disease in pregnancy grade iv at 30 weeks gestation was 

made. 
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. nt n t ana m nt 

admitted in th antenatal ward and managed b t tri tan m 

n with the cardiologi t. R utin antenatal pr fil t in lud bl d 

gr up RL and haemoglobin wer done. he wa ad ised n minimal c1ses 

and adequate bed rest. h was put on digoxin .25 g daily at n l 1 25g daily. 

ix Omg daily junior aspirin 150mg daily warfarin 5 mg daily oxyg n by mask 

a required prop up intra enous crystapen 2mega units six hourly gentamycin 

50mg ight hourly. A cardiologist was consulted and concurr d with the diagn sis 

and the treatm nt. 

he vital s1gns were monitored rec rding the pulse t mperature and blo d 

pressure. he chest was also examined daily to rule out basal crepitation serial 

ultra ound echocardiogram and electrocardiogram were obtained as part of the 

cardiovascular assessment. ontraception was discussed and the patient opted for 

bilateral tubal ligation postpattum. At 36 weeks of g tation a clinical p Jvimetry 

undertaken and thi revealed an adequate pelvis. 

Re ult of Inve tigation 

1. Haemoglobin 

VDRL 

3. Blood group 

4. Urinalysis 

5. rine and electrolytes-

6. Chest x-ray 

7. Echo cardiogram 

repeated severally and remain normal 

negative 

A rhesus D positive 

D - repeated severally 

remained normal on s era! repeat 

spectmens 

no evidence of cardiomegaly 

lung fields were nonnal 

rheumatic heart disease with mitral valve 
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dis as rnainl) mitral st ns and m d rate mitral 

regurgitation. Has n pulmonary hyp rten ion. 

ppler u - mitral leresis with mitral regurg itati n. 

L ft atrium mea urement - 4 m 

ardi gram - A notched and prolong P wa e with a pr minent negative 

defle tion - features suggestion of left atrial enlargement. 

Intrapartun Manag ment 

he \ as transferred to labour ward on 9.6. 2 at 3 p.m. in established lab ur for 3 

hours before reporting to the nurses. he was n t draining and had no vaginal 

bleeding he was in good general condition the pulse was 82 per minute it was 

regular and of good volume. The blood pressure was 120
/ 80 mmHg. he chest was 

clear with a respiratory rate of 22 per minute. The fundal height con·esp nded t a 

term gestation· the fetus was in longitudinal lie and was in ephalic presentation 

with onl 31- ofth head above the pelvic brim. The fetal heart wash ard at 140 

per minute and was regular. he was having 3 strong c ntractions in I 0 minutes 

Ia ting 30-40 seconds. The cervix was 5 em dilated and was fully effaced. 

rtificial rupture of membranes was don btaining cL ar liquor. The position was 

left occiput anterior. he was placed in the semi fouler's position. She was given 

two-mega unit of crystapen and 80 mg of gentamycin intramuscularly as 

prophylaxis against bacterial endocarditis. he was put on partogram. xygen 

was given by mask and she received a 100 mg of pethidine intramuscularly. 

he pr gressed well and at 7 p.m. she had achieved full cervical dilation. he was 

placed on the delivery couch in the s mi-recurbent position and advised not to bear 

down. A left medio lateral incision was made after infiltrating the site with 8% 

lignocaine. A medium sized cap was applied on the vertex and connected to the 
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acuum apparatus. acuum wa g ntly cr ated and gentle tracti n applied wilh 

every contraction. In th second c ntra tion aft r applying ap an eas assisted 

'acuum deliv ry wa achi ed. he was gi en mg of fru emid · intrav nousJ . 

he placenta was delivered by c ntrolled traction. Th c rvix and agina were 

inspe ted and noted t be intact. The episi tomy was repair d· the stimated blo d 

1 ss was 200 mls. There was no immediate post-partum complication. The pulse 

' as 8 per minute the respiratory rate was 24 per minute and she was not 

d sn aic. She was transferred to the labour ward acute room for observation. 

Po t-partum Management 

he remained stable for the next 24 hours where vital signs were obser ed half 

hourly after which sh was transfened from acute room to the post natal ward. 

ita! signs were observed hourly, monitoring closely [! r any signs f in£ ction. 

he was put on prophylactic ampiclox 500 mg orally given 6 how-l for 5 days. 

Po t-partum haemoglobin was I 1.6 gl/di. n the 1Oth post-deli ery day she as 

re\ iewed by the cardiologist and found to b stable. he remained in the ward for 

14 days wher her post-partum observation chart remained normal in luding 

uterine involution and lochia loss. 

Due to unavailability of theatre the patient was discharged for tubal ligation as an 

outpatient. 

P t ata l Follow-up 

The patient was seen in the post-natal linic 6 weeks post partum. he had no 

complaints. The uterus was well in oluted. The breasts were active and not 

engorged. he had a booking for minilaparatomy for tubal ligation. he was 

referred back to the cardiac clinic for lifetime fo llow-up. 
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omm nt 

he pati nt presented h cardiac diseases grade IV ac ording t the ew Y rk 

heart associati n classifi ation. A arying incidence f cardia di ea e in 

pregnancy has been reported from various parts f th world. It is said t 

omplicate about 1% of pregnancies l). study don in K. .I . showed an 

incidence of 0.66% (2 . A similar incidence has been noted in other developing 

ountries (3). This patient had rheumatic heart disease. Rheumatic h art disease is 

the commonest heart disease s en in pregnancy in man parts of the world. In 

Igotho s series 19 2 at K. .H. 86% of the patients with cardiac disease m 

pregnancy had rheumatic heart disease congenital heart disease compri ed of 

L.9% 2 . This is in agreement with se eral other author Browne 1980 Donald 

1979 Rush 1982. Other types of include hypertensive heart dis ase coronary 

thyroid, syphilis and kyphoscoliosis cardiac disease as well as c r pulmonale 

constrictive pericarditis heart block and isolated myocarditis unningham et al 

1993. In de loped countries th incidence of rheumatic heart disease has 

decl ined. One of the principal reasons for the decline has been th a ailability of 

treatment modalities for incidence for the streptococcal phruyngitis; the ther is th 

improvement in the overall living standards ( 4) 

linkal impmtant rheumatic cardiac lesions are predominantly valvular in nature. 

The mitral valve is by far the most commonly affected alve followed by aorti 

valve. Mitral stenosis occurs in approximately 99% of the patients and is the most 

dangerous condition 4). The patient had mitral valve invol ement in 73.5% in his 

series 12 . Mitral regw·gitation occurs in approximately 6.6% of the patients 4). 
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Rhu mati heart 1sease 1 th 1 ng-Lenn s qu 1 e rh umati fe r. he 

u ativ 

roup 

organism of rheuma i 

trept coccus pr due 

fe r is th lancifi d gr up trepto occus. 

ubstances that ntribute t th ir pathog ni ity. 

he the r is that rheumatic fe er is an aut immune disorder in whi h ti su 

damage i med iat d b lh host ' own hyper immune resp n to the ant c d nt 

streptoco cal infection 1 4 . 

Mitral st nosis IS the most common lesion as well as the m st important 

hemodynamically 1 ). The primary physiological abnormality f bl d fl fr m 

th left atrium to the left ventricle that is pr duced by the narr wed val e rifle . 

levated atrial pressure is accompanied by increases in pulm nary enous and 

capillary pressure thus reducing pulmonar compliance and causing xertional 

d pnoea. The first episodes of dyspnoea usually are precipitat d by clinical events 

that increase the rate of the blood flow a cross the mitral orifice 4 . 

During pr gnancy widespr ad circulating changes occur and r suit in increase of 

the workload of th heart . Previously unrecognized cardiac lesions are diagnosed 

for the first time in pregnancy. In fact 25% of women with 1nitral stenosis have 

cardiac failure for the first time during pregnancy 1 . ~iambo and equira found 

that 30 out of36 cases of dis ase patients who were pregnant at Kenyatta ational 

Hospital were first diagn sed during pregnancy (3 . criteri n for diagn sing 

cardiac disease in pregnancy was suggested by Cunningham et al 1993 .Presence of 

any of the criterion highly suggests diagnosis of heart disease in pregnan y. They 

include a diastolic pansystolic or continuos murmur, unequivocal cardic 

enlargement a loud, harsh systolic murmur serious arrthymia. The diagnosis of 

heart disease is made more difficult due to the many physiological changes of 

normal pregnancy (1 ). This patient was already a recognized case of cardiac 
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i eas ha ing b n on follow-up [I r heart di ea e and h nee presented n 

diagno ti difficulty. Ther 1s n clini all applicabl te t fi r a curat l 

mea uring functional capacity f the heart. h ew York Heart 

has pro ided a linical classificati n whi h is based on past and present 

di ability. he lassifies cardia disea e in pregnancy as fi llows 1 4). 

lass 1: 

lass ll: 

Uncompromised patients with cardiac dis ase and n limitati n 

of physical activity. 

slightly comprised patients with cardiac disease and slight 

limitation of physical activity. 

lass ill: Patients with cardiac comprised pati nts with ardiac disea e and 

marked limitation of ph sical a tivity. 

Class IV: patients with cardiac disease and inability to perf01m any physical 

activity without discomfort. 

The principle symptom f mitral st nosis as was the case with this patient ts 

dyspnoea which r fleets reduced pulmonary ompliance and ita! capacity 4 . In 

severe di.sease, orth pnoea and paroxysmal nocturnal dyspnoea may supervene ( 4 . 

present 1 . The patient had dyspnoea on less than rdinary physical activity and 

on examination she had a loud pansystolic murmur best heard at the apex. he was 

classified as cardiac disease grad I due to history of cardiac failure and past 

heart surgery. Diagnosti aids to cardiac disease include a chest x-ray 

electrocardiogram echocardiogram and cardiac cathet risation (4). In this patient 

the electr cardiogram reveals signs of mitral steno is while echocardiography 

showed both mitral stenosis and regurgitation and an enlargement left atrium. 
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1anagem nt of patients with cardiac disease in pr gnan sh uld b tarted arl 

in pr gnanc . arly attendance of the antenantal clinic is ita) fi r the arl 

d t ction of th nature f the cardia lesion assessment f s erity f th disease 

and introduction b appropriate measures to prevent complications. ttention by 

b th obstetrician and ardiologist a patient with heart disease sh uld be cia ified 

according to the functional classification of the ew rk Heart ss ciati n I 4 . 

This system serves as an accurate guid to maternal progno i . he maternal 

mortality associated with heart disease increase directl with the specific 

functional class 4 . This patient was functionary grade II but hi t ry of cardiac 

failure and surgery as stated earlier was classified as class IV. 

ost patients who present at their initial visit with a diagnosis of rheumatic heart 

di ease are already receiving antibi tic prophylaxis against recurrent rheumatic 

fever 4). This patient had been receiving Bezathine penicillin m nthly. The 

recommended regimens for antib iotic proph !axis ar Benzathin p ni illin 1.2 

mega units I.M. every 4 weeks or penicillin 2 00 units- twice daily. For 

patients allergic to penicllin, sulphadiazine lgm daily or "' rythromycin 250mg 

twice daily suffices ( 4 . 

One of the cornerstones of management during pregnancy is to resrict physical 

activity and thus reduce strain on the cardiovascular system 1 4 5 6 . Other 

factors that predisposes to cardiac failure must be prevented these include 

anaemia infection excess weight gain and sodium in take (1 4, 6 . 

Those patients in grade I and II may be managed as outpatients. They are seen 

fortnightly until 36 weeks of gestation when they should be admitted. Patients with 

grade III and IV are admitted on initial visist for more vigilant surveillance ( 1 ). 

This patient was admitted on first contact and remained in hospital till deli ery. 
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P tient with rheumatic heart dis ase should b allowed t nter p ntan u 

labour at term. abour is onl indue d for obst tric indi ations. li ery should b 

a ompli hed aginally and ca sar an section r r d for obstetric indicati ns 

I 4). h ugh patients with rheumati heart diseas should already be recei ing 

continou antibi tic prophylaxis against suba ute bacterial endocarditi at the tim 

of delivery I 4 . he American art Association recommends mpi ill in 2.0gm 

and gentam cin 1.5mg/kg IV given at least 30 minutes b fore delivery and 

repeat d once 8 hours later. For patients allergic t penicillin ancomycin lgm IV 

given 60 minutes before delivery and repeated 8-12 hours later 4 . This patient 

r ceived Arnoxycillin SOOmg and gentarnycin and she was c ntinu d on 

amoxyicillin post-natally for 5days. Adequate intra-partum analgesia is important 

to relieve pain and apprehensi n, which is known to elevat heatt rate and 

predispose to failur . Intramuscular injection of 15mg of p thidin as morphine 

was not available. umbar epidural anaesth sia is seld m used. Its risks include 

hypotension and increase in venous capacitance ( l 4 ). In labour the mother should 

be kept in semi-fowlers position. Measurements f the puls and r pirat ry rates 

hould be taken qu rter hourly during the first stage f labour and every 1 Ominutes 

in the 2"d stage. xygen given by mask has an advantage to both mother and fetu . 

The partogram should be deligently followed with virginal exarninati n e ery four 

hours to monitor progress of labour (1 4). ontinous electrocardiogram central 

venous pressure and blood gas studies are in some centers a routine during labour 

for patient with cardiac disease (4). The periods of maximum risk for patient with 

cardiac disease are 2"d stage and the immediate puerperium. During these periods 

women must b monitored for signs of heart failure, hypertensions and anythmias. 

To expediate 2"d stage a prompt forceps deli ety or assist d vacuum delivery are 

indicated. With the delivery of the baby a strong diuretic is given to circumvent 

circulatory o erload. This patient was given frusemide 80 mg intravenously. It is 
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e entia! to pre ent e cessive bl d l ss in the third stag la ur. he placenta 

should be deliver by controlled cord tracti n· 1g rou manual me age of the 

uteru to achi e uterine ontraction should be p rfi rmed. If ne d b o yt cin 

should be administered by continuous infusi n rath r than intrav n us b lus in 

rder to pr vent abrupt in blood pressure. rgot alkaloids should be shunned as 

they produce marked ele ation of the central venous pressur and transi nt 

h pertension 1 4 ). his patient was not gi en oxytocin and had only uterine 

contraction of the uterus and hemostasis. Whereas it is well established that the 

women with cardiac disease who received appropriate care rarely obscure 

deleterious affects that ultimately shorten her life span. evertheless some studies 

indicates that if women survives pregnancy there are no d let rious remote effect 

on the course f rheumatric heart disease ( l . In the c nsiderati n f prognosis it 

is notew rth to state that as pregnancy progress s the demand on the herut 

increases. The elevated cardiac output is maintained predominantly by an increase 

in heart rate. his predisposes to cardiac arrhythmias and hence failure and 

thromboembolism 4 . !though c rebral vascular accidents are rare in therwise 

healthy young women th incidence is reported to increase with pregnancy 1 ). 
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H 1M OD FI IR I 10 Rl 

1 -LI B B 

z. p TY: + 

ID .. 786521 D A: .12.2001 

GE: 29YR D D: 2.1.20 2 

LMP: 1 .3.2001 DD: 21.1-.2 01 

PRE Tl GID TORY 

The patient was admitted at 10.30 p.m. into labour ward with history of I wer 

abdominal pains. he pain were irr gular and not increa ing in intensity. h was 

not draining and there was no vaginal bleeding. he was observed in labour ward 

for fo ur hours and noted not to have ut rine contractions. he was transferred to 

the antenatal ward as a case of false labour. 

P T OB TETRI AND GYNA COLOGI AL HI TOR 

he had menarch at 14 years her menses had be n regular occuning e ery 28 

day . This was her first pregnan y. 

PRE TPREG ANCY 

The patient was recruited into the ongoing I-IIV study of mothers and babies where 

she was seen initially at 27 weeks of gestation. Her last menstrual period was on 

18.3 .200 1. he was at 40 weeks on admission. The antenatal period had been 

une entfuJ with all other routine antenatal monitoring foetus remained within 

normal range. 

postpartum. 

he as counselled all along and advised not to breast feed 
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The atient wa diagnosed to ha e HJV infecti n at an 

programme in Huruma. he did n t have history of an illn s. 

F MIL D 0 IALHI TOR 

luntary re n 

he wa manied and worked as a dressmaker. he husband work d a a factory 

manager m airobi . She did not drink or smoke. There was no histor of any 

chronic illness in the family. 

TIO 

he was in good general condition not pale afebrile no jaundice no periph raJ 

lympadenopathy. The pulse was 80/min, bl od pressure 11 0
/ 80 mmHg. 

TRAL 

Y T M 

RVO S RE PIRATOR RDIOV 

h abdomen was uniformly distended. There were no areas of tend mess. he 

fundal height was corresponding t a t rm gestation. oetal lie was longitudinal 

with cephalic presentation. Th head was 5 fifths ab ve the pelvic brim. Th re 

were no uterine contractions. The foetal heart sounds were heard at 13 8 b ats per 

minute and were regular. There was no liver or spleen nlargement. 

P LVI EXAM ATIO 

here was a nonnal external genitalia. The vagina was soft and moist. The cervix 

was anterior, soft and os was closed. he was not draining and there was no blood 

on exarrUning finger. 
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IPR 10 

impressi n of Human Immunodeficiency Jrus infecti n at t rm with fal e 

labour was mad . 

I 

l. 

2. 

3. 

4. 

5. 

Tl TIO 

Haemoglobin 

VDRL 

hlamydia culture -

Gonococcal culture

Blood group 

M AGEMENT 

Hb 11gld1 

WB 3.8410 

D4 - 171/al 

CD /CDs- 0.3 

Negative 

Negative 

Negative 

B rhesus D positive 

h was admitted to lhe antenatal ward for observation. hree hour later sh 

started draining liquor and was transfened to lab ur ward. n review, she was 

found to be in g od condition. he was not having any contractions. speculum 

examination confirmed early rupture of membranes with draining liquor. Th 

cervical os was still cJosed. A decision to augment with syntocinon was made. An 

intravenous line was established and blood taken for group and cross match. An 

infusion of 5 units of syntocinon in 500ml of 5% de trose was commenced and 

partogiam started. he was reviewed 4 hours later at 11.10 p.m. he was having 

two contractions in 10 minutes lasting 20-30 seconds. The foetal heart was heard 

and regular. The cer ix was 2 em dilated and was fully effaced. She was given a 

100 mg of pethidine intramuscularly and was to be reviewed 4 hours later. At 2.30 

a.m. she was reported to be draining meconium stained liquor. On review she was 

in good general condition. She was having two contractions in 10 minutes lasting 
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on . h h ad wa 3 tfths up. he fo tal heatt heard at l per 

minute and as regular. The cervix as 4 em dilated sh \ as draining m derate 

m onium stained liquor. A decision was mad t t p ytocinon. he was put n 

OX)gen by mask and nursed on the left lat ral p sition ith an infusi n of l % 

de trose. t 6 a .m. the c rvix was at 4 em, cervical dilati n there wa a sm ll 

,., ith 2"d degree moulding. An impression of cephal pel i disprop rtion with 

foetal distress was made and a decision for m rgency ca sarean s ction made. 

This \i as explained to the patient and she gave an informed con ent. he was 

premedicated with atropine sulphate 0.6 mg intramu cularl and wheeled t 

theatr . 

In theatre she was placed in semi lying position and vulv -vaginal toi let d ne. 

septic catheterization was done drairung lear urine. he as re-positioned in 

supine position. The abdomen was cleaned and drap d. he was then 

anaesthetised. hrough a midline subumblical incision the abdomen was pened 

in layers. The I wer uterine segment was identified. An elliptical trans erse 

incision was made . A live male infant was d li ered sc ring 1 at one minute and 

10 at fi e minute on the Apgar score. he Uquor was mod rately meconium 

stained. 

The placenta was d livered manually. No abnormality was not d in cord and 

placenta. The uterus was repaired in layers achieving haemostasis. Both vari s 

and tubes were grossly normal. After swab and instrument count the abdomen was 

losed in layers vul o-vaginal toil twas done to expre s clots. he was revers d 

from general anaesthesia and wheeled to the observation ro m in labour ward. 

The baby weighed 3400 gm while the placenta weighed 60gm; cord blood was 

raken from the baby fi r serological studies. 
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p -OPERAT AGE E 

The vital igns were obser ed half houri until sh was fully awak then 4 h urly. 

he ' a continued on intravenous fluids of normal salin alternating with 5% 

d trose for 24 hours. ormal bowel sounds were established hen he was tarted 

on oral ips the following day. he was put on intra nou crystapen 500mg 6 

hourly while on intra enous fluids and changed to orals when she ould take 

orally. 

he was put on intramuscularly pethidine 1 OOmg 8 hourly for 4 h urs then 

paracetamol two tablets orally for fi e days. n the 3ro post-operati e day the 

check haemoglobin was ll gldJ. he had an eventful po t-operative day· the 

w und was noted to be clean. The stitches were remov d. 

The baby had remained under care of the paediatrician attenti n while n formula 

milk feeds. The baby was later handed over to the mother on advic to continue 

with formula feed and avoid breast-feeding. he was discharged for folio -up m 

the HIV study clinic and to attend the post-natal clinic in 6 weeks. 

PO T- TAL FOLLOW- P 

he was seen in the post-natal clinic and she had no complaints. he was in good 

general condition. The breasts were still active but were not engorged and had 

regressed considerably. The abdominal wound was well healed. The uterus was 

well inv luted. She had complied on the non-breast feeding advice. he was 

advised on safe sex and contraceptive by use of the condom. 
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The baby v as healthy and was weighing -. kg. he r suit rd bl d 

indi at d presence f HI antib di s by Elisa test. h wa to c ntinu the I IT 

stud foil " -up wh re the viral gical status f th baby w uld ntinue to be 

e aluated. 

he patient presented was a primigravida who a diagnosed t ha Human 

Immunodeficiency virus infection (ill at antenatal screening. 

Human Immunodefienciency virus infection was first identified in 19 l, in United 

tates when cases of a new disease characteris d by pneumocysliti annu 

pneumonia, other severe opportunistic infections and Karposis arcoma app ared 

in lmrnunocompromised homosexual men in Los-Angeles and ew Y rk. m e 

then the global spread of th infection has been recognis d and r p rted 

worldwide ( 1, 27). In Africa the infection was fir t described in 1984 (3 . 

Human immunodefi ncy virus is a retrovirus in the subgr up oncovirus. It is a 

lipid-en eloped single strand RNA irus that is spherical with a diamet r of 

1 OOnm. The envelope component includes the host derived gp 120 outer en eloped 

omponent transmembrane proteins - by the irus. he gP 120 is responsible for 

budding to specific cellular receptors and confers th capacity for the virus to 

attach, the cell bearing the CD4 antigen pruticuJarJ the T4 lymphocyt s whi h 

ha e a coordinating effe t on all the elements of the immune system also to 

monocytes macrophages and neurological cells of the central ner ous system. 

Both the cor and env lope genes undergo rapid mutation and have thus 

confound d attempts to produce an effective accine ( 1 2,4 . 
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One the HI has been internalised within the h st ll b irtu f its r v r 

rran criptase its RNA is transcribed ba kwards t iral D " hi h is rand ml 

in orporated into th ho t nuclear D A. Th reafter th ira! gen m di ides with 

the host cell nucl us into daughter cells. These cells ar perman ntl infe ted with 

the HIV and will eventually undergo mutation. Antigenic timuli that trigger 04-

bearing cells to divide will lead to virus replicati n more rapid depletion f 

helper lymphocytes and increasing immune deficiency 1 4 5). nee viral D A 

has been integrated into the host cell genome, there are compl x mechanisms 

which lead to iral replication. It has been suggested that progression to TDs -

related complex AR ) of ID in HIV infected pers ns may be associated with 

exposure to a variety of infectious and non infectious co- factors. Potentiall 

important co-factors include sexually transmitted pathogens viruses such as 

adenovirus and protozoan parasites. Some non-speci fie cellular stress respons can 

result in activation of irus production (5 . Viral antigen becomes detectable in 

peripheral blood a few weeks after infection and achie es maximal levels at 6-

weeks. Serum antibod usually appears 2-6 weeks aft r inn tion and is initially 

antibody to gP41 . ver 90% of infected individuals sero convert y months 

although this is occasionally delayed for upto l year after infecti n 1). In the 

patient presented seropositivity was detected on a research based screening it is 

not possible hence to determine when she was infected. 

The seroprevalence of HIV infection varies from country to country and from 

region to region. Global di stribution ofHIV infected individuals is such that 50% 

of infected males are from Africa and o er 80% of females being fi·om the same 

region 6 7). 
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l-ilV pandemic was initially centred in urban locati ns but in m st countries 

i no\ thought to be present in rural as well. lnitially in de untries men 

were m re exposed to HIV than women primarily as a r ult of homosexual 

int rcourse or intra enous drug abuse but the numbers of men and w men infected 

with IDV has gradually nan·owed as heterosexual transmis ion has becom more 

ommon. World wide, there are 3 men already infect d for ev ry 2 w m n but b 

the year _000 the number of new infections among w men i expected to 

approach that among men. The rising infection rates in women are accompanied 

b ' a corresponding rise in the number of children born with IV infecti n. 

Iodate it is estimated that about 1 million children have been inti cted with HIV 

thr ugh mother to child transmission 7 . The estimated cumulative adult HIV 

infection is over 13 million worldwide with o er 8 milli n from the sub-sarahan 

frica. In Kenya no wide spread studies of HIV seroprevalen e has been carried 

out. Seroprevalence studies have mainly dwelt on selected population groups. A 

seropre alence of 83% was found among lower soci -econ mic prostitut s m 

airobi 8). Among patients ith pelvic inflammatory disease 1 % were found to 

be seropositive in airobi (9). 

[n ub- aha.ran Africa, the emergence of widespread heterosexually transmitted 

infection has resulted in mv seropositivity amongs pregnant women being as high 

as 1 0% in some urban areas 1). 9.1% of gynaec 1 ogo ial pati n ts presenting at 

anza provincial general hospital were seropositive 10 . 

antenatal mothers is not yet well documented in our country. 

er prevalence in 

HIY is transmitted exclusively through sexual intercourse through blood or blood 

products or perinatal! from mother to child. The patient presented denied ha ing 

had blood transfusion either through transfusion or intravenous drug abuse. She 
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ertainl did not acqutre the disease perinatally. h m st lik I mode of 

rran m1 ion for this patient was sexual interc urse. 

e.·ual intercourse accounts for about three-qua1t rs f HIV infecti n w rid\ ide. 

Heterose uat transmission is th most common method of acquiring I-ll infection 

1.7 . 

African studies have shown that certain cofa tors in rease the tran mission risk. 

The e include concomitant sexually transmitted disease especially genital ulcer 

diseases. The use of oral contraceptive preparation perhaps increasing the areas 

of cervical epithelium or by altering local immunity. ther fa tors su h as 

indi idual genotype may also increase susceptibility to infecti n (1 8 . 

The transmission of HIV fr m infected mothers to infants either tn utero or 

perinatally is well established. eonates may als become inti ted b transfusi n 

of HI positive blood or blood products (l . Many studies have dem nstrated that 

lhe frequency of maternal fetal transmission of V aries from J 2.9% to 65%. 

Because of the rapid clinical appearance of HIV associated disease, intrauterine 

infection has been suspected . It is not yet cl ar what proportions of babies become 

infected in utero ( 1 10 11 . It is evident that maternal health during pregnancy is 

important in predicting outcome for the infant. Those born to symptomatic women 

are more likely to be infected than those whose mothers are clinically well 1 11 . 

The patient presented was asymptomatic and hence falls in this cat gory of well 

mothers hence a reduced risk for vertical transmission. Parity and age of the 

mother have not been shown to be associated with higher rates of transmission 

(11 ). 
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Maternal T - helper lymphocytes D4 c unts and the - suppressor lymph yt 

tCD8 aunts have been found to be closely associated with risk mat mal fetal 

vertical transmission. Evidence of low immuno ompr mis a m a ur d by I ' 

CD4 c II counts a low CD4: CD8 ratios and evidence of di eas progression in 

tenns of P24 antigenaemia and falling P24 antib dy levels are associated ith 

in reased rates of vertical transmission 1 11 ). W men who are ropo iti with 

CD4 counts of less than 400/millilitre, P24 antigenaemia and D4/ D rati s of 

0.6 and below, have a much higher chance of transmitting the virus to th ir 

offspring. If such women are contemplating pregnane · counselling in the need to 

a oid pregnancy is advised. Those who are pregnant termination f pregnan y 

should be considered 11). The patient presented had D4 c unts of 171 /ml ith 

CD4/CD8 ration of 0.3. Though she was asymptomatic she was at a great risk fi r 

transmitting the Jrus to the offspring if only considering the laboratory 

parameters. Follow-up of the baby is important to determine whether the in[! ction 

took place. 

There is a con-elation of the gestational age at delivery and risk of HIV 

transmission to the baby 1 ). here is evidence that maternal fetal transmission 

rna occur during intrauterine period presumably by transplacental passage ither 

of free virus or HIV infected cells. he intrauterine infection of the fetus rna 

occur by the second trimester of pregnancy and a case of a first trimester infe tion 

has been documented 10). There is high frequency of HIV infection in children 

born before 34 weeks. This could b explained in several ways. First, HI 

infection in utero could affi ct fetal development and lead to premature delivery. 

econd women who are more likely to be infectious as indicated by antigenaemia 

or ID may be more likely to deliver before 34 weeks Third concurrent 

infections especially those of the genital tract, can increase both th risk for 
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premature d li ry and the risk f tranmissi n f inD ti n. h later uld 

ari through hori amnionitis or attracting HIV infi ct d lymph yte to the birth 

anal( ll 12 13. 

Th mechanisms f the higher infection rate in hildren b m ben r 34 w k 

g station remains unclear but could reflect inadequat passi or acti e immunity 

at that age, combined with substanstantial transmissi n during labour and deli ery. 

Caesarean section has been cited as offering a prot cti effect; nev rthel ss ther 

ar no conclusiv data for the recommendation f r utine operative delivery 1 1 . 

, s stated earlier this patient was asymptomatic she did not have any concormitant 

genital disease Gonorrhoea and chlamydia! cultures were n gative and she was 

deli ered by caesarean section. These factors go t reduce the risks of rtical 

transmission in add iti n to the fact that the baby wa term. I lowever laboratory 

parameters militate against good chances. he was fJ ounselin on the need to 

abstain from breastfeeding. The balance of evidence sugg sts that mothers ith 

establ ished infection can transmit HIV infection through breast milk 7,11 . 

This mother was Oounselin against breastfeeding. he was on an ng ing research 

programme and hence closer follow-up and Oounseling wa anticipated. 
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0798213 

PR TI G COMPLAINT 

PARl 

Do A: 

DoD: 

p 

0 + 

I .3 .02 

19.4.02 

PR I 

The patient was admitted through casualty to labour ward with mplaints of 

painle s aginal bleeding for one day. here was n draining of liqu r. 

HI TORY OF PRE ENTING ILL ESS A D PRE A CY 

he was well until the morning of the day of admissi n when while doing her 

work she developed painless aginal bleeding. he was attended t in lab ur ward 

where a speculum examination revealed slight bleeding from th s with n 

evidence of 1 cal lesion. he was admitted to antenatal ward for bed re t and 

inve tigations. 

he was para 0 + 0. ast menstrual period was 1 .8.02 and exp ct d date f 

delivery was 9.5.02. Her g tati n was 32 weeks. he was attending ant natal 

clinic at ssumption isters where she started at 24 weeks but no antenatal profile 

done. 

PREVIO OB T TRI AND GYNAECOLOGI AL HI TORY 

he attained menarche at 13 years of age. Her period had been regular occurring 

e ery 30 da and lasting 3 - 4 days. he had not been on an contraceptive use. 
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:\ 01 D 

Thi was not significant. 

F ~IlL OIALIDTR 

The patient was married and lived with h r family m air bi. he was a 

housewife. She didn t smoke nor drink alcohol. her was no llist ry f hronic 

illne s in the family . 

TIO 

he was in good general condition not pale no jaundice afebrile n oedema. The 

pul e was 70/minule and the blood pressure was 140/ mmHg. 

C rTRAL NERVOUS CARDIOVA CUL R A D RE PIRATORY 

Y TEM 

These were essentially normal. 

ABDOMI AL EXAMINATIO 

The abdomen was symmetrically distended and moved with respiration. There 

were no areas of tenderness. The fundal height corresponded to 32 weeks of 

gestation. The foetal li was cephalic and the foetal heatt tones were heard at 

142/minute and regular. The estimated foetal weight was 1900gm. 

P LVI TIO 

he had normal external genitalia. A speculum examination re ealed normal 

vaginal wall. There was slight bleeding from the cervical _os as that was closed. 

There was no local lesion seen. 
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. n impression of antepartum hem rrhag . 

TIG TIO 

I. Haemogram 

real l ectro 1 ytes 

Blood group 

4. .D.R.L. 

I trasonograp hy 

haemoglobin 13.3 gldl 

WBC 6.14109/L 

platelets 2.44109/1 

sodium 143. mol/1 

potassium 3.6 m 1/1 

calcium .6m 1/1 

BUN 2.7 mm/1 

uric acid 4.5 mm/1 

creatinine 0.2 mg/1 

rh us positive 

negative 

single life fetus on cephalic 

presentation of 32 weeks 

placenta low lying n the p teri r uterin 

wall 

he was admitted to the antenatal ward where she was put on strict bed rest. he 

was put n haematinics and pr id d with a pad to m nitor ble ding. he 

remained stable in the ward with no aginal bleeding unti l 3 weeks later on 

L .4.02 when she d veloped profuse agina l bleeding with no accompanymg 

abdominal pain. he was then at gestation of 35 weeks. 
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h \i a explained about her ndition and pr par d r an mergen y a anan 

tion. he gav an informed c ns nt. Bl d w s taken fi r gr uping and cr s 

mat hing and two units of bl od obtained urgently. he wa pr m di ated with 

atropin sulphate 0.6mg intramuscularly and then whe led to th atr \ ith an 

intravenous line. 

In theatre she was put in supin position. The abdom n was cleaned and draped. 

he was put under general an sthesia and th n placed in lith t my position. 

Vul o- aginal toilet was done and patient aseptically cleaned. "'Xamination under 

anesthesia revealed normal extetnal genitalia. The aginal walls wer n nnal. 

peculum revealed clots in the vagina with acti bleeding fr m th cervical os. 

he os was porous and there were no local lesions. Digital examination revealed 

orne bagginess in the posterior fornix and the placenta partial! cov ring the os. 

There was increased bleeding and examination was abandoned for caesarian 

section. 

The abdomen was opened in layers. The lower uterine s gm nt wa identified and 

an lliptical transv rse incisi n was made. h membranes were ruptured 

obtaining clear liquor and a live female baby who weighed 1920gms was 

delivered. The baby scored 8 at 1 minute and 1 at 5 minutes. It was tak n to 

nursery. The placenta was found on the posterior wall in the 1 wer s gment. It 

was delivered by controlled cord traction. The uterus was repair d in layers 

achieving haemostasis. The abdom n was closed in layers after swabs and 

instruments count was determined on·ect. Vulvo-vaginal toil t was done. 

Estimated blood l ss was 600 mi. The patient was reversed from general 

anesthesia and whe led t labour ward for recovery. 

109 



PO TOPE TIVE AGEM T 

itaJ signs were observed half hourly until patient was fully awak . Intra enous 

t uid of normal saline and 5% dextrose SOOml 6mg wer c ntinu d £ r 24 h ur 

until bowel sounds were established and she was put on raJ fl ds. he had 

pethidine l OOmg 8hrs for 48hrs and Crystapen 2mu 6 hourly intr - enu sly for 

Ahrs then changed to orals for days. 

The check haemoglobin on rd post-operative day was 11.6 gldl n th ih post

operati e day the stitches were removed and she was discharged with her baby to 

attend the antenatal clinic and booked for a post-natal clinic in 6 we ks. he didn t 

tum up in th post-natal clinic on the appointm nt date. 

CO ENT 

This was a 25- ear-old para 0 + 0 who presented with antepartum haemorrhage at 

32 weeks of gestation. She was admitt d for conservative manag ment but at 3 5 f 

gestation she developed severe antepartum haemoiThage. Placenta previa type III 

was diagnosed and emergency caesarean was performed and a Jive baby delivered. 

Placenta previa is defined as a placenta, which is situated wholl or partially in the 

lower uterine segment (1 2,3). The condition is usually di ided int four degre s: 

l. The placenta just encroaches on the low r uterine segment 

2. The placenta reaches the margin of the cervical os 

3. The placenta co rs part of the os and 

4. The placenta completely co ers the cervical internal os 

The overall incidence of placenta pre ia has been reported between 0.3 - 0.8% 

v orld wide 1 2,3). Varying incidences have been reported in different studies at 

Kenyatta ational Hospital ( 4 5). Kirima 4 reported an incidence of 1: 116 
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hile l\1.bithi 5 rep rted an incidence 1%. w irnplantati n ha b en 

b erved in 5 - 28% of pregnancies during the s cond trimester but as the 

~estation ad ances the placental site appears to migrat up ards and b t rm 

nly3% are previa (2 8 . The incidence of placenta pre 1a 1 high r with high r 

11arit and increasing maternal age 2 . 

The exact aetiology of placenta previa is unknown. everal predisposing and 

associated factors have been recognised . The position of the placenta is primarily 

determined by site of implantation (2). evertheless placental migration has be n 

observed 2 8 . The migration is thought to be due to diffi r ntial development of 

the placenta and the arteries and migration is possibly affe ted by earring or 

hanges in vascularization of the deciduas 2 3 . 

Yfultiparity advancing age and pre ious caesarean deli ety increase the risks of 

placenta previa 2 3 . In conditions where the area of the placenta is increa ed 

such as twin pregnan y fetal erythroblastosis, succenturiate lobe and pla enta 

membranacea, there is an increased incidence 2 3 9). 

There is a significant relationship to history of di latation and curettage and 

placenta previa and the conclusion is that end metria! damage is a factor in the 

aetiology of placenta previa (2). igarette smoking has been shown to be r lated 

to placenta previa 2 11 ). Uncommonly placenta previa is associated with 

placenta accreta or one f its more advanced forms, placenta increta or percr ta. 

ot only does the risk of placenta previa increase with the numb r of previous 

sections but also does the likelihood of placenta acccreta 2,3 9 12). This patient 

\ as young and of low parity and did not have history of obstetrical or 

gynaecological surgery. 
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Th mo t common presentation is painle aginal ble ing in th f 

ur but it is w 11 recognised that a small proportion of w m n ith pia nta 

re ia do not bleed until th onset of labour (1,2 3). he initial bl ding m n t 

profu and often ceases spontane usly on! to recur when least p t d (- 3 . 

Tbi patient presented with unprovoked painless vaginal bleeding that w mm r 

and c ased spontaneous! nly to recur in a more profu and lifi thr at ning 

manner. orne form of fetal malpres ntation is found in approxim tely ne third 

of the ca es. In cephalic presentation the part is in ariably high and is often 

displaced slightly from the mid-line ( 1 ). History and physical am ination with a 

high ind x of suscipicion will lead the physician to appreciat the p sibility f 

plac nta previa. Digital vaginal xamination is to be shunned and condemn d at 

he fir t opportunity 1 2 3 . On abdominal examination the abdom n is s ft with 

no tenderness· the presenting part should be easily felt and th fetal heart 

unaffected. Malpresentations are not unexpected (2 . Ther is justificati n in 

pa sing a aginal speculum to rule ut bleeding from local causes 2 pe ulum 

examination in this pati nt ruled out local causes and also revealed ble ding fr m a 

clo ed cervical os. Confirmatory diagnositic methods includ soft tissue 

placentography arteriography, amniography ultrasonography and m re rec ntly 

the more expensive magnetic resonance imaging (22 3 5 6 7 8). The diagnosis 

in this patient was confirmed by utrasonography. The method availa l at 

Kenyatta ational Hospital is transabdominal ultrasonography. ran abd minal 

ultrasonography wilt locate the placenta with reas nable accuracy but false 

readings have been en ountered in asess patients bladder distension may gi e a 

fa! p siti e and a blo d clot may resemble a placenta. ransvaginal ultras nic 

examination has markedly impro d diagnostic accurac and has b n r ported to 

be fairly safe 6 7 8). Precise diagnosis may only be made by direct palpation of 

the placenta by digital examination. This should only be done in theatre in a 
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double set up" when a decision has been rea hed r safe t rmination of the 

pregnancy (1 2,3). 

For purpo es of management women with placenta previa ar categ rized into 

those in whom the fetus is previabl but there is no pressing n ed for delivery 

tho e in whom the fetus is within 3 weeks of term those in whom labour is in 

progress and those in who haemoiThage is se ere as to necessity evacuation of the 

uterus despite the gestation ( 1 3 . Patients in whom the fetus is remote from term 

with mild to moderate haemoiThage are subject to xpeclant conservative 

management. The primary objective is to reduce the number of preterm births. 

This form of management requires that women must remain in hospitals where 

intervention may be prompt in case of a further major bleed l 3 as was the case 

with this patient. Patients with severe haemorrhag those near term and those in 

labour are deli ered immediately. 

Preterm birth continues to be a major problem e en wh n expectant mangement is 

used (1 . Perinatal mortality is greater with placenta previa than in the general 

population and fetal malformations are also omewhat more common (3 ). Kirima 

4) estimated neonatal mortality at 26.2% in his series at Kenyatta National 

HospitaL A reduction in maternal mortality has been achieved with the advent of 

adequate transfusion facil ities. 
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[P 0. 0 97 5 

GE: _7 Y ars 

PRE TING COMPLAINT 

4.4.20 1 

.4.20 1 

he was admitted in advanced first stage of labour and went n to deli er. Post

partum she was found to have a third degree perin al tear. 

HI TORY OF PRE E lNG ILL AND PRE y 

he was referr d from Kahawa Barracks where she had been in labour for over 

Ahour . he was para 3+0. All her previous deliveries wer in hospital by vaginal 

route. Her last menstrual period was on 1/7/2000 and expected date of delivery was 

/4/20 1. he was at a gestation of 39 weeks. he was attending antenatal linic at 

Kahawa. he got labour pains and was admitted to Kahawa Barracks here sh 

remained for over 24hours. he had been draining for 12 hours before refenal. h 

was augmented with syntocinon and delivered lhour later immediate postpartum 

examination revealed a large bleeding perinal tear. 

P T OB TETRIC AND GYNAECOLOGI L HI TORY 

he had three living children· her last deli ery was in 1998. 11 her deli enes w r 

by vaginal r ute. he attained menar he at 16years of age. Her periods had been 

regular occurring e ery 28 days and lasting four to five days. he had n t been on 

any contraceptive use. 
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p I R 

Ther was nothing sig!lificant. 

F IL 0 IALID TORY 

he wa a married housewife and lived with b r family in atr i. Her husband 

work d a a soldier. h did not smoke and did not drink alcoh I. here was no 

history of any chronic illness in the family. 

E ATIO 

E RAL 

he was in good general condition not pal no jaundice afebril and no oedema. 

The pulse was 72/minute and blood pressure was 120/ 0 mm Hg. 

TRAL NERVO 

TE 

RE PIRATORY 

These were essentially normal. 

BDOMINAL E Ml ATIO 

RDIOVA CUL R 

The abdomen was uniformity distended and mo ed with respiration. The liver, 

pleen and bladder were not palpable. The fundal height was conesponding to a 

term gestation, the fetal lie was longitudinal with cephalic presentation and head 

was 2/5 up. he was having three moderately strong contractions in 10 minutes. 

The fetal heart tones were heard at 138/minute and were regular. The estimated 

fetal weight was 3600 gm. 
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p 10 

The ·temal genitalia wa normal. The vagina wa moist. The rv1 was em 

dilat d and was fully effaced. Ther was no caput and ther was n m uldjng. 

The fetal position was left occiput anterior. he p I i fl It ad quat h wa 

draining clear I iquor. 

I PRE 10 

An impression of prolonged labour was made. 

GEME T 

he was put on an intra enous line of 10% dextrose. Blood was taken for 

grouping and crossmatching and then 1.25 units of syntocinon were dded to the 

I 0% dextrose fluid. This was run at 10 drops per minute and to be increased every 

2 minutes by 10 drops. Within one hour she was fully dilated and she was 

wheeled to delivery room. At cr wning a medial lat ral episiot my was given 

after a local anaesthetic infiltration. She went on to deli er a male baby who 

cored 10 in 1 minute and 10 in 5 minutes. The placenta was delivered by 

controlled cord contraction. Th baby weighed 4050 gm and the placenta 600 gm. 

Immediate post partum examination revealed a big tear on the inferior aspect of the 

posterior vaginal waH involving the entire perineum to the anal mucosa. The anal 

phincter was se ered. There was a slight bleeding from the tear and the 

episiotomy. The cervix felt intact. The new development was explained to the 

patient and she gave an informed consent for examination under anaesthesia and 

repatr. he was premedicated with atrophine sulphates 0.6 mg and pethidin 

1 OOmg intramuscularly then wheeled to theatre. 
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In th atre sh was put under g n ral ana thesia th n pia d in lith t m p sition. 

· ·amination under anaesthe ia confirmed th arlier finding . The pr ,Umal 

agina was packed with gauze and th apex o the t ar was id n ified. he anal 

mu o a was repaired continuously fr m the ape with 3.0 chromi catgut and r -

appro imati n of the mucosa muscularis and s r sa o the bowel made up t the 

anal rifice. Th tom ends of the severed anal sphincter were i ntified. bes 

were approximated and sutured with 2.0 chromi catgut. The mus ulofascial lay r 

of the vagina was repaired from the ap x to the hymenal ring. hen the vaginal 

muc sa was repaired beyond the hymenal ring to the perineum both v ere don 

with -·0 chr mic catgut. The vaginal pack was r moved and pati nt was r vers d 

from general anaesthesia. She was wheeled to labour ward for b ervation . 

PO -OPERATIVE CARE 

he was observed half hourly until she was fully awake then four houri he was 

put on intramuscular pethidin 1 0 mg 8 hourly for 24 hours then parae tarnal 

tablets 1 gm 8 hourly for five days. he was advised to have warm saline sitz bath 

twice a day. On the third day she was stable, she was not pale and the uterus was 

well contracted. She had normal locrua loss and the repair site was clean. he was 

di charged to continue with twice-daily warm saline sitz baths at h me to b seen 

in the postnatal clinic in 6 we ks. he was als advised to tak the child for the 

child health clinic. h did n t attend the postnatal clinic and she was henc lost t 

follow-up. 
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The patient presented was para 3 + 0 and presented in ad anced 1 b ur. he went 

on to ha e a spontaneous aginal deliver and su tained a third d gr p rin aJ 

tear. 

P rineal tear are defined a spontaneous injurie causing lacerations to th 

p rineum following chjldbitth. The are part of a bigger group f injuries t the 

birth canal referred to as obstetric trauma and include ruptured uterus cervi al 

tears vaginal wall lacerations and hematomas and ul a hematomas ( 1 2 . 

Perineal tears are usually classified as first second and third degree. Third degre 

tears are further divided into incomplete or complete (2 . Elsewhere complete 

third degree tears are referred to as fourth degree perineal tear 1 3 . irst-degree 

perineal tears are those that involve the aginal mucosa invariably th four h tte 

and the skin of the perineum just below it. In second-degree lacerati ns the rent is 

deeper and extends through the perineal body se ering the tran erve perineal 

muscles and exposing the rectal spincter without injury to it. Third degree p rineal 

body severe the fibres of the sphincter and muscles. When a third degree perin al 

tear extends for a certain distance up the anterior wall of the rectum it is termed as 

complete of else a fourth degree tear ( 1, 2, 3 ). his patient had a laceration of the 

perineum extending completely through the perineal body, severing the spincter 

but did n t extend up to the waU of the rectum. he hence had an inc mpl te third 
Mt:.DlCAL L18KARY 

degree p rineal tear. w IVBRSITY 011 NAIROal 

The incidence of third degree lac rations have been determined by several studies 

that have classified them into those who had an episiotomy and those who received 

no episiotomy (3 4 56 . The rate of third degree laceration with episiotomy ranges 

between -23.9%. The range of reported rates of third degree laceration among 
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groups of women not ha ing an episiotom ts - .4%. Th rate f ftrst and 

ond-degree lac ration was report d at about 27 - 50% 3 4 5 . The incidence 

of perineal Lac ration is highest amongst nullipar us worn n and those undergoing 

operative aginal d li ery (3 . 

In studies carried out at Kenyatta ational Hospital the incidence of obstetric 

trauma to include cervical tears, vaginal and perineal la rations was found to be 

7. %in women who had vacuum extraction while the incidence f perineal tear 

was found to be 0.6% among women ho had episiotomy 7 8). 

The risk factors in the causation of perineal tears hav been classified into fetal 

maternal and iatrogenic factors 92. Tb majority of lacerations are due to 

precipitate and unattended delivery ( 1 ). act rs that cause rapid and sudden 

expulsion of the fetal head and unpredicted shoulder dystocia. 

The adjusted risk for third degree perineal tears was significantly increas d for 

mid-line episiotom , versus no episiotomy nulliparity versus parous, deli ery by 

physician versus midwife and fetal macrosomia versus normal w ight 3 . 

Increased risks were found amongst Chinese women compared with the risk for 

whites (3). 

Perineal injury during childbirth is a complication with potentially debilitating long 

term consequences especially when a third degr e perineal tear is sustained (3 . 

The major omplications include haemorrhage infection rectovaginal fistula, 

residual dysfunction of the external anal spincter, dyspareunia and perineal 

discomfort not to mention relaxation of the vaginal outlet ( 1 ,2,3). 
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The management of perineal t ars is immediate r pair 2). Hem ta is sh uld b 

bsen·ed. he repair will dep nd on extent of the injury but the basic prin iple is 

appr ximati n of all se er d tissue layers (2). he mu osal fa ial and muscular 

Ia er must be approximated. In third degree perin al tears a th r ugh insp cti n 

of th e tent f the wound is carried out preferably under ana th ia as was the 

case for this patient. In compl te tears the rectal mucosa should b r pair d then 

Lhe aginaJ mucosa and perineal skin repaired to simulate normal anatomical 

features (3). Postoperative care includes perineal hygiene saline sitz bath for a 

few days will suffice. 
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OB 1 

BRE HPRE E ATIO PRIMI 

AR E TIO 

AME: MWK PARITY: 0 + 

GE: 22YR D . . D: 31.5.02 

T: 0811152 D. .A: 26.5.02 

PRE E TING ILL E S 

he was admitted through Labour ward on 26.5. 2 one being found to hav a 

breech presentation. She was then 40 weeks plus gestation. he did n t ha e 

aginal bleeding nor was she draining. 

PA T MEDIC LAND RGICAL 

It was non-contributory 

F MILY A D OCIAL HI TORY 

he was a single lady living with an eld r sister in Kangemi. he did not sm k 

nor take alcohol. Her sister is hypertensi e and the mother has twins . 

OB T TRICAL AND GYNAECOLOGICAL HI OR 

he had her menarche at 15 years. Her p riods were regular and last d four t fi e 

days occurring every thirty days. o history of dysmenohrea. She had no hjstory 

of contraceptive use. 
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HI 0 p 

Her last menstrual peri d was on 15.7.01 and her expect d date f d li ery D 

\i a _2.4.02. he was 42 weeks of gestation by dates at admission. he wa 

attending ant natal linic at a private clinic in airobi. h pres ntati n during 

these visits was cephalic. 

Inv stigation during the antenatal period included - VDRL - negati e blood 

group 0 rhesus positi haem globin was 8.8 gldl urinalysis- showed WB ++. 

MIN TIO 

E ERA 

he was in good general condition there wa no pallor jaundice edema and ther 

was no peripheral lymphadenopathy. er pulse was 80/minute and blood pressure 

was 11 0/60 mmHg. 

TRAL ERVO 

Y TEMS 

RE PIRATORY AND 

hey were ssentiall normal. 

ABDOMI AL EXAMINATION 

RDIOV L R 

The abdomen was uniformly distended. There was stria gravidarum. The fundal 

height was term the foetus was in longitudinal lie and had breech presentation. 

The breech was not engaged. The foetus heart rate was 140/minute and regular. 

There wer no uterine contractions. The abdominal girth circumference at the 

umbilicus was 108 em and fundal height was measured to 40 em. The estimated 

fe tal height was hence 3880 gm. 
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v 
The ext mal gentalia was n rmal the cervix was c ntral in p iti n and th was 

finnly I d . The sacral premont ry was n t tipp d, i chial spin \ r n t 

prominent and the sacral curv was normal. 

I PR 0 

An impres ion of breech presentation in a primigra ida with a large [i tus with 

postdatism was made. 

I. 

2. 

3. 

4. 

I ATIO 

Haemogram 

WB 

Hb - 9.6 g/dl 

5.4 X 10 aiL 

Platelets dequate 

rea & lectrolyt s odium 145 mg/1 

Potassium 4.4 g/1 

Bun 1.8 m/1 

rinalysis -

Ultrasound -

Prot in il 

ugar il 

ingle life foetus in breech presentation placenta 

fundal anterior. 

5. roup and cross matching- 2 units of wh l bl od. 
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1 na m nt 

Th pati nt was prepared for Jecti e caesarean ecti n. n m rmed 

obtained. he was starved from midnight. n the day of p rati n the abd m n 

\Va shaved together with the p 1 ic hair. An intrav nous Lin was stabli h db 

enapuncture. he was prem dicated with atro ine ulphate .5mg half an hr 

b for theatre. 

In th atre she was placed in semilithotomy positi n. ulval vaginal t il twas 

don and asepticall catheterized. The catheter was left in situ. he was then 

plac d in the supine position. he abdomen was cleaned ith sa I n loti n dried 

and then painted with iodin s Juti n. h was draped with steril tow Is und r 

gen ral anaesthetic. The abd men wa opened in layers thr ugh a midline 

ubumbilical incision. The lower uterine segment was identifie . A transverse 

lower uterine segment incisi n was mad . A live male baby in frank br ech was 

deliv red by breech xtracti n. he baby scor d 9/1 10/5 and weighed 0 gm. 

The placenta was delivered normally and was complete ith m mbran 

130 gms. he uterus was r paired in three layers and ha mostalis achi 

weighing 

d. The 

estimated blood loss was 60 rnl after ascertaining the in trument and swab count, 

the abdomen was closed in layers. A ulva vaginal toilet was done to express clots 

and the bladder cath ter was removed noting clear urine nits tip. Anaethesia was 

re rsed and patient was wheel d back to labour ward for recovery. 

PO T OPE TIVE AG ME T 

The ital signs were observ d half hourly until patient was fully awake then was 

put n £ ur hourly observati n . he was put on intravenous fluids alternating 5% 

dextrose with normal saline amounting to 2500ml/24 hours until bowel sound 

established the next day when she was put on oral feeds. he was also put on 
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intra en us cr stapen and gentamy in. ntil bow I sound tabli hed when sh 

was put on oral amoxycillin 500mg 8 hrly for five day . he was put n p thidine 

1 OOmg hrl for 48 h urs then changed to oral brufen 400mg hrl for thr da 

On th third postoperation day the haemoglobin was 9.9g/dl. he did " ell p st

operativel . he was lactating well. On th th p t rati e day the w und wa 

clean and healing well. All stitches were removed. The patient was di charged to 

attend the postnatal clinic in 6 we ks and to pursue the maternal child health lini 

for the baby's immunization. 

Po t Natal Folio -up 

The patient did not turn up on the appointed day. 

OMME T 

Breech presentation is said to occur when the fetal pelvis or lower extremities 

present at th maternal pelvic utlet unlike cephali presentation wh n the 6 tal 

head is the one in relation to th pel ic inlet. There are three types f breech as 

distinguished by the D tal altitude namely frank breech where the hip j intis fl xed 

and both knees are flexed and footling breech where either or b th Jeg are 

extended below the level of the fetal buttocks (1 ). his patient had a frank breech. 

The incidence of breech presentation varies with fetal maturity (2 . Breech 

presentation is common remote from term but most often however s metimes 

before the onset of labour the fetus turns spontaneously to a vertex pr sentation s 

that breech presentation persists in only 3 to 5% of ingleton deliveries (1 3). In 

ingleton breech presentations in which the infant weighs less than 2500g 40% are 

frank breech 10% complete breech, and 50% footling breech. With bi1th weights 

of more than 2500 g 65% are frank breech l 0% complete breech and 25% footling 
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bree h 1 . Thi patient d li ered a baby ' eighing 3 g in frank bre h. In 

Ken atta ational Hospital o eraU inciden f bree h pre entati n c urr d in 

.., .5-5% 4,5). Mali (6 found that breech pre entati no cUI-red in 2.7% fall 

deli erie in airobi. 

Breech pres ntation occurs when spontaneous version to cephalic pr entation is 

prevented as term approaches r if labour and deliver o cur pr maturely b for 

cephalic ersion has taken place. onditions associated with breech presentation 

include prematurity multiple pregnancy, oligohydramnious, fetal tumors and 

previous breech delivery ( 1 3 7). Implantati n f the placenta in ither cornual 

fundal region of the uterus has been suspected as predisposing to breech 

presentation 8). This patient did not have a clear aetiological fact r. 

he diagnosis of breech presentation may be made clinically by abdominal 

palpation. Pelvic examination is complimentary especially when don in lab ur I 

9). nography confitms a clinically suspected breech presentati nand p ssibly 

identifies any fetal anomalies and other aetiologica1 factors ( l ). f delivery by 

caesarian section is planned without ex eption, there are few justifiction for X

rays. If vaginal delivery is anticipated X-ray will provide inf01mation about the 

type ofbreech and accurate measurements of the pelvis 9 . This patient was 

diagnosed clini ally an ultrasound confirmed the diagn sis and eliminated se eral 

aetiological factors. 
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The optimal mode of delivery for a br h pregnancy has r main d a subje t f 

ontro ersy. It nevertheless has been fi und that it is rea nable t allow vaginal 

deliv ry in arefull s lect d cas s (l 0 . The ch ice f m d of d li ery fa 

bre h should be made in th antepartum period. 

Following confirmation of br ech presentation the moth r must be cl sel 

followed to see if spontaneous version takes pia (1 . If by 37 weeks the 

malpresentation persists external cephalic version could be attempted (3 7,9 ll ). 

Mohammed et at (12) in a randomized cultivated stud using tocolysis 

demonstrat d that external cephali ersion at t rm in appr priately sel cted 

pregnancies, reduces the occUlT nee of breech presentation in labour. ther 

investigators had demonstrated a reduction of breech in lab ur I 3 14 . Mat rnal 

compli ati n for external cephali versi n must be consid red relative to those 

from aesarean section which canies a significant maternal mortality and 

m rbidity. The safety of external cephalic ver i n is als f vital importance t the 

[I tus as well as them ther. M hammed et al 912 r pmted that th relative risk f 

both moth rand fetus were n t significant. Other studies had similar findings 

( I 0,12,14 . 

ailure of version means that a decision must be made as to whether a breech 

presentation should be delivered by caesarean s ction or all ' ed to go into labour. 

Risks to the mother with caesarean section must be weighed against the risks to the 

fetus with vaginal delivery (1 3 9). everal factors are to b e aluated when 

vaginal delivery is contemplated these include th size of the fetus, adequacy of 

the pelvis a flexed head and whether the breech is frank or non-frank (1 ,9). 

·ortney et al (15) reported that morbidity and mortality rates for the fetus at term 

increased with birthweight. t is recommended that an estimated fetal weight of 
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~oo g r more will benefit from caesarian section 9 . his pati nth d th f tal 

\.Veight e tirnated clinically by multiplying the abd minal girth and th fundal 

height th n ubtracting 450g. The estimated fetal w ight was gm and a 

de isi n to do elective caesarean section was mad . rn nyatta ati nal Hospital 

it is recommended that the true conjugate be at least 11.5 m. th r 

contraindications for vaginal breech delivery include an th r bstetrical 

complications prematurity, uterine dysfunction intraut rine growth r tardation a 

bad ob tetrical history and when the mother requires sterilization I ,3 9 . 

Most obstetricians argue that there is an increased risk of ad ers p rinatal 

outcome associated with vaginal breech delivery. In properly sel cted cases the 

route f delivery for term breech does not ssem to affect ne natal m rtalit rat 

I . he outcome of br ech d livery depends on the fetal gestation and birth 

weight. juki 5) found the perinatal mortality for breech d I ivery l b 516/l ,00 

li e births. He also found that babies with less than 2500g birth weights have a 

mortality rate of 439.1 / 1 0 0 live births while those of birth weight more than 

2500g ha e 72.9/1,000 live births. Lek.ha 16 in are iew ofperinatal m rtality f 

neonates less than 2000g found 13% to have been delivered by primary breech 

extraction and of these constituted 11.5% of the 502.1/l ,000 mortality rate. ther 

compli ations fbreech presentation include cord pr lapse birth injuries and 

arrest of after coming head r spiratory di tress syndrom all these contribute 

further hazards to the fetus presenting with breech. 
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OB 

P G C IND CEDHYP R 

D TIO OF LABOUR: LI 

. AMES: M.M. 

34 AR . GE: 

fP 0. 0 26412 

PRE E TI G COMPL T 

12 

10 (P 

BABY 

p 2+ 

: 12 .. 2 02 

: 1.9.2 -

he was adm itted via the antenatal clinic with an le ated bl d pr s ure of 

179/ 110. 

Hi tory of pre enting Illne 

The patient had been booked in the clinic 4 weeks earlier with a bad bstetric 

history. On her second visit the blood pressure was noted to be 150/90, and one 

plu of protein in urin . he had no headaches dysuria or frequency. h was put 

on diaz pam 5mg three tim sa day and advised on b d r stat hom . n her 3rd 

visit the blood pressure was found to be 170/ J 10 and sh had tw visits the bl od 

pre sure was found to be 170/110 and she had tw pluses o protein in urine. This 

necessitated admission. 

Pa t Ob tetric and y naecol g ical hi tory 

he was para 2+0. Her first deli ery was in 1988 and resulted in a macerated 

tillbirth du to hypertension. he second deliv ry was in 19 and was an 

intrauterin fetal death at 6 months associated with hypertensi e di ease in 

pr gnancy. Her menarche was at age of 15 years. he did not get periods since 

her previous delivery. Her cycles had been regular with periods lasting 3 - 4 days 

com ing ev ry 28 days. he had no history of contraceptive use. 
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Pa t medical hi tory 

There was no history of hypertension pri r to any o th pregnane! 

Family and ocia l hi to ry 

he was a housewife living with her husband in air bi. h did n t sm ke nor 

take alcohol. There was no history of any chronic i llne s in the fa mil . 

Phy ical Examination 

he was in good general condition. She was not pale, no jaundice, afi brile. he 

had mild pitting oedema. There was no lymphadenopathy. 

Cardiovascular ystem 

Pulse was 80 per minute good volum regular and not collapsing. The blo d 

pressure was 170/1 10. he jugular v nous pressure was n t l vated. he apex 

beat was in the s th intercostals space along the cla i aular lin he 1st and 2"d 

heart sounds were heard and there were n murmurs. 

bd men 

The abdomen was unifonnly distended and moved with respiration. here was n 

enlargement of the liver and spleen. The uterine size was 3 weeks. etallie wa 

longitudinal with cephalic presentation. The head was all above the pelvic brim. 

There were no contractions noted. The fetal heart was 140 beats per minut and 

regular. 
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elvic ·amination 

e had n rmal external genitalia. The cervi , was ant rior s ft ab ut 1 m I ng 

and admitted one finger, hence a dilatation of about 1 em. h was n t draining. 

The pel i felt adequate. 

Impre i n 

An impression of se ere pregnancy induced hypertension (PET was made. 

1anagement 

Patient was adtnitted in the labour ward's acute room for control f blood pr ssure. 

he was given a stat dose of20mg hydrallazine as an intravenous b lus and started 

on methyl-dopa 250mg three times a day. he wa als put on diazepam Smg 

thre times a day. Her vital signs were observed half hourly. Th bl d pr ssure 

ettled at systolic blood pre sure of ll 0- 130mmHg and diastolic pressur of 80-

9 mmHg. he as observed for 8 hours. he was then transferred to the ward for 

ontinued treatment and investigations. 

lnve tigations 

I. Urea & lectrolytes 

K+ 

Cl 

B 

Creatinine -

Uric acid 

a+- 143 mmol/1 

4.0 mrnol/1 

109 mmol/1 

5.0 mg/dl 

0.8mg/dl 

6/6 mg/dl 
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6. 

Ultrasound 

--· .2002 

VDRL 

Blood Group 

Urinalysis 

Ward Ma nagement 

ingle li e fetus inc phali 

presentation. etal 

cardiac activity was demonstrated. h B.P. 

was 9.1 em. orresp nding t 36 we ks and 5 

day ge tati n. 

Amniotic fluid was n rmal in lume. h 

placenta was fundo p steri r and th re were n 

foetal abnormalities n ted. 

Negative 

B positi e 

R peatedly was protein 2+ 

ugar il. 

In the ante-natal ward, the patient was put on bed r st and was continued on above 

treatment. he was put on a fetal kick chart and ab e investigation carri d out. 

After 5 days in the ward the blood pressure was n ted to have risen with a systolic 

pressure of 140mmHg and diastolic of lOOmmHg. he dose ofMethyl-dopa wa 

increased to 500mg 3 times a day. he was scheduled for delivery aft r 37 

completed w eks. At 37 weeks a decision was made t deliver the patient 

considering her previous obstetric history. 

and a Bishop's score was 8. 

tal weight estimation was 3000gm 

The patient was explain d of the decision and sh consented to induction. h was 

transferred to labour ward for immediate delivery having put an intravenous line 

and blood taken for grouping and cross matching. 
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Induction and prog re of labour 

labour ward the patient was put in 151 stager om where at1i ficial ruptur of 

membrane was done. The liquor was clear and th re wa no cord pr lap h 

p tient was started on s ntocinon. 5 units in 500ml f 5% d tros . hi wa 

tarted at 10 dr ps per minute. he was to b monitored' ith a par1 gram and fi r 

!vic re iew ev ry 4 hours. The induction was started at 2 p.m. 

he was reviewed at 6 p.m. when she was found to be having 3 contractions evet 

10 minutes. The head was 3 fifths above the pelvic brim. The fetal heart had 

remained regular. he cer ix wa 6 em dilat d and she as draining cl ar liqu r. 

There was no caput and no moulding. he was given 1 OOmg f pethidin [! r 

analgesia and the syntocinon drip was stopped. 

t 9 p.m. sh was fully d ilated and was transferred to the delivery r m. An 

episiotom was made and the pati nt was delivered by assisted va uum delivery. 

he baby was a male scoring 10 at 1 minute and 1 0 at 5 minutes on the pgar 

ore and weighed 2900gm. The patient was given 1 mg f diazepam and 4 mg 

offrusemide intra enously after deliver of the baby. he plac nta was deli red 

by controlled cord tracti n. It was complete with membranes and weighed 550 

gm. The uteru wa massaged to encourage contraction and the synt cin n drip 

was re-started as ergom trine was contraindicated. The estimated bl d loss was 

_ Omls. 
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P t partum manaaement 

The patient was observed fi r 2 hours in labour ward. Th bl d pressur 

p stpartum was 130/90mmHg. h was ontinued n m thldopa and diaz pam 

with' hi h she was transferr-ed on to the postnatal in ward. In th ard th bl d 

pressure ranged between l20-l40mmHg s stolic and 0-9 mmHg dia tolic. h 

dose of methydopa was withdrawn and patient remained on diazepam. he was 

discharged on the 51
h post-operative day with a blood pressure f 130/90mmHg. 

he was lactating and the baby was breastfeedi ng. he was adviced to att nd th 

post-natal clinic after 6 weeks and to attend the well child linic. 

Po t atal follow-up 

he attended the post-natal clinic on the appointm nt day. he had n complaints. 

he was still breastfeeding and the baby was well. he blood pr ssure was l20/ 0 

mrnHg. The uterus was well involuted. There was no protein in urine. he wa 

advised on contraception and pted for an intrauterine contraceptive de ice. he 

was hence r fer:red to th family planning clinic No. 66. 

Comment 

The patient presented had pregnancy induced hypertension. he was managed to a 

favourable outcome. Pr gnancy indue d h pertension is divided into thre 

categories namely: coincidental hypert nsion pregnancy induced hypertenti n 

Pre-eclampsia and Eclampsia 1 ). 

Hypertension is defin d as a diastolic blood pressure of at least 90mm!Hg or 

systolic blood pressure rise by 30mmHg. The diagnosis of pre-eclampsia is based 

on the development of hypertension plus proteinuria or of oedema that is 

generalized and o rt or both. Eclampsia is characterized by the abnormalities first 
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cited with th additi n of nvul j n that ar pre ipitated by the pr gnan y 

induced h pert n ion 1 ,2 ). Pre-e lampsia i us d to lab 1 a pregnan y sp ci fie 

·ndrom whi h may t rminate in clampsia and i characteriz d by a gr up f 

signs of which h pe11ensi n is n _ . Pre-e lampsia may further e cla sifi d as 

mild, mod rate and severe. h sev rity of pregnancy-induced hypert n i n i 

assessed by the frequency and intensity of th antecedent abn rmal i tie I ,2 . 

These abnormalities include bl od pressure pr t inuria raised serum creatinine 

convulsions among others 1 2 3 . 

Chronic underlying hyp rtensi n often makes diagn is of pre- clampsia diffi ult. 

Chronic underlying hypertensi n is suggested by hypertension antecedent to 

pregnancy hyp rtension detected before the 20'h week of pregnancy unless there is 

troph blastic disease or persistent hypertension long after delivery 1 ). 

h patient presented in this case pres nted with hypertension and pr teinuria fl r 

the first time at 34 weeks of gestati nat her econd visit to the antenatal clini 

The blo d pressure was 150/90mmHg and protein in urine was 1 +. This is 

classified as mild pre-eclampsia 1 2 . he was admitted at approximately 36 

weeks f gestation by ultrasound extrapoJati n with 2+ of protein in urine and 

blood pressure of 170/1 l 0 mmHg. By definition this was bordering on severe pre

eclampsia 1 2). H pertension is graded as mild to moderate for blood pressure 

readings in the range 140- 165 mmHg systolic and 90- 95 mmHg diastolic. It is 

ever for readings f 170/110 mmHg and abov l 2 . The nsent of proteinuria 

is a bad prognostic sign where 2+ of protein in urine is termed as se ere. The 

onset of symptoms like headaches visual disturbances and upper abdominal pain 

precede e Jampsia 1,2 3). 
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The in id n e o pr -e lampsia is cited t be about 5 p r cent lthough r markabl 

variati ns are rep rted 1 . In K nyatta ati nal Ho pita! Kibaru 4 found a 

pr al f 5.6 p r 10 0 deli en s. he in id nc is influen d by parit racial 

and n ir nmental factor . h in idence is also higher in w m n who ar in both 

xtr me f their r productive period 1 2 3 . There are many theorie about th 

aetiol gy of pregnancy-induced h p rtension ( 1 2 3 . What is n teworth i the 

observation that pregnancy induced hypertension is much m re lik 1 t de elop in 

woman who is i exposed to chorionic villi for the first time ii is exp sed to 

superabundance o chorionic illi as with twins or hydatidifl 1m mole (iii has 

e i ting ascular disease i is genetically pre-disposed to hyp rtensi n 

de eloping during pregnancy (l . 

Immun logic endocrine and genetic factors are some of the pos ible mechanisms 

in the causation of pre- clamplsia. The immunologic th ory i supported by the 

fact that the risk f pregnancy indu d hyperten ion is enhanced appreciably in 

ircumstances where formation of blocking antibodies to antigenic sites n the 

placenta might b impaired as during immunosuppr ssive therapy· where effective 

immunization by a pre ious pregnancy is lacking as in first pregnancies or where 

the number of antigenic s ites where effecti e immunization by a previous 

pregnancy is lacking as in the first pregnancies or where the number of antigenic 

sites provided by the placenta is usually great compared to th amount of antib dy 

i.e. in multiple pregnancy 1 3 . 

The geneti theory is supported by th var ing incidence in different ra ial gr up 

(I . he le and Cooper further suggested that the c ndition is passed on via a 

single rec ssi gene with redu ed penentrance 5). 
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he patient pr s nted a para 2 + . h had d 1 p d pr -eclamp i in both 

her fir t and se nd pr gnanci s and ' ent n to develop pre- lampsia in the 

pr nt r gnancy. his fmding ca t asp r i ns on the immun l gi al th ory. 

Th rewa no e id nc of eclampsia among t her kin. 

The path physiology of pre-eclampsia is basi call a spa m with vascular 

ndotheliallining damage l ,2). Thes vascular changes together with th local 

hypoxia fthe surrounding tissues lead t ha monhage and ne r sis. In the utero 

placental bed there is reduced utero placental blood flow with subs quent redu ed 

placental perfusion 1 2 . he renal I sion haracteristic of pre-eclampsia is 

glomerular endotheliosis. There is increase in total raised e tra va cular fluid 

hence edema (2). The cardiovascular changes include in reas in the systemic 

as ular r sistance with subsequent deer ase in cardia utput. Multiple vascular 

thrombi with small hemorrhages in arious organs including th lungs li er and 

the brain occur l 2 3 . The initial caus of endothelial damag and vasospasm is 

unknown. It is hypothesiz d that alterations in prostaglandin pr duction and 

m tabolism rna account£ r this. Ther is increased thrombo ane prostacycline 

ratio. This forms the basis for low dose aspirin therapy £ r P 6 7 . 

he basic management objectives for any pregnancy complicated by pregnancy 

induced hypertension are i t rmination f the pregnancy with the least possible 

trauma to the mother and the fetus (ii BjJ1:h of an infant who subsequently thrives 

and ii c mplete restoration of the h alth of the moth r 2 . Moderate pr gnancy 

induced hypertension carries little risk to the mother or fetus unless severe 

hypertension pre-eclampsia or eclampsia ensues. The aim of treating mild to 

moderate hypertension is hence to defer or prevent the development of severe 

hypertensive dis ase 4 . Bed rest or at least reduced ph sical activity is ad ised. 
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mpl pr tein and al ries should b in luded in th diet I). Phenobarbit n r 

other sedati es ha e been u d routinely _ 4 . Patients whose diseas r mains 

uffi ientl mild ar manag d ons rvati el till term 2 4 . This patient wa put 

on ldom t widely used anti-hypert nsi e drug in w men with mild to m derate 

pregnane induced hypertension but betablock rs and calcium channel bl ck r 

are rapidl being introduced 4 . In Ken atta ational Hospital methydopa 

remains th drug of choice in moderate pregnancy induced hypertension and was 

preferred in this patient Diaz pam was used in this patient but others use 

phenobarbitone in equal frequency in our unit. 

Pre-eclampsia is a placental disorder. Monitoring of the fetal state i therefor an 

essential part of management 2 . The various ant pactum fetal surveillance 

techniques including s mphysio-fundo height fetal kick cha1t non-stress or tress 

test and preferably biophysical profile should be carried out (1 2 3). he patient 

presented kept a etal kick hart that remained normal. The fundo height monitor 

was obser ed and at last used for fetal w ight estimati n. he had an ultrasound 

that among other things gave an estimate of the gestational age. 

The cure for pre-eclampsia is tetmination of pregnancy. However when the fetus 

is suspected to b pre-term, the tendency is to temporize in the hope that a few 

more weeks in utero will reduce the risk to the infant of death or serious morbidity 

associated with prematurity (1 2). With moderate or severe pre-eclampsia that 

does not impro e after a few days of hospitalization termination of pregnancy is 

advised both for the welfare of the mother and fetus (1) . The patient presented was 

delivered at 36+ weeks. The blood pressure was not stabilized on conversative 

management and she had a bad obstetric history. Fetal weight estimation gave a 

good chance at survival hence a decision to deliver. Respiratory distress does not 
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de elop in pr gnan y and when ito cur is seld m fetal 1 . Th baby in thi 

ored quite well nth pgar r and did n t de el p respiratory distress. 

aginal deliv ry remains the fa ured mode f delivery for patients with pr -

eclampsia or eclampsia. Labour ma be induced by intraven us oxyt in. 

Whenev r it app ars that labour induction almost certainly wi ll n t succeed r m 

failed indu tion caesareans ction is resorted to (1 3). his patient had successful 

labour induction with oxytocin. 

After delivery there is usually rapid impro em nt. everthele s cl m nitoring 

and continued antihypertensive and anticonvulsant therap is indicated as risk of 

eclampsia is highest during this period 1 . In two weeks pregnancy induced 

hypertension will usually ha e displated l 2 3 . The patient presented was seen 

two we ks postpartum with a normal blood pressure and no proteinuria. 

omplicati ns f pregnancy-induced h pertension include prematurity 

intrauterine growth retardation feta l death. In the mother abruptio pacenta hepato 

cellular necrosis r rupture of the liv r convulsions or brain oedema n t t 

mention coma and death may occur 1 2 3 7). 
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he was admitted as a refe1Tal from Pumwani Maternity Hospital with mplains 

of swelling ofthe left lower limb and pains fir n we k. 

Hi tory f Pre otin mplaint 

he was w ll. until one w k prior t admissi n wh n sh de eloped swelling of 

the left lower limb ass ciat d with pain on waking up. he swelling start d nth 

thigh region and extended to the calf by evening f that day. The pain was only to 

the thigh region non-radiating. Initially lhe pain was mild but by the third da 

from onset the pain was unbearable. Pain was wors ned by walking. 

he sought help at Pumwani 

started n heparin 5 00 I. V. 

aternity ospital where she wa admitted and 

h uri for three days with little improvem nt. he 

was then referred here due to Jack of laboratory back up for monitoring heparin 

therap . here was no history of trauma prior to onset of symptoms. o history of 

chest pain or difficulty in breathing on admission. 
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b t tric f r nan 

h was a primigra ida who e wa n I 9.l.O and DD on 2 .1 . 2 . 

aturi by date was 29 w k . as att nding ant natal ar at a pri ate 

lini in moJa. h ant natal pr fil wa not a ailabl . 

Pa t Ob tetric and na c logical i tor 

he had her menarch at 15 years. r p ri ds er r gular and h r m nses lasted 

for three days oc urring every 28 day . o history dysm 11 rrh ea. be had no 

history of contraceptive use. 

Pa t edi al and urgical Hi tor 

There was none of significance. he had no previou history of d p venous 

thrombosis . 

amil and ocial Hi tory 

he was a married hous wifl who was staying with husband in Huruma. h does 

not drink alcohol or smoke cigarettes. Husband was a clerk in the univ rsit 

There was no history of chronic illness in her family. 

Examination 

Ph ical e amination 

he was in good general condition afebrile not pale no pitting p dal oedema and 

no lymphadenopathy. Blood pressure was 100/70mmHg, pulse 90/minute regular 

respiratory rate 20/minute and temperature 36.7° . 

In the musculo-skeletal system the calf of the left leg was swollen. It was warmer 

than the calf of the right leg and was tender on palpation. 
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The ardi ascular r pirat ry and emral n rv us yst m wer xamin d and 

£ und n rmal. 

bd mrn aminati n 

The abd men was uniformly distended and moved with respirati n. The fundal 

height corresponded to 26 weeks gestation. The presentati n was cephalic and li 

was longitudinal. The h ad was floating and fetal heart rate was 150/minute and 

regular. Vaginal xamination was not done. 

Diagno i 

A diagnosis of deep venous thrombosis m pregnane was made. 

anagement 

he was transferred to th antenatal ward and started n an infu ion of heparin 

24000 I in 500mls of normal saline to mn 24 hourly until th symptoms subsided. 

he was also put on panadol 500mg 8 hourly fl r pain and Amoxil 500mg 8 h urly. 

Within two da s of treatment the pain and swelling subsided. he heparin infu ion 

was stopped and subcutaneous heparin 7500 IU started together with Warfarin 5mg 

daily orally. Heparin was stopped after three days of starting Warfarin. he 

stabilized and was discharged home on 16.8.2002 on Warfarin Smg daily until 36 

weeks gestation. he was followed up in the antenatal clinic at KNH. 

Re-admi sion 

The patient was re-admitted on 27.9.2002 at 36 weeks gestation for conversion to 

heparin. he was statted on subcutaneous heparin 5000 IU 6 hourly and the 

Warfarin was stopped. 
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he ' ent im s otane u I b ur n .1 0. 2 _ and wa tran ferTed t lab ur 

ward. n e aminati n sh ' as u und to be in a fair general conditi n with no 

fever pallor or dema. undal h ight" a term presentati n wa c phalic and lie 

' a longitudinal. h head was 3/5 ab e the pel jc brim and fetal heart rate was 

144/minute and regular. he was g tting mod rate contracti n about 2 in l 0 

minutes each lasting 20-40 second . n vaginal e amination the cervix was fully 

effaced and the os was 6cm dilated. Membranes wer bulging and when artificial 

rupture of the membranes ARM wa done lear liquor was drained. here was 

no cord felt and no caput or molding of the fetal head. The pelvis felt adequate. 

bedside dotting tim was done and found to be five minutes. Blood was taken 

for grouping and cross-match. he was given lOOmg [Pethidine and 40mg of 

Busc pan intramuscularly. Progr ss of labour was monitored by partogram. She 

was reviewed after four hours and found to be having strong contractions about 3 

in 1 0 minutes each lasting more than 40 seconds. The head wa 2/5 above the 

pelvic brim and fi tal heart rate was 140 /minute and regular. The cervix was 8cm 

dilated and there was caput 2+ and moulding grade two. A diagnosis of cephalo

pelvic disproportion was made and she was planned for emergency aesarean 

section. 

The diagn sis and plan of management were explained t the patient and an 

informed consent obtained. he was premedicated with atropine 0.6 mg 

intramuscularly and taken to theatre. In theatre a lower uterine segment Caesarean 

section was done and she delivered a live male infant who weighed 3600g and had 

Apgar score of 9 at 1 minute and 10 at 5 minutes. The placenta was removed by 

controlled cord traction and was complete and healthy. Blood loss was 600mls. 
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P t d liv r ' pr r 

Postop rati ly her ital sign h ked half hourly until h ' a fully awake 

then 4 h uri . he a gi\' n intr n us fluids normal alin lt rnating ith 5% 

dextrose ach 500rnls running 4 h url until b wei s unds wer present wh n oral 

sips were started. he wa al started on crystallin p ni illin 2 mega units 6 

hourly and Gentamycin mg hourly intra nousl and petrudine 1 OOmg 

houri intramuscularly for two day . Heparin 5000 I 6 hourly and Warfarin Smg 

dail w re commenced after _4 hours. Th pati nt remain d tabl in th ward 

with her baby. n the seventh postoperativ day stitches were remo ed and she 

was discharged home on Warfrain 5mg daily. he' as to b seen in the postnatal 

clinical in six weeks. 

love tigation done 

I. Prothrombin tim 

Test 

ontrol 

17 seconds 

12 se onds 

Index 71% 

1.44 

2. Blood group 0 Rhesus positive 

3. VDRL negative 

4. Haemogram 

Hb l Ig/dl 

WBC 8 X 109/1 

RBC 5 X 1 012/L 

Platelets 400 x 109/1 
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Test 47 sec nds 

ontrol 34 seconds 



Prothrombin time 

est 14 sec nds 

ontr I 13 conds 

INR 1.0 

K T 

Test 

Control 

Po tnata l foiJow-up 

44 second 

36 seconds 

K 

st 35 s conds 

ntrol 4 seconds 

he had n complaint . he baby was fine and brea tfeeding. Th wound had 

healed and the uterus vvas involuted. he\ as c unselled on family planning and 

referred to the family Welfare clinic. he also b oked the haematology clinic for 

further follow-up of her medical condition. 

10 

The patient presented was a 26- year-old primigravida who present with d p 

venous thrombosis in pregnancy. he delivered by aesarean section a live baby. 

Thrombosis is the process by which liquid blood t1 wing though the vascular 

system turns in to a solid mass of platelets cells and fibrin 1
• The likelihood of 

enous thromboembolism in nmmal pregnancy and peuperium is increased by 

factor of fi e when c mpared to non-pregnant women f similar age2
• 
3

. Venous 

thromboembolism can xist in three forms: superficial thrombophlebitis, deep 

enous thrombo is (D T) and pulmonary embolism3
. The patient presented had 

DVT. 
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hromb mbolism is a leading caus maternal m rtalit c m licating up t I in 

l 00 pr gnancies5
. he incid nc f thr m oembolism is .2% in antapartum 

period and 0.6% in the postpartum p ri d45
. aesarean e tion d livery increases 

the in idence to 1-2%4
• aweru-Mathu in his study at KNH found that fthe 

proved cases ofDV 1% were associat d with pregnancl. Pulm nar embolism 

with am rtality rate of 15% occurs in a b ut 50% fall patients with docum nted 

DVT but only 5-10% are symptomatic4
• The distributi n ofv nous 

thrombembolism is believed to increase with each trim ster with the greatest risk 

occurring in the third trimester and pu rperium4
·
8

. he patient presented had DVT 

in the econd trim ster. 

Virchow postulated a triad f factor which predispo to thrombosis: impaired 

bl od flow resulting in stasis changes in oagulability and alteration or damage to 

the intima of the vein I. 4'
7
'
8
. In pr gnancy venous stasis results due to increased 

distensibility of the eins by mechanical obstructions [the gravid uterus and th 

relatively reduced mobility of the pregnant woman. All clotting fa tors except 

factors XI and XIII increase during pregnancy. There is a decrease in fibrinolytic 

activity especially in the third trimester7
. Vascular damage may occur due to 

hypertensi e disease, surgery in the pelvis and pel ic infection. 

Most of the clinical risk factors for DV are present in the non-pregnant state. 

hey include obesity nephrotic syndr me maternal age> 5 years, bed rest heavy 

smoking anaemia oral contraceptive use heart disease and previous history of 

DVT or pulmonary embolism. Pregnancy specific risk factors include aesarean 

section d livery in reased parity prol nged labour and postpartum endometritis 1
' 

.u. Other aetiological factors include hereditruy thrombotic disorder like 
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d fi i ncies o antithrombin Ill pr t m pr t in and pla min gen lupu 

anticoagulants and neopla m 1
•
2

• 

The patient present d was_ y ar f age was not bese, did n t sm k and had 

not used raJ contracepti es. Ho\i ever investigati n were n t arried ut t rule 

out other aetiological factors . 

DVT can be proximal or distal. Pr ximaJ DVT comprises 0% of case and affect 

the popliteal fem raJ or iliac veins. Distal D T forms 20% f cases and affe ts the 

calf eins. Proximal D Tis associated with a higher incidence of pulm nary 

embolism. Calf vein thrombosis rarely causes pulmonary mb lism unless it fir t 

e tends in to proximal eins. Proximal extensions of calf DV ccur in ab ut 30% 

of cases9
. his patient had distal DV . 

The signs and symptoms ofDVT vary greatly depending on the d gr of 

occlusion intensity of inflammatory response and the status of th collateral 

enous circulat n2.4 • Classic fl atures include oed ma of the affected leg 

tenderness local cyanosis and fe er1
.4. he left leg tends to be more involved than 

the right leg in pregnant women2
•
6
• he clinical diagnosis of DV is however, 

often inaccurate and unreliable as about 50% of the patients exhibiting classic 

signs of calf and thigh tenderness erythema and oedema do not have DVT5
. 

onfirmatory in estigations that can be done include Doppler studies venography 

Impedance plethysmograph and radioactive fibrinog n test2
• 
4
·
5
. Doppler 

ultrasound is m re sensitive and specific for diagnosis of proximal DVT >90%) 

but less reliable in calf ein DVT5
. Venography is tbe most accurate method of 

diagnosing DVT but is rarel used in pregnancy because of risk of radiation to the 
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etu J.- . Ih ther method are used in n n-pr gnant pati nt . In this pati nt 

clini al diagnosis was used. 

he management ofDV i divid d in t acute and chr nic phases. During a ute 

phase, treatment consists of Heparin bed-rest and analgesia. Heparin is gi en as a 

continuous intravenous infusion at a dose of24000-32 00 I p r da 4
•
7

. 

uppmti e therapy in ludes elevation of limbs and firm bandaging until swelling 

subsides 1
• fter th acute phas subcutaneous Heparin is given at a dose f 7500-

l 0000 [ 8 hourly. Warfarin is for long-tenn use. 

Heparin is used in the acute phase thr ughout the fLrst trimester and in the third 

trime ter. Its antic agulant action occurs within I 0-15 minutes of injecti n butthe 

effect disappears in about two hours. Heparin do s not cross the placenta and does 

not enter breast milk. ide effects of Heparin inc! ude haemorrhage espe iall in 

ca e of recent surgery thr mbocytopaen ia liver disease and concomitant aspirin 

therapy. Others ar osteomalacia in I ng term users and thrombocytopaenia5
·
7

. In 

case of Heparin overdose the antidote is protamine sulphate at a dose of 1 mg per 

l 00 I of Heparin 4 . 

Warfarin can be used after acute phase and after the fir t trimester. However it 

must be stopped at 36weeks gestation and the patient re-started on Heparin. cti n 

of Warfarin starts within three days. It cro ses the pla enta and is found in breast 

milk. When used in the first trim st r it is teratogeni causing Warfarin 

embryopathy which includes nasal hypoplasia, stippled epiphyses, optic atr phy 

and multiple central nervous system malformations45
. When used in the third 

trimester it crosses the placenta and may cause bleeding tendency in the fetus 

especially intracranial haemorrhage. The antidote for Warfarin overdose is vitamin 
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. which works within 24 hour . If thee e t has to b r ersed imm diately then 

fr sh plasma is us d 1• he patient pr nted was managed with H parin in acute 

phas then con erted to Warfarin until-. we k g stati n when Heparin was r -

started. arious t sts are us d for monitoring anticoagulation. ctivated partial 

thr mboplastin titne APTI or K Thrombin 1 tting time and Hepatin as a 

monitor heparin therapy. APTI or K T sh uld be 1.5-2 times the control7
. 

arfarin therapy is monitored by use of prothrombin tim which shou ld be l.S-

2.5 times the control4
• 

Intrapartum the Heparin dose should be withheld until after delivery. If the uteru 

is well contracted and there have been fewer traumas t the lower genital tract it 

can be re-started within several hours. therwise it can be delayed for 1-2 days2
. 

Proph lactic therapy is continued during the postpartum period for 6-12 weeks 

after DVT. Warfarin therapy can be initiated postpartum5
. 

Patients with a past history ofDV or pulmonary embolism in pregnancy have a 

re urrence risk of 5-12%5
. In such patients prophylactic anticoagulant therapy is 

gi en subsequences pregnanci sand continued up to six weeks postpartum. 

Prophylactic antic agulation should als e used in patients with antithrombin III 

deficiency inherited thrombophillia patients with prostheti heart alves and 

patients to undergo major gynaecological surger/·5
. 

For contraception, oral contraceptives are avoided because of increased risk of 

thromboembolism. The other methods are safe. 
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The patient was admitted as a referral from a city council cljruc with a diagnosis of 

retained placenta having delivered at home. 

HI ORY OF PRE E TI G ILL E 

he stmted having labour pain at h me one day prior to admi i nand went n to 

deliver at home. The delivery was condu ted by th mother-in-law and after the 

delivery fthe baby, she realized the placenta was difficult t deliver. he went to 

the lo al clinic but she wa immediat ly referred to our ho pita!. he wa een to 

be in go d general condition she as not pale and the uterus was n ted t be 

corresp nding to a 20 week gestation and the cord was pr truding from th 

introitus. ttempts at deli ery by controlled cord traction was unsucces ful. The 

time that had elapsed from delivery to being seen in labour ward wa ab ut 4 

hours. 

OB T TRIC GYN E OLOGIC HI TORY 

he wa para 1 + 0 after this delivery. Her last menstrual period was on 

2.10.200land hence her expe ted date f deli ery was n 10.7.2002. The gestation 

was 41 weeks. She was attending antenatal clinic at Dagoretti orner. This was 

une entfu l. Her periods had been regular ha ing attained menarche at age 16 

years. There was no history f c ntraceptive use. 
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D HIT R 

he was ingle and I i ing with parent at Dag retti. h did not take al oh I n r 

smoke cigarette . her was no hist ry of any major illne in th family. 

PH LE 

neral xamioati o 

he was in good general condition. he was not pal , no jaundic she as afebril 

and there was no peripherallympad nopathy. Her pul e was 0/min, Regular and 

of good volume blood pr ssure was 120/80mmHg. 

RAL ER 0 

TE 

RE PIRATORY 

These were essentially normal. 

BDOM L MI ATIO 

ARDIOV UL R 

The fundal height c rresponded to 20-week gestation. he uterus was firm and 

there was no tenderness. The spleen and liver were not palpable. 

G AL EXAMIN TIO 

The external genitalia was normal. Th umbilical cord was se n dangling fr m the 

introitus with distal end tied with a string. She was having minimal ble ding. 

Digital examination revealed an open c rvix with the placenta firmly applied on 

the uterine cavity. 

D G 0 I 

An impression of retained placenta was made. 
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E T 

he\ as plained about the condition. An intra enous lin was establish d and 

blood tak n for grouping and cr ss-mat h. h ' as start d n _Q unit of 

syntocin n in 500ml of 5% Dextr o inform d consent was obtain d for 

manual removal of the placenta und r general anaesth sia. Intr mu cular atr pin 

0.6mg wa administered and patient wheel d to theatre. 

In theatre she was put under general anaesthesia. he was placed in lithot my 

position vulvovaginal toilet was done and then draped- she was atheterized 

obtaining clear urine . Examination und r anaesthesia revealed a fundal height of 

20-week gestational size. The vagina and c r ix were intact. The right hand wa 

inserted into the uterus identifying the placenta site on the fundo p teri r region. 

The left hand was used to support the uterus while the ulna aspect fthe right hand 

wa u ed to shear ff placental attachment making complete placental separation. 

The hand wa withdrawn and placenta was delivered by controlled cord 

contraction. The placenta was normal and weighed 600gm. h ut rus cavity was 

explored and found empty. terine massage was done and ergometrine .5mg was 

gi en acru ing good uterine construction reversed and patient wheeled out of 

theatre for ob ervation. 

PO TOPERATIVEMAN GEMENT 

Intravenous infusion of syntocinon 20 units in 500ml of 5% dextrose was 

continued running at 40 drops per minute. he had vital signs observed 1/2 hourl 

until she was fully awake, and they remained normal after which they were 

observed 4 hourly. Vaginal bleeding remained minimal as expected of lochia loss. 

In the postnatal ward, she remained stable and on the 3 rd she was discharged home 

to attend the maternal child health clinic nearest to her home. 
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T 

The patient presented was a primipara prior to thi d li ry. he had d liv r d at 

home and brought in to hospital for retained pla enta £ r which manual removal 

\ as done. If the placenta is n t e pelled within the fir t 1 minut after 

completion of the 2"d stage of labour the situati n i regarded as di tinctly 

abnormal 1 . However there is general agreement regarding how mu h time 

authors regard a 3rd stage of labour longer than 10 minutes as abnormal and 

recommend manual removal after this interval whereas others as long as 2 hours 

more so if labour had been induced be£ re term 2 3 . ailure of the placenta t 

deliver spontaneously is an important cause of postpartum haemorrhage. 

Howe er it has been shown that there is no increased ri k until 30 minutes have 

elapsed and suggest that conservative management is appropriat during this 

interval ( 4 ). 

The cause of prolonged 3rd stage is often not identified. ik Jy mechanisms 

include uterine atony abnmmal placental implantation and inadequate efforts to 

express the placenta 4). Several correlates of pr longed third stage that are 

probably related to uterine atony included prol nged labour, augmented labour 

induced labow· and nulliparity. Abnormalities of placental implantation such as 

placental accreta might be expected in patients with pr ious aborti ns r 

caesarean deliveries. There is increased incidence of retained pla enta among 

patients who had preterm labour. This patient did not have a clear aetiol gical 

factor 1 4 5). 
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Phy ically th uteru should contract n a ter s parati n rom th ut rin wall 

and i p ntaneously expelled. pontaneous pia nta s paration is indicat d ' hen 

the umbili al cord lengthens and ther is a gush ofbl 1,5 ). In ur unit th 

poli , i fi r a ti e management of third stag of lab ur. here is routin u of 

o.·yto in and in our unit ergom trine is used. Th use f oxytocic drug r utinely 

reduce th risk of po t partum haemorrhag of ab ut 4 %. A combinati n f 

o ytocin and ergometrine syntometrine is more ffective in reducing th risk of 

post-partum haemorrhage than either used alone 7). In addition to use f 

o ytocics in acti e management fthird stage pressur is applied to th b dy of 

th ut ru the umbilical cord is kept slightly taut. Th uterus is lift d cephalad 

with the abdominal hand. This is repeated until the placenta reaches th intr itus 

after which it is lifted with the right hand . Mild traction on the cord is mphasized 

in fear of uterine inversion 6). This is ref! rred to as c ntrolled cord tra ti n. 

Th patient who has a r tained placenta is ften shock d having had p t-partum 

ha m rrhage. dequate resuscitation is mandatory befi reattempting manual 

remo al. This shou ld include tran fusion if the patient is bleeding andre

admin istration of second dose of oxytocic (5). he patient presented did n t ha e 

pot-partum haemorrhage and only g t a re-administrati n of oxytocin by infusion. 

anual removal is performed under general anaesthesia. It in olves placement f 

patient in lithotomy position. One hand is placed on the abdomen to enc urage the 

uterus to contract and a last attempt is made with the Brandt-Andrews m thod of 

controlled ord traction. If this fails the abdominal hand should steady the uterus 

pressing it down on the aginal hand the aginal hand should be insinuated 

through the cervical os and the retraction ring, if one is present to the upper uterine 

segm nt following the cord to its insertion. The lower end of the placenta is then 
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I ated and with a sawing m tion th op rator pr d t deta h th pia nta 

from the uterus. When there is a total s paration of the lac nta it is r m d. 

Meanwhile on intra en us ox t i is administer d t pr m t ut rine ntracti n 

1 5 . 

ther methods of managing retain d placenta remain c ntr er ial. he ffect of 

intraumbilical oxytocins on the retained placenta has n t been agr d up n. orne 

authors have found the meth d to be ad antageous whereas others ha e n t. It has 

been proposed that injection ofintraumbilical oxytodn leads t a high 

concentration of oxytocin at the uterine wall 2 8 9 . 

Risk of manual removal of placenta include p st-partum haem rrhage following 

partial detaclm1ent of a morbidil adherent placenta weak ning f the ut rine wall 

with subsequent rupture, uterin infection and ut rine in ersi n 1 5,6 . The 

patient presented did not d v lop any of the complications. he was put on 

antibiotics prophylaxis. 
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PRE E T G CO PL T 

The patient complained of gaping of the abdominal wound following caesarean 

section v ith protrusion fthe gut and omentum through thew und. 

HI TORY OF PRE E Tl G ILLNE 

Th patient was done a repeat caesarean section 12.4.200 l [! r antepartum 

haemonhage at 37 eeks gestation. Post-operatively sh had a p r ist nt ough 

that as dry. On the 6 th day post-operatively she noted s me oozing f serous 

fluid from the wound that made the dressing wet. On th 7 th postoperative da the 

stitche were all remo ed with sub quent disruption of the wound. 

he was para 2 + 1. Her first delivery was by caesarean secti n D r placenta previa 

and the last delivery wa by repeat caesarean section for placenta pre ia type III 

with antepartum haemorrhage at 37 weeks of gestati n. he had attained menarche 

at 14 years of age. Her periods had been regular occurring e ery 2 days and 

lasting four to five days. he gave no history of contracepti e use. 
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P T 1EDI L D RGI LHI TOR 

The e \ ere not significant. 

LY D OCIALHI ORY 

he was a married housewife staying with her husband in air bi . he did n t 

drink alcohol nor smoke. There was no history of chr nic illness in the famil 

MI ATIO 

GE RAL EXAMI TION 

he was in fa ir general condition. he was afebrile, not pale and had no jaundi e. 

The pulse was 70/minute, regular and of good volum . Blood pressure was 120/70 

mmHg and her respiratory rate at 20 per minute. 

TRAL NERVO , CARDIOVASCULAR 

Y T M 

These were essentially normal. 

ABDOMI AL EXAMI ATION 

D RE PIRATOR 

he had an open I w r midline incision with inte tines and omentum protruding 

through the incision . The edges were fresh with no signs of infecti n. There were 

thick catgut sutures identified in the midst of the tissues. 

PEL I E ATIO 

he had normal external genitalia. peculum examination revealed normal vaginal 

walls. The cervix was closed. The lochia was straw in colour and was not foul 

smelling. 
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C mpl te wound dehiscen 

T 

The c ndition of thew und was explained l th pati nt. h ga an in~ rmed 

con ent and was prepared for an urg nt closur o th w und. n intra en u line 

was established and blo d taken fi r gr upin0 and cro s mat bing. he lin was 

maintained on normal saline. he was pr medicated with atropine ulphat .6 

mg and pethidine 50 mg intramuscularly. h w und wa 

towels and patient wh led to th atre. 

OP TION 

ered with m ist 

In theatre the patient was plac d in supine positi n. eneral anaethesia was 

induced ith thiopentone and suxamethonium. he patient was intubated and 

ana sthe ia maintained with nitrous oxide halothan oxygen and tubocurarine 

attaining adequate relaxation. he abdom n wa cl aned and draped. xaminati n 

und r anaesthesia c nfirmed complete disruption of the abdominal wound with 

protrusion of gut. There was no sign of hematoma or infection not d. he wound 

edges were cleaned and then freshened. The remnant catgut sutures were remo ed. 

The omentum and gut were gently replaced into the peritoneal cavity. A peritoneal 

wash out was then d ne using warm normal saline. The abd minal wall was then 

closed. ilk number 2 were inserted on the entire thickn ss of the abdominal wall 

on one side and then through and through the sid taking care not to injure the 

abdominal viscera. hese were placed 3 em apart. hese sutures w re then 

threaded through rubber tubing and each as tightened and knotted re

approximating the entire abdominal wall. The skin was then stit hed with 

interrupted matrix sutures. The wound was then dressed. 
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P T-OPE E 

'ital sign wer obser ed half hourly until sh was fully awake. he was 

maintained on intra enous fluids of normal aline alternating with 5% d xtr s 

until bowel sounds w re adequate after 24 hours wh n ral D ding was tatted. 

he was put on ampiciJLin 500 mg 6 hourly for five da h wa gi en pethidine 

100 mg intramuscular! 8 hourly for 48 h urs th n parae tamol 1 gm rally 

houri for 5 days. On the third post-operative day ch ck haemoglobin was l0.3 

g/dl. The skin stitche were remo ed on the fourteenth day. he wound remained 

intact and she was di charged to attend the postnatal clinic in four weeks. 

PO T- T L LINIC 

he had no complaints. The abdominal scar as ell h aled and ther w r no 

masses. The uterus was completely in eluted. he was discharged from th clini 

to attend maternal child health clinic. 
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Th patient presented was young lad who d velop d c mpl te abd minal \ und 

di rupti n after repeat caesarean secti n. Em rgenc und repair was d n . 

Wound dehiscence or disruption generally refers t as parati n fan abd minal 

wound involving the anterior fascial sheath or d per layers l . vise rati n 

refers to disruption of all layers of th abdominal wall with protrusion f the 

intestine through the incision 2 . he patient presented had wound disruption 

with evisceration often referred to as burst abdomen. 

The incidence of wound disruption ranges from 0.5- 3% averaging 2.6% hen all 

abdominal operation are considered Ilectively 1 . The incidence i r lated t 

age and is reported to be 1.3% for pati nts under 45 y ar inc ntrast to 5.4% for 

tho eo er 45 years 1 ). bdominal w und disruption usually o ing t 

infection occurs after 4- 6% of caesarean and gynecologic laparot mies (3 . 

sofor 19 4 found the incidence to be 4.3%. 

Wound disruption is fundamentally dependant on faulty wound healing 2). 

Factors influencing wound healing may be classified into pre-operative ri k 

factors intra-operative and post-operative (5). 

Pre-operative factors in lude:-

1. utritional fact rs like hypoproteinemia anaemia and ad anc d ag 

2. Metabolic fact rs like diabetes, uremia and steroid therapy. 

3. Prior irradiati n 

4. Malignancy 

5. Obesity 
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Pulmonary disease and 

7. hemotherapy 1 2 6 . 

Intra operati e factors include incision choice sutur mat rial and Josure 

te hnique. Several studies ha e suggested that th incid nee fw und d hi cence 

is increased with ertical incision· this has been refuted in a rand mized 

prosp ctive series (1,7). he best method of wound closure provides strength 

does not inhibit wound healing does not promote wound infection and is well 

tolerated by patients. Polyproplene and polygolic acid suture material are reported 

to be near ideal for closur of the fa ciallayers f anteri r midline abdominal 

mctsion. 

It is further reported that abdominal midline closure by c ntinuous sutures is at 

least as good as closure by int rrupted sutures. The u e of synthetic absorbable 

interrupted sutures is as good as non-absorbable interrupted sutur s and 

nonabsorbabl continu us sutures are as go d as synthetic absorbable interrupted 

sutures 7 8). In addition to typ and method of suture a se ure surgical knot is 

ess ntial to wound integrity (5). 60% of the disruption of abdominal wounds 

follows fascial closm·e with chromic catgut (9). Postoperative risk factors include 

increased intra-abdominal pressure fr01n ascites, cough bowel obstruction and 

omiting. The patient pr sented had cough from the first day postoperative upto 

the day of removal of stitches. The inherent predisposing factors for burst 

abdomen in this patient seems to have been the increased intra-abdominal pressure 

from cough and possibly the stated risk with the use of catgut sutures to close the 

fascial layers. 
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fo t di ruptions are c ncealed in the deeper layer f the und and d n t 

manifest until the fifth post-op rative day 1 . The disrupti n is thought t begin 

with eparation of the peritoneum along the suture line 2 . he pr nting sign 

that pre edes the diagnosis of dehiscence in ab ut 5% f cases is ser sanguin us 

drainage from the wound and is usually pathognomonic 1,2 . fn s me in tanc s 

wound disruptions remained concealed beneath an intact cutaneou closur and g 

unre ognized initially only to become manifest later in the form f post-operative 

ventral hernia (1). This patient had not ll tale signs pri r to removal of stitches 

and nly developed complete disruption after rem al of all stitches. 

On e disruption is recognized preparation for r pair h uld be carried ut 

immediate! . If evisceration has o curred sterile m i t t wels should be ap lied 

to cover the extruded intestine or omentum 1). his was don in this patient. In 

theatre the patient is put under general anaesthe ia achieving adequate relaxation 

( I). Th abdomen may be washed with warm saline as was done with this patient 

(2 . econdary closure is best achieved with a series of through and thr ugh 

sutures of non-absorbable nylon or silk material placed n more than 3 em apart. 

Intra-abdominal viscera should be carefully avoided in placing the sutures 1 2 6). 

This was done for this patient. Other authors have recommended as an alternative 

re-suturing of the wound in three layers- peritoneum with inteiTupted ·figure f 

eight absorbable sutures, the anterior rectus sheath with continuous or interrupted 

monofilament nylon and the skin with interrupted silk or nylon (6 1 0). 
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P t \1 ration management should in lud ga troint tina! su ti n \ h re 

indi ated careful electrolyte and fluid regulati n and adequat par ntal nutrition. 

tiobi tic therapy i continu d thr ughout th p t- perativ healing p ri d. Th 

utures h uld not b remo ed until th fourt nth p t- perative da . th r 

supporti e measures should include b d rest and pr p r nutrition 2 . 
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LABOUR OUTCOME OF PATIE TS 

PRESENTING IN LATE T PHASE OF 

LABOUR AT KENYATTA NAT ONAL 

HOSPITAL 
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. b tract 

Background 

Tber i evidence in the literature that admission be or th acti pha flabour 

i associated with a higher cae arean section rate. In our labour ard unit, all 

" omen with term singleton cephalic presentations in th latent phase of labour 

cervix <3cm dilatation) are admitted£ r labour m nit ring. pr toe I exists in 

our unit on how to manage these patients. This study endevours t look at the 

labour outcome of these patients. This will help to establish criteria of admission 

for such patients. 

Objecti e 

To as es the labour outcome of labour in patients admitted in lat nt phase of 

labour in Kenyatta National Ho pita! General labour ward. 

tud population 

ll women with term, singleton cephalic presentation with n obst tric 

complication admitted in Kenyatta National Hospital g nerallab ur ward at the 

time of the study. 

etting 

Ken., atta National Hospital general lab ur ward. 

tudy de ign 

Prospective cohort study. 
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. Ieth d 

0 patient admitt d in latent pha e of labour forming th 

patient in active phas of labour, forming the unexposed group w re recruited 

into th study. short questionnaire was admini tered b the in e tigat r. 

Patients were then seen after deliver t determine their m de f d li er .fl tal 

and maternal outcom . Patients with risk factors for ad er e outc me kn wn 

before lab ur er xcluded from the study. The pati nt studied were singleton 

erte · deliveries of at least 37 weeks gestation. 

tud period 

tudy was conducted from mid July t mid ugust 20 2 b mg c nducted every 

day of the month. 

Data anagement 

Data was ent red using PP IP + for windows ver i n I . 5 data entry 

programme. alidation was d ne b fi re analysis which was carried out using the 

same software. Analysis inv lved descriptive statistics like means, standard 

de iations, medians, frequency distributions and cross-tabulations. 

Maio utcome mea ure 

This included caesarean section rate, perinatal morbidity and mortality and rate of 

labour augmentation. 

Re ults 

Patients presenting in latent labour (exposed) were generally younger than the 

unexposed (86.3% . 62o/o P <0.005). Education levels for both groups were 

simi lar 3So/o v. 38.8% . There were also no significant differences in antenatal 
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'are attendan e for the two groups 91 .3% . 2.5% . nalgesic u age wa m re 

fr quent among exposed than unexpos d 58.8% . 27.5%> P<O.O 5 . Lab ur 

au mentation with syntocinon was a also more c mmon among po d 43% 

15% P<O. 05 . eed for caeserian section was higher in the exp ed c mpared l 

lhe unexpo ed 40% v. I 7.5% . igns f foetal distress pgar r and need for 

admission to newborn unit were all simi lar in both groups. 

onclu ion and Recommendation 

dmitting patients in latent phase of labour is ass iated with an increased 

inciden of need for caesarean section and labour augmentation. uch I w risk 

patients women ith term singleton c phalic presentation with no obstetric 

compli ation) can afely be admitted only when in activ labour. 
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lntr du tion 

Varying d finitions ha e been used for the latent pha eo 1 b ur but the majorit 

a cept the concept of the latent phase as that phase of u rin a ti ity as iated 

vith progressive cervical dilatation. From a teleologk standpoint th latent ph se 

rna ' be -c nsidered a time in which the cervix is preparing for them re rapid 

dilatation that will occur later. 

It is usually defined as the time from the beginning of lab ur until the beginning of 

active labour. Measuring the length of latent phase is difficult because the 

beginning of labour is quite subjective. 

Prolonged latent phase is widely consid red benign with ne authoritative source 

writing "Latent phase prolongation, however is not predictive of oth r m re 

ominous labour abnormalities is not caused by cephalopelvic disproportion 

hould not result in a higher than expected number of caesarean births and is not 

associated with an in reased risk of d pression or asphyxia ofth newborn<17
h' . 

Another study found out that prolonged latent phase is independently ass ciated 

with an increased incidence of subsequent labour abnormalities, need for caesarean 

delivery depressed Apgar scores and need for ne born resus itation.<lS) A study 

to fi rst look at labour outcome of patients admitted in latent labour can act as a 

foundation for further research work on these patients. stud n pati nts 

admitted early in latent labour has been done in Kenya. In our labour ward there 

exists no clear protocol on management of these patients. 

The implications of latent labour phase have received scant attention and most tests 

do not even comment on associated risks of adverse outcomes. 
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T ER I W 

Lab ur may be defined as a coordinated effective sequen e of in luntary ut rine 

contractions that results in effac ment dilatation of th rvix descent f 

presenting part and voluntar bearing- down efforts leading to th e pulsi n p r 

vagina of the products f contraception. 

Labour i divided into 3 stages namely the first stage of labour which egms with 

the onset of uterine contractions associated with progressive dilatati n of the cervix 

uteri. econd stage of labour is a peri d of expulsive effort beginning with 

omplete dilatation of the cervix and expulsion of the infant. The third stage of 

labour consists of the period beginning at the expulsion of the infant and nding 

with the completed expulsion fthe placenta. 

Friedman in 1954 foll wing a study on a large number of women in the 

described a normal cervicogram. 

Pa ttero See figure 1) 

ervical dilatation in 
em) 

Deceleration pha e 

phase of maximum slope 

Time for commencement of labour 

Friedman di ided labour functionally into two parts from 0 em to about 3cm 

dilatation. This was followed by an active phase characterised by acceleration 
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from ab ut 3 - I 0 em at the end of which decelerati n oc urs. hi wor h b en 

the ~ undati n on which others have built. 

Latent Pha e 

From an teleologic standpoint the latent phase may be c nsidered a tim in which 

rhe cervix is prepared forth more rapid dilatation that will occur lat r <6' . 

Clinicall a number of physical changes in the c rvix can be appr ciated. hese 

consti tut what has been referred to as 'ripening of the ervix and may in orne 

patients particularly multiparas occur largely or completely befi re tb onset of 

labour. 

Palpable softening, effac rnent and ant rior rotation of the cervix in th p lvic axi 

oft n occur during the latent phase and are pr -requisit for entering active phase 

dilatation. 

The biochemical and biophysical basis for these clinical changes in the cervix and 

low r uterine segment is incompletely understood. It is likely prostaglandin play 

an important role by altering cervical connectiv tissue ground substance and by 

stimulating collagen degradation to produce softening (7>. These biochemical 

de lopments result in the incr ase in compliance that characterizes ervical 

maturation. xogenous prostaglandins have been empl yed pharmacal g ically for 

thei r effect as cervical ripening agents before induction of labour <B>. 

Precise measurement of the duration of the latent phase requires knowledge of the 

onset o f labour. bviously this cannot always be determined with certainty. 

Generally the time at which the patient says that labour began should be accepted. 
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I sh i unce1tain th time at which she began to p r ei regular ut rine 

antra tions is reasonable to use as an approximation. 

The cervix may dilate slowly maximally O.Scm per h ur during th latent phase. 

The ... hift to active pha e most often occurs by appr xi mate! 5 em f cer ical 

dilatation. Howe er it can be misleading to rely on the ab olute d gree f 

dilatation to identify this tran ition l9>. 

The latent phase indeed tends to be shorter in multiparas than in nulliparas a 

consequence at Lea t in part of the fact that multipara ends to begin Labour with 

more cervical dilation than do nulliparas <"> . For some reason the latent phase is 

often h rt in multiple gestations in hydramniou or after r moval of a c r ical 

erclage. 

Dy function Latent Pha e 

One abnormality of the latent phase is identifiable the prolonged latent phase. 

his disorder is diagn sed when the latent pha e exceeds 20 hrs. in nulliparas and 

14 hours in multiparas. It is particularJy like! to occur when labour begins with 

the cervix minimally effaced and dilated. The latent phase appears particularly 

usceptible t the inhibition qualities of narcotics and anesthetics and und r certain 

ci rcumstances these agents may predispose to pr Longation of this portion of 

labour(6>. 

The diagnosis of prolonged latent phase sometimes lacks precision be a use of 

diffi culty in ascertaining the exact time of onset of labour. This shortcoming 

notwithstanding the simple recognition of the fact that the latent phase may 

norm all be quite long is of special significance in the management of labour. 
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Prolonged latent phase of labour does not appear in it lf t be a ciat d \i ith an 

incr a ed need for operati e deli ery and is not a predictor of m r eri us labour 

di order that have a strong association with cephal p 1 i dispr p rti n < 
10

' . 

Regr rtably ignoranc about the normal cour e of the lat nt phases metimes I ads 

to unnece ary cae arean section under the erroneous assumption that ntinu us 

progres hould be expected in all pha es of labour or that ry I ng lab ur are 

alwa abnormal ( I)_ 

Treatment of a prolonged latent phase may consist of acti e effort t timulate 

uterin contractility r heavy maternal edation <6>. xyt cin stimulation i · 

effective in 85% of ca es in converting latent to active pha . This r sp n e 

generall y occurs within 3 hours. A similar proportion of patients respond 

fav urably to narcotic sedation (therapeutic rest). This al o penn its id nti fication 

of the approximat ly 5% of women diagnosed with prol nged latent phas ho in 

fact are in fal e labour. Their c ntractions disappear completely after th narc tic 

treatment. xytocin stimulation is till necessary forth appr ximately % of 

worn n who p rsist in latent phase after the effects of the narcotic have abated. 

There is very scanty information in literature that has actual! looked at this topic. 

ne notable study The irst Births Project which began in January of 1 96 which 

comprised of a multi-disciplinary gr up including representation fr m ur mg 

fam il practic obst tric perinatology and ana sthesia met at the Briti h 

Columbia Women's Hospital and de eloped the following target obje tive: ( I ) 

T I wer the caesarean section rate by 25% while maintaining acceptable 

outcomes at British Columbia women hospital. Four areas of focus and potential 

opportunities for res arch wer listed as below: 
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For nulliparous worn n with singleton cephalic term pregnan : 

I. Fort -nine percent 49% of women are admitt d in th lat nt lab ur and this 

is a sociat d with a two-[! ld in rease in caesar an ction (a mi 1 n . 

El ctronic fetal monitoring is being used > 0% of the time fetal h alth 

assessment) . 

epidurals are being initiated at 3cm cervical dilatati n in 16o/o of pati nts 

(pain manag ment . 

nnecessary inductions are being done Inductions . 

he results of this study at the British Columbia Women's Hospital was that out of 

1"69 nulliparous women admitt d and delivered /s rate reduced b 22o/o number 

of epidurals initiated at 3 em was lower by 64%. 

Induction rate had dropped b 22% at 3cm cervical dilatation and /s rate at 3 em 

dilatation dropped by 20%. ll changes w re statistically ignificant. N wborn 

utcomes were unchanged post-implementation. 

There is no available proper data in our labour ward on how many patients ar 

admitted in latent phase of labour but random ch ck on our records showed that 

there are about 5-6 patients/day admitted with that diagnosis. This means to say 

that this is an important group f patients that we will need to address. 

Therefore it was with this in mind that this study was carried out to determine their 

utc me and establish recommendati ns on the management for this group of 

patients. 
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R I L 

Patients admitted in latent phase of lab ur form an inter sting gr up and ar a 

omrnon occurrence in obstetrics. The fact that d fmit physiological m han ism 

of the onset oflabour remains elusive makes it difficult l xplain the o curr n e 

oflatent labour. 

~lost f the decisions made in labour particularly th s bas don the risk/benefit 

ratio analysis are pegged on whether the patient is admitted in latent lab ur r 

acti e phase of labour. 

tudies done elsewhere have shown adverse outcomes in patients admitted in latent 

labour. There is therefore need to detern1ine the actual magnitude of latent labour 

and its impact on pregnancy outcom . imilarly this w uld enabl us to know the 

u ual inter entions or protocol of management f mothers. This would then pave 

way to the d velopment and recomm ndations on appropriate protocols for 

management of patients admitted in latent phase of labour. 

HYPOTHE IS 

I. There is a higher rate of operative intervention aJnong those admitted in the 

latent phase of labour than in those admitted with active labour. 

I Th re is a high rate of adverse foetal outcome in patients presenting with 

latent phase f labour. 
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BJ 

Br d bjectives 

To determin th labour outc m of mothers pr s nting with !at nt pha f 

lab ur. 

p cific Objectives 

I. To determine the obstetric charact ristics of mothers presenting in latent and 

acLi e lab ow·. 

To compare the rates of I between mothers admitt din latent pha e and 

those in active labour. 

To compare foetal outcome pgar score admis ion to till birth 

neonatal death between moth r with latent and th se with active lab ur. 
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\-I TH DOLOG 

tud. de iun 

Thi \ as a prospecti cohort tudy. 

tud. rea 

The udy was conducted in the labour ward antenatal and po tnatal wards f 

Kenyatta ational Hospital (KNH . ituated in the city f airobi it is Kenya s 

largest ho pita! and serves as the National referral hospital and a teaching hospital 

for the University of airobi medical school. It is also the c untr s maj r train ing 

entre for nurses and paramedical staff. The obstetric unit consi ts of thre 

ant natallp stnatal ward a labour ward and a maternity p rating theatr The 

antenatal wards are shared among the three firm that run the unit. 

tud Population 

These were moth rs admitted at 

belO\ : 

lnclu ion criteria 

a Expo ed group 

and met a set fin lu ion crit ria a defin d 

These included the first 80 patients admitted at (K maternity unit during 

the study peri d with a diagnosis of latent labour as defined (pati nt with 

uterine contractions and a cervical dilatation fup to 3 em in nu ll iparous and 

up to 4 em in multiparous) all patients presented with term pregnanci s. 
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b oe po ed group 

The e were patients in normal active pha e of lab ur defm as· pati nts 

with histor of painful uterine contra tion palpabl uterin ontra ti ns 

cervical dilatation of more than 3 em in nullipar u and m in multipar u 

women. 

E. clu ion criteria 

I. All patients who did not satisfy the above set of inclusion criteria. 

4. 

Patient with drainage of liquor. 

Patients with febrile illness .g. malaria 

Patients ith high-risk antenatal history 

a) Medical diseases in pregnancy. 

b 

c 

Diabetes mellitus 

l ypertensi ve disease in pregnancy 

ardiac diseas . 

horiomni nitis and urinary tra t infections 

Patients with previous caesarean section scar. 

Patients with antenatal fa tors k.n wn to affi ct the cours 

of labour. 

bnormal ities of presentation position or developm nt of the 

:D tus. 

dystocia due to pelvic contraction 

Dystocia due to s ft tissue abnormalities 

e.g. terine myomas 

Patients who were not willing to participate in the study. 
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Pr dur 

a u rce of the expo ed 

The name and the inpatient number of the patient admitt d the pr i u da 

in th antenatal ward with a diagnosis of latent labour were extra t d from 

the admission/discharge regist r in the antenatal wards. h ca e fi.l were 

then retrieved from the file cabin at th urses station b th inve tigat r. 

n identification of the patient, the investigator introduced himself to the 

patient and verbal consent for an interview was obtained. 

fter the patient satisfied the inclusion/exclusi n criteria she was r cruited 

into the study and advised that from th n until deli er the investigat r 

would follow her. The patient was then allowed to continue manag ment 

and seen after deli ery. Labour outcome was th n docum nted. reach 

exposed and unexposed was selected as described in part b) below. 

(b) ources of the unexposed group: using the inclusion/exclusion criteria they 

were spotted at admi sion in labour ward of K and n ent obtained after 

delivery. The unexposed group was selected by systemic sampl ing i.e. 

e ery third patient at admission . If the third pati nt did not match the 

enrolled case then this was skipped and a fresh matching d ne. ne was 

matched to each case on the basis of comparable variabl s as follows: 

1. Parity 

2. Gestational age (in weeks). 

he information was extracted by direct intervi ws and from case records. 
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{ 

{ 

ample ize: 

1.96 

~P(I - p + ;!~ 

2 

2 x0.3 X 0.7 + 0.84 j (0.4 X 0.6) + 0.2 X 0. } 

(0.4 - 0 .2f 

= { (1.96 x 0.65) + 0.842 x 0.63)} = 3.26 = 80 :er group 

{ 1.274 + 0.53 } 2 

ample size was calculated using EPI info version as fi 11 w : 

Confidencelevelof95~ 

Power 80o/o 

Ratio of unexposed (active) to the exposed latent labour) of 1:1 

Risk of a sari an section among those with latent labour assumed to b 

about 41.5~. 

Risk of aesarian secti n among the unexposed to be 20%. 

Risk of aesarian section due to foetal distress among the unexposed 

assumed to be 20%. 

Relative risk that was considered as significant of2.08. 

ample size fall exposed and all unexposed. 
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tud In trument: 

Thi onsi ted of a questionnaire, which was administer t th patient by the 

in e tigat r at KNH, labour ward. It bad £our parts first s cti n red 

dem graphic characteristics second co ering obstetrics charact ri tics third 

ection c vering progress of labour and fowth section c vering ut orne. he 

que tionnaire was pre-tested at KNH. 

Data management and analy i 

Data was entered into a microcomputer using SPSS/P + data entry programme. 

Data validation was done be£ reanalysis . Analysis was d ne u ing P /P + 

programm and in olved descriptive statistics like means and standard deviations 

and frequency distributions. To test for differences betwe n the Lwo gr ups 

(Latent & acti e labour groups), chi-square and ishers exact t st where 

applicable was used for categorical data. 

Ethical Con ideration 

The questionnaire was administered with informed consent fthe resp ndents. No 

inducement or coercion was used. Clearance to can-y ut the study was obtain d 

from the K ethical and Research ornmittee. ll the answers given were kept 

in confiden e. The stud did not int rfere with management of the participants. 
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L 

0 patients in latent phase of labour (exposed gr up and 0 in acti Ia ur 

unexposed group) were followed until deli ery and outcom det rmin d. 

Table I: ociodemographi haracteri tic 

\'ariabl Expo ed Uoexpo ed R lati 95%Cl 

Ri k 

No. % o. % 

Age <30 69 86 .3 50 62.5 

>30 1 I 13 .7 30 "7.5 3.76 3.1-28.3 

~farital status 

1arried 51 63 .7 62 77.5 

ingle 29 36." 18 22.5 0.5 1.0 - 3.9 

Education 

Primary 28 35 31 38.8 

econdary & above 52 65 49 61.2 0.85 0.4- 1.6 

Antenatal are Yes 73 91.3 74 92.5 

ttendanc 0 7 8.7 6 7.5 I 0.38-3 .60 

P alu 

P<0.005 

0.063 

0.5 

. 0 

From table I above the expos d were found to b younger than the unexp sed 

P<O.OOS . As[! r the marital status the exposed and the un xposed were 

c rnparable (63.7% . 77.5% . Th 1 el of education was similar in b th exp ed 

3 . % . 3 .8%). h r was also no significant differ nc between the antenatal 

car for both groups 91.5% . 92% . rlost of the patients had attended antenatal 

care among the exposed and unexposed 91.3% vs. 92.5% . This agrees with the 

demographic and health urvey of Kenya (1998). 

195 



abl II: Incidence of analae ic/ edati u age 

E posed Une po ed otal 

o. Ofo o. 0/o 

Yes 47 58.8 22 27.5 69 

0. 33 41.2 58 72.5 91 

Total 80 100 80 100 160 

P alue < 0.005 RR=3.75 CI = 1.90- 7.16 

Table II shows the incidence of analgesic usage in the c urse of labour. In 58.8% 

of the exposed injectible analgesics were used in labour compared to 27.5% fthe 

unexposed. 

Table III: Labour Augmentation with oxytocin 

Expo ed Unexpo ed Total 

0 0/o No o/o 

Yes 37 46.3 12 15 49 

No 43 53 .7 68 85 111 

Total 80 100 80 100 160 

P value< 0.005 RR = 4.82 CI = 2.74- 13.50 

Table III shows th rate oflab ur augmentaion with syntocinon. bout 46.3% of 

of the exposed group compared with 15% of the unexposed had their labour 

augmented with oxytocin. 

] 96 



abl I agn of fetal di tr durin lab ur 

0. 0/o 

25 16 

0 62 75 64 

Total 80 100 80 

P value= 0.50 RR = 1.35 I = 0.6-- 2.95 

Table IV shows rate of fetal distress. About 22.5% ofth exposed gr u had sign 

of fetal distre during labour a compared to 20o/o of th unexpo ed. 

Table : Mode of delive ry 

Ex po ed U ne po ed otal 

. Ofo o . o;o 

ae arean 32 40 14 17.5 46 

l section 

thers 48 60 66 82.5 114 

Total 80 100 80 100 160 

P alue = .0 6 RR = 3.14 I = 1.32- 5.79 

Table sh ws rate f caesar an section. Of the exposed 40% underwent 

caesarean se tion as compared to 17.5% of the unexposed. 
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able I: Fate of fo tu 

till birth tal 

o. 0/( 

Yes 9 11.3 9 11.3 

0 71 88.7 71 8 .7 142 

Total 80 80 160 

P alue =0.96 RR = 1 CI = 0. 3 0 - 3. 9 

Table I haws fate of the£ etus aft r deli very . About 11 .3% of thee posed had 

tillbirth compared to 11.3% of the un xpos d. 

Table II: Apgar core at 5 minute 

Expo ed Unexposed Total 

o. 0/o No. 0/o 

1 L ss than 7 16 20 18 22.5 34 

More than 7 64 80 62 77.5 126 

Total 80 100 80 100 160 

P value = 0.61 RR = 0.80 I = .34- 1.88 

Table VII shows Apgar s ore at 5 minutes. fthe e posed group 20o/o had an 

pgar score of less than 7 compared to 22.5% of the un xp sed. 
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abl VIII: Admi sion to newb rn unit 

xposed tal 

o. % o;o 

23 2 .8 23 28. 

0 57 51.2 57 51.2 114 

Total 80 100 80 100 1 

P alue = 0.77 RR = 1.12 CI = 0.52 - 2.3 

Table Ill shows rate of admission to newbom unit. In 28.8% f the xp s d the 

newborn were admitted to newbom unit compared to 2 . % of the une posed . 
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Patients admitted with the diagnosis of latent phase of labour and the ut me ha e 

re eived little attention. Friedman defined lat nt labour as the lime from th 

beginning of labour strong, regular, painful contracti ns until the beginning of 

acti e labour. The onset of this labour wa ass ciated with cervical dilati n f up 

to 3 em in nulliparous and 4 em in multiparous. Mea uring the length of th latent 

phase is difficult because beginning of labour is quite subjecti . 

The riteria for recruitment for this study were labour pains associated with 

ervical dilation of up to 3 em in nulliparous and 4 em in multi par us. 

80 patients were admitted in latent labour as outlined above, were recruited and 

compared with 80 patients presenting in active labour. One unexposed client was 

matched t an exposed n the basis of a comparable variable i.e. gestati nal age 

and parity. everal variables reflecting matemal and fetal outcomes were 

analysed. The sociodemographic factors e.g. marital status and level of f01mal 

education did not influence labour outcome. The exposed were found to be young 

compared to the unexposed. 86.3% to 62.5% (p <0.005). This was probably 

because they have less experience with labour and therefore they tended to come 

earl . uch patients assessed carefully can form a low risk category that does not 

need to be admitted. They can be counseled about onset of active labour and 

discharged home to await labour establishment. This will help reduce unnecessary 

admissions and costs. The antenatal care attendance for the current pregnancy was 

similar to both groups (91.3% v. 92.5°/o P value= 0.80). 
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Th incidence of analgesic use in th exposed was high r than in th un ·p sed. 

This \ as probably given to reduce possibility of fals lab ur and to offi r labour 

analgesia. This in itself forms a form of early interventi n in the p d. One 

' ould expect the rate of analgesic to be similar since th unexpos d as w II ne d 

analgesia. There exists no clear cut policy in our unit on labour analgesia. 

Looking at the exposed group alone, 82.5o/o of them went into spontane us labour 

' ithin 24 hrs of admission. This further emphasizes th fact that the exposed 

group are only in early labour and given ample time they would progress. The 

need to admit them and intervene w uld then not arise. 

In our study we conftned ourselves t latent labour. The duration was out ide our 

cope. The admission of the exposed group early in our labour ward and hence 

their prolonged stay in labour predisposes them to augmentation and other 

interv ntions. This incurs more cost in terms of hospital bed charges and the cost 

of drugs to the already frnanc1ally constrained patients. ur samples f patients 

' ere low risk patients with singleton cephalic presentati n who can safely be 

counselled about labour and discharged home to come in established labour. 

Obstetric interventions such as labour argumentation were higher in the cases than 

controls (46.3% Vs. 15o/o P<O.OOI . Latent labour is considered as a time in which 

the cervix is preparing for more rapid dilatation. It is possible that these patients 

wer thought to be in prolonged latent phase. This diagnosis so1netimes lacks 

precision because of difficulty in asc rtaining the exact time of onset f labour. 

This shortcoming notwithstanding, the simple recognition of the fact that latent 

phase may normally be quite long is of special significance in the management of 

labour. orne studies ( IO) have suggested that prolonged latent phase of labour does 
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not app ar in itself to be a ociated with an in r ased n ed for lab ur inter enti n 

e.,_,. argumentation and esarean section. 

The rate of cesarean section was significant! higher in cases as c mpared t th 

controls (40% 17.5%). This compared well with an ther study done in ritish 

Colombia - First births - a continuous quality improvement proje t <2> which 

ho\ ed that women admitted in the latent phase of labour were associated with a 

t\ o fold increase in cesarean section rate. Ignorance ab ut normal c urs of latent 

labour sometimes leads to cesarean section under th rr neous assumpti n that 

ontinu u progression should be expected in aJ l pha es f la our or that ery 1 ng 

labour are always abnormal<' >. rom this stud 73% of the exp sed group went 

to spontaneous labour with ut any intervention and this was statistically 

significant. This means that these patients can be advised again t admi si ns and 

these interventions can be avoided to allow them go to spontaneous labour. Thi 

then w uld g ive them an qual chance in labour as those in e tablished labour 

when th y present in acti e phase. 

Intrapartum assessment for signs of foetal distress of the xposed and unexposed 

groups did not show any statistical difference (22.5% v. 20% P = 0.25 . The signs 

looked for were irregular foetal heart and meconium staining. 

The pgar scores at 5 minutes in both exposed and un xposed groups were 

similar. bout 20o/o of the exposed and 22.5% of the unexpo ed had a score of less 

than ven in five minutes. All thes babies were admitted in newborn unit. 0% 

of cases and 77.5% of controls had Apgar score of mor than 7 at five minutes. 
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verall _ .8% babies of the exposed and unexpos d n eded admi si n t th 

'1ewbom unit. There was no statistical difference P = 0.7 ). Thes an les in 

fetal out orne demonstrate that th re is no difference in both groups of patients. 

f rom thi tud it is possible to say that the cases need not be admitted until th y 

present in acti e labour. This can be done without altering the outcome . 

ooclusions 

l. There is no difference in fetal outcome, perinatal mmtality and m rbidity 

between pati nts admitted in latent labour and those in acti e lab ur. 

There is a high rate of obstetric interventi n su h as labour augmentation 

and caesarean section in patients admitted with latent labour compar d to 

those in active labour. 

Recommendation 

Patients in latent labour as shown in this study do not constitute a high-risk group 

and a such need not b admitted arly. These patients can safely be admitted only 

v hen in active labour. This will help reduce the number admitted who are not in 

active labour and reduce labour interventions. 

further study is needed to focus more n these patients in order to esta I ish 

criteria for admission without affecting th outcom . 
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1 

OLO y HORT E 

' IPT Tl T RI FIBR ID :TO B Ml Hl 

IE: .w. PARITY: 4 + 0 

. GE: 48YR DOA: 5.8.2 02 

IP 0.: 0879502 DOD: 14. .2002 

Pre enting Complaint 

he was referred to the gynaecology ward from the P with a history 

menorhagia for l 0 months easy fatigubility for 7 m nths dizzin s for fl ur 

months all associated with lower abdominal swelling for 10 months. 

Hj tory of Pre enting Complaint 

he was well until one year ago when she noti ed that her p riod were h a and 

painful. he sought treatment at nearest health centre wh r he was giv n 

treatment. This continued to a point where she started having easy fatiguability 

associated with dizziness. he also noticed that she had a sw !ling on th lower 

abdomen. he was then referred to Kenyatta ati nal Ho pital . 

Pa t edical Hi tory 

Ob tetric and Gynaecol gy Hi tory 

he was para 4 + 0 all by spontaneous vertex delivery. La t delivery was 19 2. 

Her last m nstrual period was on 16.7.02. Menarche was at 13 years. ycl 28 

days regular and menses lasted 3 days. Prior to onset of illnes the mens s were 

not heavy and she had no dysmenorrhea. 
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mil_ and ial Hi tory 

he \a. as a housewife. Husband was a farm r m iambu. Th re was n fi mil, 

i tory of chronic illness and sh did not smoke r tak alcoh I. 

Py i al E amination 

he was in good general condition and had no 6 ver pall r jaundice. d rna r 

t·mphadenopathy. Her blood pressure was 120/70 mmHg pulse rate 72/minut 

regular. respiratory rate 20/minute regular and respiratory rate 20/mjnut regular 

and temperature 98°F. The cardiovascular respiratory and central ner us ystems 

were sentiall normal. 

bd rn inal e amination 

he had lower abdominal distension and the abdomen m ved with r spiration. 

There were no surgical scars or therapeutic marks. Th re were no area of 

tenderness. Th re was a mass arising from the pelvis that orresp nded t a 20-

week gestation. It was firm nodular non-tender and not m bile. h had n oth r 

masses palpable. 

Pel ic examination 

Thee tema1 genitalia was normal. The cervix was about 1.5 m long, firm, 

posterior and the os was closed. There was fullness in the right adnexa and pouch 

of D uglas. The pelvic mass was continuous with the ut rus but wa n t free! 

mobi I e. Cervical excitation was n gative. Ther was a whitish di charg on 

examining finger. 

Diagno i 

The diagnosis was uterine fibroids with menorrhagia. 
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lm tioation done 

I. Pap smear CIN 0 

Pel ic scan showed a bulky uterus with multipl tbroids lh larg t 

measuring 7.5 em diameter. Adnexae not id ntified duet th large fibr ids. 

3. Haemogram urea and electroytes 

Hb 13.5g/dl 

\VBC 9.0 X 109/1 

RBC 4.63 X 101211 

Management 

odium 142 mm 111 

Potassium 4.- nun lll 

B 4. mmol/1 

The patient was explained her c ndition in view of the physical fmding and results 

of investigations. he was counseled for total abdominal hysterectomy and an 

infonned consent obtained. Blood was taken for gr uping and ross-match and 

lhree units of blood reser ed for the operation. h was scheduled for op ration. 

The round ligaments were ligated with vicryl no 1 suture. he procedure was 

repeated on the opposite side. The cardinal ligaments were double-clamped cut 

and the distal portions ligated with stay sutures. The uterosacral ligaments were 

also double-clamped cut and the distal portions ligated with stay suture. 

The cervico-vaginal junction was identified. ittlewoods forceps were used to 

grasp the anterior vaginal wall which was then op ned using a knife. A pair of 

scissors was used to circumcise off the whole cervix. The margins of the vagina 

were secured with long artery forceps. The vaginal vault wa closed with 

interrupted mattress and tied with sutures from the cardinal and uterosacral 

ligaments. Peritonization was done with vicryl no 1 suture. 
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Iaemo tasis was achieved and the abdomen clo ed in lay rs aft r n ct unt 

truments and swabs. The patient was r ersed succe s ully fr m g n ral 

aesthe ia. The catheter was remo ed and clear urin as draining. tal I d 

loss was 00 mls. he was not transfused any bl d intraop rati ly. h 

pe imen was taken for histology. 

Po toperative cat·e 

he was obser ed in the recovery ward half hourly until she was fully awake then 

tran ferred to the cold gynaecology ward. he as ntinued on intra en u fluids 

normal saline alternating with 5% dextrose about 3 litres in _4 hours. h was 

s arted on intravenous crystalline Penicilling 2mega unit 6 hourly and ent mycin 

Omg hourl for 48 hours. he was gi en Pethidine 1 OOmg h urly 

intramuscularly for 24 hours. 

On the first postoperative day she statted taking oral s1ps. n th se nd 

postoperative day she started taking light diet and was put on Amoxil 5 Omg 

hourly and Brufen 400mg 8 hourly fi r 3 days. n the fl urth post perati e day the 

wound was xpo ed and found to be clean. he was discharged h me for r moval 

of sti tches on the seventh postoperative day at the nearest health facility and was to 

be re iewed in G P in six weeks. 

Follow-up 

he was seen after two months and had no complaints. The wound was healed. 

llistology report was back and showed simple leiomyoma of the uterus. The 

cervix had no abnormality. This report was explained to her. She was given a six

month appointment. 
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IO 

e patient ' as a 4 year-old para 4+0 with sympt mati ut rine tbr ids 

rabdominal mass and heav mens s . Total abdominal hyster ct my' a d ne. 

A leiom oma or fibroid is a b nign tumour composed of smooth muscl cell but 

also containing varying amounts of fibrous tissue. lt is a well-circum cribed 

rumour but it is not encapsulated 1• 

Uterine fibroids are the most common tumours of the uterus. They are present in 

_0-25% of omen of reproductive age2
. The actual prevalence is difficult to 

defme because majority of them are asymptomatic and the diagno is may not be in 

many cases. In autopsy specimens the incidence i appro imately 5 % 1
• Wanjala 

in a stud at KNH found that uterine fibroids accounted for 6 . o/o f the 

hysterectomies done3. 

Fibroids are 3-9 times more common in black than in white women symptoms 

devel p at 35-45 years of age. hey are rare before 20 years of age2
. Wanjala 

found that of the patients don hysterectomy for uterine fibroids, 2/3 were aged 26-

40 years with the oldest patient being 54 years and the youngest being 21 years3
. 

Fibroids are common r in the nulllipara and relatively infetiile women 1
•

2
• Wanjala 

fou nd that 70% fthese women had two or less children 85% had not d li ered for 

more than six years3
. he wa 48 years old whose last deli ety was 20 y ar ago. 
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e aetiology of uterine fibroids is unknown. Estr gen i th ught t play a r l in 

ir growth since estrogen receptors ha e been found t play a r 1 in th ir gr \! h 

· n e increased estrogen receptors have b en found in m mas c mpared to the 

urrounding myometrium. here has been speculati n that human hori me 

omatotropin works s nergistically with estradiol in regnan y to facilitat my rna 

growth2
. Fibroids also increased in size during estrogen th rapy as in u of high 

estrogen containing contraceptives. ormally fibr ids stop gr wing at 

menopause. It is possible that where fibroids arise during the postmenopausal 

period some form of estrogen pr duction exists1
• 

ibroids are classified according to anatomical location into submucous intramural 

r interstitial and subserosa! or subperitoneal1
'
2

• ubmucous and subserosa! 

fibroi ds can be pedunculated. Intramural fibroids are the most common of the 

fibroids and are found in the uterin corpus with only a few being located in the 

cervix. Pedunculated subserous fibroids can bee me parasiti wh n the peduncle 

atropies and the fibroid gets a new blo d suppl from its n w attachment e.g. 

omentum. 

The patient presented had intramural fibroids. 

ore than 50% of patients with uterine fibroids do not have symptomsl.2. 

ymptoms include abnormal uterine bleeding pain pressure symptoms, infertility 

and abdominal mass. 
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bn nnal uterine bleeding o cur in ab ut % f pati nt ith mpt matic 

ut rine fi broids2
. It may be due to increased surfac nd m trial ca ity, 

ndometrial hyp rplasia in areas adjacent to submu us fibr ids int r~ r nee ith 

endometrial contractility as well as contractility f th spiral art ri le in th 

basali layer of th endometrium and ano ulati n. her is al c mpre sion f 

the veins by the tumours causing dilatation and eng rgement 

in the myometrium and endometrium resulting in thrombosi and sl ughing. In 

!>ubrnucous fibroids there may be intermenstrual bleeding from c ngestion 

necrosis and ulceration of the endometrial surfac 

ulceration of the ontralaterat surface 1• 

v r the tum ur as well as 

The patient presented had heavy menses. Pr ssure ymptoms include frequency 

urgency incontinence or acute urinary retention due to pres ure on th bladder 

hydroureter and hydronephrosis due to ureteri obstruction and nstipation or 

haemorrho ids due t pressure on the rectum 1'
2

. his patient did n t ha e pr ssure 

symptoms. 

Pain is present in 1/3 of patients with symptomatic uterine fibr ids 1
• It may result 

from degeneration within the tumour infection torsion f pedunculated tumour, or 

myometrial contraction to expel a submucouus myoma from the uterin cavity2
. 

Large tumour may produce a sensation of heaviness in the pel vi or discomfort. 

This patient had dysmenorrhea. 

Infertility in these patients may result from anovulatory c cles interfered sperm 

transport due to distortion and increased surface area in the uterine cavity 

impingement on the cervical canal, and interference with uterine c ntractility. 

There are also endometrial changes e.g. atrophy and ulceration and vascular 
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al rati n e.g. en us cong stion. In 2-l % of in ertil 

re p nsible2
. 

uples 1broids are 

The in id nee of spontan ous abortion is 2-3 times more than that in normal 

pregnant women. Before myomectomy it is about 4 % and after myomectomy it 

decreases to about 20% 1
'
2

. pontaneous abortion is thought t be due to altered 

blood supply to the endometrium uterine irritability difficulty in enlargement of 

the uterus of the uterus to allow for growth of the fetus and placenta and 

interference with proper implantation and placental growth by poorly developed 

endometrium or subadjacent fibroid 1
• The patient presented had not had any 

abortion. 

Polycythaemia may occur and it is due to erythropoietin production by the kidney 

due to hydronephrosis from ureteric obstruction, or from island of extramedullary 

haemopoiesis that have been found in the fibroids4
. 

This patient did not have polycythaemia. 

Degenerati e changes may occur in the fibroids . These include hyal ine cystic red 

or camous, calcific and septic degeneration. Hyaline degeneration is the most 

common while red degeneration tends to occur in pregnancy. Sarcomatous change 

is rare and the incidence is reported as 0.49%5
. Malignancy should be suspected in 

rapidly gr wing fibroids especially in postmenopausal patient1
• This patient did 

not have any of the above degenerative changes. 

Diagnosis of uterine fibroids can be made by abdominal and bimanual palpation. 

Confirmatory investigations include ultrasound, CT scan and MRl hysteroscopy 

and hysterosalpingography (HSG). Abdominal X-ray can be done and may show 
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al ifi ati ns. I an be done to rule out b tructi ur pathy. Peri hera! bl od 

film may show features of Iron deficiency ana m1a or erythrocytosis and 

I u ocyto is 1• In this patient diagn sis was c nfirm d b ltra ound. 

\!fanagement of uterine fibr ids dep nds on s mpt matology age f the patient 

d ire to maintain fi rtility and location and siz of the fibroids. r asymptomatic 

fibroids the patients require explanation and reassurance and will need re

examination at periodic intervals. In patients less than 40 years f age who wish to 

retain their reproductive function myomectomy is the operation of choice. 

\1 m ctom decreases heavy menstruation lowers the spontaneous ab rtion rate 

and improves fet1ility6
. In patients who do not desire future fertility hysterectomy 

i d ne. Radiotherapy is effective in patients who cannot withstand major surgery 

and have symptoms e.g. excessive bl eding2
. 

This patient was done hysterectomy because the fibroid s were multiple and large 

and wished no future fertility. M di al treatment with gonadotropin releasing 

agonists has been used. They act by decreasing vascularity and cell size in the 

tumour and ha e been found to cause a 50% decrease in tumour size. They induce 

a h poestrogenic state (medical oophrectomy and thus cannot be used for long. 

Th y can however be used preoperatively to reduce tumour size and enable 

restoration of haemoglobin concentration in severely anaemic patients7
. The 

disadvantages of this preoperative treatment include effect on the fibroid margins 

which become thinner so that enucleation becomes difficult and very small 

myomas may virtually disappear so that they are not seen and therefore not 

removed at operation but re-grow subsequently8
. 
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HIRD 

GE: 

ID 0.: 

M 

69YR 

0808671 

Pre enti ng Complaint 

PR 

2 

p 

D A: 

DOD: 

5+0 

9 .. 2002 

12.9.2002 

L 

he was admitted to the ward from the gynaecological outpatient lini with 

omplaint of vaginal heaviness low abdominal pain and ba kache for tw years. 

Hi tory of Pr enting Complaint 

he had noticed a swelling down the birth canal two years prior to admis i n. The 

ma s would spontaneously retract. ubsequently the mass would appear m st f 

the time. It was ometimes associated with ble ding foul smelling dis harg and 

urgency in passing urine. There was frequency and fe ling of incompl te 

emptying of the bladder. 

Ob tetric and Gynaecological Hi tory 

he was para 5 + 0. All deliverie vaginat he could n t rememb r the ear of 

her last deli ery. he was postmenopausal for more than 1 0 years. he had never 

used contraceptives. 

Famil and ocial History 

Yfanied housewife. Both are small-scale farmers. There was no family history of 

chronic illness. She neither smoked cigarettes nor drank alcohol. 
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h' i al e amm tion 

he' a an elderly lad in fair general conditi n. he had no fe r pall r oedema 

or I mphadenopathy. Her blood pr ssure was 120
/ 90 mrnlhg pulse rat 70/minute 

r gular, respiratory rate 20/ minut and temperature 7° . 

Th re pi ratory cardiovascular and c ntral nervous stem w r examined and 

found n rrnal. 

bd minal examination 

The abdominal was scaphoid and moved with respirati n. Th re wer n surgical 

ars or therapeutic marks. here were no areas of tenderness and n masses 

palpable. 

Pel ice amination 

The skin of the vulva was atrophic with scanty greyish pubic hair. h aginal 

walls [I It Ia though the mucosa was normal. The cervix was visible at th intr its 

and wa ulcerated. n instructing the patient to cough the cervix and part of th 

vaginal mucosa appear d outside the vulva. he did not have stress incontinence of 

urine. On bimanual palpation the uterus felt small but mobi le and both adnexae 

and pouch of oug las were not fu ll. ervical excitation was negative bilat rall y. 

There was a clear discharge on examining finger. 

Diagno i 

diagnosis of third degree uterin prolapse was made and the patient scheduled 

for vaginal hysterectomy. 
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In\ tiuati n 

I. rea and electrolytes 

odium 137 mmol /1 

Potassium 4.2 mmol/1 

Urea 3.3 mmolll 

Creatinine 87 mmoVJ 

Haemogram 

Hb 12.3g/dl 

RBC 4.19 X 10 12/1 

WB 8.0 X 109/1 

PLT 298 X 109/1 

3. Pap smear IN 

Management 

The diagnosis was explained to the patient thr ugh her daughter who did the 

translation and she gave an informed onsent for the peration. Blo d was taken 

for grouping and cross-match and two units of blood reserved for the operation. 

Enema was done at 6.00pm the day before th operation and at 6.00am on the 

morning of the operation. he was starved from midnjght. n the morning of the 

op ration she was pre-medicated with atropine 0.6mg intramuscularly and wheeled 

to theatre. 

Tota l vaginal by terectom 

In theatre she was given general anaesthesia. In lith tomy position the ulva and 

vagina were cleaned with savlon solution and painted with iodine solution. he 

was draped with sterile towels. 
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The labia minora' er stitched ba k on either side b th ant ri rly and at mid

po ition. An uvard sp ulum was in erted in to the vaginal p st ri rly thu 

exposing the cervix and prolap ed ut rus. h anteri r lip fth cervix' as 

grasp d at its midpoint b a volsellum forceps. ut rin s und was introduced and 

th uterine cavity found to be Scm long. weak solution of 1/24 000 adr naJin m 

saline wa injected beneath the vaginal muco a around the cervix. his solution 

was to act as a vaso-constrictor to ensure a relatively non-vascular field of 

op ration and to help define the fascial layers accurately. 

Four Kocker forceps were applied as follows:- one immediately b I w the 

e 'ternal urethral meatus two others slightly postero-lateral to the cervix on either 

ide. and the forth one in the midline of the posterior fornix at the p int where th 

vagi nal skin was easily picked from the cervix. The 4 points wer join d by an 

incision made with a calpel through the thickness of the vaginal skin but not the 

fasc ia. The vaginal skin was then r fleeted by blunt dissection ff the bladder and 

urethra towards the cervix. imilarly aginal skin was mobilized by blunt 

dissection from the lateral surfaces of both ardinal I igaments and also in the pouch 

ofDouglas. he cervix was lifted forwards by traction on the vosellum attach d to 

the posteri r lip and the pouch of Douglas was defined and opened. 

The posteri r surface fthe uterus and ovaries was explored with a finger to 

exclude any adhesions. The cer ix was pulled to the right side the left utero-sacral 

and cardinal ligaments were gasp d using angled Kocker forceps . he ligaments 

were cut and transfixed using icryl no. 1 suture. The suture was held with a 

marker. similar procedure was done on the right side. 
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ut nn \ e s Is wer id ntifi d n ither ide clamp d ut and tran fi d ith 

vi ryl utur n . 1. h uter -ve i al pou h was th p n d. The round ligament 

ut rine tub and varian ligament and el w r id ntified n ith r id 

lamp d, ut and transfi , d. mark r was left on th s 2 pedicl s. Th ut rus was 

th n r m ed. 

Th perit neal ca ity was closed with inten·upted vicryl sutur no 1 lea ing all 6 

pedicle xtra-peritoneally. The utero-sacral and cardinal ligament pedicles from 

each ide were sutured t geth r in the midline to form an apex r cent r point of 

the ault. imilarly the broad ligament pedi Jes were also approximat d at the 

midline. 

The agina was pack d with Vaseline gauze for about 6 hours. cath t r wa le t 

in the bladder. Th pati nt was reversed from anaesthesia successfully. he was 

tran fused 2 units of the bl d intra-operatively. otal blood loss was 5 Omls. 

Po top rative care 

he was lransferred to the recovery ward and observed half hourly until she was 

fully awake and the returned to the ward. he was continued on intravenous fluids 

norma l saline alternating with 5% dextro e a b ut 3 litres in 24 hours. he was 

started n intra enous crystallin pencilin 2m ga units 6 houri , Gentamycin 

Omg 8 hourly and Metr nidazol 500mg h urly for 48 hours. he was als 

given intramuscular pethidine 50mg 8 hourly for 24 hours. The vaginal pa k was 

removed after six hours. 
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he patient did well postop rati ly and was discharged hom n th ourth 

p top rative day. he wast be re i w din the gynaecol g outpatient clini m 

i. · " eeks. 

Foil w-up 

The patient was seen in GOP n 16.10.2002. he had no complaints. h 

operation site was healed. llistology of the specimen showed thick-walled 

hyalirused and calcified arteries with cystic endometrial glands in the uterus. he 

cervi had feature of chronic cervicitis. She was dis barged from the clinic. 

Di cu ion 

Th patient presented was a 69-year-old para 5+0 who presented with third degree 

uterine prolapse and total vaginal hystere tomy was done. 

terine prolapse is the abnormal protrusion of the uterus through the pelvic floor 

genital hiatus 1
• Cystocele recto ele or enterocel usually accompanies it. The 

degree f prolapse is usually defined by the relationship of the leading edge of the 

cervix to the vaginal introitus2
. These include: -

Fir t·degree - prolapse where there is slight descent of the uterus but the cervix 

remains within the vagina. 

econd degree - where there is descent to the extent that the cervix protrudes 

through the vulva when the woman is straining or tanding. 

Third degree - where the entire uterus is prolapse outside the vulva. he whole 

agina or at least part of its anterior wall is inverted3
. he patient presented had 

third degree uterine prolapse. 
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Lter - aginal pr l pse 1s comm n gynae ol gical pr bl m and i resp n ibl [! r 

about _Q% of women on the waiting list for the major gyna col gy surg ry in 

Britain". In a study in xford uter - aginal pr lapse was the primary reason for 

. -%of all hyst ret mies5
. At KNH walali 19 2 :[! und the in idenc o pel ic 

organ prolap e to be 0.1% of all gynaecologic admission 6
. 

Pel ic organ prolapse is generally a disease of the eld rly. Th etiology is 

onsidered in terms of weakening fthe pel ic floor and increases downward 

pres ure4.7. Hist chemical studies on biopsies of pelvic floor muscles have 

demonstrated evid nee denervation in these w men8
. Predisposing factors include 

ongenital or developmental weakness of the suppmis injury sustained during 

hi ldbi1th, iatrog nic injury a during hysterectomy atr phy of supporting tissues 

at climacteric and causes of increased intra-abdominal pressure e.g. clu· me 

ough pelvic tumours, heavy lifting and chronic constipation1
·3.4·

9
• 

The patient presented was 69 years old postmenopausal and multipara. he was 

thus at greater risk f having prolapse. Latr g ni factor that c ntribute to genital 

organ prolapse include failure to adequately correct all pelvic support defects at the 

time of surgery, ventrosuspension ofthe vagina that increa s th exp sure ofthe 

cu i de sac to increase in intra-abdominal pressur failure to detect and con-ect 

occult enterocele and excessive shortening of the vaginal 3·
9

. 

ymptoms and signs associated with utero-vaginal prolapse include sensation of 

we ll ing or fullness in tbe vagina bearing down sensation a dragging discomfort 

in the lower abdomen and pelvis backache, voiding difficulties difficult in 

emptying the rectum and discomfort during coitus. The commonest symptom is a 

sensation of something coming down the vagina10
. Mwalali at KNH found that 

major ity of patients 97% presented with a feeling of something coming down the 
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\'agina \\hil 12%) presented with urinary ympt m 6
. Thi pati nt resented with 

omplaints of a mass corning d wn the vagina. 

ompli ati ns of utero- aginal prolapse include Keratinizati n f th vagma 

de ubital ulceration of the cervix and urinary tract infecti n re ulting fr m 

in mpl t emptying of the bladderl.3
. Downward m v m nt f the ut ru auses 

the lower ends of the ureters to be constri ted and this may lead to obstruction with 

resultant hydroureter and hydronephrosis3
· 
9

. The pati nt presented had n ne of 

the abo e c mplicati ns. 

lanagement ofth se patients can b conservative or surgical depending on the 

degree of prolapse and presen e of ymptoms. For mild degre s of pr lapse with 

mild on no symptoms, expectant management can bed ne. This will include 

taking measures to prevent or correct problems associated with prolapse e.g. 

ob ity, constipation, and chroni cough. Postmenopausal women can b advised 

on estrogen replacement therapy. Patients should be taught the technique of 

perineal muscle exercises and be encouraged to do them regularly9
. aginal 

pessary may be used as a palliative therapy if surgical treatment is contraindicated 

or as a t mp rary measure in mild to moderate prolapse I. 3·
9

. Pessary an als be 

used to promote healing of decubital ul er prior to surgery. Infrequent r m val and 

leaning f the vaginal pessary can result in vaginitis and if forgotten in situ, may 

lead erosion fistula formation in to the bladder9
. 

urgical management is indicated in advanced and symptomatic pelvic organ 

prolapse3
•
9

. election of surgical approach for uterine prolapse depends on the 

patient sage, her desire for future fertility or pres rvations of coital function 

degree of prolapse and presence of associated conditions e.g. cystocele, stress 
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or recto ele 1
. he typ of operati n done includ vaginal 

hyst rectomy ant rior lporrhaphy po terior colpop rine n·haphy trans aginal 

enter cele r pair and aginal ault susp nsion. combination f the ab e 

procedures can be done d pending n individual patients. bdominal hysterectom 

can be done I. 2·
3

. he patient presented' as done total vaginal h sterect m . 

In those patients who still desir to have cruldren the procedures that can be done 

include Manchester repair which involves anterior colporrhaphy cervical 

amputation and posterior colpoperineorrhaphy. Other methods include sacral 

cer icopexy-hysteropexy or shrodkar sling cervicop x2
. 

Complications of surgery include haemorrhage infection and injury to the 

ontagious organs bl od vessels and nerves. Possible I ng-term complications 

include postoperati e urinary inc ntinen e, dyspareaunia andre urrent pelvic 

organ prolapse u . he Manch ster proc dure is associated with cervical 

incompetence due to shortened cervix, or infertility due to loss of cervicaJ mucus3
. 
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ID 0.: 

.K. 

47YR 

0819246 

Pre eoting omplaint 

I + 

TY: 4+0 

A: 11.7. 2 

D: 10 .. 02 

he was admitted to the gynaecological ward from the g na co logy outpatient 

clinic with complaints fprogressive abdominal sw !ling for 6 months associated 

with abdominal pains for two week . 

Hi tor of Pre enting mplaint 

h had b en well pri r when sh de eloped abdominal swelling that was 

progressive. This was associated with low r abdominal that was continu us in 

nature and backache. he also noticed that she was pr gressi ely losing weight 

and her appetite was poor. h wa then r ferred fr m a pri ate clinic to Ken atta 

ational Hospital. 

Po t edical Hi tory 

his was not significant. 

Ob tetric and G naecological Hi tory 

he was para 4 + 0. A11 by spontaneous vertex delivery at term. he could not 

remember her menarche. he had never used any family planning method. 
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mil , nd cia l 

h was a manied housewife. he wa sta ing with her amil in urang a. he 

did not give history f rinking ale h I r sm king. Th r was no history of 

similar or ther major illness in the family. 

ami nati n 

he wa in a fair general condition. he wa not frebrile cyanosed or jaundiced. 

he had no peripheral oedema lymphadenopathy. he bad bilateral pitting pedal 

oedema. Blood pressure was 120/80 rnm/hg pulse rate 70/min regular respiratory 

rate 20/min and temperature 36.8° . 

stem 

Cardi ascular, respiratory and central nervous system were ess ntiall nom1al. 

bdominal Examination 

The abd men was uniformly distended. here wer no surgi al scars and no 

visible blood vessels. There were no areas f tenderness and no masses notable. 

There was strong dullness on percussion and a fluid thrill was elicited. 

Pel ic xa mination 

The external genitalia was normal. The cervix was firm posterior and the s was 

closed. he uterus was normal size and fairl mobile. The adnexa and pouch of 

Douglas fllt full. 

Diag n i 

Impression of ovarian tumour wa made. 
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Re ult of lnv tigati n 

l. Haem gram Hb: 1 ·- gldl 

MB .lxl09/l 

RB : 5. 7x1 012/1 

PL : 559xl09/l 

2. rea and electrolytes a+ 136 mol/1 K + -4.45 mol/l. 

iver functions tests- normal. 

4. ltrasound - sho ed a right tubo arian complex mass measuring 13 em x 12 

em x 15 em with irregular outline. 

5. XR - annal 

Management 

he diagn sis was explained to the patient and she was informed that a laparatomy 

was to b done. n inD rmed con ent for the operati n was obtained from her. 

Blo d was taken for grouping and cross-match and two units of blo d r serv d [! r 

operation. 

he was given enema at 6.00 p.m. the day be£ re p ration and at 6.00 a.m. on the 

day f he p rati n. h wa starved from o emight. On the morning f the 

operation she was premedicated with atr pine 0.6 mg intramuscu larly and wheeled 

to theatre. 
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In theatre gen ral anaesthetic wa administ r d. Ins milith t my iti n 

ul ovaginal toilet was done ith sa Ion olution. h bladder wa ath teris d 

and clear urine was drained. P I vic xamination r peated und r ana thesia 

confirmed the earlier findings. he agina and cervi were painted with methylene 

blue d e. In supine position th abdomen wa cl aned with sa Jon solution 

painted with iodine and draped with sterile towels . The abdomen was open d by a 

midline subumbilical incision that was extended about 4 em abo the umbilicus. 

About 4 litres of haemorrhegic ascites found was aspirated. There was a ery 

friable mass measuring about 15 em b 14 em by 13 em in the right o ary. The 

mass was adherent to the colon uteru left ovary and pelvic wall on the left side. 

The pel vic organs were matted together. There were tumour se dlings on the 

parietal pentane urn and omentum. The I iver and sple n had n dules n their 

urfaces. h tumour was stage I 

As much of the tumour as was possible was r moved on the right side. 

rnentectomy was al o done. Due to the matting together of the organs 

hysterectomy could not be done. Ha mostasis was achieved. The specimens were 

taken for histology. Peritoneal lavage was done with warm saline. Aft r correct 

count of instruments and swabs the abdomen was closed in layers. Total blood 

loss was 1 000 mls. The patient was reversed from anaesthesia. 

Po t Operati e Care 

The patient was transfened to the recovery ward and observed half hourly unti I 

fully awake then taken back to the ward. he was continued on intravenous fluids 

normal saline alternating with 5°/o dextrose about 3L in 24 hours. 
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he'- a started on crystalline peni illin 2 mg h uri and g mamycin 0 mg 

hourly I.V for 4 hours. he as als put on a pethidin l 00 mg h url for 24 

hours. 

n the first postoperative da bowel sounds wer present and she started taking 

oral sip . n the second postoperati e day she was started n light di t and ral 

rn dicati n. titches were removed on the se enth p stoperativ da and the 

wound was clean and dry. Ascites recurred but th patient remained stable. 

hemotherap 

Histology sh w d a well-differentiated adenocarcinoma of the ovary. The results 

were explained to the patient. he was informed about the treatment and its 

durali n. Blood was taken for haemogram urea and electr lytes and liver 

fun ti n tests and thes were D und to be within normal. 

n 22.9.2002 she was started on a course of intra enou isplatin 50mg stat 

Adriam cin 50mg stat and yclophosphamide 250mg daily for 5 days. he 

completed the course and wa discharged home for a 3-week rest p riod before the 

next cours of chemotherapy after repeat bas line inv stigati ns. 

The patient came for chemotherapy erratically complaining about the distance 

sine sh had to travel from Murang'a. After getting five courses of chemotherapy 

she wa l st to £ llow-up. 
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10 

The patient presented a 47- ear- ld para 4 0 who' as admitted' ith ar m rna of 

the ovary stage IV. he was done debulking and started on ch m therapy with 

isplatin, Adriamycin and ycl phosphamide. 

ancer of the o ary accounts for about 25% f all malignant ne pia ms of the 

femal genital tract. Over 50% of deaths ascribable to gynaecologic cancer are due 

to can er f the ovary. ancer of the o ary is the fifth leading caus of cancer

relat d morbidity among American women ace unting for 5% of all such deaths 1
• 

At ~I, Njuki (1979) found that cancer ofth ary comprised 8% of all female 

genital malignancies and ranked third as a cause f g naecologic malignant disease 

after ancer of the cervix and choriocarcinoma2
. he worldwide incidence f 

ovanan cancer is higher in developed countri s compared to developing 

countries '·3. 

The incidence of ovarian cancer increases with age3
. With the x eption of 

teratomas and special sex c rd tumours which hav their own ag incid nee, 

ovarian neoplasms ar commonly ound in women aged 40-60 years3
.4 . juki in 

ills study found an age range of 9-63 years while Ojwang and colleagues at the 

same hospital found an age range of 46-67 years2
'
5

. The patient presented was 47 

ears old. 

Aetiology of ovarian cancer is unknown. xposure to industrial agents like 

asbe tos and talc and high fat diet increase risk. omen of low parity, infertility 

and deJa ed childbearing are also at increased risk. Other risk factors include use 

of fertility drugs like lomiphene family history f ovarian cancer seen in 5% of 

cases of o arian cancer and family history of breast cancer1
• There is a 40% 
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d crease in risk of o arian cane r :D ll mg a w man s 1r t pr gnan y and an 

estimated 14o/o decreas in risk for ea h subs qu nt pregnancy. se of oral 

ontracepti es and breast£ ding ar als pr t tive. Patients don tubal ligation 

are at decreased risk th ugh the mechanism is unknown. h patient pr sented 

was para 4+0 and had not used contraceptives. 

There are three major types of o arian neoplasms. pithelial tum urs account for 

70-80% of all ovarian neoplasms while 10% are str mal in origin and 5% are germ 

ell tum urs4
. In children th m st c mmon tum urs are malignant germ cell 

tumours while epithelial tumours ace unt for more than 90% fall adult cases3
. 

erous and muscinous cystadenocarcinoma are the most comm n types of inva ive 

epithelial ovarian tumours. hey c mprose 60% of all primary tumours of the 

ovary and 90o/o of those that are malignane·4• he patient pr ent d had well 

differentiated adenocarcinoma of the ovary. 

xcept for those tum urs that have endocrine function ovarian tumours are rarely 

symptomatic other than thos symptoms induced mechanically by the size of 

tumour. Thu most are often i p rable by the tim of diagn sis3
•
4
·
7

•
8

. Th patients 

ignorance due to lack of education and non-a ailability of health care in remote 

area of the countr also contributes to late diagnosis5
. ymptoms include 

abdominal swelling from large tumour associated ascit s dysp psia cachexia, 

urinary retention bowel bstruction and aching pain in the abd men3
•
4

. n 

physical examination a pelvic mass that is bilateral irregular solid or fixed i 

suggesti f malignancy. 

The patient presented had progressive abdominal swelling weight loss night 

sweats and backache. 

mass ballotable. 

n physical examination she had massive ascites but no 
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Lab ratory e aluati n f the e patients inclu s a c mplete bl d c unt li r 

function tests urea and electr l tes c agulati n pr file and c r i al cyt logy. 

Intra enous ur graphy may be indicated to de me th ureter and e clud a pelvic 

kidne . Barium nema is done t rule out coloni involvement of c I nic cancer. 

Che t -ray is done to detect pi ural effusion or m tastatic diagn sis dep nds on 

surgical exp1oration3
•
4

. 

The patient presented was done full blood count urea and electr lytes and liver 

function tests which were normal. Ultrasound showed an itT gular complex 

tubovarian mass. h st X-ray was normal. 

ar moma of th ovary is staged ace rding to the International ederalion of 

Gynaecology and Obstetrics classification of ovarian neoplsms3
. 

tage I 

I 

IB 

rowth limited to the ovaries 

rowth limited to one ovary no ascites 

1 capsule intact 

2) capsule ruptur d 

3) 

Growth limited to both o anes no ascit s 

1) capsule ruptur d 

2 capsu l intact 

I Growth limited to one or both o anes. scites present with malignant 

cells 

1) capsule ruptured 

2) capsu le intact 
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tage H 

II 

rowth invol ing one or both o ane with pel ic ext nsi n. 

xtension and/or metastases to the uterus and/or tub s and/or the 

ovary 

llB Extension to other p l ic tissues 

tage III Growth inv lving one or both ovaries with widespread intaperiton al 

metastases. 

tage IV Growth invol ing one or both ovaries with distant metastases. 

The patient presented had stage fV disease because sh had peritoneal and omental 

implants . 

Tum r markers are useful in diagnosis and management of everal ovanan 

tumours. actic acid dehydrogenase has been found ele ated in ovarian cancer 

although in most instances advanced disease is presene. -125 is an antigen 

produced by most primary ovarian malignancies though raised 1 v ls may also be 

found in other malignancies and benign conditi ns8
. A-125 a say ha b en used 

in identification of extent of intraperitoneal disease though the technique has not 

allowed diagnosis of early disease3
. Other markers include alpha-fetoprotein 

human chorionic gonadotropin and carcinoembryonic antigen 

urgery is usually performed to establish th typ histologic grading and stage of 

tumour3
. During sw·gery the incision should provide maximum exposure of the 

pelvis allow th rough examination of the abdomen. If ascites is present it should 

be aspirated and taken for cytology. If ascit s is absent, periton al washings are 

obtained from the pelvis, right and left paracolic gutters and suprahepatic space by 

instillation of 10 mls of normal saline into each areau. he operation aims at 

resecting as much tumour as is safely possible. Total abdominal hysterectomy, 

bilateral salpingo-oophrectomy and omentectomy is the prefened basic treatment 
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for o arian cancer3
. In the patient present d tum ur ' as adh r nt t the col n 

uterus and tubes such that only debulking could be a ly d n . mentectom was 

done. 

Po toperati e chemotherapy is gi en. G nerally a pul therapy regime is used . 

his involves five days of ch rnotherapy per month upto 12 courses. Drug used 

include Cyclophosphamide Cisplatin Melphalan and hlorambusil. Multidrug 

chemotherapy has been reported to result in excellent response. In ur setup 

Cisplatin Cyclophosphamide and Adriamycin are comm nly used and the patient 

present d was started on the regime. 

econd look laparotomy is done to evaluate the antitum ur effect of 

chemotherapeutic ag nts, to detetmine the timing of ssation of chemotherapy or 

to debulk the residual tumour after incomplete surgery1
•
9

. It is usually p rformed 

after six to twelv courses of chemotherapy. Respon e to chemotherapy can als 

be monitored by serum lev ls of A-125. Rising le els of -125 are ass ciated 

with progressi n of disease. It can aid in early identificati n of non-responders to 

chemotherapy7
•
10

. 

The patient presented could not afford to have A-125 le Is done. he was for 

second laparatomy aft r the sixth course of chemotherapy but was lost to 6 !low

up. 

Radiotherapy when used alone is of no benefit in anan carcmoma. The dose 

required to irradiate the upper abdomen postoperatively would not be tolerated by 

the liver and kidneys 1.3 . It is reserved for advanced cancer and residual tumour 

size should be 2cm or less. 

238 



Epithelial tumours of low malignant p tential can be manag d b m re 

onservative approach. Those who desire preservation of[! rtility m y b managed 

by unilateral salpingo-oophrectom/. Ho ever the pati nt must under tand the 

possibility of late recunence and be willing to participate in long-term follow-up. 

During therapy the patients are seen monthly. full haemogram liv r function 

te ts renal function tests and chest X-ray are done. A pelvic amination to assess 

disease status is done on monthly basis. Patients who have completed therap and 

who are disease free are evaluated ever 2- months for two years. hereafter 

they are evaluated every six months. he patient presented defaulted treatment and 

wa lost to fall w-up. 

The o erall fiv -year survival rate for o arian cancer remains poor at about 30%. 

urvival is much better (75% at 5 years) for women who present when the disease 

is localised to the ovaries (FIG stage I 8
. How ver most women present at later 

stages of the diseas . creening methods including ultras und and A-125 are 

being tried in the hope that cancer can b detected in asymptomatic omen thus 

leading to early treatment. Th re has been no evidence on whether screenjng 

improves outcome for women in any risk group 1
•
8

• Prophylactic oophrectomy is 

being proposed especially for patients with a family history of ovarian cancer 

though it is still questionable wheth r a significant impact an b made on cancer 

related mortality 1'
3

• 
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ME: 

GE: 

ID 0.: 

GI AL FI TUL 

M .. 

21 YR 

0 05816 

Pre enting omplaint 

4 

R P I 

PARJTY: 1 + 0 

DOA: 3 .7.02 

D D: 5 .. 02 

he ' as admitted through the gynaecological clinic with leakage of urine fi r nin 

months. 

Hi tory of Pre enting Complaint 

he had deli red tlu·ough caesar an section at Homabay D istrict hospital du to 

ephalopel ic disprop01ti n and p · longed labour for 4 days. he baby scored 

poorly and succumbed the same day. he devel p d leakage f urine n the£ urth 

post-operative day. he had urinary catheter upt the fifteenth post-operative day. 

Her urine incontinence was not c ntinuous. h was having an urge to empty h r 

bladder on and off. he had dry episodes when the urine was not emptying. he 

was applying a eline on the thighs. o stool inconvenienc . 

Pa t edical History 

o previous admission for medical r surgical problems. 
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na ol gica l 

he was para 1 + 0 with no living child. Her menar h w t 1 y ar . Men e 

Ia ted 4 days and cycles wer 2 da s regular. o ver sh had n t re um d 

men es since her last deliv ry. he had not used c ntraceptiv s. 

Famil & ocial Hi tory 

he was a married housewife. Her husband as a guard at aren . There was no 

family history of chronic illness. he did not drink ale h I r moke cigarettes. 

E amination 

he was in good general condition no fever, pall r r jaundice oedema r 

1. mphadenopathy. I er blood pressure was 120/70 mmhg pulse rat 0/minute 

re piratory rate 20/minute and temperature 36.5° . 

tern 

ardiovascular respiratory and c ntral nervous system w re examined and found 

normal. 

bdominal amination 

The abdomen had normal fuller and m ved with respirati n. here was n 

tenderness on palpation and no mass s. 

Pel ic xamination 

he had normal externa l genitalia. he urin was coming out ontinuously. The 

perineum was excoriated, wet and had an offensive smell. n speculum 

examination the anterior wall of the vagina had a fistula about l em. It as 
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appro imatel 3 em from the urethra l op ning and 2 em t th cerv1 ' . 1 h 

posteri r vagina wall was intact. 

Dia no 1 

. diagnosis of esico-vaginal fistula was made and she was planned fi r r pair by 

vaginal route. 

In e ti ati n 

I. Haemogram 

rea and electrolysis 

Ma nag m nt 

Hb - 11.6 gldl 

MBC - 9.0 X 109/ l 

UBC - 5 X 109/1 

RLT - 351 X 109/J 

a+ - 133m 1/1 

K + - 4.8 mol/1 

rea - 5.0molll 

he diagnosis and management were e plained t th patient. An inform d 

consent for repair ofVVF in th atre was obtained from her. he was advised on 

liquid diet for the next two day before operation. he had enema at pm the day 

before the operation and 6 am the morning of the p ration. Them rning of the 

operation, sh was premedicat d with atropine 0.6 rng intramuscularly and 

peth idine 50 mg and wheeled to theatre. 

Ve ic -va inal Fistula Repair 

he was brought to theatr and given general anaesthesia and placed in lith tomy 

position vulvo-vaginal toilet as done and drap s were put. A gauz was put over 
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her anus. The drapes were clipped to the butt cks. Jungl jui dr naline and 

ligno ain in normal saline) was infiltrated to the left asp ct fth vul a£ r 

pisiotom . Jungl juice was also instilled around th fi tula. n met ton wa 

made all around the fistula and bladder freed all e t nded to the fistula site. h n 

\\-ith 2/0 vicryl the bladder was hanged onto the perim t um ofth pubic 

ymptisis. Then the fistula was repaired in 2 layers with i ryl 4/ . After this a 

catheter size 16 was inserted and inflated with 5 ml of nmmal sal in . D e test was 

done by instilling into the bladder methylene blue and checking wheth r there was 

a leak at the suture line. Dye test was negative. The cath ter ball on was then 

depleted and the following measurements were done using the ut rine sound. The 

length from external urethral opening to th bladder 14 em. he urethral length 

was measured as the distance from the edge of the balloon t the mark on the 

external urethral opening. This was 3 em. Therefore the bladd r was 11 em. Then 

the vaginal wall and episiotomy was sutured. gauze pack s eked in iodine 

olution was left in the vagina. The oleys cathel r was field to urine bag. Th 

patient was re ersed fr m general anaesthesia. 

Po t-Operative are 

The patient was taken to the recovery ward and obser ed half hourly until fully 

awake then transferred back to the ward. he was on intravenous fluids normal 

saline alternating with 3% dextr s SOOrnls 3 hourly. he fi llowing da she was 

advised to take at least 4 litres of fluids per day rally. Vaginal gauze was to be 

removed in 24 hours. She was put on pethidine SOmg 6 h urly for days and 

thereafter paracetamol for 3 days. If the catheter got blocked it was to be flush d 

with only 5 mls. If still blocked then change catheter and put only 4 mls in the 

balloon. he was to bee amin d at the day after surgery to do dye test. If the dye 

test is negative the catheter will be removed. If the dye test i positi e the catheter 
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wa to b in place till 6 m nths. h ath t r would b changed aft r 

-weeks. he was strongly advised not t ha e s x n r 4 months. he was ad is d 

about C/ d li er if she becam pregnant. P st p ratively she did v ell and on 

di charge she was not leaking. he was schedu l d £ r spectrum e amination on 

the 14th OD. Dye test at 14 days DOD show d the suture line to be intact. he 

was leaking urine from the sides of the catheter. atheter was rem ed and she 

was sent for physiotherapy. he did well on phy i therapy and becam continent 

of urine. 

10 

The patient presented was a 21-year-old para 1 + 0 who had VVF se ndary to 

obstructed lab ur. The VVF was successfully repair d. 

Vesico-vaginal fistula (VVF) is an abnonnal communication between the bladder 

and vagina that allows urine to continuous! escape through the vagina 1
• Th true 

incidence of VF is not known. rwenyo 1984 in his study on acquired VV 

and rectovaginal fistula R VF) at KNH found that l 6 ases were treated between 

1979 and 1982. fthese 90% were VVF2
. 

VVF fall into four groups according to aetiological factors. 

• Those resulting from obstetric injury e.g. pressur necrosis and dir ct trauma 

during op rati e vaginal delivery. 

• Injury to th urinary tract during operations such as caesarean section 

hysterectomy and anterior colporrhaphy. 

• Radiotherapy in treatment of cancer of cervix. 
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• i ellaneous causes whi h include in ti ns like 1 mph granuloma 

ener urn and tuberculosis, trauma with fracture of the pel vi b nes 

symph siotomy and prolonged pessary use1
• 

The pati nt presented developed V following bstructed labour. 

In the United tates 85% of VVF follow surgery 10% occur aft r radiotherap and 

only 5% result from obstetric causes 3. In developing countries the leading cause 

of fistula formation is obstetric injury. Tahzib 1983) in his study in tgena 

found that 83% ofVVF resulted from prolonged obstructed labour and only 1% 

were from surgical injury 4. In KNH Orwenyo found that 92% f patients had 

ob t tric related fistula 2
. Gunaratne and Mati ( 1982) found that 4 -80% of 

wer primigravida of whom 70% had obstructed labour due to c phalo-p I 1c 

disproportion5
. 

Thi patient was a multipara and de eloped fistula following pr I ng d obstructed 

labour. 

During normal labour the bladder is displaced upwards into the abd men. he 

anterior vaginal wall bladder base and urethra are compressed between the fetal 

head and the posteriror surface ofth pubis. In prolonged labour the intervening 

oft tissues are devitalized by ischa mia become necrotic and slough ff. The 

sloughing tissues cause VVF, which usually occur between the sec nd and tenth 

post-delivery 1
. Obstetric fistulas are thus most commonly located in the bladd r 

neck and upper urethra. be pati nt presented developed VVF on the third day 

after Cae arean section. 
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Fi rula may be located at any point along th anteri r aginal wall and may in lude 

a part or all of the bladder base and urethra. hey may be single r multiple 1
• 

They are anatomically classified into: 

Juxta - urethral fistulas. hese inc lude the bladder neck and proximal 

w·ethra. The internal sphincter is damaged . hey are caus db obstructed 

labour. 

Mid vaginal fistulas. The middl part of the urethra is involved. The 

phincter and trigone are intact. They can be caused by surgical trauma 

radiation and obstructed labour. 

Juxta-cervical high) fistulas. These open into the anterior£; mix or cervical 

canal. They are usually due to obstructed labour sw-gicaJ trauma and 

radiation. 

Large or massive fistulas. They can be a combination of the above three. 

Most of the anterior vaginal wall is absent. In most of them the bladder neck 

and trigone are absent. 

Vault fistulas. These follow hysterectomy . 

Gunaratne in his study found that 34% of the VV were juxta-cervical, 28% 

were juxta-urethral 16.8% were mid-vaginal and 15.3% were circum£ rential 

5
. The patient presented had a mid-vaginal fistula. 

The diagnosis of VVF is made from history and physical examination. The 

hallmark of urinary vaginal fistula as opposed to other forms of incontinence is 
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~ontinou leakage of urine. With small fi tula urinary l akag i light and th 

woman ma oid a good quantity of urine. Howev r with large fi tulas suffi ient 

urine do not collect in the bladder to p rmit voiding. n sp ulum e minati n, 

the fistula is often visualized. When the fistula is mall and not isualized ari us 

diagno itic tests can be done including introducti n of methylen blu d with 

\'aginall placed tampon which stains the tampon if there is a VVF. he tampon 

will not be stained if there is a uretero-vaginal fistula. Intrav nous ur gram IV ) 

diagnoses ureteric fistula as well as demonstrating dilatation of the calyces or 

ureter that often occurs in presence of a ureteric fistula. yst scopy is used t 

ascertain the size and position of the fistula especially its relation t the ur tral 

orifices and esi al sphincter 1.3. In this patient diagnosis was easily made n 

speculum examination. In management ofVVF arising due to pr ssure necrosis at 

least three months waiting period should elapse be[! r r pair is attempted. This 

will give time for inflammation to subside necrotic tissu to slough ff residual 

epsis to subsid and tissue planes to be re- stablished. or fistulas arising from 

surgical trauma e.g. hyst recto my it is stiJ I better to also wait until the tissu s 

around the fistula are no longer indurated or in£ cted 1
• epsis or ana mia sh uld 

e treated before repair is attempted. The nutriti nal status of the patient if poor 

should be impro ed. o protect the perineum and thighs from excoriation 

antiseptic barrier creams such as zinc oxide and castor oil or Vaseline can be used. 

Perineal pads which absorb urine and increase skin damage should b avoided 4
• 

A large size indwelling Foleys cath ter can be insert d for continu us bladder 

drainage to facilitate spontaneous h aling or eventual complete epitheli lization of 

fistu la tract. pontaneous healing has been reported in 15-20% of patients 6. 

However spontaneous healing is Jess lil ely to occur when the fistula tract is 

mature and epithelialized. 

249 



he r ute of repair of VV depends on p sition and size of th fistula structure 

mvol ed, and the d gree of fixation of the tissues. It n be trans aginal 

rans esi al or transperitoneal xamination under ana sth sia done pre peratively 

rat a different sitting before the operation assesses the site and ize f the fistula 

tibrosi of t issues around the fistula and the best route and position .fi r r pair. 

During repair ofVVF, adequate exposure must be ensured. Adequate closure of 

rhe bladder defect in two layers without tension is essential. Trauma to the tissues 

is minimized by use of delicate non-tissue-crushing instruments and the fine suture 

inj ury obliteration of dead space, omplete haemostasis, and complet bladder 

drainage postoperatively 3
• 

fter repair ofVVF the urinary bladder must be kept at rest for 14 days. Urinary 

output must be 2-3 litres every 24 hours. Antibiotics are given to pr vent 

infection. Dye test is done on the fowteenth postoperative day. The patient should 

be warned to avoid coitus for at least three months after discharg from the 

hospital until the repaired site is firm! healed. If she becomes pr gnant then 

elective caesarean section should be done since vaginal deli ery would ndanger 

the repair. 

The patient presented the cath ter on the fowteenth post perative day and dye test 

done did not show any leakage of urine. he was seen aft r one month and 

reported no leakage of urine. 

The overall success rate ofVVF repair has been found to be 74.6%. Of these 70% 

were done vaginally and 21% abdominally 7. From studies done at KNH 

mid/vaginal fistulas had tbe highest successful repair rate (85 .7%) while 
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~ ir umferential and juxta-urethral arietie had th lowe t sue e sful repair rate 5
• 

Tills patient had a mid-vaginal fistula and r pair was successful. In those fistulas 

where all attempts at repair hav failed, urinary di ersi n rna be c nsid red. 

\1ethods of urinary diversion include transplantation of th ur ter int th isolat d 

ileal loop or pel ic colon 1
• 

Complications ofV repair include hemorrhage ureteral bstructi n, breakdown 

of repair vaginal stenosis and urinary incontinence. Recurrenc f fistula after 

repair is rarel. omplications associated with VVF formation include rectovaginal 

fistula ammenorrhoea or oligomenorrhea which can be associated with 

p chological trauma after a difficult deliv ry or ndocrine upsets, vaginal stenosis 

perineal excoriation and perinatal mortality. Orwenyo in his study found that R 

omplicated 7.4% ofVVF. He found a stillbitth rate f70% and a perinatal 

mortality rate of80% 2. Gunaratine and Mati reported a stillbirth rate of63.7% 

and a neonatal mortality rate of 60% 5
. 

Formati n ofV can be prevented by efficient obstetric care system such that 

mothers who are likely to have obstructed labour are identified in the antenatal 

period. Emergency obstetric services should also be made available so that 

mothers who present with prolonged obsttucted labour get ready access to facilities 

where caesarean section can be done. In the immediate postpartum period 

fo llowing obstructed labour, the bladder sh uld be continuously drained by a 

urethral catheter for 10-14 days and upto six weeks ifVVF has already occurred. 

long-term measure would be to impro e the socio-economic status of the 

population so that nutritional status is improved in childhood to pre ent stunting of 

growth. Teenage girls should be discouraged from engaging in sexual activity and 

early maniage before the pelvis is completely grown. 
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. AME: 

AGE: 

ID 

G 
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LLYMPHADE E TO 

G.W. 

74 YR 

0 15902 

Pre enting Complaint 

IV: 

PARA: 

DOA: 

DO : 

5 

4 + 

24.6.02 

27.7.02 

0 

he was admitted through casualty with a six-month history of a growth on the 

,·ul a accompanied by irritation of the genitalia £ r ne year. 

Hi t ry of Presenting Complaint 

\ as well till about one year prior to admission when she developed itchin ss of 

external genitalia followed by growth on vulva. 

Past edical History 

This was not contributory. 

Obstetric and Gynaecology History 

he was para 4 + 0 all by spontaneous vertex deli enes. Her last deli ery was m 

1978. he was postmenopausal for many years. 

Family and ocial History 

he was a married housewife living in Nyeri with her husband. Both are small

s ale farmers. he neither smoked cigarettes nor drunk alcohol. 
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ami na tion 

he ~as an elderly lady in fair general c ndition with n fe r pall r jaundi e r 

oedema. he had bilateral inguinal I mpaden pathy. hen de wer firm fr e t 

the underlying structure and measured ab ut I 1 em in diameter. 

y tern 

Cardiovascular, respiratory and central nervous system were n rmal. 

bdom inal xamination 

The abdomen was scaphoid and mo d with respiration. her wer no surgi al 

ars. 

'aginal Examination 

There was a large fungating mass on the low r half of the left labia maj ra that was 

obliterating the introitus. Its size was about 5 em diam ter. he mass was friable 

and bleed easily on touch. 

Diagnosi 

A diagnosis of cancer of the vulva stage IV was made. 

lanagement 

he was counselled about this. he was first to have examination under 

anaesthesia and biopsy taken for histology. 
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ID\ ti ation D ne 

I Ha mogram 

- · Urea and electrolyes 

Hb - 12.9 gldl 

WB - 6.9 X 109/1 

RB - 4.27 X 1012/1 

PL T - 2 adequate 

a+ - 143mmol/l 

K+ - 4.1 mmol/l 

B - 6.1 mrnolfl 

amina tion nder· Anaesthe ia (E A) 

he was taken for E A. AtE A she was found to have fungating mass arising 

from the left labia majus. It was friable and bleeding easily on tou h. he lower 
1
'3 of the vagina was involved circumferentially. On rectal examination the rectal 

mucosa was freely mobile. A specimen from the mass was taken for histol gy. 

Histology results showed features in keeping with those of squamous papilloma of 

he vu lva. 

The patient was then planned for radical vulvectomy and partial vaginectomy. The 

nature of operation was explained and informed consent obtained. Haemoglobin 

level and urea and electrolytes were repeated. The results were 12 gldl a 140 

mmo/L K+ 4.2 mmol!L and BUN 5.6 mmol/L. 

he was scheduled for operation on 27.6.0-. Blood was taken for grouping and 

cross-match and three units referred for operation. She had enema at 6.00 pm the 

previous day and at 6.00 am on the day of the operation. he was starved from 
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midnight. n th mommg o th op rati n h was pr m dicat d \ ith atr pm 

mg intramuscularly and wheeled to theatre. 

Radical Vulvectomy 

In theatre she was put under ana sthesia. h wa plac din lith tomy position. 

h abdomen vulva and pe1in urn ere cleared with savlon solution and draped 

with sterile towels. The urinary bladder was catheterized with a foleys catheter 

and clear urine drained. 

trans erse incision was mad above the inguinal ligaments and extended to the 

anterior sup rior iliac spines. The incision was deepened to reach the aponeurosis 

of the external blique muscle. Two incisions were then made running from the 

ends of the transverse incisions along the candio-crural folds. The vul a was 

dissected and both superficial and deep inguinal lymph nodes were rem ved 

bi laterally . Half of the vagina and the area above the anal orifice w re rem ved as 

welL Haemosta is wa achieved by el ctro coagulation of the vessel stamps. The 

resulting raw area was approximated starting from the inguinal area towards the 

urethra and vagina. 

urethral catheter was left in-situ. A firm 7-bandage was applied. The patient 

was successfully reversed from anaesthesia. Total blood loss was 600mls. he 

was transfused two units of blood intraoperatively. The specimen was taken for 

histology. 
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P t p rati ar 

he was tran ferred to the r co ery ' ard and observ d half hourly until fully 

awake and then transferred back t the ward. he wa pul n intra enou fluids 

normal aline alternating with 5% dextro 3 litr s in 24 h urs. he was start d on 

intravenous crystalline penicillin 2 mu h urly entamycin 0 mg and 

metronidazole 500mg 8 hourly. he was gi en pethidine 5 mg for 4 hours. he 

recovered well post operatively. utures were removed on the fourteenth 

postoperatively day and the wound had healed well except D r a raw area in the 

perianal area. he continued on warm saline sit baths and antibiotics. Th wound 

healed well and she was discharged on 27.7.02. he was to bo k radiotherapy 

clinic in two weeks. 

follow-up 

he was lost to follow-up. 

Discu sion 

This was a 71-year-old postmen pausal patient who presented with carcinoma of 

lhe vulva stage IV. Radical vulvectomy was done and she was referred for 

radiotherapy. 

Carcinoma of the vulva is an uncommon malignancy accounting for 0.3% of all 

female cancers in the United States of America and 3 - 5% of all genital 

malignancies. In Kenya 3.3% fall genital malignancies are due to ulvaJ 

carcinoma. It is the fourth commonest malignancy after cervical carcinoma, 

o arian cancer and choriocarcinoma. An average of four cases are seen annually at 

. Carcinoma of the vulva accounted for 3-5% of all female cancer deaths2
. 
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ul ar carcmoma rna arise fr m the skin subcutan us tissue ur thra glan ular 

element of the vul a or the mucosa of the lower 113 f the agina3. 

Histological! 90% ar squam us cell typ , 3.5% are melan rna 1% ar basal c ll 

(}'pe and I% originate in the Bartholins gland. ar omas and ad n ar m mas 

on tribute less than 1%. The patient presented had squam us cell carcin rna and it 

originated in the labia majora. 

Etiolog of vulvar c-arcinoma is unknown. It is predominant! a disease of older 

women with a median age of 65 years at diagnosis t.s. JO. Of the women with vulvar 

carcinoma 3/4 are aged over 60 years. At KNH 51-70% of the patients were 6 

. ears and above and 90% were postmenopausal6
. This patient was 71 years and 

postmenopausaL 

Eti logical factors in lude long-standing irritativ agents ( hernical or infecti e 

especiall when combined with poor hygiene chr nic inflammator di eases lik 

venereal granulomas 1 ng-standing vulval warts and chronic vul al dystrophie 

especially when associated with epithelial overactivit/. Associated disorders 

found most frequently with vulvar carcinoma are obesity hype1tension and chronic 

vulvar irritation3
. he patient presented did not have any of the ab ve risk factors. 

Vu lvar carcinoma in-situ like carcinoma in-situ of the cervix is onsidered a 

precursor to invasive disease though the risk of progression is lower occurring in 

about 3% of patients 8. Vulvar carcinoma in-situ tends to be multifocal with a 

lower risk of invasive disease in younger women but tends to be unifocal with 

higher risk of invasive disease in older worn n9
. For this reason all patients with 

ul ar carcinoma in-situ should be treated and long-term folJow-up is mandatmy. 
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Patien with car inoma of the cervix are at in reased risk f d vel mg ulvar 

ar inoma and vice versa. This patient had n pr i u hi t ry fa vul ar lesi n. 

faj orit of squamous ell carcinomas (70%) d vel p in th labia m st commonly 

the labia majora. 11-12% of cases de elop on th clitoris. In about 10% of cases 

e tumour is so large that the precise site of origin is uncertain5
. ulvar 

arcinomas are frequently ulcerated with raised margins and sloughing base but 

they can also be fungating papillomatous form or flat plaques 4•
5
·
7

. The patient 

presented had a large fungating mass that was covering the whole vul a. 

The commonest presenting complaints include vulvar lump or ulcer, pruritis 

discharge bleeding and pain 1.3.
5

•
7

. The patient may be aware of a lesion on the 

ru lva but delay in seeking medical help is common. There can al so be delay by 

the physician by treating for other conditions without taking biopsy for histology 10
. 

This patient had had a five-month history of a painful vulval swelling with 

associated aginal discharge that was occasionally blood stained. 

pread of ulvar carcinoma can b by local extension to the vaginal urethra, groin 

and anus. Lympatic spread, which is the commonest route of spread occurs t the 

inguinal femoral and pelvic lymph nodes. Haematogenous spread is rare and 

occurs late to the lungs liver and bones 1
•
4
•
5
•
7

. About 30% of patients have inguinal 

nodal metastases at the time of initial diagnosis and 10-20% have p Lvic nod 

metastases5
. In this patient the inguinal lymph nodes were involved at admission. 
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.. 

taging i done using th m dified Int mati nal ynae l gi ts and 

Ob tetri ians FI staging which is based on pr gn stic variable and also 

takes int ace unt the depth of in as ion in early tag di as 11
• 

tage 1: 

lA 

lB 

Stage II: 

tage III: 

Lesions 2 em r Jess confined to the ul a r p rineum or b th. 

lymph node m tastases. 

tromal invasion less than 1 mm 

tromal in asian greater than 1 mm. 

Tumour confined to the vulva or perineum or both - more than 2 em 

dimension. o lymph node metastases. 

umour of any size with one or both of the fl !lowing: 

a) Adjac nt spread to the lower urethra and/or vagina and/ r anu . 

b) And/or bilaterallymp node metasta s. 

tage I A Tumour in ades any of the following: 

Upper urethra, bladder mucosa rectal muc sa or pelvi bone and/or 

bilateral lymph node meta tases . 

tage IV B Any distant m tastases 

This patient had stage IV A disease. 

Diagnosis of vulvar carcinoma depends on biopsy and histologic e aminati n of 

the tumour. mall tumours or naevi are done excisional biopsy. olposcopy may 

be used to identify abnormal areas (after application of 3% acetic acid or 1% 

toluidine blue and bi psy of these areas done 4
. 

In our patient biopsy was done and histology confirmed squamou cell carcinoma . 

260 



he pnmar treatment for cancer of th ulva is urgical e ci i n. Radi al 

ulvect my and bilateral inguinallymphaden ctomy inv I es a wide excision f 

the ntir ul a and mons pubis as well as bl k dissection and rem val of the 

inguinal and fern ral nodes on both sides. his is s ntial ven thr ugh the le i n 

is unilateral because the lymphatics of the vulva communicate freel fr m ne side 

to the other 7. Limited surgery such as imple vulvect my lead top r re ults 4
. 

The patient presented was done radical vulvectomy with bilat raJ 

l mpadenectomy. 

Radical vul ectomy leaves a large surgical defi ct that is associated with marked 

disfigurement of the genital area. Other com pi icati ns include incr ased ri k of 

en us thromboembolism chronic leg oedema (lymphedema high rate f wound 

omplications, psychosexual effects urinary and stool incontinence and p !vic 

r Iaxati n which can lead t rectocele and cystocele 1• In this patient th wound 

took long to heal but she did no get any of the above c mplicati ns. 

se f radiotherapy for carcinoma of the vulva remains controversial but may be 

the only option when the patient presents with unr sectable disease. Morbidity is 

high and is related to radionecrosis of the tissues 1
'
4

• tudies have been d ne, 

which c nfirm that radiotherapy can be used t cause tumour regre ion t a point 

where a more limited resection can b und rtaken with sparing of organ fun tion 

and improv d quality f life 12
• 

The status of groin lymph nodes is clearl the most impottant prognostic factor for 

patients with in asi e squamous ceU carcinoma of the ulva 1
• Homesley and 

colleagues in a study found that 65.5% of the patients had negative groin lymph 

, node involvement and ofth se the five/year survival was 90.9%. They found that 
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. -%had positive lymph n de invol ement and ofthes fi /y ar urvt al was 

57.7% 13
. 

ther prognostic factors in lude tumour diameter tumour thi kn s tum ur 

differentiation and pr sence fvascular invasion and pattern ftumour growth. 

Low risk cases are stage I patients and stage IT patients with tum ur thickne s upt 

Smm. High/risk patients are stage II patients with tumour thickn ss greater than 

Smm and stages III and IV5
. ur patient was in the high-risk group because she 

had stage IV disease. 

Of the patients with squamous cell carcinoma of the vulva 15-40% develop 

recurrence after treatment 1
•
3

. The incidence of recurrence depends on original 

stage of the disease depth of in asion and regional lymph node status. It is 

managed by resection and radiotherpy 1
• 

Careful followup of patients sh uld xtend ov r the remaining years of the patients 

life in order to detect recwTence early and tr ating it aggressively. ll patients 

should be examined every three months for two years and every six months 

thereafter'. 
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HORIOCARCI 0 
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GE: 25 YR 

DOA: 
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1. .01 

0876180 

Pre enting Complaint 

G 

:FOLLOW G 

6 

TOPl PR 

PARI 

MP: 

1 + 1 

24.4.01 

.. : 20wk 

D D: 20.9.2 Ol 

h was admitted to the acute gynaecological ward from casualty with a one-week 

history of low abdominal pains foul sm !ling per aginal discharge per vaginal 

bleeding on and off headaches and dizziness. 

Hi tory and Pre enting Complaint 

he had been well till 3 months prior to admission when she presented with low 

abdominal pains p r vagina bleeding headaches and dizziness. h was also 

noted to have amenorrhoea for 20 weeks. Was £ und t b v ry sick and v ry pale. 

Para entesis was positive and was taken for laboratory. Intra- peratively wa 

found to ha e ruptured ectopic pregnancy bilateral ovarian cysts was also found . 

alphingectomy and bilateral ovarian cystectomy was done. Histology showed 

internal ovarian cysts. he recovered and wa discharged home. fter a month th 

patient was then readmitt d this time with low r abdominal pains, headach s 

dizziness and per-vaginal bleeding for one day. 

Pa t edical Hi t 

ot contributory. 
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b t tric and na c I o i a l Hi t ry 

he' as para 1 + 1. Her first delivery was pontane us vert x at term in 199 in 

Tanzania. There w r nom red tails n thi d li ery availabl . Her last mens 

'as on 24.4.01 and therefore peri d famen nhoea was 2 ' ek . Menarche was 

at 15 ears . Menses lasted 3 to 4 da s and cycles were 28 days and regular. 

history of any family planning. 

Family and ocial Hi tory 

arried housewife. Li es in astl igh ' ith husband. o family history of chr me 

illness. She di d not d1ink alcohol r smoke igarett s . 

amination 

G nerally was D und to be a young lady. Ver pale. lood pressure 100
/ 60rnn1hg 

pulse rate was 96/minute regular respiratory rate 22/minute and t mperature was 

37 .0° . 

Respiratory system - bilateral crepitations. 

ardiovascular and central nervous systems were essentially normal. 

bdominal Examinati n 

he abdom n was distended on the lower half. here was a heal d sub umbil ical 

mid line car. There was moderate suprapubic tenderness with uterus enlarged to 

20 eeks gestat ion. o foetal mov ments were perceived. 
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·amina i n 

The e temal genitalia was n rmal. he cervix was s ft long po terior and the os 

' as clos d. ervical ex itati n wa negati e. Both adn a and pouch o ouglas 

were free. Ther ' as foul sm lling blo d on examining fing r. 

Diaono i 

A diagnosis of threatened abortion was mad . Gestational trophoblastic disease 

was to be ruled out. 

Management 

he was started on phenobarbitone 30 g tds Amoxil 500rng tds. he was advised 

bed-rest. he was booked for ultrasound blood and urine was taken for 

investigati ns. Pregnane diagnostic test wa positive. 

Re ult ofln e tigation 

Bh G levels - 1 SOOi /1 

Pelvic I -uterus markedly nlarged with poorly defined rna s. There was fluid 

collection in endometrial cavity. There was a large complex rna s around the 

uterus 10.9 x 19.2 em. 

CXR- Cannon-ball metastasis. 

Haemograrn Hb 6.3 gldl 

RBC - 6.9 X I 09/1 

WB-9xl09/l 

PLT- 214 X 109
/] 
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a+- 141 mmo/1 

K+ -3m 1/1 

rea - 3. mm 1/1 

B -9 mm Ill 

Li er function tests were within n rmal. WH progn stic staging was d n and 

scored 4 corresponding to low risk. 

reatment 

Decision to transfuse her was reach d in order to start her on monotherapy. he 

was gi en three units of blood but she bled profu ly. 

Management 

he was started on actinomycin D 0.5 g on for 5 days· meanwhile she was 

transfused 3 units of blood. he was started on first cours of methotrexate and 

discharged. 

On readmission the results of bl od investigations wer ace ptable and f3h level 

was 654.8 I /I. he was given the second course, which she also tolerated well. 

When she was given the third course she reacted to the Methotrexate. She had 

bloody diarrhea and jaundice. h was managed with intravenous fluids antacids 

and antibiotics and improved. Later Methotrexate was substituted with 

Actinomycin D 0.5mg daily for five days which she continued with until the sixth 

course when a third negative f3h I vel was obtained 31 U/I . 
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f3H eJs during treatment n rmal range -I 

Date 

17.10.2 01 

8.11.2001 

1.12.2001 

5.1._002 

24.2.2002 

7.3.2. 2002 

4260.0 

654.8 

35.7 

8.6 

6.0 

) ourse g1ven 

Pr -treatment 

l 51 ourse 

2"d Course 

3 rd Course 

41
h ourse 

5th our e 

The patient was discharged home aft r the sixth course of chemotherapy. he was 

to be seen in GOPC in two weeks time with results of f3h and chest X -ra he 

was ad ised on family planning with oral contraceptives during foll w-up. 

Follov -up 

At the time of writing thjs repmt sh was still being followed up in the clinic and 

was doing well. 

01 u 10 

The patient presented was 22-year-old para I +0 who developed choriocarcin rna 

following a molar pregnancy. he was started on single agent chemotherap with 

Methotrexate and later Actinomycin D and went into remission after six courses. 

Gestational trophoblastic neoplasms include the tumour spectrum of hydatidiform 

mole invasive mole and choriocarcinoma. They arise from fetal tissue within the 

maternal host and are composed of both syncytiotrophoblastic and , 

cytotrophoblastic cells. They have proper1ies of the placenta including invasion 
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and lib rati n f human h ri ru g nad tr phin h 1
• H. mol repr nt the 

benign nd ofth spectrum while horiocarcinoma is at th other tr me end 2. 

horiocarcinoma is rare and is reported in 2-5% fall cases of gestational 

trophobla tic neoplasm 1
• h incidence in the nited tates is I in 40 0 

pregnancies but is higher in th rient 1
• The incidenc in the Far ast and entral 

Africa is reported as 1 in 5000-6 0 pregnancies 3. At Fongoh r ported an 

incidence of 1118 pregnancies 4• ln about 50% cases horiocarcinoma follows a 

molar pr gnancy. 25% follow a term pregnancy while the rest follow ther forms 

of pregnancy (ectopic pregnancy r abortion 1
·
35

. The patient presented had 

choriocarcinoma D !lowing an ectopic pregnancy. 

The primary growth is usually in the uterine wall but may be in the cervix or 

agma r in the tube or broad ligament following ect pic pregnan y. he tumour 

iss ft. necrotic haem rrhagic, dark red or purple in col ur and rugged r friable 3
. 

Hist logically choriocarcinoma is characterised by sheets of anaplastic 

s ncytiotrophoblast and cytotrophoblast without chorionic villi u. The tumour is 

unu ual in that it does not stimulate any stromal reaction and is therefore 

essentially a mixture of haemon·hage and necrosis with tumour cells scatt red 

within the mass 1
• In choriocarcinoma the predisposition of normal trophoblast to 

invasive growth and erosion of blood essels is greatly exaggerated 5. 

The leading symptom is irregular uterine bleeding coming sooner or later after 

expulsi n of a mole or a normal pregnancy 3•
5
•
6

. As the condition ad ances an 

offensive vaginal discharge develops and cachexia with pyrexia supervene 3. In 

many cases the frrst indication may be a metastatic lesion. Gestational 

trophoblastic disease has a non-gynaecological presentation in more than 1/3 of 
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an b aginal r ul al tumor cough and bl d sputum om 

pulmonary metastases or heada h and visual disturbance from brain m ta tases 
35

. This patient pr sented with aginal ble ding 1 m nth aft r ect pi pregnancy. 

etastases often develop early and are generally blood borne b cause f the 

affinity of trophoblast for blood ves Is. The m st common site of metastases are 

lungs (75% and agina 50% . he ulva kidne s, liver o aries brain and bowel 

are also common sites of metastases 5
•
6

. erebral metastas s ar usually a poor 

prognostic sign for the patient. 

he patient presented did not ha e evidence of metastases outside the uterus. 

Diagnosis relies on history. Any cas of unusual bleeding after a term pregnancy 

or abortion should be investigated by curettage and measurement of chorionic 

gonadotrophin level hCG). Persistent or rising gonador phin level in the absence 

of pregnancy is indicative of trophoblastic tumour. Ultrasound is done to evaluate 

the degre of uterine invol em nt. hest X-ray detects lung metastases ommon 

ball appearanc ). CT scan should be done to evaluate the brain lung liv rand 

pelvis 5. everal other investigations are done after diagnosis is made and before 

starting treatment. These include blood group and rhesus full haemogram, liver 

function tests blood urea and electrolytes and baseline l3h G. 

In this patient ultrasound showed echogenic and cystic changes in the uterus l3hC 

level was 4260IU/L chest X-ra was normal blood group was B positive and 

haemogram Urea and electrolytes and liver function tests were notmal. 

taging of choriocarcinoma is according to site and risk factors 9. The risk factors 

affecting staging are: 

hCG level > 1000000 miu/ml 
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Duration o disease > 6 month from termination f pr gnancy 

tage I Diseas confined to the ut rus 

1 no risk factors 

l B 1 risk factor 

I 2 risk fa tors 

tage II Tumour extends outside the uterus but limited to the genital structure 

(andnexia vagina broad ligament). 

IlA 

liB 

IIC 

tage III 

IliA 

IIIB 

IIIC 

tage IV 

IVA 

IVB 

IVC 

o risk factors 

1 risk factor 

2 risk factors 

Tumour extends to the lungs with or without genital involvement 

No risk factors 

L risk factor 

2 risk factors 

ll other metastic sites 

No risk factors 

1 risk factor 

2 risk factors 

The patient presented had stage lA disease because hCG level was 4260 IU/L, she 

presented with aginal bleeding 1 month after molar abortion ultrasound showed 

disease confined to the uterus and chest X-ray was normal. 

In addition to anatomic staging it is important to consider other variables to 

predict the likelihood of drug resistance and to assist in selecting appropriate 

chemotherapy. The scoring system is based on prognostic factors. It has been 

proposed by the World Health Organization (WH0) 10
• 
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FACTOR 

0 

1. Age (years) < 39 

2. Ante edent pregnane HM 

3. Interval from antecedent pregnane to < 4 

start of chemotherapy (months) 

4. f3 hCG Level (IU/L) < 103 

5. ABO blood group 

6. argest tumour including uterine < 3 

em). 

7. Sites of metastases 

8. Number of metastases. l - 3 

9. Prior chemotherapy (drugs) 

A total score <4 = low risk 

5-7 = 

> = 

middl risk 

high risk 

SCORE 

1 2 4 

> 39 

Abottion erm -

4-6 7- 12 > 12 

103 - 104- > 105 

1 105 

0 orA B or 

B 

3-5 > 5 

Spleen GIT, Brain 

Kidne Liver 

4 - 8 > 8 

1 > 2 

The patient presented had uterine size 8.6 em and was blood group B positi . he 

therefore had a score of 4, which fell in the low risk group. 

Treatment depends on stage, level of f3hCG, duration of the disease the specific 

sites of metastases and the extent of prior treatment 11 . Of utmost importance in 

treating these patients is institution of therapy as quickly as possible and 
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continuing therapy at very lo int r als until n rmal f3h titr ar brain d. 

The interval between courses should rarel ex eed 7-1 days d p nding nth 

treatment regime and toxicity. Patients should r ive 1 - 3 cours s of 

chemotherap after the first normal Bh G depending one tent of disea 3 l 0. 

In the patient presented Bh G le el was normal after the 3 rd course of treatment 

and she c ntinued upto the 6Lh course. 

Low risk gestational trophoblasti disease is treated using single agent 

chemotherapy with Methotrexate or Actinomycin D and resull are good 1
•
3

•
5
•
12

• 

Addition of Folinic acid limits the toxicity of Methotrexate. High-risk patients are 

treated with combination chemotherapy consisting of M th trexate ctinomycin 

D and c clophosphamide. ombination chemotherapy is also us d if there is 

resistance to single agent therapy u. This patient was treated with sing! agent 

therapy with good results. 

The MA - CO regime consisting of toposide Methotrexate Actin mycin D 

cycl phosphamide and Vincristine is the preferred primar treatment of patients 

with metastases and a high prognostic score (>8 as well as MA treatment failure 

12. If the patient does n t desire fertility h sterectomy with adjuvant 

chem therapy may be performed as primary treatment. he patient pres nted 

desired future fertility so hysterectomy was not perfonned. 

Cerebral metastases usually spell a gra e prognosis for the patient 13
'
14

• When 

hemotherapy for primary disease is started these tumours undergo haemorrhage 

and necrosis, and this probably contributes significantly to mortality during 

treatment 13
. Better results are got with total brain irradiation with 3000-4000 rads 

at a rate of200 rads/day for 5 days over a period of2 weeks combined with 

chemotherapy 1
•
13

. The patient presented had no metastases. 
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fter completion of ch motherapy pati nt are follow d up b seriall3h 

estimations. The patient must use an effecti e c ntrac pti e ombined pill i 

preflned to avoid pregnancy for at least 12 months 1
• Thi period allow for full 

metabolism and excretion of the ch motherapeutic agents mature ova affected by 

chemotherapy to be eliminated a w ll as m nitoring tl r relap . Pregnane is 

a bi ed once contraception is stopped in most patients. here is n increase in 

risk of abortion or congenital malformations 1
•
5
•
15

. Recurrent H. ole develops in 

1:50 - 1: 1150 pregnancies and women with previous g stational trophoblastic 

di ease (GTD are at 10-20x increased risk ofG D than women who have never 

had TO 15
. 0 casionally GTD can occur or recur after a subsequent normal 

pregnancy 2
. 
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PEL 

L 

AB 

0 

MW 

AGE: 20YRS 

PARJTY: 1 + 0 

Pre enting complaint 

7 

I 

D 

IP .: 0 3 761 

D.O. 27 .. 02 

D.O.D. 8.9. 2 

he was admitted to the acute gynaecological ward with 10 days history of lower 

abdominal pains and abdominal distension. 

Hi tory of pre enting complaint 

The patient went in spontaneous delivery at home at term. LMP 15. t 1.01 gestation 

outcome was macerated stillbirth. he stayed at home and ne er s ught medical 

help. Ten days prior to admission sh developed insidious onset of lower 

abdominal pain, which was progressive. It was accompanied by foul aginal 

discharge and abdominal dist nsion. he had hotness of the body. he then sought 

medical help at Kenyatta ational Hospital. 

Ob tetric and Gynaecology Hi tory 

he was para 1 + 0 she had a spontaneous vertex delivery l 0 days prior to 

admission. he had her menarche at age 1.5 years. Her menstrual periods were 

regular occurring every 28 days costing 3 to 4 days of bleeding. She had used oral 

contraceptives prior to conception. 

Pa t edical Hi tory 
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h rewa none of signifi anc . 

Famil and ocial i tor· 

he was a single woman living at Huruma estate. he was a saleslad at a shop. 

he did not drink alcohol or smoke cigarettes. he was the second born in a famil 

of three siblings. There was no family history of chronic illness. 

Ph ical e amination 

he was sick looking with moderate pa1lor and fe er. 

Her vital signs were BP - 90/60 mm g pulse rate was l 00/minute, respiratory rate 

was 2_/minute, t mperature was 39°C. The r piratory system, cardiovascular 

system central nervous system= all essentially normaL 

bdorninal Examination 

The lower abdomen was generally distended and ery tender. There was rebond 

tenderness. 

Pelvic examination 

She had normal external genitalia. The cervix was soft and 0 was closed. 

Cervical excitation was very positive. It was not possible to palpate the utetus due 

to tenderness. Both dnexae and pouch of Douglas were distended and were very 

tender. he had very foul smelling and puvulent vaginal discharge. 

Diagno i 

A working diagnosis of pelvic abscess following septic retained product often at 

term deli ery was made. 
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reatm nt plan 

The pati nt was scheduled for m rgency laparatomy and blood transfusi n. 

Meanwhil she was start d n intravenous m tr nidazole 500mg h url 

gentamy in 80mg 8 h urly and crystap n 4 million units 6 houri . 

he had been sent for pel ic ultrasound at ca ualty before admission. Bl od 

samples\ ere taken for full haemograrn urea electrolytes and adrenaline groupmg 

and cross matching and three units of blood wer requested. 

In e tigation 

ltrasound- uterus is well-involuted measuring 11 em. The uterine cavity was 

normal. There was echogenic fluid is seen in the p lvis and pouch of Douglas. o 

e idence of retained products. 

onclusion : Features ofPelvic abscess. 

Haemogram: Hb 5.5 g/dl 244109/L 

eutrophils 80o/o lymphocytes = 20% 

Platelets count was adequate. 

Malaria parasite was adequate 

rea and electrolyte 

B - 2.4 mol a+ 145 mmoi/L 

K+ 3.8 mmol/L Creatinine 85 mmol/L 

Blood Group = B +ve 
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ap rat m and rama of c 

The patient was explained about her ondition and she ga e an inform d onsent 

[! r both laparotomy and g n ral an sthesia. h was pr -m di at d with .6mg 

atropine half hour befi re theatre. 

In theatre she was put under general anaesthesia and in semi-lith tomy position 

vulva-vaginal toilet was done. H r bladder was catheterised and the ur thra 

catheter left in situ. he was repositi ned supine and abdomen was cleaned with 

salvon solution and painted with i dine. The abdomen as then pened through a 

sub-umbilical midlines incision. The peritoneum was found thickened and there 

was a larg pel ic abscess which was well encapsu lated. Ito cupied the pel vi 

including the pouch of Douglas. The omentum and intestines were matted over th 

abscess and capsule. The pelvic viscera could not be delineated. 

Through blunt dissection with fingers a hole was created through the abscess 

capsule. About 800ml of foul smell ing pus was sucked ut. he h le wa then 

extended and all the loculations broken down. A pus swab was taken for culture 

and sensitivity. he peritoneal cavity was then lavaged with warm saline solution 

in to which rifocin had been added. A corrugated drain was left in situ and the 

abdomen closed after instruments and swabs were counted and reported correct. 

The patient was successfull reversed from general anesthesia. 

Po tOp rative Care 

In recovery ward h r vital signs were observed every half an hour until she fully 

awake. h was then transferred to acute gynecology ward. In the ward, 4 hourly 

observati ns were c ntinued. he received intravenous fluid 5/10% dextrose 
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alternat d with saline 5 Omg 4 h ur . h antibi ti s wer continu d and her 

analgesia. he got pethidine 50mg 4hourl , for 24 hour . 

On the cond post-op rative da the drain was n ted t b inactive and was 

remo ed. he was also started on oral sip and b the ourth day she start d taking 

light diet. A check hemoglobin c nc ntration done on the fourth day wa I .5g/dl. 

The pus swab result was also back and showed heavy gr wth of E. coli and 

Klebsiella which ere both ensiti e to chloramphenicol. Her drugs w re 

changed to intravenous chloramphenicol 500mg 6hourly and metronidaz le 500mg 

8 hourly. he also put n hematinics as w II. 

n the seventh post-operative day stitches were remo ed. The wound had healed 

well exc pt slight oozing of serous fluids from the drain site. This was c1 aned and 

dressed dail for three days after which the patient was discharged h me n 

hematinics. he was to be seen in gyn col g clinic in six weeks. 

Follow-up 

he was seen in the clinic as per appointment. he did not have any complaint and 

had menstruated two weeks prior the day of the appointment. he was not pale and 

there was no fever. The wound had healed well and abd men did not have 

tenderness or any other masses. On p !vic examination the cervix was firm and the 

Os was losed and cer ical excitation was negati e. The uterus was normal in size 

and was not tender. Both adnaxae wer empty. he did not ha e any vaginal 

discharge 

Contraception was discussed. he agreed to use combined oral contraceptive pills. 

he was then referred to clinic 66 to collect the pill and for further follow up. 
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Presented was 30 years old para 1 + 1 who had pelvic absces following term 

delivery and laparatomy and drainag was done ith g od results. 

Pelvic abscess is said to exist when pus collects in the pelvic cavity. It can 

complicate chronic or recurrent pelvic inflammation. It also may ccur as sequel to 

puerperal or post-abortal infection (Ramin et al 1994). In the patient presented she 

developed pelvic infection leading to pelvic abscess after term delivery. At KNH 

pelvic abscess complicated 2% of all induced abortions in 1982 Aggarwal and 

Mati 1982). 

Although chlamydia and . gonorrhea are present in the cervix ab ut 4 % of the 

time they are rarely recovered from pelvic abscess. bscess formation is 

frequently associated with en eric and anaerobic bacteria especially the bacteriodes 

Ram in et al 1994 . In the patient presented E. coli and Klebsiella were is lated. 

They were sensiti e to chloramphenicol. 

Any of the symptorns of acute or chronic inflammation may best be present 

together with a fluctuant mass filling the pouch of Douglas and/or both adnexae. 

The severity of the symptoms is often directly proportionate to the size of the 

abscess. However sometimes even a large pelvic abscess may be totally 

asymptomatic. pelvic abscess should be suspected in patients who continue to 

run a fever after abmtion or delivery f the baby or following treatment for acute 

pelvic inflammatory. These patients when treated for acute pelvic which does not 

resolve and they continue to have tenderness ultrasound will often reveal collection 

of pus in the pouch of Douglas. In the patient presented paracentesis was also 
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positi e for foul smelling pus. uldoc ntesi uld gi b tt r results wh nth 

abscess i small and limited to the pouch of Douglas. 

The management of choice in our set up i lapar tomy and incision and drainage of 

the abscess. lower midline incision is used that all w exploration of all 

abdominal/pel ic structures forth presence of small abscess pockets. Copious 

irrigation of the peritoneal cavity with saline should be done and a drain left. 

(Ramin et al 1994). This is the treatment given to our patient. Another treatment 

option is colpotomy and drainage (Me rahanna and Camara 1996 Walker and 

Land rs 1991). This is hardly done at KNH. Broad-spectrum antibiotics to include 

both anaerobic organisms should be given. ppropriate antibiotics are used once 

the microorganism has been identified. Th long-term sequel of pel ic abscess and 

pelvic inflammation in general include hronic pelvic pain, tubal infertility and 

ectopic pregnancy. ur patient was not followed long enough to asceJtain whether 

she developed any these complications. 

Abortion is the most frequent outcome of human conceptions thus management of 

abortion and its complications is an linportant responsibility for clinicians. Legally 

induced abortion has become one of the most frequently perfmmed and one of the 

safest operati ns in U A. ewer than 1 per 100 of those having an abortion suffer 

a major complicati nand fewer than 1 per 100 000 die from causes associated with 

the procedure (Grimes 1997 . s opposed to this scenario in Africa, an estimated 

34 000 deaths occur due to unsafe abortions with a case fatality of0.7 per LOO 

unsafe abortions WHO 1998). There is need to address the question of the place 

of legal abortion and therefore safe abortion in Kenya. 
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B RTH LI p 

AGE: 24 YR 

PARlTY: 0 + 0 

PRE E TING CO PL I 

IZ TIO 

IP 

D. 

D.O.D. 

30776 

2.9.2002 

4.9.2 02 

he was admitted through casualty with history of swelling on vagina for three 

days . 

HI OR OFPRE TING OMPL 

he was well till two days before admission wh n she noticed a sw lling on the 

right side of the vagina l opening. The swelling rapidly increased inside and was 

quite painful which made walking difficult. There as no di scharge from the 

sw lling. he had s vera! s ual prutners. h had taken antibiotics without 

impro ement. 

OB T TRICSA GYNAECOLOGY 

he was a para 0 + 0. Her menarche was at the age of 16 ear . er menses was 

regular with bleeding for few days and interval of28 days. he was not on a 

family planning method. 

P T MEDICAL HI OR 

t contributory 
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F I H 

he wa a housewife married t a businessman. h ' a taking alcohol and 

narcotic drugs. he lived in the wn ntre. 

E I TIO 

he was a young lady in go d general condition. he was not pale and was 

afebrile. BP was 120/ 0 mmHg pulse 5/minute and respiratory 18/minute and 

temperature was 3 6.6°C. 

tern 

Respiratory system central nervous system cardiovascular system and 

mus uloskeletal was essentially normal. 

Abdominal Examination 

bdom n was not distended. There wer no palpable masses or ar as of 

tenderness. 

Pel ic Examination 

There was a swelling on the right labia majora. It was reddish erythema warm 

and tender. It was fluctuant. There was pus from the opening of the left artholins 

gland duct. he vaginal walls and cervix were healthy. 

Diagno i 

A working diagnosis of acute right Bartholins abscess was made. 
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r atm ot Plan 

he' as lanned for marsupializati n. he was counselled about the peration and 

she ga an informed consent. Half an hour b fore b ing taken to theatr sh was 

pre-medicated with atropine sulphat 0. mg pethidine 50mg both intramus ularly. 

1ar upialization. 

[n theatre general anaesthesia was induced and maintained. he was placed in 

lithotomy position. Vul a vaginal toilet was done and the bladder catheterised 

aseptically. Examination under ana sthesia confi1med th earli r findings. The 

Bartholins abscess was drained b making a wedge-shaped er1ical in ision on the 

aginal mucosa over the center of the cyst outside the hymenal ring. The edges of 

the incision were sutured inside out using catgut number 2-0. The cavity was 

flushed with hydrogen peroxide and pecked with gauze soaked in iodin . Pus was 

taken for culture and sensitivity. G was reversed and was uneventful. 

Po toperative are 

he blood pressure pulse temperature and respiratory rates were observed half 

hourly till she was fully awake and then 4 hourly. he was put on ral 

Augumentin and indocid. The pack in the operation site was remo ed in 24 hours. 

he was discharged home on the third da post peration with antibiotics and sitz 

baths. he was given an appointment for review in the gynaecol g cl inic in two 

weeks. he pus swab did not grow any organisms. 
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oUm up 

he never came back fi r fi 11 w up. 

Dl C 10 

A _4 ears old para 0+ 0 with acute on chr nic Batth lin abscess is pres nted. 

Marsupialization was done with good results. 

Bartholin's glands are a pair of small compound structures that ar about 0.5 1 em 

in diameter with a duct 1.5 to 2 em long. hese glands are situated beneath the 

vestibule on each side of the vaginal opening. heir ducts open on the sides ofth 

estibule just outside the lateral margin of the aginal orifice. hese glands are 

important for sexual function. They produce some muc id material at time of 

sexual arousal. hese glands may harbour eisseria g norrhea or other bact ria 

which may cause suppuration and Bartholin's gland abscess (Hook and Handsfield 

1990. 

Bartholin's abscess other than just causing pain and dis mfort if it occurs in 

pregnancy it could b the starting point of puerperal infection. Bartholin's abscess 

should therefore be drained in pregnancy. ur patient was not pregnant. he 

howe er had significant pain and walking was a problem. se of antibi tics 

without surgery at times sol es the problem. The abscess can subside resulting in a 

Bartholin cyst. Our patient had recurrent swel ling in the genital region. he was 

always getting relie e after antibiotic treatment suggesting that this epis de was 

acute Bartholins abscess on a pre-existing Bartholins cyst. 
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Defmiti e tr atment of Barth I in cy t is urgi al exci i n. It i rare! n ces ar t 

excise Bartholin's gland Hor witz t al 1997 . This remo es th sac and a oids 

future recwTences. Alternative to excision is Mar upialization which i easier to 

perform and preserves the secretory functions of the gland for lubri ation. ur 

patient unden ent marsupialization with good results. ccording to H r witz et 

al. 1997 packs as was done in our pati nt and drains ar not necessary. itzs baths 

from the third or fourth postoperative day are recomm nded. After 

arsupialization 10 to 15% of the cysts recur Horowilz et al 1997). Another 

conservative rneth d is insertion of a catheter. The procedure involves making a 

small incision (2cm) in the area of the normal duct orifice. The catheter is insetted 

and the bulb is inflated with 2 to 3 ml of saline solution. atheter is r tained for 3 

to 4 weeks to allow epitheliazation f the tract after which it can be removed 

(Horo i tz et al, 1997 . ccording to Horowitz et. al. 1997 the catheter treatment 

accomplishes the same result as surgery with minimal or no trauma. The nipple of 

the catheter can be ins rted into the vagina. There is essentially no disc m£ rt with 

the procedure and coitus can be resumed normally. The treatment mode is not 

popular in our hospital. Because this procedure can be p rformed under l al 

anaesthesia in the office setting and yield results comparable to those of 

marsupialization its use should be encouraged. 

Rarely are labial swellings of sufficient size to cause difficult delivery 

( unningham et al 1993). Therefore, asymptomatic Bartholin cyst treatment can 

be postponed in pregnancy until after deli ery. Aspiration of the cyst can be done 

as a temporary measure. 
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th r mplicati n f Bartholin gland in lude Barth lin gland arcm rna. 

Prirnar carcinoma of the Bartholin gland accounts[! r about 5% f ul a 

malignan ies. It i important to r cogniz the fact that Bartholin gland can be the 

origin of a tumour. In 10% of the patients with Barth lin gland carcin rna have a 

history of preceding inflammation. alignancies may be mistaken D r b nign 

cysts or abscesses Hacker 1998). 
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LL D 

I. 

GE: 23 YR 

PARITY: 0 + 0 

p E GCOMP 

IP 04339 

6.9.2 02 

D .. 0. 6 .. 20 2 

he was referred from M ru District Hospital with inabilit to on eive for 6 

years. 

HI TOR OFP E TING OMPL I T 

he had ne er had menses from adolescence. he sought m dical tr atment and 

she was reassured that menses would come. he got married at an early ag of23 

years. he was deeply concerned when after 6 years of marriage she u ld not 

once1 e. he then came to Kenyatta ational Hospital wh re h ought medical 

treatment. Her breast de elopment started at 13 years and they were normal 

according to her. Her menarche statted when she was 12 years. Th r was no 

history of sexually transmitted diseases. 

p DI LHI TOR 

o previous history of mumps infection surgery or long-tenn use of drugs. 

F JL D 0 I ID TOR 

he was a married housewife. he does not drink alcohol or smoke. o chronic 

illnes in the family. 
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E I 

he was in good general condition. he \J as n t pale and was afebrile. Her h ight 

' as 5.4". The anal orifi e was normal. he rectum was mpt and a small uteru 

' as felt. Vaginal examination was n rmal. 

DIAG 0 I 

working diagnosis of mullerian dysgen sis was made. 

TRE T PL 

he was planned for hormonal profile pelvic ultrasound and laparasc py planned 

Patient was put under sedation· she was placed in r ndl burg's position. VV 

wa don . On digital examination no cer ix felt. Ut rus was not palpable. An 

intra-umbilical elliptical incision was made. Gas was in tilled via the tr cher. 

Laparascopic examination r vealed a clean pelvis fallopian tube and ovary were 

visualized. There was a small right ovary. Phenotypically she was an rmal 

woman. 

IR 

he had relatively well developed secondary sexual characteristic hair at the pubis 

and axilla. 

BRE T 

Both were developed to lower stage 4. Both were normal. Th re was n nipple 

discharge. 

Other systems- essentiall normal. 
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IO 

a er first described pure mullerian agenesis n w kn wn as Ma r-Rokitan k -

Kau ter-Hauster yndr me in 1 29. Rokitansk did furth r work in 1838 and 

Kau ter also published about it in 1910. The original d ription wa ut rus 

bipartus - solidus rudimentus cum vaginal solida Beecham et al 1 97 . Incidence 

has been reported as 1 in 4000 of female admissi ns to ay clinic (R ck 1 97). 

The etiolog · of this abnormality is not known but se era! theories have been 

advanced. In 1977 the theory of deficient or unre ponsiveness of target tissues 

through hormones receptors was entertained to try and explain the genesis. In 1985 

another worker gave the possibility of late mesoderm defects to be a caus as 

found in genetic composition of 45X 0, 46XX and mosaicsism of 45 X0/45X 

47XXX. However most cases have a normal female karyotype 46XX . 

Karyotyping was not done in our patient. case of mullerian dysgenesis with 

maternal relatives affected by the condition has been rep 1ted (Padder et al 1982 . 

In this case there were three sisters f the grandmother with mull rian agenesis. 

This suggested an X-linked dominant inheritance with incomplete penetrance. o 

such history was obtained from our patient. The occurrence of complete vaginal 

agenesis in sisters with a 46 XX Karyotype suggests autosomal mode of 

inheritance (Rock 1997 

Mullerian structures vagma, cer LX uterus and fallopian tubes) de elop from the 

mullerian ducts and the sinovaginal bu lbs from the urogenital part of the cloaca. 

Three types of embryological defects can develop. These include defective 

canalisati n of the vagina resulting in a transverse septum or in the most extensive 

form abs n e of the vagina unilateral maturation of the muller ian ducts with 

incomplete or absent development of the opposite duct resulting in defects 
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ass ciat d upp r urinar tract abnormaliti sand absent r fault midline s10n o 

mullerian ducts . This is the most comm n abnormality. mplete lack of fusion 

results in two ntirely separat uteri c rvic sand aginas. lncomplet r sorption 

of the tubes between the tw -fused mullerian ducts results in a uterine s ptum. 

V ari us classifications have been suggested. he classification suggested b 

Bbuttram and Gibbons (1979) and Am rican Fertility ociety (19 ) bas d upon 

the failure of normal dev lopment separates a diver ity fan malies in to groups 

with similar clinical characteristics, prognosis for pregnancy and treatment. h 

following is the clas ification as suggested b American ertility ociety 19 

American fertility cia ification of mullerian anomali 1988 

Class I. egmental mullerian agenesis or hypoplasia 

a. Vaginal b. Cervi al c. Fundal 

e. 

Cla s II. 

combined anomalies 

nicornuate uterus 

A: Communicating 

o cavity 

Class III. Uterine didelphys 

Class IV. Bicornuate uterus 

b. N ncommunicating 

d. No horn 

: Complete (division down to internal ) 

B: Partial 

Class V. Septate uterus 

: compl te septum to internal ) 

B: Partial 

Class VI. Arcuate 

lass II. D iethylstilbestrol related 
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Women with mull rian agenesis chara t risticall ha e ong nita! ab n ofth 

uterus and agina, normal ovarian function including o ulati n ph notypic female 

sex with n rmal development of breast bod proporti ns and external genitalia 

genetic female sex 46x karyotyp ) and frequent association with other c ngenital 

anomalies Rock, 1997). Diagnosis f mullerian dysgenesis is by clinical 

evaluation as well as diagnostic aids: laparoscop hyst roscopy sonography and 

magnetic resonance imaging. These patients need urol gical evaluation b cause of 

the frequent association with urinary tract anomalies. ther associated 

abnormalities include skeletal defects like wedge vertebrae fusion rudimentary 

ertebral bodies, congenital heart disease s ndactyly inguinal hetnias etc. Our 

patient had class I c segmental mullerian agenesis of the fundus f the uterus . 

Primar amenon·hea is the hallmark in the presentation of the compl te syndr me. 

orne patients come due to failure of sexual intercourse while some present with 

symptoms due to associated abnormalities for example renal abnormalities. 40% 

have renal abnormality ranging from unilateral ectopic horseh e r pelvic kidney. 

1 Oo/o have skeletal anomalies (Paddler et al, 1982, Rock, 1997). 

Management of mullerian agenesis is two fold . irst is to tackle the p ychological 

problem and secondly to create a functional vagina. everal perations can be 

done. These include Maclndoe operation (Maclndoe 1950 of creating a cavity in 

the peritoneal cavity with the bladder and the urethra anteriorly. The William 

ulvo-plasty involves using the labia majora to create a coital pouch. The more 

successfully procedures are those of dilatation developed by Frank 1938. Our 

patient had a normal vagina. Sh did not need any of these operations. Counseling 

was initiated and was to be continued. Counseling on child adoption was given. 
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RI H OPI P 

ME: M.H. 

GE: 20 YR 

P RITY: 1 + 0 

PRE TI G CO PLA 

IP 

D. 

D. .D. 

0 307 4 

1.9.2002 

5.9.2002 

he was admitted through ca ualty with a four days histor of severe lower 

abdominal pain dizziness, vomiting and vaginal bleeding. 

HI TORY OF PRE TI G OMPL T 

he was w 11 till 4 days before admission when she started having lower 

abdominal pains. he went to Alic N. Home from where she was referred. Pain 

was initially olicky in natur and not associated with painful micturati n or 

frequency. Pain progressively worsened and became continuous making walking 

straight difficult. he later developed scanty vaginal bleeding. 

Ob tetric and Gyna cology Hi tory 

he was para 1 + 0. Her last deli ery was in 1997 by spontaneous vertex delivery. 

hild was alive and w II. 

Her LMP was 27.7.2002. Her menses were regular with bleeding of3 days and 

coming after 28 days. o history of contraceptive use. 
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Pa t medi alb' to 

ot c ntri utory 

Fa mil · a nd ocial Hi tory 

The was a married housewifi staying in Embakasi with h r husband. he did n t 

smoke n r take alcohol. Ther was n hist ry f chroni illness in th family. 

Examination 

he was in fair general condition pale and afebrile. h did not have jaundice 

oral thrush or pedal oedema. er BP was 90/6 mmHg· pulse was 11 /min and 

re piratory rate of20/minute. 

tern 

Respiratory system central nervous system and cardiovascular syst m w r 

es entially normal. 

Abdominal e amination 

bdomen was distended suprapubically. he had adopted a posture of flexed hip 

and knees. There was generalized suprapubic tenders and guarding. There was also 

rebound tenderness. bdominal paracentesis was done. he right ili ac fi ssa 

swabbed wi th spirit and the patient turned to lie on her s ide. Using I Occ syringe, 

the 21 gauze needle was gently inserted into the cavity through the right ilia fossa. 

1Om I f non-clotting blood was aspirated . 

P I ice amination 

External genitalia was normal and soiled with blood. On speculum examination 

the aginal walls were normal. Cervix was long with the os closed. There was 
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canty br wnish blo d fr m the os. n digital e aminati n erv1 

Adnexae was quite tender. It was difficult t as ess uterine size because f th 

tenderness. 

Diagno i 

A working d iagnosis of ruptured ectopic pregnancy was made. 

Treatment plan 

The patient was prepared for an emergency Japaratomy. An intraven us drip of 5% 

dextrose was set up . B lood for grouping and cross mat hing was taken and 2units 

ordered. In formed consent was obtained. The region was shaved and the patient 

was pre-medicated with intramuscular atropine ulphate 0 .6mg 30rninutes before 

theatre. 

Laparato my and right partial alpingectomy 

In theatre general anaesthesia was induced and maintained. The patient was placed 

in semi-lithotomy position vu lva-vagina toilet was d n and aseptic 

catheterisation of the bladder was done. SOml of clear urine was drained. Vaginal 

examination revealed that both adnexae and cul-de-sac were full and there was ill

defined mass in the right adnexae. The uterus was 14 we k s gestation size. he 

patient was repositioned to sup ine position. The find ings were: thickened 

bloodstained peritoneum matted loops of bowel and omentum adherent and 

degenerating blood clots in the cul-de-sac and part of g stational sac was adherent 

to the uterine fundus right tube and loops of bowel. The left tube and both ovaries 

were normal and the uterus was soft and bulky. here was a corpus luteum on the 

right ovary. 
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The gut and mentum adh rent t th uterin fundu w r parated out b blunt 

dissection. The same was d ne to the gestational sac. he right tube ' as then 

clamp d n both sid s of the ruptur t achie e h mostasis and the blood clot 

e a uated. The partial resection of right tube wa don . h p ritoneum was then 

wash d ut with warm normal saline with ri focin. The abdomen was clos d in 

layers and wound was dressed. Total blood loss togeth r with hemoperitoneum 

1 OOOml was 1500mJ. Anaesthesia was reversed and was uneventful. Patient was 

taken to the recovery room and later to the ward. 

Po t operative are 

Her vital signs were monitor d half hourly till she was fully awake then 4h uri . 

he was given intra-muscular pethidine 50mg 4hourly for 24hours, then tablets of 

panadol 1 gm thrice for 5days. he received intra n us fluids 5% extrose 500ml 

alternating with normal saline 500ml 4hourly till bowel activity resumed and then 

oral sips of fluids were started. 

he wa given amoxil 500mg 6 hourly for 5 da s. Gentamycin was given 80mg 

hourly intravenously for 5 days. On the third post-operative day, check 

hemoglobin was done and it was 1 0.2g/dl. he made a good recovery and on the 

seventh p st-operative day, all stitches wer removed and she was discharged on 

tablets of ferrous sulphate 200mg three times daily and folic acid 5mg once daily 

for one m nth. he was given appointment to the gynaecology clinic in 6 weeks. 

ollow p 

he never came back to the gynaecology clinic for follow up. 
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10 

Thi v as a patient who had a right ruptured ampuJlary ctopic pregnan y fi r which 

an emergenc laparotomy and right partial salping ctom 

n ectopic pregnancy is one in' hich the fertilized ovum becomes implanted in a 

ite other than the n01mal uterine cavity. Tubal pregnancy is the comm nest type 

of ectopic pregnancy. 

The incidence of ectopic pregnancy aries from place to place e en in the same 

country. It seems to be related to the incidence of pelvic infections in any 

community (Tindall 1987, Weckstein 1985 Cartweight 1988 . In the 

incidence per li e birth aries from 1:64 - 1:222 (Weckstein 19 5 tn urope it is 

l :300 (Howie 1987 in Vietnam it is 1 :40 and in Jamaica it is 1:28 Howie, 1987 . 

In KNH various workers have found the incidence at various times to be as 

follows: Gebbie (1974 found that 4 - 5 patients were admitted weekly Mwathe 

( 1984 noted 2 - 5 cases every week and Sinei and Okumu 1987 reported several 

ca es every week. These same authors found the age peak incidence of ectopic 

pregnancy in KNH to be between 20 -29 years. Out patient was 20 years old. 

Webala (1979 found about 40% of the subjects in this age group. 

The factors causing these abnormal conditions may be divided into maternal and 

fetal conditions. Maternal factors may be mechanical or hormonal. The most 

common mechanical condition is previous salpingitis with scatTing of the tube and 

thus impeding progress of the fertilized o urn. In order of frequency, salpingitis 

can result from infection with bacterial organisms (especially those sexually 

tran mitted) following postabortal sepsis or tuberculosis which is an important 

determinant (A trash et al 1984, Dimarchi et al 1987 Gabbie 197 4 Howie 1987, 
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Kim et al 1987 wath 19 4 . Th infe tion damag s th tubal ndoth lium and 

in some cases leads to panial oc lusi n of the !urn n l ading to poor migration of 

the fertilized o urn r ulting in ectopic implantati n. In ' athe 19 4 and 

inei and Okumu 19 7 found that 46.6% and 42.1% respe ti ly f the subjects 

had pelvic adhesions suggesti e of pre ious pel ic infection. se f antibiotics to 

treat pelvic inflammatory disease has also led to increase the ioncidence tubal 

pregnancy by lea ing patent but damage tuibes. Webala (1979) working in KNH 

noted histologic evidence of salpingitis in 69% of ectopic pregnancy patients. 

Other tubal factors include developmental errors such as h poplasia undue 

tortuosity di erticula and accessory lumina. Tubal ligation esp cially laparoscopic 

ones and tuboplasty may also lead to ectopic pregnancy. Transmigration of the 

ovum has been implicated as one of the etiological factors of ectopic pregnane . It 

had been reported in 11-16% of ctopic pregnancies Paurstein 1986 Weckstein 

1985 . In ab ut on -third of tubal pregnancies the corpus luteum is contralateral 

to the gestation, implying transabdominal migration of either ovum or conceptus. 

In our patient the corpus luteum was on the ipsilat ral side. 

Intrauterine contraceptive devices (IUCD) are also attributed to causing ectopic 

pregnancy. Mishell 1984 found that if conception occurs with an IUCD in-situ, the 

chances of having an ectopic range between 3 - 9% which is 10 times greater than 

the reported incidence of0.3- 0.7% of total births in the general population. The 

incidence of ectopic pregnancy is 6-8 times higher in those women using IUCDs 

impregnated with pr gesterone as compared to those using non-progesterone 

containing I CDs. Our patient did not give a history of I CD use. 
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Ciga1T tt smoking has als b n a iat d \i ith tubal pr gnan . h t al 

19 n ted that current cigarette sm had a mor than 2-fold incr a in the 

risk of tubal pregnane as compared t n n-smokers. icotine suppre s cilliary 

a tion tubal motility or smoking reduces humoral and c llular immunity leading to 

pel ic inflammat ry disease, which predisposes to ectopic pregnancy. ur patient 

had ne er smoked. 

The commonest site of implantation is the ampulla, foil wed by the isthmus. 

fimbria and interstitium. Webala 1979 noted that 9.7% f cases wer in the cornu 

and _ . 7% were isthmal. ur patient had a right ampullary ectopic pregnane . 

The m t common symptoms of ectopic pregnancy are abd minal pain, 

amenorrhea and vaginal bleeding. The commonest signs are abdominal t nd mess 

and guarding cervical excitation t ndemess pallor shock and positi e 

paracentesis. Mwathe 1984 and inei and Okumu 19 7 noted in theirs ri s that 

all I 00% and 97.8% respectively had abdominal pain 49.8% and 52% res ectivel 

had vaginal bleeding and 70.2% and 67.3% respectively had amenorrh a. ther 

symptoms are dizzin ss fainting urge to defecate, and pregnancy syrnpt ms and 

passage of tissues . he commonest signs noted by Mwathe 1984 and inei and 

kumu, 1987 included abdominal tenderness paUor p sitive paracentesis 

cervical tenderness and shock. Our patient had 1 wer abdominal pain vaginal 

bleeding suprapubic tenderness mild pallor cervical t nderness and positive 

paracentesis. Ectopic pregnancy is common in married women of low parity 

(Mwathe 1984, in i and kurnu, 1987). Our patient had low parity. 
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The diagnois of ectopic gestation d pends on \ h ther th ect pi ha ruptured or 

not. In ruptured ectopic. paracentesis and culdocente is are u eful diagnostic 

pro edures, and hemoperitoneum can b demonstrated in 50 - 85% f ca e 

Gebbie 1974 Howie 1987 enstron 1975 . The patient present d had a 

positive abdominal paracente is. In the unruptured cases laparoscopy may 

diagnose about 7So/o of cases im et al 19 7 . ltrasound combined with h G 

titres and laparoscopy can diagnose 95-98% of cases (Kim et al 1987). 

A tubal pregnancy may regress spontaneously or can be detected in the un-mptured 

stated and treatment effected r it may rupture. Spontaneous regression occurs 

when the embryo dies ery early with early mild symptoms. It goes undiagnosed 

and never requires surge1y. Fernando et al 1988 repmied spontaneous regression 

in 64o/o of 14 cases with ampullar pregnancy and tubal patency was demonstrated 

in 6 of the 9 patients who agreed to undergo hysterosalpingography. When 

detected in the unruptured state laparoscopic linear salpingostomy may be 

perfonned . It reduces the length of hospital stay patient morbidity decreases and 

post-operative recovery period and the cost of the operativ procedure (Decherney 

and Diamond 1987 Vermesh 1989). Digital or manual expression of the ectopic 

out of the fimbrial end is the easiest conservative surgical treatment for an ectopic 

pregnancy. Bleeding may however continue because a tubal implantati n may be 

intra-luminal extra-luminal or occasionally mixed (Kadar 1988 Pauerstein et al, 

1986 . This method is not currently recommended . Unruptured ectopic pregnancy 

can also be managed with methotrexate if the patient meets the medical treatment 

criteria. The criteria includes: pregnancy must be unruptured pregnancy not more 

than 2 em in size normal liver and renal function and no contraindication to 

methotrexate treatment. The management of ruptured ectopic pregnancy depends 

on the clinical presentation. Patients in hypovolemic shock and anemia require 
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fluid replacement and bloo tranfusi n. utotran fusi n h uld n t be an·ied ut 

more than 12 hour after ruptur for fear of diss minated intra as ular c agulation. 

t laparotomy se era] proc dures ha e be n a o at d, but cun· ntl con rvati n 

of much f the tube is advocat d especially for th se patients where pr servation f 

fertility i a must. alpingectorny is the olde t successful peration for ectopic 

pregnancy. It is rapid and technically simple t perform. When future D t1ility is 

not a concern or tubal rupture causes excessive intraperitoneal hemorrhage r 

extensi e tubal damage it is the procedure of choice ( eckstein 1985 . In cases 

where future fertility is a concern linear salpingostomy or segmental resection 

partial salpingectomy are the procedures of choice Kadar, 1988 Vermesh 19 9, 

to all and McCord, 1998). Our patient was one in whom future fertility was a 

cone m but due to extensive tubal damage only partial salpingectomy could be 

done. 

The greatest complication of ectopic pregnancy i death. Webala 1979 n ted 

0.42% mortality in KNH while Rakwach 1987 report d that ectopic pregnane 

accounted for 4.7% of all mat rna! deaths in the acute gynaecology ward in KNH. 

In Europe and America it accounts for 14.7% of all maternal deaths Atrash et al 

1984). Hence control and elimination of pelvic infection together with prompt 

diagnosis and treatment of ect pic gestation will reduce mortality due to this 

condition. 
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OMPL TE BORTIO 

ME: A.K. 

GE: 28YR 

PARITY: 3 + 1 

PRE E T GCOMPL I T 

11 

I.P. 

D. 

.D 

I 

0 3 9 5 

5.9.2 2 

6 .. _o 2 

he was admitted through casualty complaining of aginal bleeding .fl r 2 days. 

HI TORY OF PRE E T G COMP AINT 

he was well until 2 days prior to admission when she started exp riencing lower 

abdominal pain. This was accompanied by vagina] bleeding hich was initially 

scanty but progressively increasing and was in clots. There was no hist ry of 

trauma or history of violent sex. he was not on drugs. 

OB TETRIC AND G A OLOG 

he was a para 3 + 1. All by spontaneous vertex delivery in hospital and were 

alive and well. Her MP 1.7.2002 and EDD 7.4.2003. ad an amenorThoea of 10 

weeks. he had not started antenatal car . Her menarche was at th age of 15 

ears. Menses were regular and bleeding of 3 to 4 days occurring every 28 days. 

There was no history of dysmenorrhoea. o history of contraceptive. 

p T DICAL HI TORY 

ot contributory. 
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F I rn I 

he wa a married housewifl li mg ith her hu band. h does not drink ale hol 

or smoke igar ttes. Th r was no hist f) f hr nic illn sin the famil . 

I TIO 

he was in good general condition. he was not pal and she did not ha e fev r. 

Vital signs were normal: BP 108/60 mrnHg Pulse 5/min Respiratory rate 

14/min. entral nervous system Respiratory s stem cardiovascular syst m and 

mus uJoskeletal systems were normal. 

BDO I TIO 

Fundal height was 12 weeks . There were no masse r areas of tenderness. 

PEL IC XAM A TIO 

he had a normal external g nitalia which ' as bl d stain d. The cervix was soft 

and the s was about 3 em dilated v ith products of concepti n protruding thr ugh 

it. The uterus was 12 weeks. There were no adnexae mas e r fullnes . 

Dl 0 I 

A w rking diagnosi of incomplete abortion was made. 

TR T TP 

The pati nt was scheduled for evacuation of the uterus by anual acuum 

A piration MY A . he procedur was explained to th patient and consent was 

obtained. She was taken to the procedure room of the acute gynecology ward. 
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T R E 10 B p 

In the pr cedure r om, the equipment for A including a bi al e speculum a 

tena ulum sponge-holding forceps swabs a cc acuum syringe with d uble 

val es and 12 mm flexible Karman canular were laid ut on a troll and 

in pected. They were all in working c nditi n. 

The patient was placed in a lithotomy position and a vulvo-vaginal toilet was done 

and draped with st rile towels. The speculum was inserted and the cervix exposed. 

The anterior lip of the cervix was held at 10 o'clock with a tenaculum. The cervix 

as cl aned with a swab soaked in hibitane in water solution. he uterus was 

ounded with a uterine sound to estimate its length. By an ne touch technique the 

12 mm Karman Canular was inserted into the uterine ca ity up to the length 

estimated with the uterine sound and the vacuum syringe was attched to the 

canular. The canular was slowly pushed into uterine cavity until the funds was 

reache then it was slight! withdra n. The pinch valve on the syringe was 

attached to the canular. The canular was slowly pushed into uterine cavity until the 

fundus was reached then it was slightly withdrawn. The pinch valves on the 

ringe were released transferring the vacuum through the canular to the uterus. 

The contents of the uterus were evacuated by moving the canulru· gently and slowly 

back and forth within the uterine cavity rotating the syringe through 360 unti l a 

red foam with no tissue was seen in the canular and a gritty sensation was fe lt as 

the canular was passed over the endometrial surface of the uterus. total of 50mls 

of products of conception were evacuated. The products of contraception were not 

foul smelling. All the instruments were th n removed. The uterus had contracted 

\ ell and ther was minimal vaginal bleeding. 
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T 

The patient was esc rt d back t the b d and h r ital signs wer monit r de ery 

2 h urs. he was start don metronidazole 400 mg h urly and 0 xyc cline 

capsules 1 00 mg 12 houri for one week. he wa observed for 4 hour and when 

found ta 1 she was discharged home on th ab ve medication. Befor 

discharge contracepti n coun elling was done and he agreed to use the combined 

pill. On discharge she was advised t come to gynaecology clinic after 4 hours 

with post abortion VDRL blood group and Rhesus factor. 

DI U 10 

This was a 28-year-old primigravida who pres nt d with spontane us incomplete 

abortion for which she und rwent evacuation of th uterus using manual vacuum 

aspiration. 

Abortion is termination of pregnancy by any means before the fetus is suffici ntly 

devel ped to survive. The t rm miscaniage is u d when ab011i n occurs 

spontaneously. In the nit d tates of Ameri a, the definition i confin d to 

termination of pregnancy before 20 weeks of gestation based up n the date of the 

first day of LMP or delivery of a fetus that weighs less than 500 mg Cunningham 

et al pregnancy before 28 weeks gestation with no vidence of life or birth fa 

fetus weighing less than lOOO gm Aggarwal and Mati 1982). Kenya being a 

former colony of Britain has similar laws and hence abortion is generally 

considered as termination of pregnancy before 28 weeks of gestation or delivery of 

a fetus weighing less than l 000 gm. 
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ore than 0% o abortions o cur in th 

decreases rapidly thereafter Harlap and 

pregnan y and th rat 

h in id nc f 

spontaneous abortion is consid red t b 10-15% unningham tal l 97 

ggarwal and Mati 1982 Donald 19 9 . However this is difficult t define 

exactly since it is possible to abort without knowing that one is pr gnant. orne of 

the abortions rep01ted as spontane us may be induced. In 1982 0% of all 

admissions in acute gynaecology ward at were due to abortion of which 16% 

ere induced. Induced aborti ns most commonly occur in young sing! women. 

Most of the induced abmtions are first pregnancies. The history of interference 

vvith the pregnancy if often not gi en H wie 987 Aggarwal and Mati 1 0 . 

The patient presented did not give history of interference with the pregnancy 

rather she wanted the pr gnancy t be preserved because she was man·ied and 

wanted to have a baby. rom her history this patient most likely had spontaneous 

abortion. 

pontaneous abortion is attributed to a large number f etiological factors. These 

include chromosomal abnmmalities whi h cause 50% of all first trimest r 

abortions maternal infections like brucellosis listeriosis toxoplasmosi rubella 

ureaplasma, urealyticus, tuberculosis, HIV and malaria increasing parity, matemal 

and paternal age ( unningharn et al, 1997 Harlap and hiono 1980 . thers 

include immunologi al factors: autoimmune- L and antiphospholipid antibodies 

and alloimmune. Endocrinopathies like hypothroidism uncontrolled diabetes 

mellitus and corpus luteum insufficiency and uterine defects which could be 

acquired or congenital. Among the acquired defects of the uterus are cervical 

incompetence uterine fibroids and uterine synechiae. The congenital defects are 

abnormal mullerian duct formation or fusion which could be spontaneous or 

indu ed in-utero by administration of diethlystibosterol to pr gnant mothers 
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(Howie 19 7). Other tiological fa t r are ingestion f al hoi and toba 

xp sure to radiation anaestheti gases and se ere malnutrition unningham et 

al 1997). 

Intrauterine contraceptive devices are associated with increased incid nee of 

abortion after contraceptive failure. The abortion rate is 54% with the device in 

situ compared to 25o/o if the de ice is remo ed promptly when pregnancy is 

diagnosed Trutum et al l986 . 

patient with incomplete abortion presents with lower abdominal pain backache 

aginal bleeding and passage of fetus or placental tissues. On physical 

examination she may be pale and in shock depending on the amount f blood lost. 

The uterine size may be smaller than the expected gestation and on vaginal 

e amination· the cer ical 0 is open unningham et al 1 997 Aggarwal and Mati 

1980, Donald 1989 . In case of septic and illegally induced abortion the patient 

rna admit to interfering with the pregnancy and there could be signs of local 

manipulation like cervical tears or uterine perforations. he may also have fever, 

tach cardia and the products of conception are foul-smelling (Durfee 1987). In 

the case presented the patient had lower abdominal pains and vaginal bleeding and 

n examination, the uterus was about 12 we ks gestati nand cervical os was open 

with products of conceptions. There were no signs of sepsis or int rference. 

When the diagnosis of incomplete abortion is established, it is important to assess 

the blood loss and the general condition of the patient. If she has lost a lot of blood 

and is in shock blood transfusion should be commenced before anything else. If 

aginal bleeding still persists, ergometrine 0.5 mg should be given intravenously. 
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In some cas s ble ding an furth r b r duced by digit lly rem mg pr du t f 

conception which are in cervical canal and gently rubbing the ut rine fundus 

ggarwal and Mati 19 2). nc the patient' gen ral ndition is satisfact 1 , 

her uteru should be evacuated. Ut rine e a uation can b done either by sharp 

ur ttage or by suction curettage. In ur unit we use manual accum a pi ration. 

This is a procedure that does not nee sarily require anaesthesia and th h spital 

tay is short. However good counseling ofth patient is required before the 

procedure is done. A sepsis rate of 5.4% after manual vacuum aspirati n 

procedure was noted at K in 1989 IGzza 1989) and therefore prophylactic 

antibiotics is mandatory. In the case presented doxyc cline and metronidaz le 

v>ere gtven. 

fter ab rtion o ulation may occur as early as two weeks ( unningham eta! 

1997 . It is therefore important that effective contraception is initiat d s on after 

abortion. The patient present was off; red contraceptive advice. Post ab rtion 

testing is also important to rule out obstetrical complications such as rhesus 

sen itization and s philis infection for which something can be done. These tests 

were requested for and the patient was advised to b reviewed with these results in 

48 hours. 

Complications associated with incomplete abortion include severe hemorrhage 

leading to shock and anaemia infections and even death (Donald 1989 Kizza 

1989 . Uterine perforation can occur during the manual vacuum aspiration. In the 

cas presented non of these complications occurred and the patient was 

discharged home after 24 hours. 
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12 

' RP PL 

TAME: 

GE: 35 AR . 1657/02 

P RlTY: 2+0 DATE FOP TI 5.9.20 2 

PRE E T TG co PLA T 

he arne to clinic 66 because she wanted orplant insertion. 

HI TORY OF PRETE T COMPLAI T 

he had come for insertion of orplant because she had used depo provera 

injections and they were giv ing her amenorrhoea and intermenstrual bleeding. he 

also wanted a longer -'lasting' meth d. 

OB T TRIC D GYNAECOLOGICAL H TORY 

he was para 2+0. er last delivery was in March this year. B th deliv ries were 

spontaneous vaginal delivery and both children were alive and well. Her menarche 

was at 16 years. ince then her menstrual cycle had been regular with the period 

lasting 5 days and re urring every 28 days. annot tell her menstrual peri d since 

she was on depo before. 

PA T DI L ND RGI L HI TORY 

Th re was nothing significant. 
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I RY 

h was married and worked as a se r tary in a small c mpan in town. Her 

husband as a businessman. her was no family hist ry of chr ni illn s 

EXAMIN TIO 

he was in good general condition. he had no pallor n jaundice no pedal 

oedema no varicose veins. H r body w ight was 60 Kg. ardio ascular system; 

musculoskeletal system respiratory system - all normal. 

BDOM LE MINATIO 

The abdomen was not distended and was soft with no area of tenderness. The 

liver and spleen were not enlarged and there were no surgical scars. 

PELVIC EXAMIN TIO 

The external genitalia were normal. peculum examination revealed normal 

vagina walls healthy cer ix with a closed external os. n digital examination, the 

cervix was firm long and regular. The uterus was normal size. he adnexae and 

cul-de-sac were free and non-tender. There was no discharg . 

Dia no 1 

Para 2 + 0 clients for orplant insertion. 

Treatment Plan 

Counselling was also done. The mechanism of action, the effectiveness, the 

indication the contraindication and the side effects were discussed. 
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Pr cedur In ertion 

.l\n additional 5ml of procaine hydrochl ride was re-inj cted thr ugh th incision 

in as mi-circular pattern with a radius 4 to 4.5 em 1 ng. he tr char wa 

intr due d through the in is ion on it lower end just und r the skin and gently 

ad anced up to the mark near the plunger until a resistanc was felt. Then ke ping 

the plunger steady the trochar was sl wly withdrawn until the mark close to the tip 

was isible in the incision. The fLrst implant had thus b en released under the skin. 

Lt wa telt with the fmger to ensure that it was in place. Rotating it about 15 

degrees from the first implant changed the second implant. Then with one finger 

on top of the first implant the trochar was advanced along side the finger to the 

mark near the top. The implant was released under the skin by pulling back the 

trochar. 

This procedure was repeated until all the implants were inserted, without removing 

the trochar from the incision. With a piece of sterile gauze pre sure was applied to 

the incision for about three minutes to stop bleeding. The edges of incision wer 

then pressed together and the incision closed with lastoplast. This wa then 

covered with dry gauze bandage was draped firmly around the arm to ensure 

hemostasis. The patient was then asked to keep the bandage clean and dry 'D r four 

days and remove the Elastoplast after five days. he was then discharged after 

being booked for review in one weeks time. 

Follow p 

he was seen as requested. She had no complaints. The wound was doing well 

her menstrual cycles were regular and the flow had not changed. Her blood 

pressure was 110/70 mmHg. he had not gained weight and there was no 

abnormal finding on examination. he was rebooked for review in six months 

time. 
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10 

Thi was a 35-year-old para 2+0 marri d w man h had b en n d p prov ra 

inj ctions and want d to change be ause f ide effi t . 

1 orplant implants consist f fl xible non-bi degradable tub s filled with 

levonorgestrel a syntheti harmon f the progestin family. he implants ar 

pia ed und r the skin on the insid of a w man's upp r arm. he hormone is 

slowly released at an almost c nstant rate for several years Population Reports, 

19 7). 

orplant implants come in two forms. The first call d simply orplant consists of 

i hollow ila tic silicone rubber capsules. Each capsule is 34mm long, with a 

diameter of 2.4mm and contains 36-mg levonorgestrel. This is cw-rently the most 

wid I used of the two systems. ontraceptive ef-D ct lasts five years. The new 

stem called orplant-2 consists of two solid ilastic rods each 44mm long 

2.4mm wide and each rod has 70mg of levonorgestr I dispersed in it matrix. Its 

contraceptive effect lasts three years Populat1 on Rep rts 1987 Du et al 1990). In 

Kenya orplant was introduced in th Machakos Project tudy Area in 1986 

(Mati 1989). orplant is available at the amity Welfare Clinic f Kenyatta 

ational ospital and was the typ inserted fi r this client. orp lant~ which 

becomes effective within a few hours of insertion, prevents pregnancy through a 

combination of mechanisms. Them st important ways are: 

• By inhibiti n of ovulation 

• Thickening of the cervical mucus thus making it more difficult for the sperm 

to migrate to the genital tract 

• It suppresses the cyclic development of the endometrium m some cases 

Population Council 1989 . 
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The criteria for rplant us in I ude w m n who ar 

• Le s than 40 years old 

• Ha e at least one living child or have the number f hildren th y want but 

not ant to be steriliz d 

• Married and Jiving with their husban r sexuall active 

• ot pregnant or breast-feeding 

• eeking a long term birth spacing 

• eeking continuous contraception and 

• Those who voluntarily choose the method (Population C uncil 1989, Du et 

al 1990) 

ur client fulfilled all these ctiteria. Women who are pregnant or have acute liver 

di ease or jatmdice or unexplained vaginal bleeding or those who have had 

vari ose veins, pulmonary embolism, history of heart attack or cerebral vascular or 

ronar artery disease stroke) are unfit for Norplant insertion. Traditionally 

accepted contraindications for hormonal contraceptives are: pregnancy hepatosis, 

Dubin-Johnson or Rotor yndrome, sickle cell anenua, herpes gestationisis and 

breast cancer or other hormonal dependant cancers (Population Council, 1989). 

Our client had none of these contraindi.cations. 

Before inserting the implants a detailed medical history must be taken and 

thorough general and gynaecological examination must be carried out. Women 

wi th any of the mentioned contraindications should be excluded from the insertions 

Population Council, 1989, Duet al 1990). Our client was suitable. 
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lnsenion and removing orpl nt implants are usuall mmor urgi I pro edur 

that require a local anaestheti and small incision. R mo al is more difficult and 

take longer than insertion. In erti no six capsule can take 5 t minutes. 

The best time to insert orplant implants is when a woman is menstruating or no 

later than five to se en days from the start of m nstrual bleeding. This en ures that 

she is not pregnant. Implants are inserted on the inside of the upper or I wer arm 6 

to em above or below the elbow just under the skin (Hatch 1989 Population 

Rep rts 1987). In our client insettion was done on the inside of the l ft. upper arm 

midway between the tip of the shoulder and the lecranon process of the left 

I bow. 

omplications of orplant inserti n are rare (Populati n Reports 1 7 . If sterile 

conditions are maintained during insertion infection at the insertion s ite is rare 

ccurring in only 3 per 1000 women Population Repmts l9 7). Mati 1989) 

r ported no case of infection in the first insertion. xpulsion occurs if the insettion 

it becomes infected or if the implants are placed cl se to the incision. Insertion 

auses little or no immediate pain for most women although are may be bruised 

and sore for several days (Population Reports, 1987). ur client had none of these 

complications. 

Rem ing the 6-capsule orplant usually takes about 15-20 minutes and usually 

requires only one small incision. Generally implants are relatively easy to remove 

if they were properly inserted i.e. that is just under the skin). They are harder to 

remove if they were inserted improperly. When the implants are removed a new 

et can be inserted immediately. If the original implants have been removed easily 

and in ertion site is not swollen the new implants can be inserted in exactly the 
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arne place. Howe er if remo al causes sw lling r tr um th imp! nls h uld 

be insert d either in the other arm or through th riginal incision but facing the 

opposite direction Population R p rts 1987 Population ouncil 19 9 . . he 

omplications reported after rem al of implants ar h matomas and in ection 

which occurred in the week after the removal. The h mat mas need no treatment 

while the infections were treated with antibiotics Population Reports 1987). Our 

lient had none of these complications. 

orplant must be removed at the end of five years when the method starts to 

become less effective or at anytime before then if the woman has to st p using the 

method either for medical or personal reasons Population Council, 1989 . 

orplant provides almost omplete protection against pregnancy. In the first fi e 

ars of use of orplant 6-capsule system the chances of pregnancy are less than 

one per 100 women per y ar. This is a low r failure rate than for oral 

contraceptive intrauterine devices and barrier meth ds and is comparable to 

urgical sterilization during the first three years of use (P pulation Reports, 1987 

Population Council 1989). ffectiveness decreases slightly after five years and in 

the sixth year 2.5o/o to 3% of users conceive. Thus a replacem nt after five years is 

recommended Population Reports 1987}. ome of the reasons for failure are: 

• Concepti n before Norplant insertion 

• Capsules retained for more than five years and 

• Women who weigh more than 70kg Population Council 1989) 

T rregular menstJUaJ bleeding is the most common side effect of Norplant 

(Population Reports 1987 Hatcher 1989 Du et a! 1990). These irregularities 

vary from one woman to woman and may include prolonged men truation, 

spotting between periods, amenorrhea or a combination of patterns. It has been 
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r ported that about 60% of women n ti ed hang s in th ir menstrual patt m in 

the first year after orplant insetiion decreasing to 33.9% after three years 

Population Repmis, 1987 Du et al 1990). The most common hang IS an 

increase in the number of days of ble ding and or p tting percy le and a decrease 

in the length of the men trual c cle but the volume f blood I st does n t change 

Hatcher 1989 Population Reports 1987 u et al 1990 Nilsson and Holma 

1981 ). Magwa 1989 reported a slight drop in a body weight and in systolic 

blood pre sure. Over fi e years on orplant our client's weight rose from 56kg in 

1991 to 64kg in 1 996. 

The continuation rate of orplant implants after one year has been rep rt d to be 

93.3% in Kenya Mati 1989 Maggwa 1989). 79.1 o/o in Zambia Chikamata and 

Laban a, 1989 and 6.5% in hanghai (Du et al, 1990). fter two y ars the 

continuation rate was from 66-92% and after five years 42-78% of users were still 

rei ' ing n implants. Bleeding irregularity is th m st frequent reason for 

disc nti nuation (Population Reports, 19 7) .. 

The development of orplant implants which is highly effective 1 ng lasting, 

provides continuous protection for five years (6-capsule system) is unrelated to 

ual intercourse is readily reversible has n estrogenic side effects may help 

prev nt anemia and has an uncomfortable and barely visible insettion site appears 

to be a milestone event towards developing an 'ideal' contraceptive. Today, over 

half a million women have used orplant worldwide and further tria ls and 

recruitment are continuing. 
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Y Tl GL RH PRP - 0 BD I L 

HY 

NAME: A. PARITY: 5 + 0 

G 46 AR D.O. .. 28.8.2001 

l.P .: 0820950 D.O.D.: 13.9.2001 

PRE E TING COMPL T 

he was admitted as a referral from hogoria hospital with complaints of heavy 

vaginal bleeding for a year. he also had a report of end metria! bi psy r ported 

a c tic glandular hyperplasia. 

HI TORY OF PRE TI GIL E S 

he had been well until one year prior to admission when she started having heavy 

menses that were prolonged. he Later developed intermenstrual bleeding that 

came in clots. The bleeding was not associated with abdominal pains and she gave 

no history of post coital bleeding. he also gave no histor of vaginal discharge. 

PA T OB TETRI ALANDGY COLOGICHI TORY 

he was para 5 + 0. Her last delivery was in 1989. All her deliveries were 

spontaneous vertex deliveries at term. All her 5 offsprings are alive and well. 

he attained her menarche at the age of 16 years. Her periods had been regular 

lasting 3-4 days e ery twenty-eight days until the onset of her illness. Her last 

p riod was on 11 August 2001. he did not have any history of contraceptive use. 
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p T D HI R 

he \1 as a known hypertensi e for th last tx ear fi r which she was b ing 

fo llowed up in the medical clini . h was n meth ld pa 5 mg hourly and 

furosemide 40 mg once a day. In 199 she had acut app ndi iti for which 

appendisectomy was done. 

F L AND OCIAL OR 

he was married and worked as a schoolteacher in Meru. he did not smoke nor 

drink alcohol. here was n history of any chronic illn ss in th family. 

E MI ATIO 

GENERAL 

he was a middl -aged lady in good general c nditi n obese, n t pale afebril , n 

jaundice no oedema and there was n peripheral lymphadenopathy. The pulse 

was 80/min regular and of good volume. he blood pr ssure was 1601100 mmHg. 

E TRAL ER 0 S ND RE PIRATORY Y 

These were essentially normal. 

ARDIOVA C L R Y TE 

he peripheral pulse was normal. The JVP was not ele ated. he prec rdium was 

not hyperactive. 151 and 2"d heart sounds were heard. There wer no murmurs. 

BDO I ALE MI ATIO 

The abdomen was n t distended and moved with respiration. There was a Lanz 

s ar on the right Iliac fossa. There were no areas of tenderness. There were no 

1 alpable masses. 
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P LVI I 

The xtemal genitalia was normal. n pe ulum examinati n the c rvix and 

vagina looked normal. The s wa firm! closed. h adn xa and p u h f 

Dougla were normal. he uterus wa normal size. her was no bl d or 

dis harge on examining finger. 

I E TI ATIO 

1. Haemogram Hb 13.0 g/dl 

WB 4.8 X LO 9/L 

2. rea and Electrolysis odium 1 32 meq/ 

Pottassium 4.3 meq/L 

Chloride 94 meq/L 

B 5.1 mmol/L 

3. Pap smear class I 

4. ndometrial bi psy Cystic glandular hyperplasia. 

DIAG 0 I 

diagn sis of cystic glandular hyperplasia in a perimenopausallady was made. 

M 1 G ME T 

The patient was adequately informed about the condition and the plan of 

management explained. She had completed her fami ly and gave an informed 

consent or hysterectomy. 

334 



n th da pri r to surgery bl d \ as taken for gr uping and r s matching and 

tv.o units f bl od requested. he was ad ised to starv fr m midnight. he 

pati nt wa prem dicat d with atropine sulphat s .6 mg and p thidine 1 OOmg 

given intramu cularly 30 minutes before theatre. 

In theatre general anaesthesia was induced with thiopentone and suxamethonium. 

he was intubated and anaesthesia maintained by nitr us oxides halothane 

oxygen and cW"are. he was put in semilithotomy position and val al toilet done. 

he was aspetically catheteriz d draining clear urine. The catheter was left in situ. 

The vagina wa painted with m th lene blue and the pati nt placed in the supine 

position. 

he abdomen was cleaned with savlon lotion and then draped with sterile towels. 

he abdomen was p ned in layers through a midline subumbilical incision. Th 

gut was packed out of the pelvis with moist sterile abd minal packs. he pelvic 

rgan were grossly nonnal. total abdominal h sterectomy and bilateral 

alpingo oophorectomy was done successfully. The abdomen was clo ed in layers. 

eneral anaesthesia was r versed and patient wheeled to recovery room for 

ob ervations. The specimen was sent for histopathology. 

PO -OPERATIVE ARE 

Vital signs were observed half hourly till she was fully awake. he was put on 

intra en us fluid 2500ml/24 hours alternating normal saline with 5% dextrose. 

Pethidine 1 OOmg was given 8 hourly for 48 hours then changed to paracetamol two 

labl ts 8 hourly for 5 days. he was put on intravenous ampicill in 500 mg 6 hourly 

for 24 hours then changed to oral for 5 days. On the 3 rd post operative period was 

une entful and on the ih postop rative day, all stitches were removed. 
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The wound was dry and healing v ll. h was dis harg d t att nd gynae ol 

lini in 6 weeks. 

FOLLO 

he was een on the app int d date. he had n com laints. The wound wa well 

healed. Histology report showed small uterine leiomy mas and simple 

endometrial hyperplasia. he was discharged from th linic. 

0 T 

This pati nt presented with abnormal uterine bleeding at 46 years of age. he was 

on treatment for hypertension and on endometrial biopsy· she was shown to have 

endometrial hyperplasia for which hysterectomy was done. 

Endometrial hyperplasia is a pathologic condition that is usually associated with 

abnormal uterine bleeding (1 2) . There is increase in th amount of endometrium 

the density of glands with abnormalities and there may be cytological hanges of 

the glandular epithelium depending on severity 1,3). his condition is usually 

found in the perimenopausal women but can be encountered in younger patients 

v ho are anovulatory 1 ). This patient at 46 years was in the perimenopausal age 

group. 

Endometrial hyperplasia is classified into two cystic hyperplasia and adenomatous 

h p rplasia. The cystic hyperplasia also known as simple hyperplasia indicates 

increased sendometrial volume stromal as well as glandular byperlasia with a 

normal ratio of glands to stroma ( 1,2 3 ). Mitoses may be present in the glands and 

stroma. This process may present as endometrial polyps due to irregular 

proliferation of the endometrium 4) . Cysts are characteristic of this proliferative 
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le ion which is om posed of simpl tubular glands 1 . he pati nt pre nt d had 

cystic glandular hyperplasia. denomatus hyperplasia is these nd type of 

nd metria! hyperplasia and indicat s glandular atypia and an incr a d gland to 

troma ratio. It may be graded as mild moderate and severe by ass sing the 

degree of structural and cytological abnonnality of its c mp nent glands ( 1 . It is 

associated ' ith increased risk of progression to malignant di ease l 2, 4 . 

In the United Kingdom approximately 5% of the wom n attending gynaecological 

outpatients departments present with postmenopausal bleeding (5 . inei 6 found 

that abnormal uterine bleeding in the absenc fob ious organic I sion of the 

genital tract account for 4.3% of acute gynaecologic admission to Kenyatta 

ational Hospital. ndometrial hyperplasia has been rep rted to be the classic and 

most common abnormality of the endometrium in dysfunctional uterine bleeding 

(2). his patient presented with abnormal uterine bleeding. 

Irregular uterine bleeding is the commonest symptom of endometrial hyperpla ia 

and might be the only feature (1 4). Because of an underlying faulty ovarian 

function or of the endometrial abn rmality its lf, infertility can be a symptom. 

Rarely are there significant physical signs although the uterus may be palpably 

symmetrically enlarged (4). Diagnosis is made by histopathological exarrunation 

of the endometiral curretings (1 ,2,3 4 . Recent studies have identified the 

ultrasound as a reJiable method of screening for endometrial hyperplasia 5 7). 

ndometrial hyperplasia occurs in women with p rsistent oestrogenic stimulation 

of the ndometrium in the absence ofprogestrogen influence (1,2 3,4 8). It is 

almost in ariably found in anovulatory premenopausal women. It may also occur 

as a result of exogenous hormonal therapy or endogenous production of oestrogen 
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b) o arian tumours and from con ersion o adr nal androst n diane t g n 

by ad ipose tissue (1 !though there is a positive corr lati n b tw n 

hyper tr genism and end metria! hyp rplasia it is not the sol a ti I gt al fa tor. 

\' iol rateas et al 8 after their study concluded that the increased oestr gemc 

acti ity in patients with adenornatous hyperplasia of the endometriwn 

testosterone androstenedione and ov r activity of adrenal cortex may play a 

ignificant role in the pathogenesis of this condition. This patient was bese in the 

perimenopausal period. Management of endometrial hyperplasia dep nds on the 

source of oestrogen excess the age of the patient se erity of the vaginal bleeding 

and the desires of the patient 1 4 . ndometrial hyperplasia in menstruating 

\-\'Omen is usually self limiting and returns to normal after curettage. When 

ano ulation is the cause tr atment with progestational agents or induction of 

vul ation will usually result in cure. More vigorous therapy is indicated in 

adenomatous hyperplasia with high dose progestational therapy. Followup 

curettag after 3 months is necessary to typical aden rnatous hyperplasia r those 

with symptoms of bleeding and are not controlled with hormonal therapy. For 

patients with a typical adenomatous hyperplasia or those with symptoms of 

bleeding and are not controlled with honnonal therapy or those women who ill 

not take hormonal therapy, hysterectomy is advised 1 ). This patient could not 

take hormonal therapy as she was on treatment for hypertension. he was in the 

peri menopausal period and hysterectomy had the advantage of removing any risk 

of malignant transformation. 
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14 

PRIM R I ERTILIT -T R 

ram J. Parity: + 0 

IPno. 0817967 D. . A: . .2001 

GE: 27 AR D.O.D.: 26.8.2001 

PRE E TI G COMPL T 

The patient was first seen in the gynecology clinic on 8 .3.2000 complajnts of 

inability to concei e for 5years. 

PA T OB TETRIC AND G A COLOGICAL HI TOR 

he was para 0+0. he had her menarche at the age of 12 years. Her menses were 

regular occurring every 28 days and lasting for 3 days . There was no 

dysmen nhea. Her last menstrual period I.M.P was 13.7.200 1. he had never 

b en n an contracepti e method. he had been followed up on the gynecol gy 

clini for 5 years for infl rtility for which s veral investigations had been done. he 

lived with the husband and had normal regular intercourse about 3-4 times a week. 

P T EDIC A GI ffi TORY 

There was no significant past medical and surgical history. 

F IL AND 0 IAL HISTOR 

h wa a housewife living with the husband in Meru. The husband was a clerk 

and di d not have children outside marriage. he did not smoke and did not drink 

alcohol. here was no family history of chronic illness . 
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p 

L 

h '"a in good general c nditi n n t pale no jaundice no peri ph ral 

lymphadenopathy and no o d ma. h had fully de l pm nt secondary exually 

haracteri tics with normally formed breasts and no galact rrh a. 

E TRAL R 0 RE PIRA OR D RDIO R 

The were essentially normal. 

AB 0 I I IO 

h abdom n was scaphoid and mo ed with respirati n. There was a periumbilical 

laparo c p scar and no other surgical cars were noted. It was soft with no areas 

oft nd mess. here were no palpable masses. 

P LVI E M ATIO 

h temal genitalia was normal. here was well-devel ped pubic hair. he 

cer was firm and os was firmly closed. The uterus was normal in tz . he 

adn xae and pouch of Douglas were free. 

IMPR 10 

n impression of primary inferti lity was made 
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I ., . l 1fl() 

I laemoglobin 

rea and electr lytes 

emenalysis 

Papsmear 

1-lysterosalping gram 

Laparosc py 

ndometrial biopsy 

Hb 13.2 gm/dl 

6.4 10 11 

Platelets dequat 

odium - I 45 m g/1 

Potassium -4.6 m g/ 

B -4.Smmol/L 

or mal 

Class I 

There was a filling d feet in theca ity. 

Both tubes were not out! in d. There was n 

spill. 

Uterus was normal. There were a lot of 

adhesions in pouch of Douglas. ight tub 

was buried in adhesions fimbria! end n t 

visualized. Lt tube had p ritubular 

adhesions. Both ovaries were normal with 

no evidence of recent ovulation. n dye 

instillation no dy was noted in b th tubes. 

Endometrial biopsy was done. ubal 

surgery was recommended fl r adhesion 

lysis. 

Secretory phas ndometrium no acid-fast 

bacilli was isolated. 
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1\l 

Pre-op rati ve in stigations were undertak n 

Ha m globin Hb 14.2 grnldl 

r a and lectrolytes 

Liver function test 

rinalysis 

odium 146meg/L 

Potassium 4._ meg/ 

B 4.5mm 

ormal 

Protein - nil 

ugar- nil 

n informed consent was obtained on the day of operation; the patient was 

prem dicated with sulphate 0.6mg and pethidine 5 mg intramuscularly half hour 

b fore theatre. Patient was then taken to theatre. 

LPI 0 Y I 

Ln theatre the patient was put under general anaesthesia. Vul o vaginal toilet was 

done. Patient was draped and catheterized. xamination under anaesthesia was 

d ne and normal pelvic findings were found. The agina was packed with 

moistened gause roll to elevate the uterus and pel vic contents. he patient was 

placed in supine position and abdomen was cleaned and draped. A midline 

subumbilical incision was made and the abdomen opened in layers. he uterus was 

normal the right tube and ovary were also normal with no adhesions. he left tube 

was covered with adhesions on its whole length, the adhesions covered also ovary. 

he adhes ions were gently released using cutting diathermy while irrigating 

c ntinu usly with hartmans solution. Hydrotubation was done using methylene 

blue after clamping the cervix. There was no dye noted going into the tubes. An 

impression of bilateral cornual blockage was made. The peritoneal cavity was 
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\ash d with hartmans s lution. he abdom n was th n clo d in lay rs. The 

timated blood loss was about 300ml. Anae thesia' as rev r ed and th patient 

transferred t re o ery room 

p -OPERATIVE 

he vital igns were observed half h urly in the r co ry room till she was fully 

awake. he was transferred to the ward for 4 h urly observations. he was to be on 

intravenous fluids of normal saline alternating with So/o dextrose amounting to 

_500ml per 24 hours until bowel sounds established and then put on oral feeds. he 

as put n intramascular pethidine 1 OOmg 8 how·ly and ampicillin in 500mg 

hourly until her bowel sounds were heard. hen he was put on oral ampicillin 

and paracentamol tablets. n the ih day post -operativ the wound was h aled and 

all the stit hes were removed. he was discharged on 6/8/20 1 after explanation on 

the findings at the op ration and prognosis. Th pati nt was advised t att nd the 

gynaecology clinic for possible plan to do corneal r s ction and r -implantation. 

OLLOW P 

The patient was lost to follow up 

OMM T 

The patient presented was 27 years old with primary infertility. he had bilateral 

tubal blo kage for whi h unsuccessful salpingolysis was done. 
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Inferti lit i the inability b a coup! to achi e a pregnancy within l ar f 

unprotected coitus or repeated failure to carry a pregnan tot rm l 2 . In a world 

h lth organization technical rep rt eri s 3 primary inD rtility was defined as 

failu re to conceive despite cohabitati nand e posure t pregnan :D rap riod of 

t\ years. The patient presented was unable t concei :D r 5 years d spite 

unprotected coitus. Primary infettility refers to a situation where there has been no 

prev ious conception while secondary infertility refers to a situation whereby a 

pregnancy had been achieved before. Kenya has one of the highest birthrates in the 

w rld and also has a high infertility rate which is a major public health concerns 

4 . he prevalence of infettility worldwide is estimated to be between 15 - 40% 

(: 6) . In Kenya the true incidence i exemplified by the fact that approximately 

60% f all new outpatients in gynaecological clinic in Kenyatta hospital c mplain 

of infertility 4). 

[nf rtility is a disord r of couples and both partners must be evaluated. he man is 

said to be responsible for about 30% of the cases and the woman about 40% and 

both in the remainder fthe cases 6). The major causes of male infettility are 

related to disturbances in the sperm function pa1ticularly in relation to its mobility 

and morphology or in some cases total absence or reduction in numbers 6). In this 

couple the semenalysis was n rmal. In the female the causes of infettility include 

ulatory abnormalities, abnormalities of implantation uterine and tubal factors 

( 1.2). Tubal factors are believed to be responsible for 35-50% of infertile in 

marri ages . It is further believed to account for 70% of female infettility 4 6). In 

Ken a infertility was reported to be associated with pelvic inflammatory disease in 

about 70% of cases with gonorrhoea a being incriminated in upto 50% of patients 

with tuba l occlusion 7). In Kenyatta ational Hospital it was found that the 

association of pelvic inflammatory diseases and infertility was upto 80o/o (8 . 
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terine fa tors include polyps uterin fibroids endom trial syn hiae nd ut rin 

ongenital anomalies. Endom triosi ost perati p lvic adhesi ns ar periton al 

fa tor 1 _ 5 . 

In diagnos ing the cause of infertility both partners must be evaluated. In the man 

the e aluation should begin with a thorough physical examination thr ugh 

s menalysis. In the presence of a normal sem nalysis m st other abnormalities of 

the man are probably inconsequential and no further evaluation may be necessary 

1 2 5 . In the female evaluation a history and physical examination sh u!d 

precede invasive in estigations. History should include duration of infertil ity, 

coital frequency and menstrual pattern history of vaginal discharge or pelvic 

inflammatory disease past perations and parity (1 ,2). His tor of menstrual 

di orders will point to ovulator dis rders· these may futiher be evaluated by 

taking basal body temperature (bbt cervical mucus chang s endometrial biopsy 

in the luteal phase and assay of reproductive hormones 1 . In the investigati n f 

the uter tubal factors Rubin test hysterosalpingography and laparoscopy may be 

mployed. he Rubin test is rarely used due to its inaccuracy and complications 

(9 . Hystr salpingography demonstrates the luminal outline of the tubes mapping 

the site of obstruction and may detect intrauterine defects. Laparosc py is a 

transperitoneal endoscopic procedure that enables one to see the pelvic organs 

directly. Hydrotubation with dye enables demonstrati n ftubal patency at 

laparoscopy. ven after thorough evaluation the cause constituting unexplained 

inferti lity L 2). It has been shown that in cases of unexplained infe1tilit sperm 

imm bil izing antibodies may be the primary cause of failure to conceiv in up to 

13-2 o/o f these couples (6). Post-coital test is a fairly non-invasive test that 

constitutes a first line approach to th is problem. In th patient presented the history 

and phys ical examination did not point to the cause of infertility. Semenalysis was 
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normal. n h sterosalpingograph a filling d fl tin the ut rine a it ugg sted 

uterine fibroids and the tubes wer not d mon trated sugg sting mual bl kage 

of the tubes. At laparoscopy adhesions and rmial tubal bl kag wa n t d. 

dhesionalysis was recommend d at laparosc p . 

There is general agreement that results f tubal surg ry d p nd on the egree of 

tubal damage and the extent and natur of the common! asso iated adhesions 

(10 11). Methods of tubal surgery includ salpingolysis salping plasty 

fimbrioplasty salpingoneostomy and tubal anastomosis 1 2). he patient 

presented had cornual blockage and intrap I ic adh sions wher salpingolysis 

alone was done. Succe s rates by typ of urgery ar better with salpingolysis 

salpingostomy and tubocornual anastomosis in that rder I 3). ubotubal 

anastomosis and tubouterin implantation are minor subgroups ftubal surg ry. 

With the use of microsurgery tuboc rnua l anastomosis has largely replaced 

tubouterine implantation for proximal tubal damag 13,14 . Mi rosurgical 

tubocornual ana tomosis is now a well- tablished surgical opti n for women with 

obstruction at the uterotuba l junction. However various factors may limit th 

success of the procedure (13 14). A careful ass ssment of other likely infertility 

factors is mandatory before surgery. Various operative factors that appear to 

ad ersely affect the prognosis include deep resection ofth intramural tube 

requiring deep anastomosis presence of chroni inflammatory changes presence 

of tubal endometriosis and other co-existing inferti lity factors 13,14. In the 

patient presented the presenc of uterine fibroids tubouterine obstruction and 

intraple ic adhesions give her poor prognosis. Cases have b en reported of a 

successful pregnancy following combined surgery but should there be doubts these 

patients should be guided towards in itrofertilization (14). This case was pre ented 

to underline the importance of choice selection for tubosurgery. It is noted intra-
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normal. n h st rosalpingography a filling d fi t in th uterin a it u gest d 

urerine fibroids and the tubes were not demonstrated suggesting cornual bl ckag 

fthe tub s. At laparoscop adhesions and ormial tubal bl ckag wa n t d. 

dhe ionalysis was recommended at laparoscop . 

There i g neral agreement that results of tubal surg ry depend on the d gree f 

tubal damage and the extent and nature of the commonly associated adhesions 

(I 0 I I). Methods of tubal surgery include salpingolysis salpingoplasty 

fimbrioplast salpingoneostom and tubal anastomosis 1,2 . The patient 

presented had cornual blockage and intrapelvic adhesions wher salping lysis 

alon was done. uccess rates by type of surgery are bett r with salping lysi 

alpingostom and tubocornual anastomosis in that ord r (1 ,3). ubotubal 

anastomosi and tubouterine implantation are minor subgroups of tubal surgery. 

With the use of microsurgery tubocornual anastomosis has largely replaced 

tubo uterine implantation for proximal tubal damage 13 14). Microsurgical 

tubocornual anastomosis is now a weLl -established surgical opti n for w men with 

bstruction at the uterotubal junction. However arious factors may limit the 

succes of the procedure (13 14). A careful assessment of other likely infertility 

factors is mandatory before surgery. Various operative factors that appear to 

advers ly affect the prognosis include deep resection of the intramural tube 

requiring deep anastomosis, presence of chronic inflammatory changes, presence 

of tubal endometriosis and other co-existing infertility factors 13 14). In the 

patient presented the presence of uterine fibroids tubouterine obstruction and 

intrapl ic adhesions give her poor prognosis. ases have been reported fa 

ucc sfu l pregnancy following combined surgery but should there be doubts these 

patients should be guided towards in itrofertilization (14). This case was presented 

to underline the importance of choice selection for tubosurgery. It is noted intra-
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op rati ly that surgery should not been r ommended or that plans sh uld have 

been there for microsurgery tub ut rine implantation. 
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.M. 

GE: 19YEAR 

P RI Y: 0 + 0 

Pre enting complaints 

IP 

D 

DO 

B R: 

15 

0 08 21 

29/4/2002 

3 /4/2002 

he wa admitted through casualty with history of sexual assault. 

Hi t r of pr nting complaint 

h ga e a hi tory of having been s xually assaulted together with her mother b 

man peopl at around l 0 pm. This as at uru Park. oth the patient and h r 

m th r w re on their way home from a prayer meeting at the park. During th 

exu I assault she did not resist the rape. he was n t injur d. People who were 

passing by rescued her. The attackers were not appreh nd d. 

he asked the rescuers to bring her to hospital because she feared the possibility of 

contra ting a sexually transmitted disease and pregnancy. he was very upset by 

the fact that she was raped tog ther with her mother. he said that it was her first 

xual experience. 

Pa t Medi al Hi tory 

\! t contributory. 

353 



na olo 

he \ as para 0 + 0. Her Iv1P was 1 /4/_002. Her m narch a at th ag of 14 

'ear . H r mens s were r gular with bl eding f 4 t 5 days and int r al f 20 to 

0 da he did not have dysm n rrh a. h had n t used any c ntracepti e 

meth d. 

Famil ' and ocial Hi tory 

he wa the only child to a single mother. he had just c mpleted secondary 

ch I. he was in a bible school. he does not drink alcohol or smoke cigarettes. 

There was no history of chronic illness in the family. 

Exa mination 

n admission examination revealed a young lady in go d g neral condition 

lo king unhapp . lothes were s iled with soil but n t blo d stained or torn. 

Wood lamp exam ination was not done because the instrument was not a ailable. 

entral nervous system, respiratory cardiovascular and mu colosk leta! systems 

w r essentially normal. 

Pelvic E amination 

n aginal examination, the external genitalia was normal. There were no perineal 

or ulval tears or a discharge. peculurn examinati n 6 h urs later revealed a 

normal aginal mu osa bloody discharge at the foumices and on th s. rvtx. 

\\ as healthy. Ute1us was 8 weeks not tender. dnexae was normal. The hymen 

was not intact with hymenal tags. 

Dia no i 

A working diagnosis of sexual assault in a 19 year-old girl was made. 
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reatment Plan 

un elling was arranged fi r and was offered b 

team. p imens High vaginal swab blo d for HI 

uns llor fr m th high-ri k 

li a and RL were taken 

during speculum examination. mergenc contracepti n as pre crib d. he was 

given po tinor 2 doses 12 h urs apart. merg ncy anti-retr viral therap a 

his was not a ailable in the hospital. h was requ sted t buy and 

u eat home. Antibiotic treatment with tetracycline 5 Omg ID and m tronidazole 

400mg tds for one week was started. ild edation was also started with 

phenobarbitone for lack of better sedatives in th h spital. he was discharged 

through the patient support c nter for futther counselling and emotional uppmt. 

Laboratory Re ult 

High vaginal swab (HV ) wet pr paration no trich monasis yea t c li s bact ria 

or spermatozoa or pus cells wer seen. Gram stains of HV sh wed moderate pus 

cells and gram-positive cocci but not gram-negative diplococci. results for 

rn ' ere not available. The patient did not come back to heck for the r suits. 

Follow up 

The patient did not come back for follow up. 

DI 10 

19 year old who was sexually assaulted is presented. he was rap d in the 

presen e of the mother. he was ery concerned about the possibility of getting 

exuaJly transmitted diseas as a result of the rape. 
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uality and sexual function ar a part of a \ oman s ov rall h alth and \ ell

being. The element of sexuality has been used to inflict pain in a ariety of 

tting . Thes in lude rape. 1 lent crime against p opl ha be n in r asing. 

xual a sault has also increased. It is stimated that ne in eight women in the 

. . ' ill be forcibly raped during her lifetime Kilpatrick et al 19 2 . exual 

a ault victims the term sexual abuse survivor or assault survivor are prefened to 

VI tim Baram 1998 which could be either male the min rity or female the 

majority come to come to hospital or are brought to hospital for vari us reasons. 

Two of the main reasons if the victims are brought by the police are: m die legal 

examination that may help the polic decide whether the assault actually occun-ed 

and pro ecution of the aggress r and for emergency medical treatment that is often 

needed. his patient was not brought to hospital by police rath r she came on her 

own volition . Her main reason for coming to hospital was fear of contracting 

e ually transmitted disease and becoming pregnant. These fears were promptly 

addr ssed with provision of antibiotic emergency contraception and rel vant tests 

LI A for HIV and VD ). 

xual assault may be classified according to the site oral, anal and vaginal or the 

degrees of penetration i.e. none slight or full. Distribution of site and extent of 

sexual assault do can-y medical importance since the risk of injm-y impregnation 

or acquisition of TD s will vary according to th sp cific situation of assault. 

P li e classify rape as: rapes attempted rap , canal knowledge indecent act n 

minor oral sodomy, rectal sodomy or attempted sexual sodomy. 

Because f the legal ramifications consent must be obtained from the patient prior 

t obtaining the history, performing the physical examination and collecting 

evidence. Documentation of the handling of specimens is especiall imp01tant 
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and the .. chain of idence· for colle ted material must b car fully maintained. 

' ryone who handles thee idence must sign for it and hand it dire tly to the next 

r on in the chain. h patient sh uld be int r i w d in a qui t and supp rti 

n ' ironment by the examiner who is objective and non-judgm ntal. Relati es r 

upport people are once a ictim of sexual assault presents t a doctor 

re pon ibility of the doctor will include: 

• Immediate care of physical injuries. 

• Pre ention of TDs. 

• !leviation or prevention of permanent psychological damage. 

• Proper medico-legal examination with documentation for law enforcement 

authorities. 

• Prevention of pregnancy. 

• The history taken should include the following: 

• General medical history and gynecologic history including last 

men trual period, prior pregnancies, past gynecologi infections 

contraceptive use and last voluntary intercourse prior to assault. 

• To ascertain whether the survivor bathed, d uched urinated defecated 

brushed her teeth r changed her clothes after the assault. 

• detailed description of sexual assault including the date and time of the 

assault numb r of assailants, use of weapons threats and restraints and 

any physical injuri s that may ha e occurr d. 

• detai led description of the type of sexual contact including whether 

aginal oral or anal contact or penetration oc urred, whether the 

assailant used a condom and whether there were other p ssible sites of 

ejaculation such as hands clothes or hair of the survivor. 
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• The emoti nal state of th sur 1vor should b observed and rec rded 

Baram 1998. 

Im· stigati ns which are recommended, include wabs fr m th aginal walls and 

cerv1 ' from mouth and rectum blood for syphilis ser I gy and HIV 

determination Hepatitis B surface antigen papanicolaou test and w ds lamp 

examination for semen and pregnancy test. In this pati nt a HV was taken which 

\\as normal not even spermatozoa were evident raising the possibi lity that there 

ne er have been penetration . Results for other test were not available. 

exual assault has immediate and late complication. ictims of exual assault may 

ger aginal or vagina-perineal lacerations or other physical injuries. Howe er 

majorit of the victims have no physical in juri s. In a study on over 5 00 victims 

onl, 1 o/o needed to be hospitalised due to injuries (Hicks 1980). Our patient did 

n t have physical injuries. However even if there is n physical damage victims 

of sexual assault do experience psychological trauma. The response and reaction 

Yary with the age and situation of the ictim. Young, single women are 

parti ularly vulnerable. They are most likely to feel guilty and shame. This 

patient was young, single and was already showing signs of guilt and shame. he 

was assaulted together with her mother. The r sponse or reaction of sexual assault 

is in three predictable phases. This constitut s the Rape Trauma yndrome which 

is a c nstellation of physical and psychological symptoms including fear 

helplessness disbelief shock guilt humiliation, embarrassment, anger and self

blame. Initially, there is an acute reaction usually of several days. econd phase is 

the phas of outward adjustment and denial lasting weeks to months. The third 

phase is the phase of depres i n. In thjs phase there is need to take preceding 

possible integration and there Ls resolution of emotional trauma Hayman and 
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Lanza. 1971 . Follow-up with couns lling is thus rec mmended. ur patient did 

not om back for follo -up. 

Thi patient was presented to illustrate some f th current managem nt issues f 

c:xual assault. Other than the already known cons qu nces of s xual assault 

pr gnancy, TDs, etc. the patient stands a risk fa quiring HI infecti n which is 

not curable and unfortunately fatal with time. tudies have shown that instituting 

combination anti-retroviral therapy could significantly reduce the likelihood of 

acquiring HIV. The recommended regimen is 3T Idnavirir and AZ . These 

drugs are not available immediately for pati nts who need them. They are 

c rtainl expensive but a polic to ha e them availabl will go a long way in 

helping rape victims. econdly the use of emergen y contraception which was 

given in this case will reduce the need for elective t rminati n of pr gnanc if the 

as ault results in pregnancy. 

In onclusion although few of the ictims of assault ha e seri us physical injuries 

they \! ill suffer psychological trauma that will affect their li es and the lives of 

those around them. As demonstrated in this case there is n ed D r policy on 

treatment and management of rape cas sat the KNH in terms of establishment of a 

ns•s counselling center and pro 1ston of the necessary drugs. 
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ACCEPTffi LITY 0 A L 

PLANNI G WITH SPEC AL 

REFERENCE TO USAGE OF 

EMERGENCY CO TRACEPTION BY 

PATIENTS TREATED FOR POST

ABORTION COMPLICATIO SIN A 

RURAL SET UP. 
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T 

B RO 

l e fregular family planning meth ds is high in Ken a 33% as c mpar d to 

other sub- aharan African Countries .g. Botswana 2 % . How r enya still 

has a hlgh fertility rate Total fertility rate 4.85/1 000 population with nsequent 

high number of unwanted pregnancies which mostly I ad to abortions. It has been 

hown that the use of emerg ncy contraception (E can reduc the number of 

un anted and unplanned pregnancies and hence r duce maternal morbidity and 

mortality related to pregnancy and unsafe abortion. 

Objective 

To determine knowledge attitude and practice of family planning with special 

r ference to emerg ncy contraception in patients tr ated for post ab rtion 

ompl ications in a rural area. 

tudy population 

Women eeking po t-abortal care ervice at Muranga Di trict Ho pital of 

ntral Province. 

etting 

The questiormaire was administer din the acute gynaec logical ward at Muranga 

District Hospital. 

Cross-sectional study using interviewer administered questi rmaires, consecutive 

sampling. 
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BA GRO 

C f regular famil planning meth ds is high in Kenya 3 % a com par d lo 

other ub- aharan frican Countries e.g. Botswana 2 % . Howe er en a still 

ha a high fertility rate Total fertility rat 4.8511000 population with c n equent 

high number of unwanted pregnancies which mostly lead to abortions. It has been 

hown that the use of emergency contraception (E can reduce the number f 

unwanted and unplanned pregnancies and hence reduc maternal morbidity and 

mortality related to pregnancy and unsafe abortion. 

Ob jective 

To determine knowledge attitude and practice of frunil planning ith special 

rd renee to emergency contraception in patients treat d for post abortion 

complications in a rural area. 

tudy population 

\-\'omen seeking po t-abortal care ervice at Muranga Distri tHo pi tal of 

entral Province . 

. etting 

The questionnaire was administered in the acute gynaec logical ward at Muranga 

Distri t Hospital. 

tudy design 

ross-sectional study using interviewer administered questionnaires consecutive 

amp ling. 

362 



Thi stu overed a period of one m nth fr m 2 th ugust t S'h pt mb r _Q 2. 

After the patients wer treated they w re un 1 d a ut the tudy. 1 h who 

gave consent were recruited and int rview d. 

Data a nagement 

Re ponscs to open-ended questions were c ded and data enter dint a 

microc mputer using PCC/P + data entry programme. Data val idati n was don 

b fo re analysis. nalysis was done using P IP pr gramme and in 1 ed 

d cript i e statistics like means and standard and deviation fr qu ncy 

di tributions and cross tabulati ns. 

These v er knowledge ofth e istence of family planning meth ds especial! 

emergency contraception the types indication attitudes and practices. 
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R 

A otaJ of 200 patients seeking post-abortion tr atment in uranga Di trict 

H pita! ' ere intervi wed. Most f them wer f primary lev I f ducation 

(: ~ ·-% and were unemployed 90.5% . There was a high level ofkn wledge 

about r gular contraceptives. A total of (95.7%) listed at least ne regular 

contraceptive method used. Comm nest used family planning method wa the pill 

C 1% followed by IUCD (11 %) and injectables 9.7% . bout (71.1 o/o) of the 

patients were currently on a family planning method with (48.3%) being on the 

pill. 

C mm nest (11 o/o) reason of not using an method was fl ar of side effects. None 

of the respondents spontaneously listed mergency c ntraceptive as am thod of 

c ntraception. Only 5% fthe resp ndents had heard of emergency contraception. 

Know! dge about the types of Em rgency Contraceptive, usage and availability 

\\as ry poor. 6 respondents 3%) had heard that pills can be used as .. . Ab ut 

2_.4% approved its use for rape victims 13.4% for single women and 10% for 

hoo lgirls. Most mentioned source of information was friends and c !leagues. 

nl one person had used herbs with an intention that it was emergency 

ontraception. 

In th study 78.1% believed that improving access to emergency contraception 

would reduce incid nces of unwanted pregnancies and therefore of abortions and 

related mplications. 
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nclu i nand R c mmendation 

Thi stud has shown that th level of both knowledg and usag of as ery 

lo\\ among the surve ed patients wh were und rg ing treatment for ari us post

a rti n c mplications in Muranga istrict H spital. h r is pot ntial for this 

group of people to be educated about the proper use f contra eption as 

e. pressed b their appreciati n of the fact that 

abortion. 

can reduce inciden s f 

This study therefi re recommends improvement on access t fami I planning 

information with special refer nee to emergency c ntraception b incorp rating 

~ c information in health talks family welfar clinics health p sters, news media 

and newspapers. Because of the potential of to prevent unintended pregnancy 

and hence reducing incidences of abmtion, this study recommends st eking and 

di tribution of by ho pita! and emergency departments. 
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1ll fi t line f defense against un afe aborti n should e the provisi n f amil 

Planning erv i e . h WH stimate that about 5 5,000 w m n die ea h year 

a. a r ult of pregnancy (I) . This tragic loss is due to inadequate health services 

una\'ailability of family planning and the effects of poverty. orne of these killers 

like induced abortion in case of unwanted pregnancy can be reduced by use of 

ontraceptives. amily Planning is still not widely used in Africa- only about 

I 0% f the fri can popu I ati on use contraceptives (2). 

In Kenya studies done previously at KNH have shown that deaths <J> from abortion 

complications account for about 22.2% of all maternal deaths. <J> Illegally induced 

abortions constitute about 0% of all abortion deaths with 97.4% ofth e who had 

,·idence f interference dying of sepsis and its associated complications. 

~1 e here abortion is reported to be a major cause of maternal mortality 

onstituti ng about 24.4% of all maternal deaths <4>. The cost of abortions in terms 

f money and other health care resour es is high with as much as 50% of some 

maternity hospital budgets being spent on treatment of abortion complications. 

tudies cited by the ational Abortion and reproductive rights action league in the 

.. show that we could reduce the number of unintended pr gnancies and 

abortions by half annually if more people knew about emergency contraception <5>. 

nly one percent of worn n in the . . aged 18 - 44 years has used emergency 

contraception and 89% of women age 18-44 do not know about this important 

hoice available to them. It has been shown that among ni ersity undergraduate 

fe male students 90% of the women who gave birth and 82% of the men who 

fa thered a child did not plan for it <6>. This is probably consistent with the general 

finding that most young people who end up pregnant do so unintentionally either 
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Jlt 

n und rgraduate 

nly"'. 0 o fthe 

' ·n by tudi s done 

ut • hi hly du t a o iated 

rti n has n reported 

ntrac ption use would 

mergency 

re the c n equ nces of 

m thods is 

high rat [unwanted 

ami! Ianning p I icy and 

n y ntraceptive 

ntr ti n. he Jevanogestrel 

n an m .. rk t as an mergency 

r th Y uzpe method are 

the kn ' l dge ttitud s and practices 

n n p..ttient king p t-abortion care 

l hi may h 1 d rmin whether the 
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due to una ar ness or lack of contra epti e ad ice. stud on und rgraduate 

fema le tudents in two Kenyan Univ rsities [! und that nly .Oo/o f th 

re pondents had used mergency contracepti n (?) . 

• 1aternal mortality is quite high in developing countri s as shO\ n by studi don 

in Kenya. lsewhere (&) illegal abortions contribute highly due to a s ciat d 

complications like sepsis and haemorrhage. In Kenya ab rtion has been reported 

to account for upto 54.2% of reported maternal death <
9>. ntraception use would 

therefore g along way in reducing maternal mortality. 

Fev studies have assessed patients knowledg and percepti n of emergency 

c ntracepti es especially in developing countries where the consequences of 

um anted pregnane are particularly serious and the ne d for these meth ds is 

greatest. In Kenya there is a high rate of abortions due to high rate f unwanted 

fertility< 10>. The government is committed to an activ family planning policy and 

nm a on G vemmental Organizations (Th m rgency ontraceptive 

Cons rtium) is actively promoting emergency contrac ption . The Jevanogestrel 

brand postinor has been introduced in the Kenyan market as an merg ncy 

contracepti n pill P). The hormonal pills required for the Yuzpe m thod are 

alread a ailable as regular methods in Kenya. 

This study is therefor aimed at docum nting the knowledge attitude and practices 

as regards emerg ncy contraception among patients seeking post-ab rtion care 

services in Murang'a District hospital. Thi may help determin whether the 

method i u ed or not in such a set up. 
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Ll E T VIEW 

bortion is defined as the terminati n of pr gnancy ith r p ntan u ly r 

deliberate! before foetal viability i achieved i.e. b D re the etus attain the 

weight f 500g and above which corresponds to ab ut 20 we ks gestati nal age 

from th last normal menstrual period. Abortion ha b en u d as on f th oldest 

method of preventing unwanted births and until rec ntly ne of th hazardous 

methods (population reports series F number 7, 105· July 19 0 (II) 

It is estimated that 10-25% of all pregnancie terminate as spontane us ab rtion in 

the first 12 weeks of gestation. But the true incidence of abortion is difficult to 

tabli h for orne of the women will associate the bleeding from a spontaneous 

abortion to delayed period. condly due to its legal and social impli ation not 

all induced abortions find their way to the hospital. Those who do are nly but the 

few with complications (l
2

) . However it is stimated that the in idence of abortion 

r the whole world population is 15-20% and that between 30 t 5 milli n 

abortions take place annually m re than half of them in the de loping ountri s. 

Previous studies in Kenya have indicated a high incidence of abortion. It has been 

reported that 60% or more acute gynaecological admissions in KNH are due to 

abortion. At other hospitals/centres in Africa, abortion has been reported to 

a ount for a large number of gynaecological admissions with figures ranging from 

l 0% t 2 % being quoted. he trend of abortion is on the increa e w rldwid 

because of the increas in sexual a tivity in ommunities. 

Ill gal abortions ar usually done as means of av iding an unwanted pregnancy 

whil at the same time concealing the ab01tion due to its legal implication. With 

the exception of Zambia most African countries forbid abortion entirely or permit 

i onl if the pregnant woman s life or health is threaten d. The Kenyan laws are 
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su h that abortion in any form is absolutely illegal for both the pregnant woman 

and the person procuring the abortion/carrying out the p ration and is liable to 

imprisonment for a term of up to fourteen years. In this c untry e en in 

conditions where a pregnant mother's life is at risk duet the pregnant conditi n 

the law does not permit procuring of an ab01tion. A Rule of Practice which is 

not et law has been developed and is what is u ed c rnm nly by the medical 

practitioners whereby they terminate the pregnancy on medical grounds. In Kenya 

studie done previously have reported high rates of illegal abortions among those 

women who have had an abortion (IO, IJ ). The strictn ss of the law in many 

countries has thus resulted in increased practice of ill gal abortion. 

The main reason why illegal abortion is so much more dangerous than legal 

abortion is that the former are often performed by unskilled untrained providers 

and usually under unhygienic conditions. This results in complications which in 

hort-te1m include pelvic infection, trauma and perfi ration of pelvic viscera 

hock and death and in the I ng term are possible causes of impaired fi rtility 

ma in} secondary infertility, a very serious problem t the woman and community. 

Illegally induced abortion has serious hazards and it has been found to be a major 

cause of morbidity and mortality among women of reproductive age in developing 

countries (J, 
4
• 

14
' where it accounts for 4 to 80% of maternal deaths in developing 

country hospitals and additional deaths outside of h spitals. While legal abortion 

is one of the safest procedures with a death rate in the nited tates of 1.4/100 000 

procedures is about el ven times safer than tonsillect my. Illegal abortions in 

developing countries kill 50 - 100 women/ l 00 procedures. 

In Kenya studies done previou ly in KNH have shown that deaths from abortion 

complications account for about 22.2% of all maternal deaths (Jl of which illegally 
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induced abortions constitute about 80°/o of all aborti n deaths ( IS) \.\ ith 7.4% f 

those v ho had evidence of interference dying of s psis and its associ at d 

ompli ations. Elsewhere abortion is reported to be a major cause f mat rna! 

mortality constituting about 24.4% of all maternal deaths. 

The increased incidence of abmtion, especially illegal abortion with its many 

serious complications has caused a lot of concern particular! in the de eloping 

countries. In this connection several research programmes and conferences ha e 

sprung up to define the problem and attempt to reduce morbidity and mortality of 

illegal abortion. An important aspect is the use of contracepti es among the 

women in the reproductive age to a oid unwanted pregnancies and hence prevent 

abortion. Though it has be n shown from previous studies that more than 0% f 

aborti n patients were aware of contraceptiv methods only a few less than 50% 

hade er used any method of contraception with the majority of thes having had 

used ineffecti e methods (6). Few studies ha ass ssed knowledge and 

perceptions of emergency contraceptives in this group f patients esp cially in 

rural areas. 

Emergency contraception has been defined as meth d of contracepti n aimed at 

preventing pregnancy after unprotected sex c ntraceptive failure c reed sex or 

rape. The roots of modern em rgency contraception date back to the 1 20 s when 

researchers initially demonstrated that estrogenic ovarian extracts int rfere with 

pregnan y in mammals (6•
16

). 

e era l mergency contraceptives regimes are safe and effecti e. ombined oral 

contracepti e containing ethinyl estradiol and le onorgestrel Yuzpe regime, 

levonorgestrel only pills and the copper IU D all can help pre ent pregnancy 
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' ·hen u ed after inter ourse. hes r g1m s a rt at l ast 7 5°/o f the regnan 1 s 

e, pected among women seeking treatrn nt. 

Commonly us d ones ar 

LeYonorg tr I 

This is a synthetic progestin marketed as postinor. It is now av ilable in this 

ountry. It is gi en as 2 doses of75 mg taken 12 hours apart starting within 

hours and not later than 72 hours aft r unprotected s x <17>. When p stin r is used 

a a primary postcoital method it is recommended fi ruse within h ur f 

unprotected sex . 

. fif pri tone 

This i a potent antiprogestr ne used as a singl d se f OOmg tak n within 72 

hours funprotect d s x. It has I wer side effi ct pr file than Yuzp m th d 

though menstrual disturbanc s are mor . Th 600 mg dose is the sam do 

currently used as part f the medical abortion regirn n '8). W rld Health 

rganization is in estigating th efficacy ofMifepriston in much smaller doses. 

It is clear that if th mall r do s ar pr v n t b sa uld 

e more palatable/a ceptable politi ally inc untries wh re abortion is restrict d in 

far a it might ally fi ars that w m n will h ard pills to use form dical ab rti n. 
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Danaz I 

Thi is one of the n wer meth ds. he regime is tw d es f 4 0 mg tak n as 200 

mg 12 hour apart. Regimens uch as 3 doses of 4 0 mg ach taken 12 h ur 

interval and two doses of 600 mg each taken 12 hrs apart ha e also be n 

investigated <
19

•
20>. Danazol 's advantages are that its sid ffect are less preval nt 

and less e ere than those associated with Yuzpe meth d and that it can be taken 

bJ women with contraindications to combined pills r estrogens. 

Ho\ e er the usefulness of effectiveness of Danazol remains unres 1 d with 

some studies showing that it is ffective while others show it do s n t work. 

Intrauterine ontraceptive device IUCD 

This is quite an effective method with the copper I ha ing a failure rate 

probably n thigh r than 0.1% when used as an . Although this meth dis very 

effecti e and the fact it can also be initiated later than the hormonal regimen (up 

until the expected start period of implantation 6 to 9 days), its usefulness is limited 

b cau e of its risk of infecti ns especially in victims of sexual assaults r following 

intercourse with a new partner. I D insertion is also not recommended fi r 

nulliparous women and women at risk of TD s wh unfl rtunately c nstitute a 

izeable proportion of those requesting or requiring emergency contraception. 

tudies have shown that 16 to 24 y ar olds have a high incidence f unwanted and 

unintended pregnancies.<6'
21

> Among this group illegal abortions are also 

n reasmg. study on emergency contraception among undergraduate female 

tudents in two Kenyan Uni ersities found that 52% of the women had unplanned 
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bortion rat 4 .... 

contra cpti n am ng the 

pre nan 1c n t onl 

Thi pr lem i 

nth. 'I 1i tud_ und th \ 'nly I . Vo f th 

hi I - .1Vo nd 

Unintcnd d 

ping · untri but · I l a gl al nc. 

l
22>. I Ji h incidence f unint ndcd 

care [i r thi \'Cntualit 

i quite en rm u . lth ugh it h, s been h \\ n th t mer ency c ntraception 

prevent unwanted/unplanned pr gnan ic • nly I% fth \ · rcpr ductivc 

age have an induced ab ni n. Thu th cumulati c numbl!t \ men \ h ha c 

had induced a ni ns far exceed the num r \! h have u cd emergency 

ontra ption <
23>. In dcvel ping untrie· where a rti n remains ill gal. uns fe 

ab rti n are a leading cause f death am ng worn n I r pr ducti e age. 

b rti ns are als a maj r drain n scarce m dical res urcc . In the e cttings, th 

availabi lily f em rgency c ntra pti n uld pre cnt much ne die d ath nd 

sufli ring. It c uld al o reduce th gr \ ing pn.: ure n h sp1tal bed , nur ing staff~ 

bl d upplie and mcdicati n nc d clto treat the life threatening m di al 

omplicati n f ab rti n per~ rm d by untrained practitioner under un anitary 

c nditi ns. 

me bjecti cs f repr ductive health n [i m thcrh d and ad le cent health 

include: t reduce maternal m nality duet prcgn ncy and childbirth, t reduce 

morbidity and m rtality due t unsafe a rti ns. It i plausible that the extended 

use and a ailability f emergency c ntraccpti e uld remarkabl help t reduce 

the level f unwanted and unplanned pregnancies and c n equently therefi re. 

morbidity duet unsafe a rtions. thereby reducing maternal m rbidil and 

mortality due t pregnancy and hil irth. 
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R ti nal 

n ~enya un tc: b rti n 1 or p1 I m ntributin 1 i nifi antly t 

num er f maternal death nd n rhidit). In Ken) • men h. •c ,l n · in tw~.:nty 

dying fr m pre 'nan . 1 cl t d in th ir lifetime Rc idcnt f 

ai r bi and mbasa r p rte 1 sl ightl. ewer birth on , vcr gc th n thc1 rural 

r sidents (l·H . his might be due t mu h a\ • r ne in ontra eptivc kn wledg 

and use in urban as pp ed t rur l area . Pre i u studie have h \ n that 

knowledge and ntracepti e u higher am ng the cducat d a pp cd t 

uneducated. The h lth and d m raphic surve I h. uggestcd that rural 

girls are mor e p sed t exual intcrc ur ethan the urban ones <
251

• 

Jllegal aborti ns ar usually p r~ rmed a a mean < fa\ iding 

unwanted/unplann d births. \\hil at same time c ncealing the ab rti n du t it 

lega l implicati ns. 

l xp rts predict that in rea ed pu I ic kn \ ledg < f I wi II r du e 

ab rtions each year. he predicted that if d t rs and w men ·1d pt 

I mergcncy ntra epti ill ). it c uld pre cnt up l 2. milli n unintended 

pregnanctes e ry year in the nd pre cntup t < nc milli n ab rti n . 

c nference in India indicated th P c uld make a major cf('; t t reducing that 

ountries II milli n legal nd illc 7al ab t1i ns ea h yc r. ~mcrgcncy 

contracepti n u e i largcl del rmined by \! men· tential u er kn wledg 

ab ut the meth d and availability h nee th imp rtan t evaluate the P f 

\\Omen seeking p stab rti n care en ice about F . . \ ith a vie f pr moting 

r . . 
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In Kenya no such studies ha e be n done to aluat awarene s f among t-

rti n care seekers in a rural set-up. uch tudy can help d t rmine impact f 

on abortions and its complications. 

ll)p th i 

• Patients s eking post abortion car services hav poor kn wl dg a ut 

Emergency Contraception. 

• The attitude of these patients is negati 

• The use of emergency contraception among th se pati nls is I w 

b. cti e 

I o determine the knowledge, attitud and use of emergency ntra eption am ng 

the " omen seeking post abortion care servic s in a rural set-up. 

p cifi Objective 

I. To determine circumstances fthe index pregnancy I s wh ther 

spontaneous or interfered with. 

2. To det rmine the contracepti n beha tour f women e king post

abortion care services 

3. To determine th le el of kn wledge n emergen y c ntrac ption am ng 

women seeking post-aborti n are ervic s. 

4. To det rmine the attitude towards emergency c ntracepti n fwom n 

seeking post abortion care ervices. 
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o determine the us of mergency ontra epti n of w mens eking 

post abortion car servi es. 
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DE IG THOD LO 

tud de ign 

This was a descriptive cross-sectional stud 

tud ar a 

This study was carried out at Murang'a District Hospital in entral Province 

Kenya. his hospital mainly serves Muranga District and its rural en irons. he 

~ ard admits all the acute gynaecological emergencies such as abortions and 

ectopic pregnancies acute pelvic inflammatory di ases Ba1iholins abscess, acute 

haemorrhage from any other gynaecol gical auses or complications etc. 

ithin this ward there is a room specifically prepared to serve as a minor th atre 

' here the patients with incomplet abmtion have vacuation of the uteru done by 

aspiration using the l annan annula. The pati nts with incomplete abortion are 

donee acuation on admission and discharged on antibi tics and analge i s. 

Other are observed in case of anaemia sepsis etc. 

be tud population 

Patients seeking post abortion services at Muranga District Hospital. 

tud duration 

The study peri d was one month from mid ugust to Mid September 2002. 
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ampl ize. 

") 

n = z-pCl-P) 
2 

z = 1.96 

P = Prev. rate = 15o/o 

c = 0.05 

A p alue of 15 was used as studies done in 1985 and 1990 in the Johnstone 

z. .. H er potential use of postcoital conception to pr vent unwanted pregnancy 

B 1J 19 5 April 6, 290 6474) 1040 Burton R evage W Readf - Them rning 

after pill is the wrong name for it and 1990- 91 in igeria Adirima 1 kello .0. 

The pill, perception and usage among igeria students - advance in contraception 

1993 to Dec. I 994: 341-9 show l w pre alence rate of I % 19% and ll. 5%. 

r aihura found a prevalence rate of 3%. 

n = 1.962 
X 0.15 X 0.85 = 195 

0.05 X 0.05 
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n lu i n rit ria 

l. II w m n lUng p st abortion car seJ ice at th a ut 

gyna logical ward of Murang a Distri t spital during th time of 

study and consent. nly those well enough to parti ipate in the study 

were eligibl for the inter iew. 

om n whose pr gnancy loss was less than 2 weeks of gestation. 

_ clu ion Criteria 

I. 11 the pati nts who were not wiUing to give c ns nt to j in the study re 

excluded. 

ery ill patients 

ll pregnancy complicati ns after twenty-eight we ks of gestation. 

mpling Proc dure 

C n enience sampling was used in which all patients who met the inclusion 

criteria as stated abov were consecutively recruited in th study until the sampl 

size wa achie ed. 

leth dology 

The patient was int rvi wed by a trained interviewer between the time after the 

e ·acuation and before being discharged from the ward. Th information obtained 

v.as rec rded in an open and clo ed-ended qu stionnaire. In rder t nc urage 

honest answers the anonymit and confidentiality of th information was 

maintained. The principle investigator trained the int rviewer . Pre-testing with 

th interviewers \ as done befor ginning the exercise. Th train d int rviewers 

r cruited all the clients. All patients admitted for p st-abortion car during the 

study period and fulfilled the ab inclusi n riteria were recruited in the study. 
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stru tured qu sti nnaire will deal with d m graphic hi tory of th ind x 

regnan y contraceptive behaviour, awarenes and attitude of 

u . 

ata anagem nt 

and int nti n t 

R sponses to open-ended questions will be coded and data entered int a 

microcomputer using SP !PC+ data entry programme. Data al idati n will b 

d ne b fore analysis. Analysis will be done using P /PC programme and will 

involv de cripti e statisti s like means and standard and deviations frequ ncy 

distributions and cross tabulations. 

tbica l con ider a ti n 

Permission to carry out th study was obtained prior fr m the d partm ntal 

re earch committee hospital ethical and resear h c mmittee. Informati n 

collected remained confid ntial and was used for int nded purp ses nl o 

in enti es were offered to motivate th r spond nts. A detailed subject con nt 

form attached) was clearly explained to them. onsent to participate in the stud 

was then obtained. hos that did not consent were then dis harg d . 

0 T 

Patient will be required to fill informed consent forms. 
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I 
! 

L 

mographi profile ofthe respond nts 

ble 1: Re pond nt according to the marital tatu 

Number Percenta 
. 

gle 51 25.4 

l\1arried 148 74.1 

o· vor ed./separated 1 .5 

Total 200 100 

shown in the table most of the respondents were married pe pie 74.1% a 

mpared to 25.4% ingl . 

able II: Respond nt according to reli ion 

Number Percentage 

Catholic 65 32.3 

Protestant 130 64.7 

tuslim 5 2.5 

Total 200 100 

lost respondents 64.7% wer pr testants as compared to 32.3% atholics. 

381 



Je Ill: R pond nt a cording to educ tion I 

I Number Percentag 

ne 3 1.5 

I PrimaJ) 110 55.2 

Secondary 87 43.2 

al 200 100 

Table III show the education level of the res p ndents. Ma· ori J ty ofth m were 

primaiJ and secondary education le el. 

according to occupation level 

umber Percentage 
. 
nemployed 182 91.5 

1 Employed 18 8.5 

Total 200 98.5 

shown in table IV most resp ndents were un mployed 91.5%. 

Table V: Type of abortion 

I umber Percentag 

pontaneous 144 71 

j Induced 56 26.5 

I Total 200 100 

As shown in the above table m st of the abortions were sp ntane u 71% 

compared to 26.5% forth induced. 
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of ontra pti m tb d 

ble I: on tra pti meth d r u d b th re p odent 

I ntra eptiv etb d Frequency P rcentao-

Emergenc 0 

ntra eptive 

1 Pills 103 64 

fnjectable 19 11.8 

23 14. 

atural 9 5.6 

1 Pill & Injectable I 0.6 

Pill & I D 2 1.2 

I lnje tabl s & Norplant 2 1.2 

Injectables & IUD 2 1.2 

Total 200 1 0 

. s sh wn in table VI th most commonly used method of c ntraception was the 

pill 64% followed by IUDs and inje tables 14.3% and 11.8% respecti el . 

3 3 



"'I dge about mergenc ontracepti e 

ble : M thod offamil planning mention d 

1- thod Number P rc ntag 

I Pill 97 45 

IILTI 13 10.9 

I Injectable 22 36.5 

1 Natural 11 5.5 

IT tal 200 100 

1o t respondents mentioned the pill (97%) the method the know most fo llowed 

b_ injeclables and IUD respectively. 
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bl 'III: Proportion of r pondent wh w r f milia r·' ith em r n 

ntra eption different categorie 

f Category Familiar' ith EC Not familiar with EC P-value 

I 
0. % N % 

Ever used contraceQtive 
. e 5 3.1 56 96.9 0.6 

0 7 17.5 33 82.5 

Currently using any 

method 

Ye 4 2.8 139 97.2 

0 8 13. 50 6.2 

Education level 

- Primary 6 5.4 105 94.6 

education 6 6.9 8 93.1 
0. 

- econdary 

ducation 

OccuQation 

- Employed 10 11.8 172 88 .2 

- nemployed 2 5.5 15 94.5 0.27 

Marital status 

- ingle 7 13.7 44 86.3 

- Married 4 2.7 145 97.3 0.00 1 

Religion 

- Catholic 2 3.] 63 96.9 

- Protestants 10 7.7 20 92.3 0.2 

- uslim 0 0 0 100 
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T le III abov shows the arious factors asso iat d ith kn wl dg ab ut 

emergen contraception. 

Of th respond nts who were single 13.7% had beard of 

e married respond nts (P<:OO 1 . 

mpar d to 2.7% f 

~ fhile all Muslims had not heard of 3.1% and 7.7% of ath lies and 

Pr testants had heard of EC. The difference was not statistically significant (P = 

o._ . 

For those with primary edu ation, 5.4% compared to 6.9% for those with 

secondary education had heard of . There was no significant differ nee 

between the tw groups (P=0.6). 

· significant difference (p = 0.27 for those who ha e heard of b tween 

respondents who are employed (ll. % and those unemployed 5.5o/o . 

Th re was a significant difference £ r thos who have heard f between 

resp ndents who have ever used any contra eption and those who have not 3.1% 

versus 17.5% p = 0.003. 

A higher percentage oflhose currently not using any m thod 13.8% had heard f 

C compared to 2.8% of those currently using a method (p = 0.006 . 
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le ource f knowl d e ab ut m r nc , contra ption moo 

, _:1 de ofleaming Number Perc ntage 

Fnends & lleagues 5 3 

1-"1edia l 0.5 

hool 1 0.5 

fi i Shamba Dispensaty 1 0.5 

Herbalist 1 0.5 

Did not know 191 96 

1 Total 200 100 

o t frequents urce of informati n was friends and colleagues (3% . M t f the 

respondents had not heard about emergency contraception. 
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e ailed knowledge about emergency contraception 

ble ' Em r enc contracepti em thod li t db th r pond nt 

I· ethod umber Per entage 

~ .·lalariaquine 2 1 

C n entrated tea leaves 1 .5 

PilJs 8 3 

Didn't know 1 9 5.5 

1 Total 200 95.5 

Table shows how this gr up has poor knowledge about E . They mention d 

non-medical methods used in the rural areas for attempting abortion. Those wh 

mentioned pills (3 % didn't have an idea how they are used. 

ttitudes as regards emergency contraception 

Of the respondents 20.4% aid that emergency contraception was abortificient as it 

destroys life which has already started. 
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DI 10 

A rtion is the termination of pregnan y befor the p riod ofviabilil whi hi 

:l idered to occur at 2 th week. However forint mati nal acceptance th limit 

o iability is br ught down to either 20th week or [i tus weighing 5 gm. 

Illegal abortions are usually done as means of avoi ing an unwanted pregnancy 

hile at the same time concealing the abmti n du to its 1 gal impli ati n. M st 

of the e abortions are done by unskill d untrained provid rs and u ually under 

~ g1emc onditions. 

Thi study was conducted in a rural area where ace ss t medical car is low due l 

r infrastructure and r sources. M st of the r sp ndent said th y had n t 

pro ured an abortion. This was xp cted a the Kenyan La forbids ab rtion. 

The mean age of the respondents was 25. years, 25% of r spondents w r single 

hile 74.1% said that they were married . he averag age of those that w re 

single was 20-29yrs while those that were matTied was 27.6 yrs. This was 

statistically significant (p<O. 001 . 

There was a high rate of unemployment with 90.5% compared to .5o/o wh w re 

emplo ed. he mean gestation at whi h the ab rti n occurred was 12.7% weeks. 

ong the resp ndents 25.9% conced d to ha ing induced the aborti ns. 

The increased incidence of aborti n specially ill gal abortion with it many 

serious complication has caused a lot of concern parti ularly in the developing 

untries. An important aspect is th use of contra eptives among th women in 

the reproductive age to avoid unwanted pregnancies and hence pre ent abmti n. 
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1ost of the respondents ( 0.1%) had used contra epti m th d th most popular 

being the pill. 

Overall only about 5% of the respondents had h ard ab ut f th th 

commonest source of information was friend /c lleagu s 6% D II w d by media 

chool and traditional practiti ners 1% each . use is largely d t rmined b 

omen's knowledge about the meth d and availability of the meth d befor they 

need it. In Muranga District Hospital information on the importance and 

a ailability is needed. The health provider needs to be trained and integrated in 

frequent health talks. A study n qualified nurse in Kenya ii und that they ha a 

low knowledge about ( ichangi et al. . 

Glo ally knowledge and use f th ernergenc c ntraception ha be n poor until 

recently despite the existence f the method. In 1985 Johnston <
26

> in a stud 

inv lving 100 women eking termination found only 41 women with ague or 

inac urat knowledge of post oital contrac ption while 47 fthem had n 

knowledg at alL In 1990 Burtun '27
> found 5% f women se king abortion 

having heard of the morning after pill but only 19% had the conect knowledge in 

its use. 

In this stud no one had used apart from one who u ed herbs. his further 

demonstrat s that ther is generally p or knowl dge about . Availability f E 

is particularly important for th se women because it could ha e a oided th 

various complications that brought them to hospital. 
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v id spr ad a ailability and us of could ther for ontribute dir ctly to 

improvement f women's h alth. his ' ill go a I ng way in achieving 

( J 99 repr du ti h alth objectiv f reducing mat rna! m rbidity nd m rtality 

due to un afe abortions. 

orne factors were found to influence k.nowledg of . . About 3 .l% o the 

respondents wh had ever used any contraceptives were amiliar with as 

compared to 17.5% who had not. This possibly further demonstrates that . . 1s 

not mphasized adequat ly in the family planning outlets. This was further sh wn 

when knowledge about .C. in respondents currently using any famil planning 

method and th s not on any was mpared (13.8% fi r those not using compared 

ro 2.8% those cwrently using a method (p = 0.006) . mphasis on mergency 

Contraception need to be integrated in the family planning outlets. 

in the study age was found not to influ nee knowledge on emergency 

contraception. Th a erage age f those who had heard about E. 's and those who 

had not was 22 and 26 years respectively. P = 0.07 . he averag ag of the 

respondents who considered E. . to be an abortion was 27.4 years whil those who 

onsidered it not to be an abortion was 25.6 years. (P=0.06). This was not 

significant. 

There was no significant difference for those who have heard of between 

respondents who are mployed (11.8%) and those who were unemployed (p = 

0.27 . This again demonstrates low level of knowledge for EC as one would 

expect the employed to be more informed. For those with primary education 5.4% 

compared to 6.9% with secondary education had heard of .C. There was no 

significant difference between the two groups (n = 6 . M st of the secondary 
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h II avers in this setting got th ir edu ati n I ally. h re is a dire ne d t 

nclude family planning studies in their curri ulum. It is pos ible that aft r th y 

lea . and sp nd most of their time here th I el f know! dg d s n t chang 

mu h. H w ver this forms a good target group t educate on th r le f .., . . 

\\'bile all Mu lim had not heard ofE.C. 3.1 % and 7.7% of ath lies and 

Prote tant resp ctivel had heard of . . h difference was not statistically 

ignificant p = 0.2. Most of the respondents perceived their inadequacy of 

knowled!le about E. C. and expressed the need for more information n types 

available m de of action and side effects. he methods that they named as s 

demonstrated ery low knowledge. Methods li ted were pills 3% herb and 

~alaraquine tables 1% each and concentrated tea l aves 0.5%. Most of them did 

n t have an idea how the methods they listed were used. 

They did not have much knowl dg ab ut fertility period. How ver it i 

inter sting t n te that some had an idea that the methods are supp ed to be tak n 

a stat dos s. The attitude of the us rs is important for promotion and provision of 

E.C. fthe r spondents 20.4% said the emergency contraception was abortificient. 

farital status, age and religious affiliations did not influence this view. 

There wa appro al for . . use b rape ictims 22.4%) with 13.4% f 

respondents saying that single ladies should use . .s while 6% rec mmended fi r 

scho lgirls and married women respectively. Th re was o erwhelming appro al 

for the impact fECs on abortion incidenc s with 7 %of the respondents saying 

that its a ailability and more information would drastically reduce incidences of 

abor1ion. 
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Of there pondents 0.6% fi lt that the EC should be pro ided rat a ost. bout 

% and .So/o of the respondents felt that it should b free and not to be pro id d at 

all re pe livel . 

The overwhelming view that E. s should be pro ided for a cost probabl wa du 

lo the low knowledge about them. 

This study has identified two main problems relating to wid spread a ailability 

and use of E. C. among patients treat d for abortion complications in this area. 

First potential users are uninformed about the method and therefore they cannot 

look for it when need arises. This is coupled with low lev I f in:B rmation among 

pro iders (Gichangi et al. 1999 . This could be due to the fact that this method is 

rec ntly introduced in the country and hence it will take time to reach here. It has 

been shown that if famil planning providers mentioned thi meth d at regular 

he k up women will know ab ut it before they need to use il (NG eta!. 1997 

lonide 1997). . . use largely determined by women's knowledg ab ut the 

method and availability before they need it. ases and Raymond 1997). 

onclu ions 

l. There was poor knowledge ofEC among this group of women. 

Emergency ontraception is under utilized in Kenya. This situation might 

remain so unless fforts to improve the knowledg fE.C. among women 

are undertaken. 

There was enormous appro al that . . could reduce incidence of ab rtions. 
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ec mmenda ti n 

l. Emergen contraception should be made available t all w m n who k 

... 

it pro id d no contraindications are present. 

dvo ac and information education ommunication a ti iti about 

emergenc contraception should be strengthened and materials pr vid d at 

gra sroot levels. 

Refresher course in family p lanning for all famil planning pro iders at th 

grassroot le els. Incorporating E. C. will improve knowledg and hence 

usage. 

Intervention Planned 

l. Lectures on .C. should be planned to all health pr viders including the 

policy makers at the Muranga District Hospital and its outreach health 

enters. 

M re information should be provided in{; rm f posters and hand uts in 

Kikuyu Kiswahili and ... nglish. 
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Refresher course in family planning or all famil pi nnmg r id r at the 

gra sroot le els. Incorp rating E. . will impr e kn wl dg and hen e 

usage. 

Intervention Planned 

I. Lectur son E.C. should b lanned t a1J health providers in lu ing the 

policy makers at the Muranga District Hospital and its outreach h alth 

centers. 

ore information should be provided in form of posters and handouts in 

Kikuyu Kiswahili and nglish. 
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nnex l 

D R 

Dear client 
We are carrying out a study to determine th usage of family planning methods in particular 
reference to emergency contraception. Emergency contraception are methods used to pre ent 
pregnancy after unprotected sex after contraception failure coerced sex rape. The commonly 
used are oral tablets (marketed as postinor) taken one tablet within twelve hours of unpr tected 
sex and then the other table within se enty-two h urs. They help avert at least 75% of un anted 
pregnancies. They work by preventing the product of fertilization from attaching to the inside of 
the uterus and therefore it is not an abortion in its If. They are affordable ab ut one hundred 
hi llings per one dose. And are available in most chemists. Th y have min r side effects just 

like mo t drugs e.g. nausea which is self limiting after the completion f th d e. hould one 
get pregnant after the emergency contra eption; there are no harmful effects to the fetu . 

mergenc contraception is not to be used as regular method of contraception but rather reserved 
for the indications mentioned earlier. ther methods used is intrauterine e contraception device 
(IUCD ) popularly known as the 'coil' hich has a failure rate probably not higher than 0.1% 
when used as an emergency contraception. This inv lves inserting the coil into the uteru done 
m a medical facility and by qualified medical personnel. This can be done ev n upto 9 day after 
the unprotected sex. Howe er its usefulness is limited becaus of risk of infection . The 
mformation we gain will help us corn up with recommendation on how we can use emergency 
ontraception to reduce incidences of unwanted pregnancies whi h lead to ab rtions and their 

relevant complications e.g. pelvic abscess infertility and e en death. 

We are asking you to consider being in the study. We are assuring you our strict confidentiality 
as to the contacts of your responses. No names wi II be written. lf you prefer not to be part of the 
study, feel free to say so. If you have question about the study feel free to contact one of the 
people belO\: . 

If your decision is to take part in the study we ask you to sign on the fonn below. 

_________________________________ of ________________________ agreeto 

participate in the study as explained to me b 

Patient's signature --------------------------

Witness ------------------------------------
ignature -------------------------------
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p r n r pon ibl f r r ar h. 

Dr. E. V . Murage 
P.O. Box 76098 
'airobi. Kenya 

Tel: 71 0521 

Dr. J.B. 0 ieke 
Chairman of bs/Gyna 
University of airobi 
P.O. Box 20723 airobi 
Tel. 712324 

th r 
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peciali t bs/ ynaecologist 
Kenyatta . Hospital 
P. . Box 20723 airobi 

el. 726300 



Kwa mteja. 
Tunafanya uchunguzi kubainisha matumizi ya mbinu za upangaji uzazi hasa tu irejelea 
kingamimba za dharura. Kingamimba za dharura ni njia m ~awap zitumiwazo kuzuia mimba 
baada a kujiamiana bila kutumia kinga yo ote baada ya kingamimba kutofaulu au ukabaji . 
lnayotumika zaidi ni tembe ijulikanayo kama (Postinor) inayomez a temb moja kati ya muda 
wa saa kumi na mbili baada ya kujiamiana hila kinga. Tembe zilizosalia kati ya muda wa saa 72 

iku tatu). Zinasaidia kuzuia angalau asilimia 75% ya mimba zisizotakikana. lsitoshe, temb 
hizi huzuia mimba iii isianze kuk.ua tumboni na hivyo basi si njia moja ya uaviaji mimba (kutoa 
mimba . Bei yake nafuu kwani ni shilingi mia moja kwa kipimo na zinapatikana katika maduka 
ya dawa. Yana madhru·a kidogo kama tembe nyingine; zaweza kumfanya mtu ahisi kitefutefu 
baada ya kumeza. Endapo utapata mimba baada ya kutumia kingamimba hii hakuna madhara 
yoyote k'Wa kijusi (foetus). Kingamimba hii isitumiwe kruna njia ya kawaida kuzuia mimba 
lakini, itumike kama ilivyodokezwa hapo awali. 

jia nyingine zitumiwazo ni kama kitanzi (coil) (IUCD ) arnbayo kima chake cha kutofauJu 
inakisiwa kuwa sio juu ya asilimia nukta moja (0.1 %) ikitumiwa kama kingamimba. lnahusisha 
~'Uingiza kitanzi chupani (uterus) inayofanywa na wataalam wa kiafya tena katika mazingira 
yanayofaa. Hii yaweza kufru1ywa hata siku tisa baada ya kuj iamiana bila kinga. tjapokuwa 
ufanisi wake ni dhaifu kwani aweza kupata maambukizo. jumbe tunaoupata utatusaidia 
kupendekezajinsi ambavyo tunaweza kutumia kingamimba hii kupunguza matukio ya rnimba 
zisizotakikana ambazo zinasababisha ua iaji mimba na madhara yake kama ile usaha katika 
fupanyonga utasa na hata kifo. 

Tunakuomba uwe mmoja wa ashiriki. Tunakuhakikishia kuwa mkataba huu ni wa siri kwa 
mujibu wa majibu yako. Jina lako litabanwa kabisa. na uhuru wa kukataa au kukubali kuwa 
m hiriki. Endapo una maswali kuhusu suala hili mwandikie mmojawapo a madaktari hawa 
Jkiwa umeamua kuwa mmoja wa wahusika tunaomba utie sahihi kwenye fomu hii. 

timi ---------------- wa ---------------
nakubali kushiriki k:wenye mtaala huu kama nilivyoelezewa na ___________ _ 

ahihi ya mgonjwa. ______________ _ 

hahidi -------------------------
ahihi -------------------------
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Wan. imamia utafiti huu ni 

Daktari 

D ktari 

E.W. Murage 
.L.P 76098 
airobi Kenya 

Simu: 02-710521 

J.B Oyieke 
Mwenyekiti wa Obs/Gynae 
Chuo Kikuu Cha airobi 

.L.P 20723 
airobi Kenya 
imu: 02-712324 

Daktari 
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yn cologist 
Ho pitali Kuu Ya K nyatta 

.L.P 20723 
airobi, Kenya 
imu: 02-726300 



Tel: 

~6450- 9 
726581- 2 
25272 

Ref : KNH- ERC/01/1396 

Dr . Ephan t us Wachir a Murage 
Dept . of Obs/Gynae 
Facult y of Medicine 
Universi t y of Nairobi 

Dear Dr . }1urage , 

F .. O. o 20 23 
R m. 

m i l: knh a ea/thn tor.k 

4 July 2002 

0 PI 

RESEARCH PROPOSAL "PREGNANCY OUTCOHE OF PATIENTS PRESENT! G IN LATENT 
PHASE OF LABOUR AT KENYATTA NATIO AL HOSPITAL" (P26/3/2002) 

This is to inform you that the Kenyatta National Hospital Ethical 
and Research Commi t tee has reviewed and approved the revised version 
of your above cited research proposal . 

On behalf of the Committee I wish you fruitful research and look 
forward to receiving a summary of the r search findings upon completion 
of the study . 

This information will form part of data base that will be consulted 
in future when processing related research study so as to minimize 
chances of s t udy duplication . 

Thank you . 

Yours faithfully , 

GUANTAI 
SECRETARY» KNB-ERC 

c . c . Prof . K.M. Bhatt , 
Chairman , KNH-ERC 
Dept . of Medicine , UON . 

Deputy Director (CS) , 
Kenya t ta . Hospital . 

Supervisors : Dr . J . B. Oyieke , Dept . of Obs/Gynae , UON 
Dr . C. S . Wasike , Dept . of Obs/Gynae , KNH 

The Chairman , Dept" . of Obs/Gynae UON 

The Dean , Facul t y of Medicine , UON 
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Tel : 726300 - 19 
726450-9 
726550-9 

Fax: 725Z72 

Ref ... \Qffl::-F.-~.9./.9. ~.I. A~?. J. 

Dr . Ephantus W. Murage 
Dept . of Obs/Gynae 
Faculty of Medicine 
University of Nairobi 

Dear Dr . Murage , 

1\TIA ATIONAL HOSPITAL 
P.O. Boi 10723. Nalrobl 
Telegrams: "MED UP", Nairobi 
Email: ~thnet.or.ke 

Date ..... J?. .. !.-.':1.&~::!~ ... ?.9.9.? 

RESEARCH PROPOSAL " ACCEPTABILITY OF FAMILY PLANNI G WITH SPECIAL 
REFERENCE TO USAGE OF EMERGENCY CONTRACEPTION OF PATIENTS BEING 
TREATED FOR POST-ABORTIO COMPLICATIONS IN A RURAL SET UP" (P27/3/2002) 

This is to inform you that the K~-Ethics and Research Committee has 
reviewed and approved the revised version of your above cited proposal . 

On behalf of the Committee , I wish you fruitful research and look 
forward to receiving a summary of the research findings upon complet ·on 1of the study . 

This information will form part of database that will be consulted in 
future when processing related research study so as to minimize chances 
of study duplication . 

Yours sincerely , 

DR . L. MUCHIRI 
For : SECRETARY , KNR-ERC 

cc Prof . K.M. Bhatt Chairperson , KNH-ERC 

The Deputy Director (C/S), KNH 

Supervisors : Dr . J . B. Oyieke , Dept . of Obs/Gynae, UON 
Dr . C. S. Wasike , Dept . of Obs/Gynae, KNH 

The Chairman, Dept . of Obs/Gynae, UON 

The Dean , Faculty of Medicine, UON 
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